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Abstract

Performance assessment is just the starting point for quality improvement, inspire
raising questions, improving data collection procedures, understanding results, and
identifying actions for improvement. It should be embedded in a comprehensive quality
improvement strategy and used as a quality management tool for the evaluation and
improvement of hospital services.

This is the first study aims to assess the current service quality provided at Al Naser
Ophthalmic Hospital (NOH). The study appraises service quality from staff, patients
and managers perspectives, explores quality performance standards at NOH and
assess quality of provided services using Performance Assessment Tool for Quality
Improvement in Hospitals (PATH). Moreover it identifies strengths and weaknesses
areas in the light of quality performance indicators, and provide NOH with a flexible
and comprehensive framework for the assessment of hospital performance.

The study is a quantitative and qualitative cross sectional analytical descriptive one.
The target populations was the working staff, discharged patients, key managers, and
medical records at the hospital. Main study's tool was PATH with sub dimensional
modifications. Different sub-tools were used. Self administered questionnaire,
designed for staff where instrument reliability test (Cronbach’s Alpha) was high;
ranged from (0.924) to (0.848), with 85.83% response rate (103 employee).
Questionnaire designed for discharged patients' interviews where instrument
reliability was moderate and ranged from (0.705) to (0.611), with 92% response rate
(230 patients). Questions for mangers discussion group(5 key managers). Final tool
was records review for hospital statistics and annual reports and 3checklists for (350)
patients' files (inpatients' files and outpatient's files). Statistical Package for the Social
Sciences Program (SPSS) has been used for data analysis.

The study revealed different strengths and weakness areas regarding sub dimensional
indicators. Clinical effectiveness and safety showed strengths areas regarding good
effective visual outcome of cataract surgeries and low 30 day readmission rate
(0.96%), while indicators flagged with inadequate effectiveness was reported in
ECCE to Phaco rate, rate of intraoperative acquired infections (acute
endophthalmitis rate), low day surgery rate (8.92%). Documentation indicator
showed good results regarding cataract surgical file, while moderate results
regarding files for patients whom admitted for medical treatment were reported.
Moreover outpatient glaucoma files showed weaknesses regarding documentation of
essential measures and parameters.

Efficiency dimensions showed inefficient service in respect to rate of attendance to
appointments (63.31%), while surgical cancellation rate was accepted (16.14%), and
high efficient care regarding low length of stay (2.25 days).

Responsive governance dimension showed that quality improvement was included at
NOH's structure, but performance indicators and measurements were inadequate,
while good responsive quality activities was reported regarding patients and provided
service and less responsiveness for staff needs.



Staff orientation dimension showed many weakness areas regarding lack of training
expenditure, inadequate work conditions regarding (enabling healthcare/work
circumstances managerial practices, and training) from staff perspectives, while
(72.4%) exposed to work related injuries and safety related practices was not fair
enough to keep staff safe during care delivery. Moreover high burnout status was
reported among about half of NOH's staff regarding emotional exhaustion domain and
depersonalization. Strength areas reported regarding low rate of excessive working
hours, low turnover rate, and low absenteeism rate among the majority of staff
members .

Patient centerednes dimension reported strengthens areas where patient perspectives
showed adequate access to care and adequate meeting of expectations.

The status of service quality at NOH is acceptable, but it still needs efforts to enhance
the situation through developing a culture of measurements and using of performance
indicators, monitoring, and continuous quality improvement. In addition NOH
management has to enhance responsiveness regarding staff as well as for the patients
to provide high quality care.
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Chapter 1: Introduction
1.1 Background

Over the past decades, improving quality in healthcare has evolved rapidly, and heath care
systems all over the world seeking toward providing best quality care. A wealth of
knowledge and experience in enhancing the quality of health care has accumulated
globally. This evolution referred to many factors as the large number of field experiences
that have taken place in many countries worldwide and in a variety of different areas and
specialties in healthcare delivery; the increasing complexity of healthcare delivery and
with that the emerging needs for efficient and cost-effective care, the increased
expectations of our customers; and lastly, the advances in our knowledge on

improvement, management, and clinical practice (Massoud, et al. 2001).

World Health Organization (WHO) defines quality as the achievement of the desired
objectives in the most efficient and effective manner, with the emphasis on satisfying the
customer or the consumer (WHO, 2004-c). Performance assessment is just the starting
point for quality improvement (QI); inspire raising questions, improves data collection
procedures, understanding results and identifying actions for improvement (Berwick,
James & Coye, 2003). It should be embedded in a comprehensive quality improvement
strategy and used as a quality management tool to be used by hospital managers for the

evaluation and improvement of hospital services (Massoud, et al. 2001).

Regarding Palestinian health care system, building an effective and sustainable quality
system that covers all aspects of the delivery of health services was one of the most
important strategic goals in last Ministry of Health (MOH) strategic plan; it came as a
response to the needs of citizens through the provision of providing high quality, adequate,

and satisfactory services within the current available resources (MOH, 2014-2018).

Performance assessment of provided service at governmental hospitals will contributes to
achieving this strategic goal where hospitals have a central role in achieving health care
systems goals (Mc Kee & Healy, 2002); and it is essential to track hospitals performance,
assessment of provided service quality, and enhance continuous responsive quality

improvement activities.



Al Naser Ophthalmic Hospital (NOH) is the only specialized hospital that provides eye
care at MOH. Since its establishment in 1965, NOH has shown development in many
areas, and new unique subspecialties in ophthalmic care involved in the range of the
provided services (MOH, 2012), but the service quality has not been comprehensively
assessed through performance indicators, therefore this study will assess service quality
provided at NOH from different perspectives; staff, patients and managers. Moreover the
study will explore to which extent the hospital performance indicators is aligned with
international standards, and finally hospital will be provided with a comprehensive

framework for the assessment of hospital performance.
1.2 Research Problem

Al Naser Ophthalmic Hospital (NOH) provides primary, secondary, and tertiary eye care in
addition to emergency eye care to all Gaza Strip Governorates, while it is working with
limited building capacity, limited workforces. In response to population needs, the range of
provided services at NOH is increasing and new subspecialties in eye care included with
latest advanced technological applications (NOH, 2015). Ocular service demand increment
reported in annually NOH's reports; increased number of patients in the last two years in
comparisons to 2012, 112156 patients (NOH, 2014), 114094 patients (NOH, 2013), 71235
patients (NOH, 2012-b) resulting in increased load on hospital to response to citizen needs.
As there are no previous studies conducted to assess the overall service quality in such
settings, it is vital to track the hospital performance through exploring the alignment of
service quality with agreed international standards and compare it in order to identify
strengths and gaps areas in service. The study will aid the hospital in framing its
performance in a well-defined performance indicators framework through PATH tool
(WHO, 2007-c) which was tailored to NOH's context.

1.3 Justification of study

Quality will be the cornerstone metric of organizational performance in the coming years
so that hospitals management needs to concentrate on continuous performance assessment
for quality of care as we have no time and no sufficient resources to provide poor quality
services, and our Palestinian people deserve best quality care. Ensuring consistency in the
quality of care provided to people with eye disorders is vital, it must be comprehensive,
encompassing eye-health promotion, prevention, treatment and rehabilitation (WHO,
2007-a).



NOH is in continuous response and change to meet population requirements through
introducing new subspecialty in eye specialty with new up-to-date technologies equipment
with brilliants supportive staff. As there are no studies focusing on assessment of overall
quality of performance at NOH; the researcher will assess it using PATH tool modified to
NOH context and the results will be introduced as a comprehensive framework for
performance measurements, which will be a base line for the current status and for future
QI activities. The study will identify flags areas through performance indicators to enhance
QI process at the hospital and it could be a starting point for quality committee team
activities at NOH. The study might arise questions for future researcher’s clinical, surgical

and administrative studies.

At higher level, MOH could use findings as a source of information for hospital
performance evaluation process, and to keep eye services in a state of alignment with an
international standards. In addition to that findings may help for future planning for eye
services in Gaza Strip, as blindness and visual impairment were significantly associated
with higher medical care expenditures and a loss of quality-adjusted life years (Frick, et
al. 2007).

1.4 Aim of the study

This study aims mainly to assess service quality provided at NOH through tracking
essential performance indicators, with a future approach of improving quality of care and
developing a culture of measurements, monitoring, evaluation and continuous quality

improvement.
1.5 Study objectives

= To appraise service quality from staff, patients and managers perspectives.

= To explore quality performance standards at NOH and assess quality of provided
service according to WHO agreed standards using Performance Assessment Tool for
Quality Improvement in Hospitals.

= To identify strengths and weaknesses areas in the light of quality performance
indicators.

= To provide NOH with a flexible and comprehensive framework for the assessment of

hospital performance.



1.6 Research questions

1. What is the perception of staff of service quality at NOH?

2. How do patients perceive the quality of service provided at NOH?

3. What is the managers' perception of quality of service provided at NOH.

4. What is the current situation of quality of care provided at NOH in relation to quality
performance indicators? and to which extend they are in line with PATH dimensions?

5. What are the strengths and areas for potential improvement according to related
indicators ?

6. What are the challenges that face the implementation of quality programs and PATH

standards?

1.7 Study context
1.7.1 Gaza Governorate demographic characteristics

The Gaza Strip (GS) is a small piece of land located in the southern area of Palestine
(Anexx1). According to the Palestinian Central Bureau of Statistics (PCBS) at the end of
2015 the total number of inhabitants was 1,850,559 with high population density; more
than 5,070 individuals per square kilometer (PCBS, 2016). This high population density
resulted in high demands for health care services and possible work overload for health

care providers in this crowded area.

The Gaza strip is divided into five governorates: North Gaza, Gaza City, Mid Zone,
Khnunis and Rafah (Palestinian Water Authority, 2013) characterized by less wider spaces
and less remote areas compared with the West Bank; resulting in better geographical

accessibility for the healthcare services.
1.7.2. Socio-economic situation

Economic situation at the GS continued to decline within the last 10 years due to the strict
siege imposed on Gaza since June 2006. The occupation, conflict, siege, closures and
frequent wars have left the high densely populated Gaza governorates (GGSs) in a state of
severe vulnerability (MOH, 2014). The siege affected the delivery of health services in a
negative way, where availability of drugs followed by computerization and health

information system were the most negatively affected (Shamia, 2016). Moreover the siege



that has greatly harmed the health system at two levels; the provision of health services

inside Gaza and access to treatment outside Gaza (MOH, 2014).

PCBS indicators showed that at the end of 2015 unemployment rate for population aged
15 years and over was 41%, while the poverty rate was 38.8% in 2011 (PCBS, 2016). The
intense siege has taken the humanitarian situation to an unprecedented level, with
widespread absolute poverty and an inability of civil society organizations and formal

authorities to meet even the basic needs of the population (MOH, 2014).

The Gross Domestic Product (GDP) in the GS was estimated at $ of United State of
America (USA) 1,7 billion in 2014, while the annual GDP for Gaza per capita in 2014 was
971.1%. The main sources of livelihood in the GS are employment at the services sector
(mainly at government, UNRWA and NGOs), rain-fed agriculture, livestock rearing and
fishing (PCBS, 2016).

1.7.3 Health care system

Palestinians health care system is still fragmented system, facing continuous challenges
due to political circumstances, siege, conflicts and wars, which causes continuous drainage
of current limited resources. Moreover internal Palestinian Governmental fragmentation,
cause poor coordination between stakeholders which by common sense is reflected on
MOH's facilities in terms of lack of resources, poor resources allocation and low

responsive governances.

Palestinian health sector includes three main levels of care of the primary, secondary and
tertiary health care. United Nations Relief and Works Agency (UNRWA), Non-
Governmental Organizations (NGO) and the private for-profit service providers all share
in the provision of health services at different levels with the governmental health sector
MOH (MOH, 2014).

Total Expenditure on Health in 2014 was 1,391.4 (Million USD), and share of Gross
Domestic Product in 2014 was 11% (PCBS, 2016). MOH is the responsible body for the
leadership and organization of the work of the Palestinian health sector, through well
management of the health sector and ensure the necessary resources needed for
sustainability and development. MOH is also responsible for policy development, the
legislation, laws and plans, activation of partnerships between the various partners in the

sector and with other sectors and optimal management and investment of available

5



resources (MOH, 2014). According to PCBS the total number of governmental hospitals
in 2014 was 26, while total number of non-governmental hospitals was 54. Moreover total
number of beds 5.939 with 2.6 mean duration days (PCBS, 2016).

The NGOs sector also plays a vital role in complementing the work of the MOH,
including providing tertiary services-sometimes expensive services that are usually not
provided by the MOH. NGOs play an important role in promoting accessibility to
vulnerable and marginalized people and contribute to bridging the gaps and the perceived
inequalities in the health system (Abu Hamad, 2009-a).

1.7.4 Ocular care services

Eye services developed gradually at MOH, it was provided within a small department at Al
Shefaa Hospital till 1972, then Al Naser Ophthalmic Hospital (NOH) was established to
deliver ocular services to citizens from all over GGs (NOH, 2012-a). Regarding MOH
hospitals, ocular services provided in an expanded manner through mainly two hospitals,
(NOH) & Europian Gaza hospital (EGH) (MOH, 2012). NOH is the central hospital for
eye care in Gaza Strip, it provides surgical and clinical services in addition to emergency
and primary care (NOH, 2012-a), while at EGH eye services provided through ophthalmic
department in the hospital which was established in 2001 to serve south Gaza strip. Both
hospitals services delivered through ophthalmologist, residents, optometrists in addition to
supporting nursing staff, anesthetists and pharmacists (MOH, 2012).

1.7.5 Study setting, Al Naser Ophthalmic Hospital (NOH)

NOH is the only specialized governmental surgical and clinical hospital which provides
eye services for citizens for all GGs, and it was accredited as a training center for specialty
of Ophthalmology by the Palestinian Medical Council (NOH, 2012-a). NOH consists
mainly from two parts; clinical and surgical, in addition to emergency department.
According to NOH (2014) annual report at the end of 2014 the hospital provided services
for total 112156 patients. Emergency department at NOH provides patients with primary
care in addition to emergency care due to lack of primary eye care centers at GGs. It
received 71655 patients (Male - 39823), (Female - 31831), distributed among GGs as the
following: North Gaza 18149, Gaza 48993, Middle zone 3656, Khanyounes 579, Rafah
278. Total number of 40501 patients received services at NOH out clinics (Male - 18922),



(Female - 21579 ), distributed as the following among GGs: North Gaza 10132, Gaza
22380, Middle zone 5273, Khanyoness1705, Rafah 1011. These numbers

At the beginning of 2015 NOH outpatient clinic starts operating by specialized units
system. Six new diagnostic units involved in ophthalmic service in addition to general
ophthalmic unit. The new six operated units are Cataract unit, Glaucoma unit, Retina unit,
Cornea unit, Oculoplastic unit, and Pediatric and Squint unit. In addition to that is the
laser department which provides service mainly for diabetic patients, while diagnostic
procedure department and optometry department provide service for almost all previously

mentioned units.

NOH includes optometrists which emerged in ocular services at MOH in 2008, making
ocular care in line with the highest international ocular health facilities where care
provided comprehensively through ophthalmologists and optometrists. Optometry
department consists of two refraction units, pediatric and squint unit, contact lenses unit,

prosthesis unit and diagnostic unit (NOH, 2012-3).

Surgical department consists of three major operation rooms and one minor operation
room, at the end of 2014 NOH provided (Minor operations 11228), (Major operations
4388). Total number of admitted patients was 5676, while total number of discharged

patients was 5379.

Regarding NOH staff, NOH has the following professionals: 36 Nurses, 30 Physicians
(optjalmoologists and residents doctors), 13 Optometrists, 4 Pharmacists, 1 anesthetists
specialists, 4 anesthetists technicians, in addition to 38 employee working in administrative
department (NOH, 2014).

Both outpatient department and inpatient surgical department at NOH work on daily basis
from 7.30 am till 2.30 pm through appointment system for five days a week. Many
appointments for consulting visits, follow up appointment, diagnostic examinations and
planned surgical admissions are distributed over the working days of the week. At 2012-
2013 outpatient department pass through building rehabilitation project and many
modifications of hospital structure was done. Moreover building extension from
Psychiatric Hospital at this period helped to increase archive and clerical work areas
(NOH, 2014).



1.8 Operational definitions
1.8.1 Quiality of health care services

Quality is the degree to which health care services for individuals and populations increase
the likelihood of desired outcomes and are consistent with current professional knowledge
(Institute of Medicine, 2001).

1.8.2 Effectiveness and safety

Effectiveness defined as the success of a hospital to produce clinical outcomes in
accordance with the current state of medical knowledge and to achieve these results for all
patients that may potentially benefit from it; this includes conformity with and results of
care processes and appropriateness of care, while safety is related to the application and
promotion of structures and processes in the hospital, for which evidence demonstrates
prevention or reduction of risks (WHO, 2007-c). At this study safety is measured

simultaneously with others dimensions as it is a transversal dimension.

In this study clinical effectiveness and safety dimensions will be measured
simultaneously through the following indicators: 30 day readmission rate, day surgery
rate, rate of hospital acquired infections (endophthalmitis) and intra-operative surgical
complication rate (cataract surgery), while effectiveness of care will be measured through
Extra capsular cataract extraction (ECCE) to phacoemulsification (Phaco) cataract surgery
rate, visual outcome post laser therapy for diabetic maculopathy (DM) & proliferative
diabetic retinopathy (PDR), visual outcome of cataract surgeries, and documentation

status.

1.8.3 Efficiency

Efficiency addresses the optimal use of resources to achieve maximum output and includes
productivity, the use of health technologies to achieve best possible care and the

appropriateness of interventions (WHO, 2007-c).

In this study efficiency dimension will be measured through the following indicators:

Length of stay, attendance to appointments in clinic, and surgical cancellation rate.



1.8.4 Patient centeredness

Patient centeredness puts the patient in the center of service provision and evaluates the
services provided against the needs and expectations of patients, family and caregiver. This
includes client orientation (prompt attention, access to supportive networks,
communication processes) and respect (patient autonomy, confidentiality, dignity) (WHO,
2007-c).

In this study patient centeredness will be measured through the following indicators:
Patients' expectations and patients' access to care. Some of accessibility sub indicators e.g.
physical, informational, medical and financial access, while expectation indicators were

process of care, treatment and consultation and treatment outcome.
1.8.5 Staff orientation

Staff orientation dimension refers to the extent to which staff is appropriately qualified to
carry out their tasks, have possibilities for continuous learning, work in a supportive

environment and are satisfied with their work (WHO, 2007-c).

In this study staff orientation and safety dimension will be measured through the
following indicators: Training expenditure, absenteeism rate, excessive working hours,

staff burnout, staff turnover rate , work-related injuries, and work conditions.
1.8.6 Responsive governance

Responsive governance embraces the extent to which the hospital relates to community
health needs, ensuring continuity of care and the provision of health services irrespective
of ethnical group, physical, cultural, social, demographic or economic characteristics with
sub dimensions are the hospital community integration and the hospital's public-health
orientation (WHO, 2007-c).

In this study responsive governance is measured through: existence of quality structure

and measurements in the hospital and responsive QI activities.
1.8.7 Acute postoperative endophthalmitis

Postoperative endophthalmitis is an inflammatory condition of the eye, presumed to be due
to an infectious process from bacteria, fungi or, on rare occasions, parasites that enter the

eye during the perioperative period (Barry, et al. 2013).
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1.8.8 Day surgery rate

At this study day surgery rate is the number of procedure which were performed with
intention of no overnight stay (same day separation), over the total procedures performed
in the hospital, where the patient does not stay for more than twelve hours, while cut-off
may be extended to 23 hours.

1.8.9 30-Day Readmission rate

Urgent non-elective return for care (surgical or medical) for the same or related admission

cause is counted as a readmission, if it occurs within 30 days of discharge date.
1.8.10 Length of stay (LOS)

LOS is defined as the number of days of hospitalization (admission and discharge date
count for one day) (WHO, 2009). At this study it is measured by dividing the total

number of night stayed by all inpatients during a year by the number of discharges.

1.8.11 Surgical cancellation rate

Cancellation on the day the patient is due to arrive; after the patient has arrived in hospital,
or on the day of scheduled operation, or on hospital bed in surgical theater. This includes

telephone cancellations made on the day of their operation or day of admission

1.8.12 Absenteeism rate

At this study long term absenteeism rate is referred as failure of employees to report for
work more than 30 days to 1 year when they are scheduled to work, or absence with
approval but without replacement (e.g.) maternity vacations without replacement. It is
measured through dividing (number of days of medically or non-medically justified
absence for 30 days or more, excluding holidays, among NOH's staff), on ( total
equivalent full time staff * number contractual days per year for a full-time staff).

1.8.13 Burnout

Burnout is a syndrome of emotional exhaustion (EE), depersonalization (DP), and reduced
personal accomplishment (RA) that can occur among individual who do people work of
some kind (Maslalach & Jakson, 1986).
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Chapter2

Literature review

In this chapter, the researcher illustrates the study's conceptual framework, quality
dimensions used for performance assessment for hospital quality and different sub
dimensional performance indicators. It also demonstrates definition of each dimension
followed by indicators description, importance, and way of measurement. In addition, it
provides different relative studies regarding used indicators.

2.1 Conceptual framework

A wide range of methods and tools to assess quality and promote QI has been used by
many governmental associations and professional bodies, while several distinct dimensions
of quality that vary in importance depending on the context in which a performance
measurement effort takes place has been used. Different perspectives on health care quality

lead to different expectations and different methods of quality measurement.

Through reviewing the literature of health quality measures and hospitals performance
assessment frameworks to build study conceptual framework, most recognized quality
measurement dimensions were build on the six quality dimensions of Institute of Medicine
(IOM); effectiveness, efficiency, equity, patient centeredness, safety, and timeliness
(Corrigan, 2005). Many frameworks like (Chen & Wang, 2015), (CIHI, 2013), (Stelfox &
Straus, 2013), (Liu & Itoh, 2012), (Kelley & Hurst, 2006), (Williams, et al. 2005) and
(Veillard, et al. 2005) were reviewed, and it was obviously that PATH framework provides

a comprehensive tool for hospital quality assessment.

PATH was initiated by the WHO Regional Office for Europe in 2003, and used
dimensions were appropriate for clinical care and for management services that support
service delivery. Moreover most PATH dimensions ranked to be the most commonly used
as effectiveness, efficiency patient centeredness and safety (Kelley & Hurst, 2006). In
addition PATH tool adds staff orientation dimension, which is considered as a success key
to providing quality care, as staff involvement is successful and empowering way to

achieve organizational goals (Dieleman & Harnmeijer, 2006).

The six adopted dimensions are; clinical effectiveness, safety, patient centredness,

responsive governance, staff orientation, and efficiency. Two transversal perspectives
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(safety and patient centredness) cut across four dimensions of hospital performance

(clinical effectiveness, efficiency, staff orientation, and responsive governance), for

instance, safety relates to clinical effectiveness (patient safety), staff orientation (staff

safety), and responsive governance (environmental safety) when patient centredness relates

to responsive governance (perceived continuity), staff orientation (interpersonal aspect

items in patient surveys), and clinical effectiveness (continuity of care within the

organization) (Arah, et al. 2003).

Figure (2.1) illustrates study's conceptual framework, which is built up on the six adopted

PATH's dimensions. PATH tool was tailored to NOH's context by the researcher through

adding different sub dimensional indicators related to ocular care.

( Conceptual framework : PATH tool tailored to NOH J

1. Length of stay
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2. Attendance to appointments

ECCE to Phaco rate
Visual outcome &
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Figure(2.1): Conceptual Framework : Path tool tailored to NOH
(Modified by the researcher)




The main idea of PATH Tool is performance against key indicators. It provides a
multidimensional approach to hospital performance assessment that makes the most of the
large amount of data that is currently collected but very little used (WHO, 2007-c). PATH
tool captures performance aspects in six strategic dimensions and provide tools to support
hospitals in assessing their performance, questioning their own results, and translating

them into actions for quality improvement.

Many indicators from PATH were selected, while others tailored indicators formulated
during two planned meetings with NOH's general manager. Indicators were selected based
on the importance and usefulness, potential impact on quality, burden of data collection
and data availability. The dimensions outlined in the research conceptual framework
include almost every aspect of hospital performance and these dimensions come into play

as clients, health providers, and health care managers.
2.2 Quality

Quality care means excellent care, which all patients expect and deserve. It simply means
the achievement of the desired objectives in the most efficient and effective manner, with
the emphasis on satisfying the customer or the consumer (WHO, 2000). Quality is a multi-
faceted concept which can be defined in different ways; it means providing the best
possible care available to the patient from the provider’s perspective, while it means to
provide effective care in a cost-conscious environment that may include the rationing of
health care from the perspective of the administrator, and from patient’s perspective it
means getting care when and where they need it and from whomever they choose to cure
their condition in the fastest possible way (WHO, 2004-c).

Brown, et al. (1992) define quality from the three perspectives as the following:

1- Client perspectives: the client mean care meets their perceived needs, and is delivered
courteously and on time. The client wants services that effectively relieve symptoms and
prevent illness. The client's perspective is very important because satisfied clients are often
more likely to comply with treatment and to continue to use primary health services, so the
dimensions of quality that relate to client satisfaction affect the health and well-being of

the community.

2- Providers perspectives: From the provider's perspective, quality care implies that he

or she has the skills, resources, and conditions necessary to improve the health status of the
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patient and the community, according to current technical standards and available

resources.

3- Managers perspectives: While quality care requires that managers are rarely involved
in delivering patient care, although the quality of patient care is central to everything they
do. Health care managers must provide for the needs and demands of both providers and

patients. Also, they must be responsible stewards of the resources entrusted to.
2.3 Quality assessment & quality improvement

Quality assessment in health care compares performance with expectations, standards,
goals, and identifies opportunities for improvement; does not impose solutions, does not
require any declared intention or ability to take corrective action, and relies upon available
measurements (WHO, 2003).

Performance assessment is just the starting point for QI, it is not an end in itself and it
should lead to learning, rather than punishment, performance assessment should inspire
raising questions, improving data collection procedures, understanding results and
identifying actions for improvement (Berwick, James & Coye, 2003). It should be
embedded in a comprehensive QI strategy and used as a quality management tool to be
used by hospital managers for the evaluation and improvement of hospital services as it
identifies where gaps exist between services actually provided and expectations for
services and lessens these gaps not only to meet customer needs and expectations, but to
exceed them and attain unprecedented levels of performance (Massoud, et al. 2001).

The key elements to QI are a change (an improvement) and a method (techniques and
tools); it is about change and action based on experience, where individuals and teams
combine a threshold for action with a readiness to develop and test ideas, and to make

changes main domains of quality improvement were identified (Atkinson, et al. 2010);

1- Setting standards: This incorporates the process of defining expectations, levels of
practice or outcomes.

2- Measuring for quality: A process through which performance is reviewed, practice is
assessed and outcomes are evaluated.

3- Quality improvement: An active process that involves taking action, making changes

and measuring progress towards an agreed aim.
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2.4 Assessment of hospital performance

Satisfactory hospital performance was defined as the maintenance of a state of
functioning that corresponds to societal, patient, and professional norms, while high
hospital performance should be based on professional competencies in application of
present knowledge, available technologies and resources; efficiency in the use of
resources; minimal risk to the patient; responsiveness to the patient; optimal contribution
to health outcomes, in addition within the health care environment, high hospital
performance should further address the responsiveness to community needs and demands,
the integration of services in the overall delivery system, and commitment to health
promotion and their performance should be assessed in relation to the availability of
hospitals’ services to all patients irrespective of physical, cultural, social, demographic,

and economic barriers (Veillard, et al. 2005).

Over the past several years, much energy has been put into creating numerous
frameworks to assess health systems and health organizations performance. In order to
deliver and manage quality, it is necessary to measure it, which demands a conceptual
framework within which to understand the term (Arah, et al. 2003). Before assessment
can begin we must decide how quality is to be defined and we also need detailed
information about the causal linkages among the structural attributes of the settings in
which care occurs, the processes of care, and the outcomes of care; structure describes the
context in which care is delivered, including hospital buildings, staff, financing, and
equipment, while process denotes the transactions between patients and providers
throughout the delivery of healthcare and finally, outcomes refers to the effects of
healthcare on the health status of patients and populations (Donabedian, 1988).

Depending on the context in which a performance measurement effort takes place several
distinct dimensions of quality that vary in importance are recognized. IOM framework for
assessment of healthcare quality is mainly six dimensions: Effectiveness, Efficiency,
Equity, Patient centeredness, Safety, and Timeliness (Corrigan, 2005), and these
dimensions are widely used in formulating many conceptual frameworks for assessment

of performance of health systems and health organizations.

The Organisation for Economic Co-operation and Development (OECD) Health Care
Quiality Indicator (HCQI) Project includes the following dimensions for performance

assessment: effectiveness, safety and responsiveness or patient centeredness (Kelley &

15



Hurst, 2006). For improving America’s hospitals the joint commission on accreditation of
healthcare organizations (JCAHO) helps hospitals to make a significant impact on patient
outcomes through performance measurement and a new focus on accountability measures,
— measures of evidence-based care closely linked to positive patient outcomes, this new
approach categorizes performance measures into accountability and non-accountability
measures (JCAHO, 2010). Council of Australian Governments (COAG) in the National
Health Reform Agreement identified Effectiveness, Safety and quality, Patient experience,
Equity Access, Efficiency as main dimensions for performance assessment of Australian
Hospital Networks (COAG, 2011). Recently Canadian Institute for health information
(CIHI) formulated a performance measurement framework for Canadian hospitals which
aligns with the health system performance measurement framework and the key
dimensions of both was strongly based upon the WHO PATH framework (CIHI, 2013).

The WHO strategic orientations are encompassed into the six interrelated dimensions of
the PATH conceptual model, namely: clinical effectiveness, safety, patient centredness,
responsive governance, staff orientation, and efficiency, these dimensions build a
comprehensive operational model, shaped on the conceptual model, with indicators
assessing dimensions and sub dimensions of performance (Veillard, et al. 2005).

2.5 Quality dimensions in PATH tool
2.5.1 Clinical effectiveness

Clinical effectiveness refers to the success of a hospital to produce clinical outcomes in
accordance with the current state of medical knowledge and to achieve these results for all
patients that may potentially benefit from it; this includes conformity with and results of
care processes and appropriateness of care (WHO, 2007-c); it is the degree to which

desired results (outcomes) of care are achieved (Massoud, et al. 2001).

Brown, et al. (1992) explained that quality of health services depends on the effectiveness
of service delivery norms and clinical guidelines, while assessing the dimension of
effectiveness answers the questions; "does the procedure or treatment, when correctly
applied, lead to the desired results?" and "is the recommended treatment the most

technologically appropriate for the setting in which it is delivered?".

Since resources allocated to health care are limited specially in hard setting such as the

setting in GGs; effective practices and techniques should be used, where assessing
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effectiveness should compares two things that have the same effect or the same purpose;
combining both the clinical and economic aspects of health care and this occurs by
determining the medical practices and techniques that, first, actually help improve health
and, second, make good use of resources (Madore,1993). Future studies should focus on
what types of spending are most effective in improving quality and what types of spending

represent waste (Hussey, et al. 2013).
2.5.2 Efficiency

Efficiency defined as addresses the optimal use of resources to achieve maximum output
and includes productivity, the use of health technologies to achieve best possible care and
the appropriateness of interventions (WHO (2007-c), while it was simply defined as a
system’s ability to function at lower costs without diminishing attainable and desirable
results (Donabedian, 2003).

To improve quality of care through increasing efficiency eliminating or minimizing poor
care resulting from ineffective norms or incorrect delivery, and reducing costs by
analyzing efficiency and using health program with the most cost-effective intervention
(Brown, et al. 1992). A key issue in efficiency measurement is whether the outputs are
comparable, particularly on quality in addition to the way in which inputs are measured
may influence the way the results are used for example efficiency measures that count
physical inputs help to answer questions about whether the output could be produced
faster, with fewer people, less time from people, or fewer supplies, moreover efficiency
measures that use financial inputs help to answer questions about whether the output could
be produced less expensively whether the total cost of labor, supplies, and other capital
could be reduced through more-efficient use or substitution of less costly inputs (Hussey,
et al. 2009).

2.5.3 Responsive governance

Responsive governance embraces the extent to which the hospital relates to community
health needs, ensuring continuity of care and the provision of health services irrespective
of ethnical group, physical, cultural, social, demographic or economic characteristics
(WHO, 2007-c). Capturing the patients' perspective of health care and working staff is
becoming increasingly important as health systems strive to be more responsive to the

needs of the people using their services. Responsiveness is an intrinsic goal within context
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of health system, and addressing the legitimate expectations of people is at the heart of the

stewardship function of health systems (Valentine, Murray & De Silva, 2000).

Responsiveness includes patients needs as well as caregivers needs, where for a clear sense
of priorities or purpose managers must focus on the various dimensions of quality to help
to set administrative priorities; they must provide for the need and demand of both
providers and patients, considering the need of multiple client in addressing questions
about resource allocation fee schedule staffing pattern and management practices
(Lazakidou 2011).

Responsiveness is fundamental, because it relates to basic human rights and making
measurable progress in responsiveness could be achieved without major investment
training health care staff to be more responsive to the basic right of individuals to be
treated with dignity requires a minimal expenditure of money (Valentine, Murray, & De
Silva, 2000), so that developing a strategic performance measurements system may
contains the most important financial performance indicators, as well as non-financial
performance indicators that are able to examine the quality of the provided services, the
satisfaction of internal and external customers, as these indicators play the role of key

performance indicators (Grigoroudis, Orfanoudaki & Zopounidis, 2012).
2.5.4 Staff orientation

Staff orientation refers to the extent to which staff is appropriately qualified to carry out
their tasks, have possibilities for continuous learning, work in a supportive environment
and are satisfied with their work, and this dimension includes indicators on the working
environment, prospects and identification of individual needs, health promotion and safety
initiatives and staff health related behavior and health status (WHO, 2007-c).

Client Oriented Provider Efficient (COPE) series for improving quality in health emphasis
that health care staff experience a wide range in the quality of their work environment, in
the information and training they receive, and in the equipment and supplies available to
the all elements that staff need if they are to provide quality services (COPE, 2013).

Just as the health care system must respond to the patient's perspectives and demands, it
must also respond to the needs and requirements of the health care provider and in this
sense, health care providers can be thought of as the health care systems internal clients.

They need and expect effective and efficient technical, administrative, and support services
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in providing high-quality care (Brown, et al. 1992). To increase productivity, competence
and responsiveness of health workers through initiate specific interventions to more
comprehensive approaches that combine aspects such as training, supervision and the
provision of medical care and guidelines (Dieleman & Harnmeijer, 2006). Work
engagement of staff, in all its various forms, is seen as a key factor in promoting
organisational effectiveness, whether that means patient experience, quality and safety

outcomes, or efficiency and financial performance (West, et al. 2011).
2.5.5 Patient centered care

Patient centeredness puts the patient in the center of service provision and evaluates the
services provided against the needs and expectations of patients, family and caregiver. This
includes client orientation(prompt attention, access to supportive networks, communication
processes) and respect (patient autonomy, confidentiality, dignity) (WHO, 2007-c). Patient
centeredness encompasses qualities of compassion, empathy, and responsiveness to the
needs, values, and expressed preferences of the individual patient (IOM, 2001). Patient
centered care services are health care services designed to meet clients' needs and
expectations with full consideration of medical standards to assure safety and
continuity of care (Massoud, et al. 2001) and assures access of individuals to the kind of
care that suit them (Davis, et al. 2005).

Seeking forward patient centered care will be of great effect on improving quality of care
as shown in different studies; it promoting positive outcomes for patients, organizations,
and healthcare professionals (Lusk, et al. 2013). Centered communication correlated with
the patients perceptions of finding common ground in addition, positive perceptions were
associated with better recovery from their discomfort and concern, better emotional health
2 months later, and fewer diagnostic tests and referrals (Oates, et al. 2000), it also related
to a significantly decreased annual number of visits for specialty care, less frequent

hospitalizations, and fewer laboratory and diagnostic tests (Bertakis & Azari, 2011).
2.5.6 Safety

It relates to the application and promotion of structures and processes in the hospital, for
which evidence demonstrates prevention or reduction of risks (WHO, 2007-c). As a

dimension of quality, safety means minimizing the risks of injury, infection, harmful side
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effects, or other dangers related to service delivery, while it involves the provider as well
as the patient. (Brown, et al. 1992).

Because there are many potential starting points for improvement efforts, a safety culture
assessment can help an organization to identify areas that are considered more
problematic than others, and can be used as diagnostic tools to identify areas for
improvement (Nieva & Sorra, 2003). Unsafe health care remains a problem of immense
magnitude worldwide and the past decade has witnessed remarkable progress towards
improved patient safety, many gaps still exist and harm inflicted on patients by adverse
health care events remains unacceptably high (WHO, 2011).

According to IOM the biggest challenge to moving toward a safer health system is
changing the culture from one of blaming individuals for errors to one in which errors are
treated not as personal failures, but as opportunities to improve the system and prevent
harm (IOM, 2001). Clinical training and guidelines, information technology,
organizational structures and industry regulations are being pushed in healthcare
organizations to improve patient safety, the belief is growing that an institution’s ability to
avoid harm will be realized only when it is able to create a culture of safety among its
staff (Nieva & Sorra, 2003).

2.6 Performance indicators

An indicator is a measurable characteristic of actual system performance that determines
the extent to which desired outcomes are achieved, or the degree to which guidelines and
standard operating procedures are adhered, in addition to their usage in monitoring the
quality or appropriateness of important clinical and management activities (Brown, et al.
1992). Indicators intended to provide information for QI are used descriptively, as they
provide a provisional and partial truth interpreted in the light of local circumstance, and act
as a starting point for discussion between stake-holders (Freeman, 2002). Indicator
measurement and monitoring serve many purposes. They make it possible to document the
quality of care; make comparisons (benchmarking) over time; make judgments and set
priorities; support accountability, regulation, and accreditation; support quality
improvement; and support patient choice of providers (Mainz, 2003). While they are used
as clues to performance, discussed and interpreted by clinicians and managers in the light
of local contexts and with the aim of continuously improving the quality of clinical care

and such approaches foster trust and communication between clinicians and managers,
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with the result that they are better able to work through problems with care delivery and

improve quality (Freeman, 2002).

Monitoring health care quality is impossible without the use of clinical indicators as they
are creating the basis for quality improvement and prioritization in the health care system
(Mainz, 2003). The importance of the development and use of indicators is an integral part

of planning and designing health services (Klazinga, et al. 2001)

The PATH framework strongly emphasizes the internal use of indicators because ‘neither
the dynamics of selection nor the dynamics of improvement (through quality

measurement) work reliably today (Veillard, et al. 2005).
2.6.1 Clinical effectiveness performance indicators
2.6.1.1 ECCE to Phaco rate

For a number of years, phaco has been the method of choice for cataract extraction in
developed countries and with increasingly advanced microprocessors, Phaco can offer
safe and elegant disassembly and aspiration of the lens and a rapid recovery for patients,
and most physicians assumed that Phaco is firmly established as the gold standard for

cataract treatment everywhere (Boughton, 2009).

To sort through the relative cost-effectiveness of both Phaco and ECCE, while it’s an
expensive surgery, the presumed cost-effectiveness of Phaco comes from its ability to
return patients to work and to functioning lives much more quickly than conventional
ECCE. Surgical complications and capsule opacity within 1 year after surgery were
significantly less frequent, and a higher proportion achieved an unaided visual acuity of
6/9 or better in the Phaco group. In addition to more stable postoperative astigmatism in
Phaco (Minassian, et al. 2001).

In addition a significant association between type of surgery and outcome of visual acuity
as good visual outcome was noted in 80.1% of eyes operated by Phaco compared to 48.5%
of eyes operated by ECCE procedure (Thevi, et al. 2014). The outcome measures of Phaco
group patients as quality of life, treatment outcomes, and patients satisfaction were
significantly improved more than who have undergone ECCE cataract surgery (Mendonca,
et al. 2014), while better visual outcome and lower complication rate after Phaco

procedures were reported in many trials (De Silva, Riaz & Evans, 2014).
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2.6.1.2 Visual outcome and intra operative ocular complication rate (cataract

surgeries)

Cataract is by far the main cause of readily curable blindness, while cataract surgical
intervention can be one of the most cost-effective of all health interventions (WHO, 2007-
a). Cataract is the first cause of blindness 51% (Pascolini & Mariotti, 2012). While in the
rapid assessment project of avoidable blindness in the occupied Palestinian territories
cataract was the dominant cause of blindness by 55.0% (Chiang, et al. 2010). WHO set a
target for quality of cataract surgery outcome; if at least 85% of eyes achieve 6/18 or better

presenting visual acuity postoperatively (Baltussen, et al. 2004).

Postoperative best-measured visual acuity was defined as the best corrected distance
visual acuity measurement within 2 weeks and 4 months of cataract surgery when present
and the best measurement of uncorrected distance visual acuity or pinhole visual acuity
within the same period when best corrected distance visual acuity was absent (Day, et al.
2015). Visual acuity was measured using a Snellen tumbling ‘E’ chart, which 3 metre

distance, and was measured in full daylight with available correction.

To monitor cataract surgery outcome, the Royal College of Ophthalmologists (RCOphth)
formulated asset of quality standards for cataract surgery and maintaining a regular audit
of pre and post operative visual acuity, and complication rate regarded posterior capsule
rupture (PCR) during cataract surgery (Day, et al. 2015). The most associated ocular
complication with cataract surgery were PCR, it has long been regarded as a benchmark
for the quality of cataract surgery (Sparrow, et al. 2012), (Greenberg, et al. 2011).

Posterior Capsular Rupture or vitreous loss or both (PCR) were defined as unintentional
communication with the posterior segment from the occurrence of any of the following
intraoperative complications: PCR with or without vitreous loss, zonule rupture with
vitreous loss, vitreous loss, vitreous to the section at the end of surgery, IOL into the
vitreous or nuclear/epinuclear fragment into the vitreous or the performing of any of an
automated anterior vitrectomy, secondary IOL or scleral fixed IOL during surgery (Day,
et al. 2015).
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2.6.1.3 Visual outcome post laser therapy for DM and PDR

Diabetic retinopathy is a potentially blinding disease in which the threat to sight comes
through two main routes; growth of new vessels, and localised damage to the macula /
fovea of the eye with loss of central visual acuity (The RCOphth, 2012). The reported
prevalence of diabetic retinopathy (DR) in diabetics varies substantially between studies,
but is probably around 40% (Bowling, 2016).

Diabetic retinopathy is a leading cause of visual impairment and blindness in developed
countries due to (DM) and (PDR) (WHO, 2007-a). At the occupied Palestinian territories,
diabetic retinopathy accounted for 8.3% of blindness, 14.1% of severe visual loss and
5.5% of visual impairment (Chiang, et al. 2010). Reduced visual acuity due to diabetic
retinopathy is negatively associated with quality of life particularly in the advanced stages
(Clarke, 2006).

PDR affects 5-10% of the diabetic population, characterized by neovascularization on or
within one disc diameter of the disc and/or new vessels elsewhere in the fundus (Bowling,
2016), while diabetic Macuolopathy (DM) is a retinopathy which affects the macula
separately (RCOphth, 2012). DM is the most common cause of visual impairment in
diabetic patients (Bowling, 2016).

Laser treatments to the retina form a large part of the case load in a diabetic retinal clinic,
and for both complications (DM) and (PDR) laser treatment offer proven treatment. Laser
treatment pan retinal photocoagulation continues to be the mainstay of PDR treatment
with intravitreal anti-VEGF injection and other modalities remaining adjunctive, while
regarding (DM) until recently laser photocoagulation was the mainstay of treatment for
DM, reducing the risk of visual loss by 50% overall compared with observation (Bowling,
2016). In the Early Treatment Diabetic Retinopathy Study, macular laser therapy for
clinically significant macular edema approximately halved the rate of moderate visual
loss, defined as doubling of the visual angle, and equating to a change from 6/6 to 6/12 or
from 6/12 to 6/24 (Dowler, 2003). Pan retinal photocoagulation laser treatment reduces
risk of vision loss in PDR (Ghanchi, et al. 2013).
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2.6.1.4 Rate of hospital-acquired infections (post intraocular surgical intervention

intraoperative course) — (Acute postoperative endophthalmitis)

Postoperative endophthalmitis is an inflammatory condition of the eye, presumed to be
due to an infectious process from bacteria, fungi or, on rare occasions, parasites that enter
the eye during the perioperative period (Barry, et al. 2013). Acute intraocular infection is
invariably a severe event, as toxins produced by infecting bacteria and the host
inflammatory responses cause rapid and irreversible photoreceptor damage, and ongoing
effects can continue long after the ocular contents have been rendered sterile (Bowling,
2016). It is considered one of the most devastating complications after ocular surgery and
treatment remains challenging (Behndig, et al. 2013), risk factors are difficult to establish
but may include operative complications such as posterior capsule rupture, prolonged
procedure time, combined procedure (e.g. with vitrectomy), clear corneal sutureless
incision, temporal incision, wound leak on the first day, delaying postoperative topical
antibiotics until the day after surgery, topical anaesthesia, adnexal disease and diabetes
(Bowling, 2016).

Postoperative endophthalmitis is conventionally characterized as either acute, occurring
within 6 weeks of cataract surgery or chronic, occurring after that period of time; the
majority of patients with acute postoperative endophthalmitis present within 1-2 weeks
after surgery, with signs and symptoms of rapidly progressive intraocular inflammation
(Barry, et al. 2013).

The low rates of serious endophthalmitis infection after procedures is a target outcome
indicator used to monitor ophthalmic surgeries. Contemporary reported incidence of acute
endophthalmitis following cataract surgery varies substantially between studies, but is
probably at least 0.1%, and due the low rate of endophthalmitis it is very difficult to

establish the effectiveness of any preventative measure (Bowling, 2016).
2.6.1.5 Day surgery rate

A number of procedure were performed with the intent of day-surgery (no overnight stay)
over the total procedures performed in the hospital, for selected tracer procedures;
expressed as a percentage (WHO, 2009). It is a planned surgical procedures carried out in
a hospital, where the patient does not stay for more than twelve hours, while cut-off may
be extended to 23 hours in special extended care facilities (WHO, 2004-3).
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Treatment of appropriate non-emergency cases by day surgery can be advantageous for
health care providers and the communities they serve; more patients can be treated more
effectively and more efficiently (Castoro, et al. 2007). Day surgery indicator is a
multifunction indicator; indicates efficiency, clinical effectiveness patient orientation

(WHO, 2009) and rationalization according to different dimensions was as the following:

= Efficiency: Cost-efficiency and optimal use of capacity, in a context of limited bed
availability, increased one-day surgery will release inpatient beds for major cases and
hence improve access and reduce waiting times. Inpatient days are highly resource
intensive.

= Clinical effectiveness: Innovativeness and diffusion of technologies, where
improvements in anesthetic drugs and procedures and in surgical techniques allowed more
operations to be completed as day surgery cases. A prerequisite for increased use of day
surgery is the development of less invasive surgery.

= Patient centeredness perspective on clinical effectiveness: Outcomes and patient
satisfaction (faster recovery, focus on pain management): Risk of hospital acquired
infection is reduced. Patient surveys indicate that the great majority of patients prefer to

recover home rather than staying overnight in hospital (WHO, 2009).

The economic benefits of day surgery as including shorter hospital stays, which enables a
higher number of patients to be treated, thereby reducing waiting lists, fixed scheduling,
reducing cancellations by patients and thus more efficient theatre use, reduced disruption
of patients’ daily routines, with lower levels of absence from work or problems providing
care for others, a decrease in both the time taken to perform surgical procedures and their
cost, taking advantage of advances in surgical and anesthetic care and better use of high-

cost operating room apparatus and supplies (Castoro et al. 2007).
2.6.1.6 30-Day Readmission rate

The percentage of readmitted patients is an important balancing measure to indicate if
changes to patient flow through the system are negatively affecting care, while some
readmissions are part of the planned care and are desirable, others may be indications of a
quality issue related to shortened length of stay and premature discharge (WHO, 2007-d).

Urgent readmission for surgical and medical non-elective return to an acute care hospital
for any cause is counted as a readmission if it occurs within 30 days of discharge from the

index episode of inpatient care, while an episode of care refers to all contiguous inpatient
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hospitalizations and same-day surgery visits (CIHI, 2013). Readmission rates reduction
has become an imperative among healthcare policymakers as unplanned hospital
readmissions are common, costly, and largely preventable healthcare burden. In United
States, it has shown that hospital readmissions contribute significantly to health care
costs as readmissions account for an estimated 17.4 billion US$ in annual spending by
Medicare (US) (Jencks, et al. 2009).

Readmissions to acute care facilities are increasingly being used to measure institutional or
regional quality of care and care coordination readmission rates can be influenced by a
variety of factors, including the quality of inpatient and outpatient care, effectiveness of the
care transition and coordination, and the availability and use of effective community-based
disease management programs (CIHI, 2013), while it is associated with indicators of
substandard care during the index hospitalization, as unstable therapy at discharge, and
inadequate post discharge care as a result it can prevented by 12% to 75% of all
readmissions by patient education, pre discharge assessment, and domiciliary aftercare
(Benbassat & Taragin, 2000).

2.6.1.7 Medical Documentation

Adequate and proper medical documentation is essential for quality of medical care and
health care services reflecting the care that is provided to the client, to evaluate
professional practice as a part of quality assurance mechanism such as performance
reviews, audits and accreditation processes, legislated inspections and critical incident
reviews. Documentation should be clear, concise, consecutive, correct, complete,

comprehensive, collaborative, patient-centered and confidential (WHO, 2007-b).

Safety is essential for quality care and one of the main purposes of a health care record is
to provide a means of communication to facilitate the safe care and treatment of a patient;
they are considered as a documented account of a patient's history of illness; health care
plans; health investigation and evaluation; diagnosis; care; treatment; progress and health
outcome for each health service intervention or interaction (Australian Commission on
Safety and Quiality in Health Care, 2010).

Therefore monitoring medical and surgical pathways through tracking documentation is
of great benefit. In this study cataract and glaucoma pathway will be reviewed through

tracking documentation status.
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Commonly accepted standards for medical record documentation recommended by
National Committee for Quality Assurance-nonprofit American organization (NCQA)

include the following:

= Each page in the record contains the patient’s name or ID number, Personal
biographical data include the address, employer, home and work telephone numbers
and marital status. All entries in the medical record contain the author’s identification.
Author identification may be a handwritten signature.

= All entries are dated. Significant illnesses and medical conditions are indicated on the
problem list. Medication allergies and adverse reactions are prominently noted in the
record. Past medical history (for patients seen three or more times) is easily identified
and includes serious accidents, operations and illnesses. Working diagnoses are
consistent with findings.

= Treatment plans are consistent with diagnoses. Encounter forms or notes have a
notation, regarding follow-up care, calls or visits, when indicated. The specific time of
return is noted in weeks, months or as needed (NCQA, n.d).

2.6.2 Efficiency performance indicators
2.6.2.1 Attendance to appointment

Patient failure to attend hospital outpatient appointments has a significant impact on the
ability of hospitals to provide efficient and effective outpatient services and it is a major
source of potentially avoidable cost and resource inefficiency that impact on the health of
the patient and treatment outcomes, Krishna & Amarjothi (2012) study shows that non-
attendance at medical appointments is associated with increased patient morbidity, while
Beecham (1999) estimated cost of about ($240 m) worth of appointment time is lost each

year because of the patients in the UK who fail to keep appointments with their GPs.

Many factors that may lead to missed appointments were explained in recent studies.
Gurol-Urganci (2013) review study reveals that main patient-related factors for missing
scheduled appointments as: health beliefs; lack and difficulty of transportation; scheduling
problems; health status; resistance to consultation; insurance status; and frustration with
outpatient clinic organization resulting in long waiting times and discontinuity of care,
while health system-related factors include: inadequate communication between healthcare

providers and patients, which are worsened by patients missing appointments; waiting
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times; quality of consultation; facilities in the waiting area; time interval between
scheduling/referrals and appointments; administrative and/or clerical problems; and site of
care. Cameron (2015) study participants suggested many barriers for attending to
appointments such as: travel and parking issues; general ‘access’ difficulties; poor
administration of appointment letters; conflicting priorities such as school, work or illness;

lengthy waiting times; many scheduled appointments; and forgetting.

In relation to NOH's context, many of previous mentioned factors may lead to missed
appointments such as extended waiting lists and scheduling problems, insurance status and
decreasing financial care coverage and transportation financial burden especially for South
GGs inhabitants. So that such an important indicator reflects health care from many aspects
and need to be monitored to avoid wastage of resources and enhance better health

outcome.
2.6.2.2 Length of stay (LOS)

LOS is defined as the number of days of hospitalization (admission and discharge date
count for one day) for selected tracer conditions and procedures (WHO, 2009). It is
generally measured by dividing the total number of days stayed by all inpatients during a
year by the number of admissions or discharges (OECD, 2011).

At NOH context LOS measured through numbers overnight stay where patients occupy
bed, receive meals and others related hospital hotel services till being discharged after
mourning round of ophthalmologists.

LOS is a direct measure of efficiency and reflects appropriateness and has a very strong
rationale, such as improving efficiency, improving integration and coordination of care,
improving internal processes and improving clinical effectiveness, while from the point of
view of indicator of efficiency, shorter is better, but very low median days may pose
patients at risk (WHO, 2009). Nowadays the trend in the world is toward day care surgery
with cost effective treatment and rapid return to home ambient; a shorter stay will reduce
the cost per discharge and shift care from inpatient to less expensive post-acute settings
(OECD, 2011).

Hospitals having long average length of stay are considered relatively inefficient in the use
of resources and those with low length of stay considered to be efficient. Sometimes,

however LOS is assumed to relate to quality, but if significantly lower than expected might
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be considered indicative of poor quality care and may reflect prematurely discharging
patients, while if poor quality of care causes complications, it would tend to extend length
of stay and under this assumption, longer than expected LOS could be viewed as indicative
of poor quality care (Thomas, et al. 1996).

Associations between reduced hospital LOS and 30-Day readmission rate is proved as over
the 14 years, risk-adjusted 30-day readmission rates for all medical diagnoses combined
decreased from 16.5% to 13.8%, while hospitals with mean risk-adjusted LOS that was
lower than expected had a higher readmission rate, suggesting a modest tradeoff between
hospital LOS and readmission 6% increase for each day lower than expected (Kaboli, et al.
2012). As a result LOS is a common outcome variable used to compare the performance
between hospitals (WHO, 2009) and monitoring of LOS indicator is important and reflects

quality of care from many aspects.

2.6.2.3 Surgical cancellation rate

A last minute cancellation is a cancellation on the day the patient is due to arrive; after the
patient has arrived in hospital, or on the day of scheduled operation, this includes telephone
cancellations made on the day of their operation or day of admission. An operation which
is re-scheduled to a time within 24 hours of the original scheduled operation is considered
as a postponement and not a cancellation Surgical cancellation is scheduled surgery which
is not done at intended date (WHO, 2004-a).

Cancellation of planned surgeries is a known as quality problem in healthcare that has
undesired consequences as it harms patients and wastes resources. High cancellation rates
may indicate that scarce health resources are being used ineffectively, thereby increasing
costs (Argo, 2009). Patients are directly affected by cancellations, they reacted negatively
to the postponement/cancellation in the form of anxiety and disappointment (lvarsson,
Larsson & Sjoberg, 2004).

Cancellation rate reflects a well-managed preoperative preparation process as the
introduction of preoperative preparation clinics for patients reduces cancellations on the
day of surgery from 78% and 42% total cancellations (McKendrick, et al. 2014). Almost
half of the cancellations were not due to medical reasons, and these cancellations could be

reduced by better administrative and surgical planning and better communication with the
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patient and/or his family (Chang, et al. 2014). Cancellation rates varies in different
settings, from less than 1% to as high as 23%, (Chiu, et al. 2012).

2.6.3 Responsive governance performance indicators
2.6.3.1 Existence of quality structure & measurements

Quality management through implementing quality within hospital structure is essential
and empowering point to achieve its goals. Quality will be the cornerstone metric of
organizational performance in the coming years for all health-care organizations, so that
we must begin to develop organizational structures that address this challenge from a
management perspective (Glickman, et al. 2007). Continuous guality improvement or total
quality control are names for a philosophy of management that aims to help organizations
of all kinds improve performance through eliminating poor quality during production or
delivery of the product or service rather than through trying to fix the results after the

product has been made or the service given (James, 1989).

A QI strategy refers as an intervention aimed at making great advances in quality
healthcare services (Lazakidou, 2011) and performance assessment is just the starting point
for quality improvement. Effective organizational capabilities, such as leadership, human
capital, information management systems and group dynamics (such as culture and
incentive systems), are essential structural elements of quality improvement in a health-
care organization and serve as the primary catalysts for process change (Glickman, et al.
2007). Characteristics of hospital leadership engagement in quality improvement are most
likely to strengthen quality improvement activities, and better quality scores are associated
with hospitals where the board spends more than 25% of their time on quality issues,
receives a formal quality performance measurement report, and engages in a high level of

interaction with the medical staff on quality strategy (Vaughn, et al. 2006).

Hospitals still facing significant challenges in implementing quality initiatives related to
identifying priorities, developing sustainable processes and identifying the appropriate
framework for successful implementation of quality-improvement initiatives (Glickman, et
al. 2007). Developing a strategic performance measurements system may contains the
most important financial performance indicators, as well as non-financial performance
indicators that are able to examine the quality of the provided services, the satisfaction of

internal and external customers, the self-improvement system of the organisation and the
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ability of the organisation to adapt and change as these indicators play the role of key

performance indicators (Grigoroudis, Orfanoudaki & Zopounidis, 2012).
2.6.3.2 Responsive QI activities

Translating performance indicators findings to quality activities through responsive
governance where change is needed is the first step to quality improvement. Management
approaches was a genuine attempt to change and improve the organization to focus efforts,

to improve the quality of the products and service (Swayne, et al. 2012) .

Responsiveness is the ability of the government and other institutions to respond to
population health needs at both the regional and local levels (Siddiqi, et al. 2009), and this
come as a result of continuous monitoring of the arising needs and demands of clients and

the overall demographically society changes to respond with needed services.

It is known that meeting client’s needs is an important indicator for the extent of
responsiveness of health care as well as it indicates involvement of clients in planning and
evaluating health care services. Involving patients in the planning and development of
health care is essential as evidence supports the notion that involving patients has
contributed to changes in the provision of services across a range of different settings
(Crawford, et al. 2002).

For care providers strategies to increase productivity, competence and responsiveness of
health workers are important as those related to patients responsiveness, through initiating
specific interventions such as the provision of performance-related allowances to more
comprehensive approaches that combine aspects such as training, supervision and the

provision of drugs and guidelines (Dieleman & Harnmeijer, 2006).
2.6.4 Staff orientation performance indicators
2.6.4.1 Training expenditure

Continuous development of the human resource of the organization is one of the
requirements for a healthy and improving organization. Experts agree that investing in
employees is highly predictive for ultimate success (WHO, 2004-a). Incentives and
management related to human resources have an indirect impact on the use of other
resources as well (WHO, 2000). Investment in human capital and treating it conceptually

in the same way as physical capital, with education and training as the key investment tools
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to adjust the human capital stock and determine the available knowledge and skills.

(Saltman, & Ferroussier-Davis, 2000).

Inadequate knowledge, skills and inappropriate attitudes can all form obstacles to good
health care so that emphasis on that advances in insights into treatment and diagnosis, as
well as changes in roles and responsibilities, require continuous professional development
among health workers, and a lifelong learning process must be developed at the start of a
professional career in the health sector (Dielemann & Harnmeijer, 2006). In Reeves, et al.
(2013) review study indicated that inter professional education produced positive outcomes
in the following areas: diabetes care, emergency department culture and patient
satisfaction; collaborative team behavior and reduction of clinical error rates for
emergency department teams; collaborative team behavior in operating rooms;
management of care delivered in cases of domestic violence; and mental health practitioner
competencies related to the delivery of patient care. So that investment on this structural

measure, will contributes in improving quality of provided care.
2.6.4.2 Excessive working hours.

Number of hours worked exceeding normal working hours, or the percent of weeks
worked more than 48 hours during a specified period (WHO, 2007-d). This indicator is
limit to nurses and nurse assistants, and lower rate of excessive hours worked are better.
According to the European directive on working times, “member states shall take
measures to ensure that workers enjoy an average of weekly working period of not more
than 48 hours, including the overtime for each seven-day period ” (DIRECTIVE, 1993).

Excessive working hours has an impact on staff health and satisfaction. They reflect
overload, job strain and poor human resource planning. But they also have an impact on
patient safety as evidence suggest that professionals that are tired make more errors. The
EU’s working directive has direct implications for the health sector (WHO, 2007-d).
Many studies explain the effect of excessive working hours of health staff, and how it
may lead to work related stress and affect care provider productivity where shift work and
long work hours increase the risk for reduced performance on the job, obesity, injuries,
and a wide range of chronic diseases. In addition, fatigue-related errors could harm
patients (Caruso, 2014). Fatigued nurses also endanger others during their commute to
and from work. The risks of making an error were significantly increased when work

shifts were longer than twelve hours, when nurses worked overtime, working for >12
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hours were more likely to report poor or failing patient safety, poor/fair quality of care,
and more care activities left undone (Griffiths, et al. 2014), while more favorable staffing

hours were associated with fewer fall incidents (Stalpers, et al. 2015).
2.6.4.3 Staff absenteeism

Absenteeism is referred as failure of employees to report for work when they are
scheduled to work (WHO, 2004-a). Absenteeism by health providers is a frequently
occurring phenomenon in many health facilities, especially in resource-poor areas
(Dieleman & Harnmeijer, 2006).

Evidence suggests a high burden of absenteeism in hospitals with negative implications
on work organization and patient care, where high burden on hospital functioning in terms
of cost to compensate lost working hours, increased workload for the remaining staff, lost
productivity, lower quality if highly skilled personnel providing essential services cannot
be replaced (WHO, 2007-d). Staff shortages limit accessibility to health services, which
in turn affect health outcomes (WHO, 2004-b), while patient satisfaction related to
relationships with staff was significantly and negatively correlated with nurse short-term
absenteeism for non-medical reasons and with nurse absenteeism starting at weekends
(Duclay, et al. 2015), (Moret, et al. 2012). Moreover there is strong theoretical support
and a demonstrated relationship with practice environment, job satisfaction, morale, job
involvement (WHO, 2007-d). Factors predicting the rate of absenteeism include
engagement, motivation involvement, physical violence from colleagues or patients a lack

of equality and diversity training (West, et al. 2011).

Staff absenteeism rate classified according to absence period as the following: Short-term
absenteeism from 1 to 7 days and from 2 to 7 days while long-term absenteeism more than
30 days to 1 year (WHO, 2004-a). Employees who are away from work on recognized
holidays, vacations, approved leaves of absence, or leaves of absence allowed for under the

collective agreement provisions would not be included.
2.6.4.4 Staff work-related injuries

Work related injuries vary according to healthcare facilities settings and type from work
stress discomfort, trauma, needle stick injuries to severe infections (WHO, 2003), and may
relate to other indicators like lack of training, burning out and excessive working hours

where experiencing job-related injuries associated with lower levels of job satisfaction,
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increased turnover intentions, and are less likely to recommend the facility as a place to
work or seek care services in addition to that injury rates are related to employee ratings of
injury prevention training, supervisor support, and employee engagement while injuries
less like to occurs when care provides under supervisor support, employee engagement,

and training (McCaughey, et al. 2014).

The occurrence of needle stick injuries was found to be quite common, a large percentage
(79.5%) of health care workers reported having had one or more needle stick injuries in
their career (Sharma, et al. 2010), while daily patient transfer was associated with
increased risk for back injury among healthcare workers (Andersen et al. 2014) while
surgeons are likely to be susceptible to stress, sharp injuries, burnout and psychiatric

morbidities, substance abuse and musculoskeletal pain (Vijendren, et al. 2014).
2.6.4.5 Staff burnout

Burnout was originally conceptualized as a specific stress syndrome among health care
professionals resulting from emotionally charged interactions with patients (Maslach,
1982). The most widely accepted definition of burnout which led to the establishment of
the MBI stated that burnout is a syndrome of emotional exhaustion, depersonalization, and
reduced personal accomplishment that can occur among individual who do people work of
some kind (Maslalach & Jakson, 1986). The MBI developed to measure burnout as a

specific kind of occupational stress reaction among human service professionals.

The most popular scale for measuring burnout is Maslach's MBI theoretical framework
(Maslach & Jackson, 1986). It recognizes a single syndrome defined by three

components:

1. Emotional exhaustion (EE): manifests when individuals are unable to
psychologically give of themselves to the degree expected of them, and are therefore

behaviorally inapt at investing in effort towards performing.

2. Depersonalization (DP): involves withdrawal, and the distancing of oneself from

colleagues and clients resorting to impersonal relationships and remote contact.

Reduced personal accomplishment (RA): results from negative self evaluations, and
involves a decrease of productivity and the resignation of any effort to perform.

34



Many studies showed the effect of burnout on quality of care, leading factors of burnout,
and organizational factors associated with burnout status. Unfavorable individual scores on
psychosocial job characteristics and organizational factors are associated with higher levels
of burnout and lower quality of care scores, while moderate support for a mediating role of
burnout in the association between quality of work and quality of care was found (Van der
Doef, et al. 2014 ). Nurses working shifts of ten hours or longer were up to two and a half
times more likely than nurses working shorter shifts to experience burnout and job
dissatisfaction and to intend to leave the job. Extended shifts undermine nurses’ well-
being, may result in expensive job turnover, and can negatively affect patient care
(Stimpfel, 2012). Weak retention rates, high turnover, heavy workloads, low staffing levels
and/or staffing shortages conspire to create a difficult working environment for health
professionals, one in which they may struggle to provide high-quality care and which may
also contribute to health professional burnout (Humphries, et al. 2014). Moreover EE and
DP in nurses had a positive correlation with sharps injuries nursing administrators should
pay more attention to clinically burned-out nurses, and provide more opportunity to nurses
for training and education to reduce the prevalence of sharps injuries (Wang, et al. 2012).

2.6.4.6 Staff turnover

Staff stability is one of the most important factors to assure high quality, and cost effective
care, and considerd as one of benchmark measuring quality of service (American Health
Care Association, 2012). The costs and consequences of physician turnover are substantial
and may include: (a) financial consequences, (b) effects on patient satisfaction, and (c)
effects on the organization or practice as a whole, related to the experience of other
healthcare providers, and effects on institutional public relations (Misra-Hebert, Kay &
Stoller 2004). Minimum cost of turnover represented a loss of > 5 percent of the total
annual operating budget (Waldman, et al. 2010). When hospitals turnover rate increases, it
is commonly sense that productivity and knowledge will negatively be affected, while
workload will increase for those of the team left while the position is not yet filled.
Shortages of health care staff can be a symptom of low job satisfaction, poor management

and lack of organizational support (Zurn, Dolea & Stillwell, 2005).

To reduce turnover and improve experiences for both employees and patients factors such
as culture, training and employee engagement should be taken into consideration, where

the extrinsic values encompass the tangible aspects of the job including wages, benefits
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and bonuses, while the intrinsic values include status, recognition, personal and

professional development opportunities (Cowin, 2002).
2.6.4.7 Working conditions

Quality of care for the patients starts with the care providers themselves and any quality
improvement effort that does not consider the needs and assets of the employees is doomed
to failure (WHO, 2004-a). Focusing on the staff work environment is an important
component of caring for the caregivers. From the Provider's perspectives, quality care
implies that he or she has the skills, resources, and condition necessary to improve the
health status of the patient and the community, according to current technical standards and
available resources, while provider commitment and motivation depend on the ability to

carry out his or her duties in an ideal or optimal way (Lazakidou, 2011).

Healthcare organizations should be patient-centred, and they need to create and nurture an
environment in which their most important asset (their workforce) is valued and treated
with the same level of dignity and respect that the organization expects them to provide to
patients, so that as hospitals respond to patients, they must also respond to the needs of the
health care provider (Shaller, 2007).

2.6.5 Patients centeredness performance indicators
2.6.5.1 Access to services

Accessibility to health services described as the degree to which healthcare services are
unrestricted by geographic, economic, social, organizational, linguistic, or other barriers
(Massoud, et al. 2001), clients have a right to services that are affordable, are available at
convenient times and places, are fully accessible with no physical barriers, and have no in-
appropriate eligibility requirements or social barriers, including discrimination based on
sex, age, marital status, fertility, nationality or ethnicity, social class, religion, or sexual
orientation (COPE, 2003). Four main characteristics for patient-centered access are
availability of physical and financial affordability, appropriateness which means obtaining
proper levels of care without affecting medical technical standards, access to preferred
provider or specific medical service, and finally timeliness (Berry, et al. 2003).
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2.6.5.2 Patient expectation

Expectations are often simply defined as individual’s beliefs regarding desired outcomes
(De Silva & Valentine, 2000). Health services exist to meet the health needs of clients, so
the delivery of health services should be designed to meet those needs (Massoud, et al.
2001). Stakeholders need to understand the expectations underlying patient's views in
order to interpret their feedback to respond accordingly. Thus, what people anticipate, or
expect to receive, from their health care, compared with their perceptions of what they
receive in practice, are potentially important in predicting patient satisfaction and
dissatisfaction with their care, treatment and health outcomes (Bjertnaes, et al. 2012).

Patients' expectation domains suggested by WHO (2007-d) were; respect for patients’
preferences and expressed needs, coordination of care and integration of services,
information and education, physical comfort and pain relief, emotional support and
alleviation of fears and anxieties, Involvement of family and friends, Transition to home
and continuity of care, while expectation domains were summed by the six expectation
type domains by Bowling, et al. (2012) review study; structure of health care, process of
health care, doctor—patient communication style, treatment process — clinical procedures

performed, doctor—patient approach to information, and health outcome expectancies.

To summarize, tailored PATH tool's six dimensions used for assessing NOH's hospital
performance with various sub dimensional indicators. Core and tailored indicators
regarding different areas are used to assess clinical, surgical, managerial, and patients as

well as staff safety.

This comprehensive framework for hospital performance assessment could be a
supportive tool in continuous quality improvement and in improvements in hospital

accountability and performance management.
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Chapter 3

Methodology

3.1 Study design

The design of this study is triangulated, descriptive, analytical, cross-sectional one to
assess service quality provided at NOH using modified PATH tool. Methodological
triangulation would provide combination between quantitative (patients interviews, self-
administer questionnaire for NOH staff, record review and checklists) and qualitative
paradigms (key managers small discussion group) to validate findings from one method
with another. Cross sectional design reflects the existing facts at the same point of time of

data collection.
3.2 Study populations
This study includes four types of populations:

1. Staff working at NOH, various care providers, ophthalmologists, optometrists, nurses,
pharmacists and anesthetists in addition to administrative employee (120 employee).

2. Discharged patients from the hospital (250 patients).

3. Key managers for the small discussion group (5 managers).

4. Patient's medical files to track documentation status at NOH (350) in addition to
hospital annual reports, data base statistics, surgical and medical records to extract

related indicators e.g. readmission rate, length of stay, excessive working hours.
3.3 Study Setting

This study was conducted at NOH, including hospital outpatient clinics, surgical

department and administrative department.
3.4 Study period

The study was conducted between June 2015 and March 2016.
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3.5 Sampling
3.5.1 Sample calculation

= Staff sample included total population of care providers and administrative employee at
NOH (120 employee).

= Patient sample calculated according to University of Florida formula; average monthly
discharged patients in the hospital are 450 patient (NOH, 2014) so sample size for +5%,
and +10% precision levels where confidence level is 95% and P=.5 is (220) patients.

= Key managers sample included total 5 key managers at NOH, hospital manager,
medical manager, administrative manager, nurses manager and out clinic manager.

= According to University of Florida formula; to review records and documentation
status; sample size for 5%, and +£10% precision levels where confidence level is 95%
and P=.5 is 350 patients medical files, which was a representative sample for total 1911

patients files.
3.5.2 Sampling process

3.5.2.1 Staff Sample: Staff sample included (total population) of all staff at NOH (care
providers professionals and administrative employee) working at the hospital for self-

administer questionnaires.

3.5.2.2 Patient Sample: Purposive sampling technique was used to select discharged
patients in 2015. Patients who were admitted for any medical cause or for planned surgical

admission was included in the sample.

3.5.2.3 Key Manager Sample: A non-probability purposive sample of five key managers
was selected. The idea of including this sample is to dig deep and understand in-depth the
perspectives about quality, quality structure, performance measurements, and responsive
activities for QI. The qualitative component will be carried out after the quantitative one in

order to explore issues that arise from the quantitative study.

3.5.2.3 Records review sample:

A. Patients' files: A sample of 350 patients files distributed between inpatients and
outpatient files. According to the total number of each file type; the percentage of each
sample was as the following: 20% for medical treatment admissions files, 35% for surgical

files (cataract surgeries), and 45% for out clinic (Glaucoma unit).
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Inpatient file sample: Purposive surgical sample was chosen for cataract surgical files as
they make the main bulk of surgical files with a percentage of (45%) of total surgeries,
followed by random cataract file sample selection. While random sample from files of any
type of patients' files who admitted for medical treatment.

Outpatient file sample: Random sample from glaucoma files unit.

B. Hospital records: Hospital annual report, hospital data base and statistics, surgical and
medical records were reviewed from 1% of January 2015 to the end of the year for some
indicators and for less period for others according to burden of data collection of the

indicators.
3.6 Eligibility criteria
3.6.1 Inclusion

1. Staff: Fixed contract employee after one year of employment.

2. Patient: admitted at NOH for one day or more for medical and planned surgical
admission causes, who were discharged from the beginning of 2015 and during the
data collection period.

3. Key managers: Top managers who occupying managerial positions in the hospital
during study period.

4. Records review and medical file:

= Hospitals annual report 2015, surgical and medical records and statistics 2015.

= In patient (cataract surgical files, and any type of medical admission files), while
outpatient file (Glaucoma clinic files) for patients who received care during 2015.

= Eligible cataract operations were those performed using Phaco or ECCE and where the

primary intention was cataract surgery.
3.6.2 Exclusion

1. Staff
Employee working for less than 1 year with unfixed employment contract.

N

. Patients

Uncooperative old ages patients

Age group under 15 years
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. Managers: Managers occupying position for less than 1 year at NOH.

Record review and checklists

Combined cataract surgeries for both surgical documentation review and cataract
surgeries outcome.

Glaucoma medical files for patients who start follow up at advance stage, and files of
children with congenital glaucoma.

Laser therapy combined with other medical or surgical interventions.

3.7 Study instruments

At this study PATH tool (Performance Assessment Tool for Hospital quality) utilized as

the main research tool in addition to other supportive tools as the following:

1-

Staff's questionnaire (Annex 2), which was self-administered and consists from 4 parts:

The first part includes data regarding socio- demographic variables of the health
providers and hospitalization information

The second part explores working conditions (Enabling care delivery circumstances —
Managerial Practices — Training).

The third part is related to work-related injuries part.

The fourth part has to do burnout scale (MBI) (Maslach & Jakson, 1986).

Patients' questionnaire (Annex 3), for discharged patient interviews, and it consists from

three parts:

The first part consists of questions related to socio-demographic data about patients and
hospitalization related questions.

The second part explores patient access to care (physical- financial- information-
medication).

The third part explores patient expectation (process of care-consultation and treatment —

treatment outcome).

Small discussion group questions (Annex 4), those questions asked by the researcher in
a small group discussion with key managers focusing on perception of quality,
existence of quality structure and measurements in the hospital and responsive QI

activities.
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4- Record review for hospital statistics records and annual reports to extract related
indicators and 3 checklists to extract data from inpatient and outpatient files (Annex

5,6,7), which was constructed as the following:

= The first checklist was formulated for in patients' files (cataract surgical file), where it
was divided into different items regarding different sheets in the files. Admission sheet
and discharge sheet were divided into sub items, as they are the most important sheets in
the files; they containing the main bulk of patient's healthcare information. Other sheets
as anesthesia report, vital signs, preoperative checklist, consent form, and medical
cardex were overall checked regarding documentation status of total items.

= The second checklist was formulated for in patients' files (medical admitted patients'
files), where it was divided same way as the surgical checklist but anesthesia report,
vital signs, preoperative checklist, consent form was not included.

= The third checklist was formulated for outpatients' files (Glaucoma file), where

checklist's items were extracted regarding items of NOH's glaucoma clinic sheet.
3.8 Pilot study

A pilot study was carried out on 15 patients and 15 employee to examine the validity and
reliability of the study instruments and check the appropriateness of wording. In addition,
20 medical files were checked for the possibility of extraction form the files. As a result

of the piloting, further improvement and some modifications were introduced in the tools.
3.9 Data Collection

The first component of data collection was self-administer questionnaires for NOH's staff,
which took place within 4 weeks. The second component was interviews with discharged
patients, which took place within 10 weeks. The third component was record review and
checklists; hospital statistics, annual reports, surgical and medical records followed by
observation checklists to extract needed data from patient medical files, all was conducted
in 4 months. The fourth component of the data collection was small discussion group with
key informants. Semi-structured questions were designed and questioned for top managers
by the researcher. Notes were taken through the interviews and recorded to allow further
information collection.

In-depth discussion group interview was conducted after the end of quantitative data

collection. Table (3.1) showed study indicators.
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Table (3.1) Indicators with related dimensions data source and data collection tool

Dimension

Indicator

Data source

Data collection

tool

Clinical effectiveness and safety

ECCE to Phaco rate

Surgical records

Record review

Visual outcome post (laser therapy
DM & PDR)

Patient medical files

Record review

Rate of hospital-acquired infections
(endophthalmitis)

Surgical & medical admission
records
Patients' files

Record review

Visual outcome and complication rate|
(Cataract surgeries)

Surgical records+ Patient files

Record review

Day surgery rate

Surgical records
Hospital annual record

Record review

30 day Readmission rate

Hospital electronic data base
Patients files

Record review

Medical documentation

In patients' file (surgical and
medical) admission
Outpatient file

Checklists

Length of stay

Hospital annual reports

Record review

>

§ Attendance to appointments Hospital annual reports Record review

E Surgical cancellation rate Hospital annual reports Record review

w

v 3 Existence of quality structure and| Key managers Key manager|

'S § measurements discussion group

§ 5 Responsive QI activities Key managers Key manager|

& é discussion group
Training expenditure Key managers Key manager|

discussion group

Turnover rate NOH's  personnel  affairs| Record review
records
% Absenteeism rate NOH's  personnel  affairs| Record review
b records
o Excessive working hours NOH's annual report Record review
g Work related injuries Staff members Staff
= questionnaire
= Staff burnout Staff members Staff
= questionnaire
£ Work conditions Staff members Staff
o questionnaire
9 Patient access to care Discharged patients Patient interview
é questionnaire
% g Patient expectations Discharged patients Patient interview
= % questionnaire
o o
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3.10 Data entry and analysis
3.10.1 Quantitative part

Statistical Package of Social Science (SPSS) program version 20 was used for data entry
and analysis. Entry models were designed after over viewing of the questionnaires and
checkilists, variables were coded and entered. Data cleaning was done through checking out

the questionnaires for any suspected or missed values.

Means and Standard Deviations (SD) of continuous numeric variables were computed, and
then recoded in according to suitable categories. Descriptive statistical analysis was made

by comparing frequencies and percentages of different variables.

Independent t-test and one-way ANOVA (include Scheffe- Post Hoc) test was used to
examine the relationships between independent (categories) and dependent variables
(numeric scores). The independent t-test was used to compare two means of independent
variables and the one-way ANOVA tests to compare means of one independent variables

with more than two categories. P value was regarded as statistically significant < 0.05.
3.10.2 Qualitative part

Open coding thematic analysis method was used to analyze the transcripts of the key
manager small discussion group. The researcher obtained the main findings from the
transcripts of the discussion followed by categorization of related ideas. Comparison and
integration between the quantitative and the qualitative findings was done for deep

understanding and rationalization of both findings.

3.11 Scientific rigor

3.11.1Quantitative part (questionnaire and checklists)
3.11.1.1 Validity

Data collection tools were reviewed by ten different experts (annex 8) with different
background to ensure the face and content validity and to evaluate its relevance to the
study objectives. Almost all comments were taken to consideration. Also, a pilot study
was conducted before the actual data collection to examine staff and patients responses to
the questionnaire and how they understand them. In addition, a pilot study on patients’

medical files was carried out to examine the formulated checklists and the extent they are
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suitable to extract needed data. This would enhance the validity and standardization of the

instruments in the field.

3.11.1.2 Reliability

To assure instruments reliability, training on data collection and the way of asking
questions was designed to ensure standardization of questionnaire filling. Moreover, to
ensure the quality of data collection, entering the data directly after being collected, in
order to allow possible interventions needed to assure data quality or to re-fill the

questionnaire.

The reliability of questions was tested by using the reliability coefficient "Cronbache"
Alpha test. The overall reliability co-efficient for staff questionnaire was 0.924 with total
items of 46 for 1% scale that exploring work conditions and work related injuries, while
the second scale of Maslach which exploring employee burnout status was .848 with 22
total number of items. Regarding patients reliability factors Cronbach's Alpha ranges from
0.611 for 1% scale, (Yes - No) for access part, while for 2" Likert's scale for expectation
part the scale reliability was 0.705 with total 14 items. The validity of the qualitative key
managers discussion group data was assured by going back to respondents to make sure
that the analyzed data was correctly interpreted and low inference description by using

description phrased congruent with respondent's responses.

3.11.2 Qualitative part (small discussion group)

A peer check review done through health experts to revise group discussion questions to
assure covering all dimensions. Then, a member check will be done to assure accuracy and
transparency of the transcripts during the discussion group. Prolonged engagement to
probe for answers and cover all discussion dimensions properly. In addition, recording the
discussion would enhance tracking up facts and re-check the accuracy of the transcripts.

3.12 Response rate

From 250 surveyed patients, 230 patients agreed to participate in this study, which
represented 92% of the study sample. On the other hand, 103 health care providers from

120 agreed to participate in this study, which represented 85.83% of the study sample.
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3.13 Ethical Considerations

An ethical approval was asked for from School of Public Health at Al-Quds University
and Helsinki Committee, (annex 9). Also an official administrative letter was
obtained from MOH to conduct the study at the NOH (annex 10). To guarantee

participants rights, a covering letter indicating that the participation is voluntary and
confidentiality will be assured for all of them. Staff and patients and was asked for their
agreement to participate in the study while key informants were asked for their

permissions to record the small discussion group.
3.14 Limitations of the study

= [|nsufficient statistical hospital records.
= Inadequate postsurgical information in the hospital.
= Lack of studies on ocular health and ocular disease prevalence at Palestine.
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Chapter 4

Results and discussion

4.1 Introduction

This chapter presents the study findings; it shows main findings of the statistical analysis,
and the answers to the research questions. Moreover, the study results discussed and
argued in the light of the previous studies.

1 The first part includes statistical description of the study samples characteristics; staff,
patients, managers and medical files.

2 The second part includes descriptive and inferential statistics findings of staff,
patients, and managers perspectives regarding the quality of care, followed by
description of files' documentation status.

3 The third part includes different performance indicators findings followed by a
comparison with PATH standards and national standard for each indicator to answer
what is the current situation of quality of care provided at NOH.

4 The fourth part will highlights on strengths and weaknesses regarding findings of
quality performance indicators at NOH to make a baseline for future potential quality

improvement interventions.
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4.2 Study samples characteristics

4.2.1 Staff sample characteristics

In this part a description of staff's socio-demographic characteristics respondents was
illustrated. Respondent staff at NOH included health care providers from various
professionals; (physicians, nurses, optometrist, pharmacists, anesthetists), in addition to

the administrative employee. Total respondents were 103 employee.

Table (4.1) showed that total percentage of males respondents were (66%), while (34%)
were females. Respondents age ranged from (25-58) years; mean age was 37.38 with +
8.35 SD.

Table (4.1): Distribution of surveyed staff by characteristics variables (N= 103)

Variables Freq. | %
Gender

Male 68 66
Female 35 34
Age

30 years and less 30 29.12
31- 40 years 33 32.03
41 years and more 40 38.83
Mean= 37.38 Median= 35.0 SD=8.35

Marital status

Married 87 84.46
Other (single, widow, divorced) 16 15.53
Profession category

Physician 25 25.2
Nurse 30 29.1
Pharmacists, Optometrists, Anesthetists 18 175
Administrative 29 28.2
Place of residency

North Gaza 22 214
Gaza 52 50.5
Middle Zone and South Gaza governorates (Khanyounis & Rafah) 29 28.15
Educational level

Diploma 30 29.1
Bacalor 51 49.5
High studies (Master, PHD) 22 21.4
Years of experience in current hospital

Less than 5 years 27 26.2
5—10 years 39 37.9
Over 10 years 37 35.9
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The largest age group was 41 years and more, which represented 38.83% of the sample,
while the second highest age group was (31-40) years representing (32.03%) of the study
respondent population, followed by (29.12%) of 30 and less age group. Regarding
marital status (84.5%) were married, while others were (15.5%) (Single, widow,

divorced).

Regarding professionals distribution, the highest was nurses with (29.1%), followed by
administrative employee with (28.2%) and physicians (25.2%), while other professionals
were (17.5%) (Optometrists was (61.11%), Pharmacists was (22.22%), Anesthetists
(16.66%).

Regarding the place of residency (50.50%) of respondents were from Gaza, while
(28.15%) from Middle Zone and South Gaza Governorates (Khanyounis & Rafah), while
(21.4%) from north Gaza. The study findings shows different levels of experience among
NOH staff; (26.2%) has less than 5 years experience, while (37.9%) has 5-10 years, and

finally (35.9%) has an experience of 10 years and more.

4.2.2 Patient's sample characteristics

This part shows the distribution of total 230 surveyed patients by demographic
characteristics and by hospital related variables. Table (4.2), (4.3) shows respondents'
distribution regarding different variables. Gender distribution in patient sample was
(47.4%) males and (52.6%) females, while respondents age ranged between 15-80 years
old (m =50, SD + 18). The highest age group was within the age group 61 years and more
(36.52%); the second group was aged between 51- 60 years (21.30%). This rate of old age
respondents came as a result of the highest rate of discharged patients after cataract
surgeries (NOH, 2015), which is the highest age related ocular disease (WHO, 2007a).
Moreover findings consistent with global estimates of visual impairment, where people
with 50 years age and older, represent 65% of visually impaired, while they represent
82% of blind (Pascolini & Mariotti 2011).

With respect to respondents educational level, (23%) were university level education,
27.8% having secondary education, while (22.6%) had preparatory level of education,
elementary (13.5%) and (13%) were illiterate. This relates to the nature of the study,

which surveyed a specific group from general population.
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Table (4.2): Distribution of surveyed patients by demographic characteristics
(N=230)

Variables Freq. %
Gender

Male 109 474

Female 121 52.6
Age

35 and less years 58 25.2

36-60 88 38.3

61 and over 84 36.5

Mean= 50 Median= 55 SD=18

Material status

Married 154 67

Other (single, divorced, widow) 76 33
Education level

Illiterate & elementary 61 26.5

Preparatory 52 22.6

Secondary school 64 27.8

University 53 23
Place of residency

Gaza city 113 49.13

Other GG (North Gaza, Middle Zone, Khanyounis Rafah) 117 50.86

Regarding place of residency (49.13%) of participants were living in Gaza, while
(50.85%) were from other GGs. Even though the study was conducted at one place in
Gaza city, but this pattern of respondents' distribution at NOH came as a result of being
the only governmental hospital specialized for eye services in GGs. In addition it reflects
improper geographical distribution of ocular care within MOH facilities, which put extra

burden on patients regarding physical access to the hospital, and extra burden on NOH.

Table (4.3) shows of respondents by hospital related variables. Regarding type of
admission was as the following: (82.2%) of respondent were admitted for surgical

procedures, while (17.8%) were admitted for medical treatment.
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Table (4.3): Distribution of respondents by hospital related variables (N= 230)

Variable Freq. ‘ %
1- Department

Cataract 111 48.3

Retina 54 23.5

Cornea 34 14.8

Oculoplastic 31 135
2- Type of admission

Medical treatment 41 17.8

Surgical procedures 189 82.2
3- Frequency of admission

First time admission 176 76.5

Frequent admissions 54 23.5
4- Times or readmission

1 time 176 76.5

Frequent times 54 23.5

Mean = 1.3 Times Median=1 SD=0.83

Pertaining to frequent admission status, (75.5%) of respondents were admitted for one
time, while (23.5%) were frequently readmitted. Regarding unit/ department; (48.30%)
cataract, (23.50%) retina and glaucoma, (14.80%) cornea, (13.50%) oculoplastic. This is
congruent with NOH (2015) annual report, where (45.12%) of discharged patients was

due to cataract surgeries, which was the highest rate.

4.2.3 Manager's sample characteristics

The total number of managers' study sample at discussion group was 5 males' key
managers. Three ophthalmologists (hospital general manager, medical director, out clinic
department manager), nurse unit manager, and finally hospital administrative manager.
(Annex 11) showed description of respondents managerial positions and educational

degrees.

4.2.4 Medical file's sample characteristics

In this study the researcher reviewed a random samples of (350) medical files, which
divided according to the number of files between inpatient (medical admissions and

surgical admissions), in addition to outpatients medical file.
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For inpatient medical files (122) cataract surgeries were selected to be the
representative file for surgical department as it make the main bulk of surgical files at
NOH, while (70) medical admitted patient's files for medical treatment were
checked.

Regarding outpatient documentation in out clinic department, glaucoma clinic was the
only clinic which has a well formulated files with special sheet designed for glaucoma

patients. A sample of (158) glaucoma patient medical files were checked.
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4.3 Staff's perspectives about quality of care
4.3.1 Descriptive statistics

4.3.1.1. Work conditions regarding (Enabling care delivery circumstances -

Managerial Practices — Training)

Work conditions domain is divided into three sub-domains; enabling care delivery
circumstances domain which including 17 items, managerial practices domain which
includes 14 items, and finally training domain which includes 8 items and ends with an
open question for any training needs suggestions. Total score reflecting health care
provider's perspectives about working conditions. Questions were assessed according to a
scale ranging from 1 for "Strongly disagree" to 5 for "Strongly agree". The highest means

scores mean more positive perspectives, while the lowest indicate lower perspectives.
A-Enabling care delivery/work circumstances

This domain explores if care delivery/work circumstances at NOH are enabling for
quality care. The first part estimates generally work circumstances regarding all
professionals at NOH, while the second part explores specific healthcare circumstances

where administrative employee were excluded.

Table (4.4) shows that the highest mean score was 3.17 (63.4) for availability of bath
rooms and toilets for employee, while the lowest a mean score 2.23 (44.6) reported for the
availability of specialized place for employee for rest and break times. These scores
reflect inadequate circumestances where places specialized for staff biological rests are
essential at the hospital, specially for staff with night shifts.

In this study ascore of (60) reported for the statment which exploring if care delivery/
work is done through known and written protocols, and (59%) reported that direct
supervisors monitoring work protocols compliance. Generally the workload at
governmental hospitals may be a barrier toward implementing protocols and standards of
care, but lack of managment comittement regarding standarization of care may be the

main gap.
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Table (4.4) Staff's perceptions of enabling work circumstances

Statement U,

BN ERERERE:

SE| & |2 |2 |sE|lf |2 |5

»n T | O Hh 2 =

1. All essential equipment & needs are] N| 10 42 19 30 2 103 |2.72 [54.4
available for care delivery/ work % 9.7 40.8 184 | 29.1 1.9 100

2. Care delivery/ work done through| N| 7 32 20 41 3 103 {3.00 |60
known and written protocols %| 6.8 31.1 194 | 39.8 2.9 100

3. Direct supervisors monitor work] N| 9 34 22 34 4 103 |2.90 |59
protocols compliance %| 8.7 33 214 33 3.9 100

4. 1 receive on job support from my| N| 16 23 27 34 3 103 |2.85 |57
supervisors when | need %| 15.5 22.3 26.2 33 2.9 100

5. Number of working hours is suitable forf N| 11 32 12 42 6 103 (3.00 |60
provided services %| 10.7 | 31.1 | 11.7 | 4038 5.8 | 100

6. There are opportunities for continuing| N| 19 34 22 24 4 103 |2.61 [52.2
education and development at NOH %| 18.4 33 214 | 233 3.9 100

7. Work place is clean, well ventilated| N| 19 21 16 39 8 103 |2.96 [59.2
and suitable for providing service %| 18.4 20.4 155 37.9 7.8 100

8. Bath rooms and toilets are available | N| 12 25 7 51 8 103 |3.17 [63.4
for employee % 11.7 | 24.3 6.8 49.5 7.8 100

9. Drinking water and hotel services| N| 20 22 13 41 7 103 |2.93 [58.6
specialized for employee is available % 194 | 214 12.6 | 39.8 6.8 100

10.There is a specialized place for | N| 31 39 13 18 2 103 |2.23 [44.6
employee for rest and break times %| 30.1 | 37.9 12.6 17.5 1.9 100

11.1 am satisfied about care delivery/ work| N| 21 40 28 14 - 103 |2.33 [46.6
conditions %| 20.4 | 388 | 27.2 | 13.6 100

Overall 2.79 55.8

The study results are consistent with Al-Telbani & Radwan (2013) study findings which

explored the relationship between the factors hindering QI and the implementation of QI,

the study showed that (50.6%) reported that tasks are implemented in a hubhazardly and

non uniform way, while (10.1%) stated that employees at their work setting are in line

with standards implementation.

Regarding staff's satisfaction with enabling work conditions, ascore of (46.6) was

reported, while (54.4) for avilability of essential equipment & needs for care delivery/

work were avilable. This is relatively consitient with Shamia (2016) study findings, where

71.5% of respondent reported that siege period negatively affected the avilability of

equipments and medical supply qualtitively, while 63.7% reported qualitatively negative

effect at MOH hospitals. Morover Shamia's study (2016) showed employee lacking of job
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satisfaction are due to limited MOH capabilities in siege extended years and its effect on

decreased work motivation.

Current critical MOH situation and devastating fragmentation contribute to the
deterioration of enabling work conditions. NOH's medical director commented on the
qualitative part..."Improving enabling work conditions in current siege situation, where

we lack resources, could be hardly achieved”.

Such a situation of low satisfaction and lack of future development opportunities could
affect staff performance; WHO (2000) emphasized that physicians, nurses and other
health workers are not motivated only by present working conditions, income and
management; based on past experiences they are also influenced by what they believe

those conditions will be in the future.

The overall mean score for this domain was 2.79 (55.81). This indicates that work
circumstances are not enough enabling conditions for providing best quality care/work.

To conclude NOH's has a complex situation as many governmental hospitals. In a such as
situation physical resources could be hardly attained, while standardization of care and
protocol compliance of best practices need at least essential equipments and medical
supplies. Even management strategies for empowering and motivating employee could
not help in such situation. Management's efforts clarified through manager's interview
"We tend to motivate employee through recognition, developing of work and distribution
of ocular specialty regarding employee interests and abilities, but lack of incentives and

rewards still major gap™ (Hospital medical director).

The following part at enabling work circumstances specialized only for health care
providers (administrative employee was excluded) explore specific healthcare enabling
work conditions. Items from (12-17) were calculated for total 76 health care providers.
Table (4.5) shows that a score of (64.6) reported by respondent regarding ability to
provide patients with best care, while (51.4) agreed that adequate patients' waiting areas

was available for patients.
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Table (4.5): Staff's perceptions of "*specific healthcare™ enabling work circumstances

Statement o
Nk . | 2o . | E
(o) B — () D (=2 o < o
cC o ()] - [ +— o
cE|E S |2 |g3|8 |2 |s
Hh o (&) & 3
12.1 easily refer patients for N 3 13 18 41 1 76
further testing and investigation | , 3.31 66.2
within the hospital % 39 |17.1| 237 53.9 1.3 100
13. 1 easily refer patient for further | N 7 32 19 17 1 76
testing and investigation outside % 92 |a21 25 99 4 1 100 2.64 52.8
the hospital 0 ' : :
14. Physical working conditions N 16 16 16 27 1 76
adequate to keep patient's 2.75 55
. % | 21.1 | 211 | 211 35.5 1.3 100
privacy
15. Patient's waiting areas are N 13 31 8 23 1 76 257 514
adequate for patient's numbers | % | 12.6 | 17.1 | 40.8 | 10.5 | 30.3 | 100 ' '
16. Patient entrance to departments| N 8 18 16 33 1 76 301 60.2
and clinics is fluent % 105 | 23.7 | 211 43.4 1.3 100 ' )
17.1 am able to provide patients| N 5 17 15 33 6 76 393 64.6
with best care at the hospital % 6.6 | 224 | 19.7 | 434 7.9 100 ' '
Overall 291 58.4

Moreover (66.2) score reported by respondents about easily refer patients for further
testing and investigation within the hospital, while (52.8) easily refer patients outside the
hospital. Findings show better internal communication regarding patient referring for
further testing and investigations than outside the hospital, but both means are still
inadequate for providing high quality care. High quality and safe care depends on the
ability of healthcare providers to communicate well with patients and with other health
professionals (Canadian Patient Safety Institute, 2009).

Regarding availability of adequate physical working conditions to keep patients' privacy,
a mean score of 2.75 (55) was reported indicating poor privacy at NOH, which is essential
for delivering quality care. Moreover (60.2) of respondents reported that patient entrance
to departments and clinics is fluently, and from daily field observation of the researcher;
daily workload end by 12.30 PM, so that results could be expressed by irregular patient
flow, which causes peaks of workloads specially in outpatient clinics department.
Workflow needs to be modified and patient entrance needs to be distributed by time

weighting on current hospital appointment system.

Total mean score of this part was 2.91 (58.4), indicating inadequate healthcare
delivery circumstances from perspectives of physicians, nurses, optometrists,

pharmacists, and anesthetists. Improper communication, inadequate waiting areas, and

56



lack of patient privacy which is not accepted, even though NOH have its special building

structure and limited building capacity.
B- Managerial practices

This domain explores staff's perceptions regarding managerial practices at NOH. Table
(4.6) below showed that the overall mean score of this domain was 2.98 (57.82);

indicating moderate positive perception of staff regarding managerial practices.

Table (4.6) Staff's perceptions of managerial practices

Statement >~ao| 3 - I

DL 2 a 3] 23 = S (=

JEREAEAE R

53| 7 & 3

—

1. Hospital administration makes job| N | 4 21 6 63 9 103 | 3.50 | 70
orientation when | received my work.| % | 3.9 204|158 |61.2]87 100

2. Hospital administration gives me thel N | 16 45 20 19 3 103 | 249 | 49.8

opportunity  for  creativity and % | 155 | 43.7 | 19.4 | 18.4 | 29 | 100

development.

3. Hospital administration makes mel N | 24 40 23 13 3 103 | 2.33 | 46.6
motivated to work even in hard times| % | 23.3 | 38.8 | 22.3 | 12.6 | 2.9 100

4. Hospital administration involves me| N | 26 34 26 14 3 103 | 2.35 | 47
in planning for work development. % | 25.2 | 33 25.2 1136 |29 | 100

5. Hospital administration delegate me| N | 16 30 25 24 8 103 | 2.78 | 55.6
for decision making in some work| % | 155 | 29.1 | 24.3 | 23.3 | 7.8 | 100
situations

6. My work is appreciated from hospitall N | 24 29 23 23 4 103 | 255 |51
administration % | 233 | 28.2|223]223|39 | 100

7. 1 receive feedback of my job| N | 17 41 27 14 4 103 | 2.48 | 49.6
performance and how to overcome| % | 16.5 | 39.8 | 26.2 | 13.6 | 3.9 | 100
performance gaps areas

8. Hospital administration treat me | N | 11 14 23 40 15 103 | 3.33 | 66.6
with dignity and respect % | 10.7 | 13.6 | 22.3 | 38.8 | 14.6 | 100

9. Hospital administration  accepts) N | 3 15 19 56 10 103 | 3.53 | 70.6
rational change of my shift on| % | 29 | 14.6 | 18.4 | 54.4 | 9.7 | 100
schedule after being decided

10. Hospital administrative asks | N | 19 40 |20 |21 |3 103 | 250 | 50
regularly about my needs at work % | 18.4 | 38.8 (19.4| 204 | 2.9 | 100

11.Hospital ~ administration  legally] N | 2 10 13 54 24 103 | 3.85 |77
accounts me for mistakes % | 1.9 9.7 | 126 | 524 | 23.3 | 100

12.Hospital administration enhances | N | 13 23 29 35 3 103 | 292 | 584
team working between different | % | 12.6 | 22.3 | 28.2 | 34 29 | 100
hospital department

13.1 can access to  hospitall N | 6 11 18 | 57 11 103 | 3.54 | 70.8
administration easily when | need % |58 | 10.7| 175|553 | 10.7 | 100

14.1 am satisfied with managerial | N | 29 29 27 18 - 103 | 2.33 | 46.6
practices % | 28.2 | 28.2 | 26.2 | 175 | - 100

298 | 57.82

Overall
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Even though (70.8) score was reported for easily access to administration when they need,
(47) for involvement in planning for work development, (49.8) the administration gives
you the opportunity for creativity and development. These findings reflect dominant
centralized management structure of MOH institutions, where the planning and decision

making is carried out at the central higher or levels.

Al-Telbani & Radwan (2013) study findings showed much worse situation where (78.9%)
of the participants believed that the values of achievements and innovations were not
appreciated, and (77.1%) believed that the values of decision-making at their work setting
are not consensus-based. On the other hand, decision making in the Palestinian health care
system is widely subjected to cultural related factors as the predominant culture of
centralization (Abu Hamad, 2009-b). Even though qualitative part describes another facts
" We include every professional group at the hospital in planning and work development,
but we cannot involve every employee™ (Hospital medical director).

The highest score means were reported for being legally accountable for mistakes
3.85 (77), while the lower mean score of 2.33 (46.6) were reported for being satisfied

about managerial practices, and for being motivated to work by the administration.

The study shows higher mean of putting blame on errors, and lower for satisfaction
and being motivated to work by administration, and this is consistent with Palestinian
Non Governmental Organizations (2009) findings which suggested that the supervision
concepts are generally lacking in governmental health facilities and mostly focused on
detecting errors and blaming employees rather than providing coaching, support and

training.

Regarding enhancing team working between different hospital departments a mean score
of 2.92 (58.4) was reported. These findings are supported through managers interview
We support team working among different professional at NOH, but each group are
searching for job autonomy, while others behave with superiority. Moreover different
personal attitudes may be a barrier for collaborative team working” (Nursing unit
Director). These findings are relatively consistent with the findings of Abu Hamad (2011)
who reported that the provision of healthcare services lacks the values of collaborative

teamwork.
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Qualitative part clarified the situation where the majority of managers agreed upon the
negative impact of the political situation on employee, considering the political split and
its effects on staff's attitude; "Political fragmentation has negatively affected staff attitude,
where in sometimes employee were noncompliance to hospital regulations, because of
salaries shortage, lack of incentives or any reward actions” (Hospital general director).
"It is difficult to gain staff satisfaction neither on work conditions or managerial
practices. We cannot be responsive enough to their needs in the current critical MOH
situation, moreover fragmented parities negotiating about care providers legality which

for sure will affect the overall staff attitude” (Hospital medical Director).

The researcher believes that no one can deny the effect of current status of argument
between parities about legality of care providers at MOH. NOH's personnel affairs
reported that (58.26%) of staff are employed through Gaza government employment,
while (41.73%) employed through Ramalla government; this means that over the half of

staff experience long term salary shortage and hard economic circumstances.

Moreover, poor enabling work conditions where essential needs are not available
may contribute to such poor staff's perception regarding managerial practices and
overall work conditions. These results may affect quality of care on long term, so
MOH has to empower management through providing them with at least essential
needs to satisfy staff and patients needs.

Moreover management at NOH must be willing and interested in communicating and
sharing information with staff, delegating responsibilities, openly discuss mistakes, which

requires an environment of trust, management skills and supportive supervision.
C- Training

This domain explores the provision of training at NOH. Table (4.7) showed that score of
NOH staff receiving a regular training outside the hospital through MOH was (38.2),
while receive regular training at the hospital was (39.2). The highest mean score at this
domain was 3.28 (65.6%) regarding administration tracking of trained employee to ensure
gaining benefits from skilled trainees which reflecting a good administrative efforts
regarding investment in human capabilities to improve quality of care, but response for
sharing gained knowledge and skills to non-trained was less than half (46.8) which

indicates inadequate communication and skills of transferring among staff members.
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Table (4.7): Staff's perceptions of training

Statement

28| 8 o | 2 -
(S - () k) o 3| E S a
c (@] — c - o
SgIE |2 2|88 2|3 |83
»n 35| 0O n o
1. 1 receive regular training at the | N 33 47 17 6 - 103 | 1.96 39.2
hospital % 32 | 456|165 | 5.8 - 100
2. | receive regular training outside | N 39 43 12 9 - 103 | 1.91 38.2
the hospital through MOH % | 379 | 417|117 | 87 - 100
3. Training contributes to job | N 28 34 18 21 2 103 | 2.36 47.2
performance improvement % | 27.2 33 | 175204 | 19 | 100

4, Administration track  trained | N 13 13 18 50 9 103 | 3.28 65.6
employee to gain benefits from | % | 126 | 12.6 | 175|485 | 8.7 | 100
skilled trainees

5. Trained employee share gained| N 24 37 | 26 14 2 103 | 234 | 46.8
knowledge and skills to non-trained | % | 23.3 | 359 | 252|136 | 19 | 100

6. Training opportunities is equity| N 36 41 18 6 2 103 | 2.00 40
distributed among different| % 35 398 | 175 | 5.8 19 | 100
professionals

7. Administration ask regularly about | N 30 33 | 26 13 1 103 | 2.24 | 4438
my training needs at the hospital % | 29.1 | 32 | 252|126 1 100

Overall 2.29 | 45.97

Score of respondents agreement on that training contributes to job performance
improvement was (47.2), and this could expressed through qualitative part findings where
NOH's administrative manager commented... "MOH training actually does not targeting
our needs, while if we tend to track practical applicability of received training, we are
holding back by poor limited technological progress & HIS infrastructure, at NOH" .
This is consistent with Al-Telbani & Radwan (2013) most of the interviewees agreed that
training in the MOH is limited, not effective, and not based on the actual needs, while
Abu Hamad (2011), revealed that the provided training at the MOH is frameless, and on
the job training is either lacking or not well structured in most facilities, suggesting that

surveyed programs for investment in human recourses.

The overall mean score for training domain was 2.29 (45.97%), indicating a weak staff
perception regarding training. Management at NOH need to overcome the existing gaps
through adopting effective strategy training programs. Efforts were clarified during
manager interview "We activate training and development committee for internal training
at NOH; some professionals motivated and are working on providing theoretical courses

followed by on job training activities specially for surgical skills, while other
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professionals showed no activities” (Hospital medical director). WHO (2000) emphases
that continuing education and on-the-job training are required to keep existing skills in

line with technological progress and new knowledge.

Staff's training suggestions: Last item at this domain was open ended question for
suggestions of staff's training needs. Staff suggested needs and concerns were categorized

as the following:

1. Job / specialty specific: Surgical skills, practical, clinical and diagnostic skills, recent
diagnostic technology, ophthalmic nurse training, first aid and emergency.

2. Management: Team working, resources management, crisis management, quality
improvement, human recourses development.

3. Communication: communication skills with patients, oral communication skills. One
of respondents suggested "communication skill" training for managers to improve
their communication with employee.

4. Technology: Basic computer skills, advanced software and IT skills, foreign language
skills, and statistical analysis.

To conclude, staff perspectives regarding work conditions domain reported overall
(53.19) score. Regarding enabling work circumstances sub domain total score of (55.81)
was reported, while managerial practices reported a score of (57.82), and finally training

reported (45.97) score.

These findings regarding work conditions showed inadequate setting for providing quality
care at NOH, and patient safety may no longer be kept. The cumulative evidence
demonstrates that work conditions are important in influencing patient safety and deserve
careful attention from the healthcare professionals (Agency for Healthcare Research and
Quality, 1999). Dubois & Singh (2009) review study reveals that in order to use human
resources most effectively, organizations must also consider the institutional
environments that frame health care workers' educational preparation, the system of

professional regulation, organizational incentives.
4.3.1.2 Work related injuries

This part explores work related injuries among staff, related practices and procedures
which enhance staff's safety. This domain consists of eight items, with the final open

ended question to surveyed common work related injuries among staff.
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As shown in table (4.8) below (73%) of staff exposed to work related injury (Needle stick
injury, infections, trauma), while 2.35 (47) score was reported for documentation of

injuries through safety officer at NOH.

Table (4.8): Staff's perceptions of work related injuries and related variables

Statement I
>9 3 > £
o P < ® <)) _ - 8_
s539 & a) L s 8 S ] P
5.2 2 < > =5 © L S
» T 0O pd < »h | = =
1. 1 have been informed about occupational| N| 21 33 17 31 1 103 | 259 | 51.8
disease that | may exposed to through my,
work % 20.1 | 324165301 | 1 | 100
2. | received training to avoid work related| N| 22 44 13 23 1 103 | 2.38 | 47.6
njures o 21.4 | 42.7 | 126 | 223 | 1 | 100
3. | received all immunization required for] N| 23 38 11 25 6 103 | 254 | 50.8

health worker % 22.3 | 36.9 | 10.7 | 243 | 5.8 | 100

4. Safety officer review compliance of| N| 26 34 19 20 4 103 | 2.43 | 48.6
health worker required immunization %[ 25.2 | 33 | 184|194 | 3.9 | 100

5. Safety officer review compliance of work| N| 18 41 27 13 4 103 | 245 49
protocols to keep staff safety %| 17.5|39.8 | 26.2 | 126 | 3.9 | 100
%| 6.8 | 12.6 | 10.7 | 51.5 | 18.4 | 100

6. Work related injuries documented) N| 29 | 32 | 20 | 20 2 103 | 2.35 47

through safety officer at NOH %| 28.2 | 311|194 | 194 | 1.9 | 100

7. Injured employee referred for further | N| 22 26 27 28 - 103 | 259 | 51.8
investigation after injury (Lab testing- | %| 21.4 | 25.2 | 26.2 | 27.2 - 100
Physical consultation)

Overall 247 | 494

Did you exposed to work related injuries: [1Yes (73%) [1NO (17%)
Type of work related injuries: (55.33%) occupational stress, (34.95%) needle stick injuries, (18.44%)
infections, (7.7%) trauma, others (4.58%).

About half of respondent staff have been informed about occupational disease that they
may exposed to through the work with mean score 2.59 (51.8), 2.38 (47.6) received
training to avoid work related injuries, while 2.54 (50.8) had received all immunization
required for health worker, and 2.43 (48.6) reported that safety officer review compliance

of health worker required immunization.

The findings showed that supervisory safety practices at NOH reported means less than
(50), while (73%) exposed for work related injuries, where distribution of work related
injuries among staff was as the following: (55.33%) of staff exposed to occupational
stress, (34.95%) needle stick injuries, (18.44%) infections, (7.7%) trauma, while (4.58%)

exposed to other work related injuries.
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The overall score of this domain was 2.47 (49.4) which indicating poor perception of staff
regarding safety practices. NOH need to enhance safety officer vital role regarding
employee practices, promoting the staff to work safely and adopting the safety culture's
requirements, training, and monitoring compliance of related protocols. Safety officer
need to reinforce staff safe behaviors, participate in safety procedures and encourage their
involvement in safety programs and initiatives. Supervisory safety practices have been
found to decrease the number of minor injuries and positively influence staff safety
culture perceptions (WHO Patient Safety Group, 2009).
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4.3.1.3 Staff's burnout Status

This part surveyed the burnout status using MBI (Maslach & Jackson,1986). The 22-item
version MBI is a three component conceptualization of burnout; comprising of nine
measures for feelings of emotional exhaustion (EE), five measures of a tendency to
depersonalize others (DP), and eight measures of diminished feelings of personal
accomplishment in working with others (PA). Respondents are instructed to answer how
many times they feel regarding each MBI statements. The scale used is 0 = never, through
to 6 = every day. The MBI provides three scores that represent the sum of scores of the
individual items pertaining to each of the three separate subscales. The total degree for
each domain of MBI was counted for each case staff sample. Results are reported in
terms of a high, average and low degree of burnout depending on the respective scores for

each measure according to Veterinary Medical Association of Quebec (n.d.).

The findings of employee survey showed different levels of burnout among NOH staff
regarding MBI's scale different domains. Table (4.9) below shows that high levels of
burnout was reported regarding EE domain, followed by DP, while personal

accomplishment RA showed less levels of burnout.

Table (4.9): Levels of burnout regarding Maslach's burnout inventory (MBI)

Dimension High level of burnout Average level of Low level of burnout
burnout

Emotional More than or equal 29-18 Less than or equal to
exhaustion to 30 17

52.4% 24.3% 23.3%
Depersonalization | More than or equal 11-6 Less than or equal 5

to 12

42.7% 27.2% 30.1%
Personal Less than or equal to 39-34 More than or equal
accomplishment 33 to 40

35% 20.4 % 44.7%

A-Emotional exhaustion

Regarding EE table (4.9) above shows that levels of EE was as the following: (52.4%) of
respondents experienced high level of burnout, (24.3%) experienced average level of
burnout, while (23.3%) reported low level of burnout. This could be attributed to the

nature of work related to the human services, where burnout is so prevalent within the
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human services field is due to the high-stress work environment and emotional demands
of the job (Ruotsalainen, et al. 2015).

Excessive workload at governmental hospitals may lead to such results, Maslach,
Schaufeli, & Leiter (2001) emphasis that a mismatch in workload is generally found as
excessive overload, through the simple formula that too many demands exhaust an

individual’s energy to the extent that recovery becomes impossible.
B- Depersonalization

Table (4.9) above shows that (42.7%) of respondents experienced high level of burnout
regarding DP domain, (27.20%) experienced average level, while (30%) reported low
level of burnout. This part indicates aspects of the relationship people have with their
work, where DP is an attempt to put distance between oneself and service recipients by
actively ignoring the qualities that make them unique and engaging people (Maslach,
Schaufeli, & Leiter, 2001). Study results flagging with high percentages of staff
experiencing DP feeling, which may reflect on patients and quality of provided care.
Maslach, Schaufeli, & Leiter (2001) emphasis on that service recipients Their demands

are more manageable when they are considered impersonal objects of one’s work.
C-Reduced personal accomplishment

Table (4.9) shows that (35%) experienced high level of burnout regarding RA domain,
(20.4%) experienced average level of burnout, while (44.7%) reported low level of
burnout. Such rates of RA feelings could be attributed to a lack of performance feedback,
absence of work achievements dissemination at NOH, lack of responsive incentives and

rewards, and feeling of that their work is not being appreciated by the administration.

Maslach, Schaufeli, & Leiter (2001) expressed that a mismatch in control is generally
related to the inefficacy or RA aspect of burnout, where mismatches in control most often
indicates that individuals have insufficient control over the resources needed to do their
work or have insufficient authority to pursue the work in what they believe is the most
effective manner. In addition they highlighted on importance of rewards, where the lack
of intrinsic rewards (such as pride in doing something of importance and doing it well)
can also be a critical part of this mismatch. Lack of reward is closely associated with
feelings of inefficacy.
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In comparison to Abu Taha (2008) study findings, which explored the impact of job
burnout on performance at Palestinian government hospitals in the Gaza strip; the
findings showed that that the prevalence of job burnout was (69.64%), the highest score
was reported for RA (70.96%), this is followed by EE (69.64%), while the lowest score
was reported for DP (67.63%). In addition Abu Nasra (2014) study surveying burnout
status among care providers working in intensive care units at MOH, findings showed that
dimension of personal accomplishment reported the highest percentage of (62%),
followed by the dimension of emotional exhaustion at percentage of 48.3%, while DP was
the lowest at percentage of 26%. These findings may be attributed to similar context of
MOH facilities, where high workloads at governmental hospitals and poor work

conditions is the shared pictured.

To conclude survey results showed that about half of NOH's staff members are
suffering from a high levels of job burnout. Many leading factors could express the
situation; Maslach, Schaufeli, & Leiter (2001) raised the concept of mismatches where
burnout arises from chronic mismatches between people and their work setting in terms of
some or all of these six areas include the full range of organizational factors; workload,
control, reward, community, fairness and values in addition to interaction of the six areas.
Abu Nasra (2014) study findings showed multiple factors that contributed to burnout; the
highest was work environment factors, followed by managerial support factor, work

pressure factor, colleague’s relations factor, and finally personal factors.

In this study results many leadings factors for burnout were raised. Leading factors which
related to NOH special context may be increasing demand on service at the hospital with
limited building capacity, lack of equipments and medical supplies, and lack of human
recourses regarding some professionals. Moreover low satisfaction status of staff
regarding work conditions and managerial practices, lack of training and development
opportunities, lack of financial return and incentives, long-term salary shortages, and
current poor economical settings are due to the current political fragmentation situation

that may contribute to such burnout status.
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Staff suggestions toward improving service quality provided at NOH:

Final question at staff survey questionnaire asked about suggestions to improve quality of

care provided at NOH, and the following suggestions were categorized as the following:

1- Management oriented: Regularly circulation in management staff between
different groups, increase team decision making, employee motivation, use incentives
programs to improve performance, feedback for performance, modification of appropriate
work protocols, regulate emergency work, enhance training, activate social activities and
communication, and finally provide staff with recognition and respect.

2- Patient oriented: Regulating patient entrance by time, and activate appointment
system by time access, community communication and heath education in various media
means to increase patient awareness regarding rights and duets.

3- Work conditions oriented: Securing essential equipment (diagnostic, surgical,
technological computers, web), area for employee rest, area for female rest to provide
them with more privacy. Moreover regular salary was a major demand for large number

of staff members.
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4.3.2 Inferential statistics

Staff's perception regarding the quality of care shows different levels of significance in
statistical analysis regarding different variables. Tables (4.10) (4.11) (4.12) (4.13), shows
differences among variables and different perspectives domains, enabling work

conditions, managerial practices, training, and work related injuries respectively.

1- Age groups: No statistical significance was found between age groups categories in
care providers perception regarding enabling work conditions, managerial practices,

training, and work related injuries; P value = (0.398, 0.341, 0.084, 0.484) respectively.

2- Gender: No statistical significance found between gender categories in care providers
perception regarding enabling work conditions, managerial practices, training, and work
related injuries; P value (0.160, 0.953, 0.258, 0.507) respectively.

3- Marital status: No statistical significance was found between marital status categories
in care providers perception regarding enabling work conditions, managerial practices,

training, and work related injuries; P value = (0.825, 0.875, 0.348, 0.381) respectively.

4- Career: Different levels of statistical significance was between means of career
categories were reported (p value = 0.002*, 0.041*, 0.349, 0.000*) regarding their
perspectives about work conditions enabling working conditions, managerial
practices, training, work related injuries, respectively. Post Hoc tests (Annex 12)

showed source of significance, and the results were as the following:

Statistical significance was found regarding enabling work conditions between the four
professional categories means; (p value 0.002). Significance source was between
administrative staff with higher mean score (3.07), and others (Pharmacists, optometrists

and anesthetists) which reported the lower mean score (2.30).

Managerial practices domain showed differences in means between the four professional
categories; moderate statistically significant (p value 0.041) reported with higher mean
score for administrative staff (3.13), while lower mean score (2.62) reported by others
(Pharmacists, optometrists and anesthetists). Training domain showed no statistical

differences in means between the four professional categories were (p value 0.349).

Work related injuries domain showed statistically significant differences in means

between the four professional categories (p value = 0.000). Source of significance was
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among nurses and others (Pharmacists, optometrists and anesthetists). Higher mean score

reported by nurse staff (2.99), while lower mean score (1.96) reported by others

(Pharmacists, optometrists and anesthetists).

5- Place of residency: No statistical significance was found regarding place of residency

categories regarding respondents perspectives about work conditions enabling working

conditions, managerial practices, training, work related injuries; p value = (0.160,
0.953, 0.258, 0.553) respectively.

6- Years of experience at the hospital: No statistical significance found years of

experience categories; P value ranges from (0.748, 0.997, 0.284, 0.283) (among

different perspectives domains.

7- Degree of education: No statistical significance was found among different degrees of

education categories; P value ranges from p value (0.562, 0.287, 0.491, 0.205) among

different perspectives domains.

Table (4.10): Differences in care providers' perceptions about work circumstances regarding

different variables (ANOVA- Post Hoc Test, T test)

Test Independent variables N Mean | Test Value Sig.
Male 68 2.86
T 1.416 .160
Gender Female 35 | 266
. Others (Single, Widow,
D . 16 2.76
8 N;‘z;':' Divorced) T 0.223 825
= Married 87 | 280
Other GG 22 2.73
T 141 1
Governorate Gaza 5 271 60
| 2.
30 years and less 30 69 F 930 308
= Age 31- 40 years 33 2.74
[<5)
5 41 years and more 40 291
£ Physician 26 | 269
I Others 18 | 2.30
C F 5.448 .002*
& areer Nurse 30 | 290
<>E Administrative 29 3.07
CZ) Educational Diploma 30 2.88
Z ”If:v(':l’”a Bacalor 51 | 2.72 F 580 562
§ High education ( MP-PHD) 22 | 284
o v, ; less than 5 27 2.73
o o e:rrise r?ce 5-10 39 | 276 F 291 748
P over 10 37 | 286
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Table(4.11):

regarding different variables (ANOVA- Post Hoc Test, T test)

Differences in care providers' perceptions about managerial practices

Test Independent variables N Mean | Test | Value Sig.
Male 68 2.89
T . .
Gender Fernale 35 > 88 060 953
- . Others (Single, Widow,
4 Ms?;ilr;jl Divorced) 16 2.92 T 0.159 .875
= Married 87 | 2.89
Other GG 22 2.80
Governorate Gaza 5 579 T .060 .953
30 years and less 30 2.94
= Age 31- 40 years 33 2.74 F 1.088 341
(5]
S 41 years and more 40 2.98
£ Physician 26 2.70
2 Others 18 | 262
F 2. .041
a Career Nurse 30 | 299 856 0
<>E Administrative 29 3.13
% Educational Diploma 30 3.01
Z “I_C:V(':I’”a Bacalor 51 | 201 F 1264 | 287
§ High education (MP-PHD) 22 2.69
o Vears of less than 5 27 2.88
S o e:‘riz r?ce 510 39 | 2.76 F 003 997
P over 10 37 | 286

Table(4.12): Differences

in care providers' perceptions about training regarding different
variables (ANOVA- Post Hoc Test, T test)

Test Independent variables N Mean | Test | Value Sig.
Male 68 2.36
T 1.140 .258
Gender Female 35 2.18
. Others (Single, Widow,
D . 1 2.14
8 N;"’t‘zz':' Divorced) ® T 960 348
= Married 87 | 233
Other GG 22 2.21
T 1.14 .258
Governorate Gaza 5 532
30 years and less 30 2.13
2 Age 31- 40 years 33 2.20 F 2.545 .084
[<5]
5 41 years and more 40 2.50
£ Physician 26 | 2.18
g Others 18 | 215
C F 1.110 .349
a areer Nurse 30 | 230
<>E Administrative 29 2.49
CZ) Educational Diploma 30 2.30
Z ”I_Csvecl’ & ["Bacalor 51 | 222 | F 716 491
§ High education ( MP- PHD) 22 2.46
© v, ; less than 5 27 3.53
o o e:rrise r‘]’ce 5-10 39 | 353 F 1274 | 284
P over 10 37 | 340
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Table(4.13): Differences in care providers' perceptions about work related injuries
regarding different variables (ANOVA- Post Hoc Test, T test)
Test Independent variables N Mean | Test | Value Sig.
Male 68 2.52
Gender Female 35 > 20 T .666 .507
- . Others (Single, Widow,
8 N;‘;i;':' Divorced) 16| 265 T 881 381
= Married 87 | 2.44
Other GG 22 2.60
Governorate Gaza 5 > 16 T .624 .553
30 years and less 30 2.39
= Age 31- 40 years 33 2.41 F 732 484
[<5]
5 41 years and more 40 2.60
T Physician 26 243
B Others 18 1.96
F 7.49 .000
& Career Nurse 30 | 299
<>E Administrative 29 2.31
CZ) Educational Diploma 30 2.58
Z ”f:ve? & ["Bacalor 51 | 2383 | F 1612 | .205
§ High education ( MP- PHD) 22 2.68
o Years of less than 5 27 2.30
o experience 5-10 39 2.45 F 1.278 .283
P over 10 37 | 264
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4.4  Patients' perspectives about the quality of care

4.4.1 Descriptive statistics

In order to survey patients' perspectives about the quality of care; a questionnaire for
patients interviews was designed with two main domains in relation to two indicators
recommended by PATH (WHO, 2007-c) to measure patient centeredness; “patient's

access" and "patient's expectations". Statistical analysis results were as the following:

4.4.1.1 Patient Access to health care

Patient access to health care was divided into four domains; physical, financial, information,
and medication with total 17 items. The scores reflect patient's perspectives about access to
care. Questions were assessed according to scale ranging from 0 "No" 1 "Yes" for 14
items, while from 0 "No™ 1 "Yes" 2 for "some of them" and 3 for "most of them" for 2

items. Table (4.14) summarized the findings of different access domains.

A- Physical access

This domain explores if patients access physically to health care. Table (4.14) shows that
the highest percentage (93.5%) of respondents moved easily within hospital buildings,
while (80.4%) reported that they observed a directional signboards that helped them to
move within hospital buildings. The overall summation of the domain responses was
(85.75%) positively respond with "Yes", while (14.25%) negatively respond with "No".
This indicates very good physical access to service, and came as a result of the small
hospital's buildings nature. In addition availability of signboards make patients and their

families health care access easier.

B- Information access

This domain exploring information access to health care. Table (4.14) shows that (95.7%)
have been provided with the information related to the time of appointments and follow
ups, while a percentage of (76.5%) have been provided with enough verbal information
about the nature of the (Medical- surgical) procedure you received, and (60.4%) have
been provided with written information or guidance related to the medical/surgical

procedure.
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Table (4.14): Distribution of surveyed respondents by access related variables

A- Physical access

Statement Yes No
N % N %
1. Did you move easily within hospital's buildings? 215 93.5 15 6.5
2. Are there directional signboards that helped you to move within | 185 80.4 | 45 19.6
hospital's buildings?
3. Did you easily access to the health services you need? 196 852 |34 14.8
4. Were you able to access service at the scheduled time? /suitable time | 193 839 |37 16.1
(medical admission)
B- Information access
5. Have you been provided with the information related to the time of | 220 95.7 10 4.3
appointments and follow ups?
6. Have you been provided with enough verbal information about the | 176 76.5 | 53 23.0
nature of the (Medical- surgical) procedure you received?
7. Have you been provided with written information or guidance related | 139 604 |91 | 39.6
to the medical/surgical procedure?
8. Did you get a prior notice of the expected length of stay? 94 409 | 136 | 59.1
C- Medication access
9. Did you find the prescribed medicine in the hospital pharmacy?
Yes all of them No Yes some of them Yes most of them
N % N % N % N %
8 35 156 67.8 63 27.4 1 1.3
Statement Yes No
N % N %
10. Were you able to afford paying for the medications that are not | 111 48.3 119 | 51.7
available in the hospital?
11. Did the physician clearly prescribe medication dose? 225 97.8 5 2.2
12. Did the physician notify you of the duration of taking medicine? 218 94.8 12 52
13. Did the physician ask you if you take other medications? 189 82.2 41 17.8
D- Financial access
14. Does health insurance cover the services you received at the hospital?
Yes all of them No Yes some of them Yes most of them
N % N % N % N %
10 4.3 - - 188 81.7 32 13.9
Statement Yes No
N % N %
15. Did you pay any money in return for any service you received? 226 983 |4 1.7
16. Were you able to meet the financial cost to access service? 95 41.3 135 | 58.7
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In comparison to Abu Dagga (2014) study findings, the highest mean percentage was
(84.4%) in providing patient instructions about follow up and appointments. One-third
(33.1%) of respondents reported to high extent that they received necessary and adequate
information, one half (64.4%) of respondents indicated that didn’t receive any written
information, while, most of respondents reported that they had received verbal

information (33.6%) to high extent, 58.5% to some extent.

Regarding expected length of stay (40.9%) get a prior notice of the expected length of
stay at the hospital. NOH showed better but inadequate results in comparison with Al Ron
(2009) and Abu Dagaa (2014) findings (23%) of respondents were informed about their
discharge plan in the first study, while (17.7%) were informed about date of discharge in
the later. Abu Sada'a (2012) information and communication domain reported a mean
3.9767 (79.50%) of the perception level.

Findings at NOH indicate relatively good informational access but still need empowering
regarding some areas. It is clearly that there is a gap in providing patient with needed
information and instructions related to their health condition, while effective discharge
planning begins by informing patients and their families with expected discharge day.
These findings are consistent with Hesslinelik, et. al. (2012), which showed that most of
the participants received insufficient instructions and unclear information related to their
health condition, while Abu Hamad (2009) considered communication and information

sharing as weakness points between health care providers and patients.
C- Medication access

This domain explores whether the study respondents were able to access to medication.
When respondent were asked if they found the prescribed medicine in the hospital
pharmacy; (67.8%) responded with "No", (27.4%) responded "Yes some of them", while
less percentage (3.5%) reported " Yes all of them™ and (1.3%) " Yes most of them".
Unavailability of medicine at the hospital attributed to shortage of medicine supply at
MOH facilities, and it came as result of long siege on GGs; put extra financial burden on
patients, where (51.7%) of respondents cannot afford paying for the medications which

were not available in the hospital.

These results are relatively consistent with Al Kishawi (2015) study findings about effects
of essential drug shortages on tertiary healthcare services at governmental hospitals;
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where (46.2%) of patients reported that they experienced drug shortage, (95.5%) reported
that siege was the main reason for drug shortage, followed by (80.7%) due to internal
political conflicts. Moreover Shamia (2016) study findings showed that Gaza siege
negatively affected the availability of drugs at MOH hospitals. This drug shortage may
affect quality of provided care at NOH. Al Kishawi (2015) study showed that (43.8%) of
healthcare providers reported "frequent” increasing of readmission to the hospitals,
increasing length of stay, increasing the costs and exposing patient to delays or even
jeopardize their treatment, while 95.2% of patients perceived that the shortage exposed
patients to complications, treatment delaying, stopping treatment and psychological

effects, even death.

Higher scores in medication domain when respondents had been asked if physicians
clearly prescribe medication dose with (97.8%) percentage, while (94.8%) received a
notification about the duration of taking medicine. This is consistent with Abu Dagaa
(2014) study findings; where providing patient instructions about medications reported
mean score of (83.8%); the mean percentage about informing patient with dose of drug

was 77.4%; frequency of ingestion (82.6%).

Total positive responses with "Yes" were (80.77%), while (19.22%) negatively responded
with "No". These findings indicate very good access to medication through
communication with care providers; reflecting their good commitment toward improving
the quality of patient care, patient safety assurance before discharge, and tendency toward

reducing readmission rates related to medication errors.
D- Financial access

This domain explores if patients were able to access financially to care. Health insurance
service coverage was as the following; (81.7%) of respondents replied that health
insurance cover "some™ of received service, while 13.9 % cover "most of them", while
total coverage were reported for (4.3%) "all of them". Total percentage of (98.3%) paid
money in return for any service they received, while (41.3%) of respondents were able to
meet the financial cost to access service. Total (85%) of respondents paid for surgical
service (surgical accessories and surgical copayment fees) , (93.5%) paid for medication
which was not available at NOH, (23%) paid for imagining, and 1.3% paid for

registration, (3.5%) paid for other (e.g. medical reports).
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Total positive Score at this domain was 69.8%, indicating moderate financial access to

care.

To conclude on overall patient access, figure (4.1) shows that physical access reported
the highest reported the highest positive score "yes" among the four accessibility domains
with (85.75%) percentage, while the lowest score was (68.37%), reported by information
access domain. Information access reflects inadequate communication among staff and
patients, where communication is essential for workplace and for the delivery of high
quality and safe work (Flin, Winter & Cakil Sarac, 2009), so NOH effort toward
enhancing communication with patients, creating channels of information access like web

access, written pockets of information and instruction regarding provided services.

Financial access is also inadequate, and it could be attributed to current situation of Gaza
siege and shortage of equipments and medical supplies. Patients complaining inability of
paying for services specially for surgical procedures, as insurance co-payment exceeds

their financial ability in addition to the burden of paying for surgical disposables.

90.00%  83:73% 80.77%

80.00% - 68.37%
70.00% -
60.00% -
50.00% -
40.00% - 31.62%

30.00% -
20.00% - 14.25%

30.20%

10.00%

0.00% T T T T f
Physical Information Medication Finanical

Figure (4.1) : Patients’ response rate among different access domains
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4.4.1.2 Patients’ expectations

This part includes 14 items, which were divided into three sub components; "process of
care, treatment and consultation and finally treatment outcome. The score reflecting
patient perspectives about meeting their expectation. Questions were assessed according

to a scale ranging from 1 for " Strongly disagree” to 5 for "Strongly agree™.

A- Process of care

Responses regarding the process of care domain varies in means for different items. As
shown in table (4.15) the highest score was (85.2), reported for being treated with respect
and dignity by care providers, followed by (80.6) for feeling that care providers were
knowledgeable about/understand patient health condition/problem. The lowest score
(53.8) was reported regarding care provider introduction him/herself for patients. These
findings reflect a good trust status and a good patient perception regarding care providers
medical knowledge. Moreover the findings reflect a good degree or respect in

communication between patients and care providers.

Mean score of privacy item was 3.16 (63.2) which is not accepted any way, as every
patient has the right of receiving health care with full respect of privacy. When patients
were allowed to answer the question about suggestion and recommendation toward
improving quality of care, many females complain of being embarrassed of being tested
in front of other patients, while others complain of being transported in surgical gown in

open halls in front of males and families patients who are waiting for surgical entrance.

In comparison to Abu Sada'a (2012) study the highest level of patient perspective was
expressed by the patients' toward the respect and privacy dimension (87.5%) while the
lowest level was reported with the hotel services dimension (69.4%) reflecting better
respect of privacy at EGH than at NOH. This could be attributed to the nature of NOH

structure which has less building capacity than EGH.
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Table (4.15): Distribution of patient’s responses about meeting expectation

A- Process of care

Statement - o o -
5 2 |no |8 28 % | 5 o £
$5F (2|2 g®e |2 |F%
0 T QO (7]
1. Waiting time till receiving service | N | 11 50 14 133 22 230 | 3.45 | 69
after access was appropriate % |48 | 217161 1578 196 | 100
2. Care providers introduced | N | 3 148 | 2 71 6 230 | 2.69 | 53.8
him/herself for you % [13 [643[09 |309 |29 |100
3. Care providers were respectful and | N | - 5 6 142 77 230 | 4.26 | 85.2
treat me with dignity % | - 22 |26 |617 33.5 | 100
4. The doctor was knowledgeable | N | - 11 16 135 68 230 | 4.13 | 826
about/ understand my health [of | - 48 |7 58.7 | 29.6 | 100
condition/problem
5. The doctor you saw involved you in | N | 2 54 3 148 23 230 | 3.59 71.8
decisions about your condition % |09 | 235|133 |64.3 10 100
6. Your privacy was respected during | N | 8 85 7 120 10 230 | 3.16 | 63.2
treatment period % (35 |37 |3 |522 |43 |100
7. You feel comfortable during length | N | 2 32 14 164 18 230 | 3.71 74.2
of stay at the hospital % |09 |139 (6.1 | 713 7.8 | 100
8. Amenities of care were available at | N | 5 65 14 142 4 230 | 3.32 | 66.4
waiting halls % |22 [283|61 [61.7 [17 |100
Total 353 | 7038
B- Treatment and consultation
1. I was given a full explanation about | N | - 113 | 5 96 16 230 | 3.06 |61.2
the benefits/side effects or % | - 49.1 | 2.2 | 417 7 100
complications/ risks of treatment /
surgical procedures
2. 1 was given the opportunity to discuss | N | 4 55 14 134 23 230 | 350 |70
and ask about my condition. % | 1.7 1239161 1583 |10 | 100
3. Highlight warning signs and problems | N | 1 44 1 150 34 230 | 3.74 | 74.8
before being discharged % |04 | 191104 | 652 14.8 | 100
4. Being informed where /whom to call | N | - 77 - 139 14 230 | 3.39 | 67.8
in argent condition before follow up
appointment % | - 335 | - 604 | 6.1 | 100
Total 342 | 68.4
C- Treatment outcome
5. You expect treatment to resultinana | N | 8 22 48 112 40 230 | 3.91 | 78.2
reduction in symptoms/problems % |32 |96 | 209|487 17.4 | 100
6. Treatment outcome actually resulted | N | 1 13 7 192 17 230 | 3. 73.2
reduction in symptoms/problems % |04 |57 |3 835 |74 |100 | 66
Total 3.78 | 75.7
Overall 357 | 715
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Generally the overall mean score for process of care domain was 3.55 (71) which
indicate a good positive perception of patients' expectation about process of care. In
comparison to EGH Abu Sada'a (2012) study findings showed that the approach of care
domain reported a mean 4.18 (82.2%) of perception level which means that patients have

more positive perception about the approach of care at EGH than NOH's patients.

B- Consultation and treatment

Regarding consultation and treatment domain, table (4.15) above shows that the lowest
score reported when patients were asked about receiving a full explanation about the
benefits/side effects or complications/ risks of treatment/surgical procedures with (61.2)
score, while the highest score was reported regarding highlight on warning signs and
problems on discharge with (74.8). Moreover (67.8) score was reported regarding
informing patients where /whom to call in urgent condition before follow up appointment.
Results were inconsistent with Abu Dagga (2014) where (46.5%) of patients were not
informed about dangerous symptoms that may occur at home & how to deal with it, while
(12.5%) of patients were informed about means of communication and phone numbers.
The findings indicate better communication on discharge process at NOH and this is
consentient with Abu Dagaa (2014) findings with regard to hospital departments where
findings show that the ophthalmic department elicited higher mean score (3.902) in the all

perspectives and practices about discharge planning process than others.

The overall score of treatment and consultation was 68.4. This moderate score need
empowerment through enhancing better communication with patients, which still
inadequate in case of explaining the benefits/side effects or complications/ risks of
treatment/surgical procedures. This could contribute in patients' health improvement and

safety specially after being discharged.

C- Treatment outcome

Table (4.15) above shows that a score of (78.2) was reported for patients' expectation if
treatment will result in a reduction in symptoms/problems, and (73.2) for agreement that
treatment outcome actually resulted in reduction in symptoms/problems. The overall
domain score a mean of 3.78 (75.7) reflects good patients' perception regarding the

outcome of their treatment.

79



To conclude patients have a good positive perception about quality of care regarding
patients’ expectation indicator; reflecting a good quality care provided at NOH.
Total expectation domains score was (71.53). Figure (4.2) shows that the highest mean
score for meeting expectations of treatment outcome domain was 3.78 (75.7), followed by
process of care which was 3.53 mean (70.7), and finally the lowest mean score reported

for consultation and treatment with a mean of 3.42 (68.4).

75.70%

76% 70.77%
74%
72% 68.40%

70%

68%

66%

64% 1 T T T T
Process of Consultaion Treatment

care and outcome
treatment

Figure (4.2): Degree of meeting expectations among different sub domains

In comparison to Abu Sada'a (2012) study meeting expectation domain reported a mean
4.0467 (80.90%) of perception level. This may be attributed to different setting of care,

different capacities, and workloads between both hospitals.

The last part of questionnaire consists from four unconstructed different items. The first
item explores to which degree the overall received service met patient's expectations. The
second item explores the overall patient satisfaction status about received service. The
third item allows patients to rank hospital from “Zero" to "Ten™ as worst or best hospital.
At the end of this part, the researcher records patient recommendations and suggestions
toward service quality improvement at NOH, while any remarks on service, and any

special positive or negative experiences were recorded.

Figure (4.3) shows the degree of meeting expectations of the overall received service
where (48.7%) stated that service "accepted met™" with their expectations, while (29.1%)
"met a lot" and (6.1%) "totally met" with their expectations. Regarding overall
satisfaction about service at NOH figure (4.4) show that; (58.7%) were "Satisfied",
(19.10) were "very satisfied", 11.30% "Neutral" degree of satisfaction, while (8.30%) and
(2.60%) reported "Not satisfied" and "Strongly not satisfied" respectively.
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Figure (4.3) To which extend the received service met with patient's expectations
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Figure (4.4) Patient Satisfaction status about provided service at NOH

Patients reported a good satisfaction with overall provided service, and this is congruent
with their response and perspectives about access to care and expectation of care.
Moreover figure (4.5) shows hospital ranking by respondents, where (80%) of respondent

ranked NOH hospital as "seven" to "ten" out of ten.
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Figure (4.5) Hospital Ranking from patient’s perspectives from *"Zero" to ""Ten"
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Patients are the ultimate judge of patient centeredness and their perception impacts on
compliance and ultimately outcomes, loyalty and recommendations to friends. Patients’
assessments can guide quality improvement efforts, can be used to monitor impact of
quality improvement initiatives and also constitute an accountability tool (WHO, 2007-d).
Aiken, et al. (2012) reported that patients in hospitals with better work environments were

more likely to rate their hospital highly and are more satisfied with service.
Patients' suggestions to improve the quality of care provided at NOH
To improve the quality of care, the patients listed the following:

= Provide them with prescribed medications, surgical supplies and accessories.

= Enhance privacy within hospitals departments.

= Enhance communication with patients through creating effective channels of
communication.

= Avoid long waiting time at out clinic department, specially for patients came for follow
up after surgical interventions.

= Increase hospital building capacities.
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4.4.2 Inferential statistics
Patient expectations

Overall patients' perception score of meeting their expectations shows different levels of
significance in statistical analysis regarding different variables. Table (4.16) below shows

differences among variables.

Table (4.16): Differences in the overall patient's expectation score by relevant variables

Independent variables N Mean Test Value Sig.
Gender Male 109 | 3.5662 T 0.634 525
Female 121 | 3.5277
Admission Medical 41 32909 | T 3.654 .000
Type Surgical 189 | 3.6013
Material Others (Single, 76 35489 | T 0.071 944
Status Widow, Divorced)
E Married 154 | 3.5445
- Governorate | Gaza 113 | 34804 | T 2.160 .032
Other GG 117 | 3.6093
Admission First time | 176 | 35775 | T 1.907 .058
frequency admission
Frequent 54 3.4431
admissions
Age 35 and less 58 35924 | F 1.095 .336
36-60 88 3.4903
61 and more 84 3.5723
Educational Elementary and less | 61 34543 | F 1.908 129
<>( Level Preparatory 64 3.6473
% Secondary 52 3.5412
§‘ University 53 3.5337
2 | Department Cataract 111 | 35830 | F 1.958 121
© /Unit Retina and | 54 3.4339
Glaucoma
Cornea 34 3.6429
Oculoplastic 31 3.5023
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1-

Gender: Gender differences in means regarding gender were not statistically
significant (p value = 0.525); this is consistent with Abu Sada'a (2014) where the
differences in means regarding gender were not statistically significant (p value
0.925).

Marital status: Regarding the differences between patients' perception and marital
there was no statistical significant difference (p value = 0.944) and this is consistent
with Abu Sada'a (2012), where no statistical significant difference between patients'

perception and marital (p value 0.956).

Place of residency: Patients' perception about expectations domain and place of
residency, showed moderate evidence of statistically significant difference (p value 0
.032), where Gaza city respondents showed lower means score (3.4804) of perception
than other GG mean( 3.6093). Regarding expectation sub domains "consultation and
treatment™ statistical significant results reported; (P value 0.034), where other GG
residents mean was(3.5299), while Gaza residents was (3.3230). These results are in
line with Abu Sa'da (2012) study where there was no statistically significant difference
between the domains of meeting expectation and place of residency (P value = 0.465),
in addition his study showed that patient from Gaza city respondents reported higher
mean score of perception than Khanyounis and Rafah residents.

Level of education: The statistical analysis showed that no statistical significant
differences between respondent regarding level of education (p value .129). This
finding was consistent with Abu Shuaib (2005) study, where there were no significant
statistical differences between educational level and overall perspectives about
hospitals services.

Type of admission: Patient's expectation: Overall patient's expectation domain
regarding type of admission reported statistically significant differences (p value
0.001). To find the direction of these differences, Post hoc Scheffe test was performed
and showed that patients who had been admitted to surgical departments elicited higher
scores in perspectives; surgical admission mean (3.6013), while medical admission
mean (3.2909). All sub domains of patient's expectation reported statistically
significance levels between surgical and medical admitted patients and the results were
as the following: Process of care (P value 0.007); surgical admission mean (3.5172),

medical admission mean (3.3476).Consultation and treatment (P value 0.000); surgical
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admission mean (3.5172), medical admission (3.0183). Treatment outcome (0.036 P
value); surgical admission mean (3.8333), medical admission (3.6098).This is
consistent with Abu Dagaa (2014 ) findings showed that patients who had been
admitted to surgical departments elicited higher scores in perspectives about discharge

plan process (mean=0.682), compared to other departments.

Unit/ Department: The statistical analysis showed no statistical significant differences
between respondents regarding unit/department (p value 0.121), however cornea unit
reported the higher mean of meeting patient's expectations (3.6429), while lower mean
reported by retina unit (3.4339).

Frequent admission: Overall domain of patients' expectation shows weak level of
significance (p value .058) regarding admission frequency, however Post-Hoc test showed
statistically significant results in "treatment outcome" sub domain (p value 0.004). First time
mean was (3.8551), while frequent admission was (3.5926). This is consistent with
Abu Dagga (2014), where the differences in means regarding the frequency of
admission were 0.720.
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4.5 Managers perspectives

This part explores managers perspectives regarding quality of care, through small
discussion group with 5 key managers at NOH. Moreover it explores to which extend
NOH management is responsive governance regarding the following indicators
"Existence of quality structure and measurements in the hospital” and "Responsive QI

activities"
4.5.1 Existence of quality structure and measurements

4.5.1.1 Quality structure

To review quality structure at NOH, an in-depth discussion group with key managers
started questioning about quality structure and the current quality committee at NOH
"Quality committee was formulated at NOH at the beginning of (2014) in response to
general administration of Gaza hospitals. It includes all processionals working at NOH,
and consists mainly from six sub-committees; (Patient safety, Infection control, Medical
files and Health information system, Mortality and Morbidity, Rational use of drugs,

Education and training) " (Hospital general director).

Regarding QI polices, protocols, standards and performance indicators, all interviewed
managers agreed on that current polices, protocols, and performance indicators are
insufficient, but they cover critical areas at the hospital, "Quality policies and protocols
were developed at NOH in critical areas, as surgical department and emergency
department, while some important performance indicators monitored monthly e.g.
cancellation rate, attendance to appointments, lengths of stay, bed occupancy rate "
(Hospital medical director). This is consentient with Al-Telbani & Radwan (2013) where
(75.3%) of the participants stated that management is focusing on satisfying emergency

health needs rather than supporting the implementation of QI activities.

Regarding expenditure for QI, NOH general manager commented..."There was no
specialized expenditure at NOH regarding quality improvement activities. Many activities
stopped due to lack of financial support ™ (Hospital medical director).

In response to questioning about including QI in hospital strategic plan " We plan to reach
specific goals for QI, but the implementation of QI activities requires funds, and many

activities stopped in the first stages e.g. (patient fall prevention, JCAHO accreditation for
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patient safety, and patient identification) due to lack of finical recourses" (Hospital

general director).

Qualitatively, all managers agree that lack of financial support stop for many QI activities
at the hospital, while the majority agreed upon the negative impact of the political
situation on the implantation of QI activities, considering the political split and its effects
on staff; "Political fragmentation has negatively affected staff attitude even quality
committee members, they lack motivation, because of salaries shortage, lack of incentives
or any reward actions" (Hospital medical Director). This is consistent with Shamia (2016)
findings, where 68% of respondents agreed on that siege affected availability of adequate
financial operating resources for hospitals, while 54.6% agreed on that donors fund does

not oriented toward quality improvement at MOH.

Al-Telbani & Radwan (2013) study showed that financial support was one of the most
arguable issues elicited through the in depth interviews, as most of the interviewees
believed that money was not a barrier in the implementation of QI whereas fewer believed
that money was the main driver in the implementation of QI activities.

4.5.1.2 Performance measurements

Through in-depth manager discussion different styles of performance measurements and
protocols compliance monitoring were clarified. It was done regularly by check lists and
performance indicators in some areas, while it was observed by habits in others. "At nurse
unit we monitor performance of each employee through direct supervision, where daily
checklists monitor to which extent they comply with work protocols” (Nursing unit

director).

Regarding outpatient clinic department, NOH's medical director commented... "At the
end of 2015 we evaluate performance of diagnostic units from all professional
perspectives through short questionnaire survey, to highlights on strengths and weakness
areas. Based on baseline evaluation absence of medical file at out clinic was the main

gap, which hold back any monitoring of process or outcome of provided care ".

Absence of medical file at out clinic attributed to lack of administrative staff which is
responsible for files extraction and distribution among clinics "We lack human resources,
and material resources to operate medical file at out clinics™ (Hospital administrative

manager). Moreover he commented that... "I am making daily rounds on employee offices
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and monitor work by (habit eye observation !!) Lack of head departments and adequate
human resources among administrative staff put high burden on us regarding work

monitoring or makings further work development at NOH ™ .

Regarding measurement through performance indicators, it was not adequate as
perceived by the majority. Even though concept of quality measurements at NOH is
applicable in few locations, but it is frameless and irregularly monitored. In addition
service outcome measurements were absence regarding surgical department,

outpatient clinic and emergency departments.

Researcher believe that the current situation is very complicated, where many factors may
contribute to hindering performance monitoring at NOH. Lack of QI oriented training,
lack of human and material resources and supporting funds which weaken QI activities.
Moreover low satisfaction status of employee, lack of motivation and subsequent staff's

attitude make employee less engaged and committed regarding QI activities.

Even though previously mentioned circumstances researcher believes that monitoring of
performance need more management commitment and staff involvement more than
money. Many performance indicators could be easily captured without financial support.
At least NOH has to monitor if service quality still on proper track, through monitoring
outcome of care provided to in patients and outpatients who already have medical file.
Status of documentation, process and protocol compliance monitoring for in patients,
outcome of different surgeries and operating theater performance can be easily captured.
Moreover waiting time of patients at out clinic and emergency department, and weighting
of clinical visits time at current appointment system, staff safety practices, performance,
satisfaction and patient access to care all can be easily attained without money.

4.5.1.3 Quality committee activities

Through reviewing documented quality committee activities, documentation and
reporting practices were not properly implemented, reflecting not well defined QI related
structure, limited QI related activities, poor planning, and the not well standardized
processes. Most quality improvement sub-committees work without performance
indicators, while activities regarded QI were limited. Hospital general director
commented ..." We lack awareness of performance indicators importance, even though

among NOH quality committee members; quality team member lack of adequate
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knowledge and training regarding QI, are not oriented to the concepts, principles, and
tools of QI ", while medical director commented that ..."We lack leadership at the field

for regular performance monitoring ".

This is consistent with Al-Telbani & Radwan (2013) study findings which showed that
lack of leadership has an important role to play in implementing QI, in addition the
indicators as a measurement tool are still unrecognized in the MOH context, while well
defined training strategies to build the capacities towards the QI concepts, principles, and
tools still absence. Moreover study showed that (90.2%) of the participants stated that the
shortage of quality expert trainers is clear, while (81.6%) of the participants stated that

most employees are not well trained about QI concepts, principles, tools, and activities.

4.5.2 Responsive QI activities at NOH

The majority of interviewees agreed upon the fact that operate by specialized diagnostic
unit system enhance team working between different health care providers, contributes in
developing of clinical skills, and improve quality of care provided for NOH's patients."At
the beginning of 2015 NOH transformation from general ophthalmic hospital to
specialized ophthalmic hospitals, operating with specialized units system, came as a
response to patients needs at GGs, and in response to staff subspecialists interests"
(Hospital medical director). " Each patient take sufficient time for consultation and
checked twice through effective diagnostic clinics teams " (Outpatient clinic director).

Moreover diagnostic procedures unit at NOH operating with latest advanced diagnostic
procedures. "Optical coherence tomography, Corneal topography inclusion in service
increase quality of provided care at NOH, and enhance better medical decision making in

many cases" (Outpatient clinic director).

When managers are provided with patients survey results at this study, hospital medical
director commented..."We surveyed patient satisfaction status before operating the
diagnostic units, where it reached 60%, while improvement appears clearly when
comparing with this study results regarding access, meeting expectation, and overall

general satisfaction status ".

Regarding surgical department NOH management was responsive in many areas;
monitoring of cancellation rate; increasing operating lists and call patients in advanced.

Surgical complication rate monitored monthly through incidence reports, while all
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operating rooms are under live cameras observation, which are connected to medical
director office. "Both incidence reports and live cameras were effective way to observe
work at operations rooms, where we asked surgeons for any help or intervention in case
of complication or in case of exceeding expected operation time" (Hospital medical

director).

Surgical department recently provide highly skills operations such as cross linking,
corneal rings through cornea department. "NOH provide patient with luxury highly skills
operations, which were comparable with international outcome, while some cases results
exceeded our expectations” (Outpatient clinic manager). These findings congruent with
the highest attendance rate which reported in cornea clinic (83.35%) at NOH's out clinic

department.

As suggested by literature review, management must be responsive to staff needs as well
as patients needs. Through qualitative in depth discussion with managers, hospital
general director commented that... " Safety officer at NOH held many QI activities
regarding staff safety. Education activities, lectures, brochures and on job training on
proper hand washing activities held in all hospital departments. Moreover medical waste

management policy was developed at NOH ™.

While director of outpatient clinic department clarified that staff safety is apriority at the
hospital " We developed employee medical file, and at the end of 2015 infection control
committee and safety officer communicated with MOH to provide all staff with needed

immunization "

"Internal staff development and training activities programs for all professional was
initiated at the hospital. Regular lectures, and on job training among physicians on
surgical theater and at out clinic department is an ongoing process (NOH medical
director), while "Nurse unit held courses, training activities and on job training through

supervisors " (Nursing unit director).

These qualitative findings showed the extent to which governance at NOH are responsive
for patient needs at many areas, and to which extend the service is patient centered,;
indicating good quality of care provided at NOH from key managers perspectives.
Moreover responsiveness regarding staff need empowering in many areas; training,

communication, safety, and providing them with enabling work circumstances. All
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interviewed managers attributed weak responsiveness to the limited resources "We are

responsive to staff needs as possible as it can, but limited resources still the major gap™.

(Hospital medical director).

In summation, the following points summarized discussion of strengths, weaknesses

that threatens provided service quality at NOH.

4.5.3 Strengths

Qualitatively, in the small discussion group were clear agreement on that there were

definite opportunities to build upon the available strengths.

Available medical team from various professionals (ophthalmologists, optometrists,
pharmacists, nurses, anesthetists) which provide comprehensive ocular services.
Available employee who attained high degrees studies regarding health management,
crisis management, quality improvement, hospitals management.

Providing ocular care through specialized diagnostic units.

Providing patients with many high skilled operations.

4.5.4 Weaknesses

Inadequate awareness of QI importance among different professionals at NOH.
Lack of leadership at the field which empowering, coaching, guiding, and influencing
the personnel to achieve.

Managing change during QI process is not achievable, where staff strongly resisting
any change at current circumstances.

Inadequate number of human recourses in administrative staff, optometrists,
anesthetists, and nurses.

Lack of essential equipment, drug shortage, medical and surgical supplies.

NOH low building capacity which not appropriate for provided service.

Absence of medical file at out clinic department.

Unplanned training provided through MOH.

Siege continuation and political fragmentation, wars and political conflicts.

91



4.6 Medical documentation (checklists)

This part explores documentation status at NOH. The data was compiled and organized
using 2 extraction sheet for inpatient (surgical and medical), and another special

extraction sheet for outpatient medical file (Glaucoma).

Files were checked for availability and completeness of the data and whether the data
contains a signature, with concern of doctors, optometrists, anesthetists and nursing
writing. The researcher means by completeness, the available of complete documentation

regarding the required parameters listed in every reviewed listed sheet.

After checking documentation status, results were generally compared with NCQA least
recommended documentation parameters (NCQA, n.d). Moreover cataract care pathway
at NOH was compared with recommended pathway of the RCOphth's Commissioning
Guide: Cataract Surgery (RCOphth's, 2015-a). Glaucoma files was compared with best
practice recommended by (NICE, 2009) for glaucoma management which was
recommended recently by the RCOphth Commissioning Guide for Glaucoma (RCOphth,
2015-b).

4.6.1 Inpatient file
4.6.1.1 Surgical file

This part showed findings of documentation status regarding (122) cataract surgical file,
and to which extend cataract surgical pathway generally congruent with international
recommended cataract surgery guidelines. (Annex 13) summarized variables findings,

which were as the following:

1- Registration form: Registration form was available in 100% of cataract surgical files,
and complete in 88.5% of available files. Regarding signature status 100% name and

signature was available, 91.8% out of them was clear.

2- Admission sheet: All patients files should contain admission sheet which filled by
Board resident doctors. Admission sheet contains patients personal data, history of
medical disease, chief complaints, ocular condition, diagnosis, preoperative medication,

preoperative visual acuity, biometry and refraction status of the eye.
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About 100% of files have admission sheet. Regarding items completeness; 97.5% of
personal data were complete, 98.3% history of medical disease, 15.6% chief complaint,
100% ocular condition, 100% diagnosis, 100% preoperative medication preoperative,
100% visual acuity, 100% biometry, 17.2% refraction. Signature status by resident
doctors in admission was available in 96.7%, and 94.05% were signed clearly, while
optometrist signature for visual acuity and biometry was available in 90.98%, but 63.06%

was not clearly signed.

In comparison to recommended cataract surgical pathway at the RCOphth's
Commissioning Guide for Cataract Surgery (RCOphth's, 2015-a), main gaps in
preoperative assessment phase were reported regarding proper documentation of
complain, medical history and refraction status. Moreover diagnosis and evaluation of
visual impairment is not adequate at NOH surgical file, where refractive status and full
visual impairment examination were documented in out clinic file during follow up visits
before surgery, which is not kept at hospital and data not documented at ( inpatient)
surgical files making such gap of preoperatively data in cataract surgical pathway. Visual
function status is essential to comparing pre and post surgical refractive status and
observing overall surgical outcome. Regarding ophthalmic examination (ocular
examination) it was documented fully for all files with 100%, indicating excellent

preoperative assessment.

3- Nursing notes (Preoperative checklists): Nursing care regarding patients preparation
for surgery is documented in the pre-op check list at the day of the surgery. Nurse
preoperative checklist was available in 100% of patients' files, where 83.6% are complete.
Signature was available in 91.80% and clear at 71.42% of sheets.

4- Nursing notes (vital signs chart): A vital signs chart detects patient situation during
hospitalization period. It was available in 100% of patient surgical files and was not

complete in 68.9%. Signature was available in 90%, and 88.88% was not clearly signed.

5- Anesthesia report: Anesthesia report includes pre-op medications, complete checking
of the patients, and classification of risk to anesthesia, which filled by anesthetists. It was
available in 97.54% of files, but 64.7% are not complete. Signature was available in
87.70% of reports, and clear in 65.42% .

93



In comparison to the RCOphth's (2015-a) assessment phase on admission day and on
surgery day was reflected in nursing and anesthetists notes. Major missing data was in
patient identification part, while medical data was almost complete (general health
evaluation including blood pressure check, note of current medication, record of allergies.
The pre-operative checks include identification of the patient and the eye for surgery
together with external eye examination are to ensure there is no ocular infection, and there
was adequate pupillary dilatation before surgery. Fulfilling patient identification items in
patients' files is essential to prevent medical errors or data exchange with other patients.

Moreover enhancing better signature status among nurses and anesthetists is needed.

6- Consent form: It is mandatory for all admitted patients who intended to have invasive
diagnostic or therapeutic interventional procedures to sign a consent form with clear
explanation about the ongoing procedure and its complications. It should always be
signed by the patient and the doctors. Consent form was available in 100%, but complete
in 54.9.1% of files, which is not adequate percentage, where the accepted percentage is

100%. Signature was available in 62.29%, and 80.26% have clear names or signatures.

7- Cardex medication sheet: It contains medication recommended for patients and
related instructions. It was available in 81.14%, available and complete in 17.17% in

surgical files and signature available 77.86% and 68.42% of sheets were clearly signed.

8- Progress notes: Progress notes is one of the utmost important documentation paper in
medical files and we rely on it in reviewing patient condition and in research purposes and
should be written in clear and complete way and should be signed by clear signature and
name. the study shows that 100% of the reviewed files have available progress note.
Signature reported in 95.08%, 62.93% out of them were clear. Completeness was not

reviewed as this part of the patient files is a free text page without items.

9- Discharge sheet: One of the most important documentation in patient's files is
discharge sheet. It includes the clinical summary about the patients’ history and clinical
case. It also includes the investigations, operation done and case management, follow up
date, recommendation and instruction provided, and post discharge medication.
Moreover it is commonly used for research purpose specially in case of availability of
ICD 10. Regarding the availability of discharge sheet in surgical files, it was available in
100% of surgical. Through reviewing discharge sheet items, the study findings were as

the following:
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A- Hospitalization and demographic information items: Hospitalization data were
available and complete in 14.8%, available but not complete in 85.2%, demographic
information available and complete in 10.7%, and available but not complete in 89.3%.
Incompleteness in hospitalization data was noticed in referral site item, while address and
occupation items were largely missing in demographic information part. This domain is
considered as mandatory basic information for all discharged cases and should be

completed 100% in all discharge sheets.

B- Heath information items: Discharge clinical summary in surgical file was
available in about 100%, available and complete in about in 82%. Investigations was
available 60.65% and complete in 70.0% of cases, while in 39.35% of cases were not
mentioned at all. Researcher means by completeness in clinical summary is a presence of
appropriate summary of the history, clinical condition on admission. Operation done item
was available 98.7%, and complete 99.32%. Final diagnosis was available in 86.88 %,
available and complete 98.11%. Treatment was available in 100%, available and complete
in 98.4 % in surgical files. Follow up appointment was recorded in 65.57% of surgical
files, available and complete in 92.92%. ICD10 in discharge summary in surgical files
was available in 24.0%, while it was not available in 76.0% of cases and finally signature

was available in 100%, available and clear in 82.0% of cases.

In comparison to the RCOphth's (2015-a), post surgery assessment is reflected through
progress notes and discharge sheet; ensuring that the patient is comfortable and pain free.
The eye is examined for clear cornea, deep anterior chamber, intraocular lens in place,
round pupil, and fundus status. Moreover post-operative written instructions, medications,

appointments and emergency contact details are all given to the patient.

At this stage data at NOH's surgical file was properly documented regarding clinical
summery, operation done and final diagnosis. Main gaps postoperatively were noticed in
fulfilling investigations item at discharge sheet which was almost completely filled at the
progress note free text page. Follow up appointment was not adequately filled which is
not accepted. Providing patients with full written instructions about follow up time/ place
on discharge is essential to keep patients' safety. Moreover ICD 10 was largely missed at
discharge sheet. Filling discharge sheet properly is essential in discharge process and
monitor surgical pathway postoperatively. Moreover discharge sheet used for further

follow up at out clinic, and for further research studies is also necessary.
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4.6.1.2 Medical treatment files

This part shows the findings of documentation status regarding (70) patients' files who
admitted for medical treatment, and to which degree are congruent with international
recommended set of commonly accepted standards for medical record documentation,
issued by (NCQA). (Annex 14) summarized variables findings, whereas the following:

1- Admission sheet: About 100 % of files have admission sheet. Regarding items
completeness; 74.3% of personal data was complete, 55.7% history of medical disease,
48.6% chief complaint, 100% ocular condition, 100% diagnosis, 96.96% medication on
admission, 100% visual acuity. Signature status in admission sheet was 97.14%

available, 92.64% was available and clear.

Regarding NCQA's recommended documentation standards main gaps in fulfilling
medical admitted patients' file was noted in filling patient's medical history, chief
complaint and personal data items (age — address- gender), while admission investigations
regarding ocular condition, diagnosis, visual acuity and medication on admission were
properly documented. Percentages of documentation regarding admission sheet in
surgical file is generally better than in medical admitted patients' file, reflect better
admission process at this phase in patient's surgical admission's pathway than medical

admission's pathway.

2- Nursing notes (vital signs chart): Regarding medical admitted patient's files nurse
vital signs sheet were available in 92.8%, and complete in below the half with 38.46%

percentage. Signature is available at 98.36%, but not clear in 94.1% of them not clear.

3- Progress Notes: In medical files 97.7% of progress notes were available in the file.

Signature available in 92.85% and 86.15% were clear.

4- Cardex medication sheet: In medical admitted patient's files, 94.3% of cardex sheets
were available, 69.69% were available and complete and signature was available in
94.28%, and clear in 92.42%.

Nursing notes, progress notes and cardex medication sheet reflect process of care during
length of stay period at NOH. Main completeness gaps in these sheets were noticed
regarding personal data filling (name- age- gender- address) and date, while medical data

was filled properly in recommended items.
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5- Discharge sheet: It was available in 100% of patient medical file. Through reviewing

discharge sheet items, the study findings were as the following:

A- Hospitalization and demographic information: Hospitalization data was
available and complete in 4.3%, available but not complete 95.7%, while demographic
information was available and complete in just 31.4% of cases.

B- Heath information items: Clinical summery was available in about 97.7%,
available and complete in about in 91.04% of cases. Investigations were available in
75.7%, and available complete in 92.45% of cases, while operation done item was
available and complete in 65.71% of cases. Final diagnosis was available and complete in
64.3%. Treatment was available and 98.6%. Follow up appointment was available and
complete in 68.6%. ICD10 was not available in 84.3%. Signature was available 95.71%,

available and clear in 89.55% of cases.

Discharge process for medical admitted patient reflected through discharge sheet where
many gaps were noticed regarding fulfilling recommended hospitalization and
demographic data. Moreover health information items were not adequately documented
regarding some items (final diagnosis, operation done- investigations — follow up
appointments and ICD 10).

To conclude medical documentation at NOH's in patient settings need further
improvement regarding the completeness of patient personal data to assure proper
identification in every individual sheet at patients’ file. Clinical and history summary
should be clear and investigations should be completed. Follow update and use of ICD10
should be encouraged. NOH hospital need a system for follow up and monitoring of the

documentation process to improve the status of documentation.

When comparing NOH findings with Al Ron (2009), Abu Sada'a (2012) and Abu Dagaa
(2014) studies; the main gap in documentation in Shifa medical Compound, EGH, and
others governmental hospitals at GG, are the same but with variations of the rates among

variables, even though NOH shows better documentation regarding many variables.
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4.6.2 Outpatient’s file (Glaucoma unit files)

This part shows findings of documentation status regarding glaucoma file, and to which
extent glaucoma care pathway is generally congruent with international recommended
guidelines for glaucoma care. (Annex 15) summarized variables findings, which were as

the following:

Galucoma is simply defined as a common sight threatening disease that affects the optic
nerve (RCOphth 2015-b). Glaucoma unit is one of the most important diagnostic units at
NOH's out clinic department. It is the only unit which has a special formulated patient's
medical file, with special sheet for glaucoma management. Glaucoma was responsible for
5.8% of avoidable irreversible blindness in Occupied Palestinian Territories (Chiang, et.
al. 2010).

Regarding documentation of glaucoma clinical care pathway national Collaborating
Centre for Acute Care (NICE) recommended the following standards to be documented
regarding all types of glaucoma (Ocular hypertension, suspected Chronic open angle
glaucoma, Chronic open angle glaucoma, and Primary angle closure glaucoma); they

stated that the following tests should be carried out at assessment and diagnosis:

Assessment for glaucoma essentially involves three types of test; measurement of 10P,
automated testing of the visual field, and assessment of the optic nerve head. Further
assessment should include measurement of central corneal thickness and a more detailed
assessment of the optic nerve head, and also includes interpretation of the clinical findings
to determine if glaucoma is present. Optic disc imaging should also be carried out and the
images should be available at all future visits to facilitate the detection of optic disc
change. Imaging may take the form of standard photography or other modalities such as
optical coherence tomography. The assessment should also include gonioscopy to
diagnose or exclude angle-closure. Moreover a patient-held management plan should
include diagnosis, copies of disc imaging and visual fields, central corneal thickness
(NICE, 2009).

At NOH Glaucoma clinic developed a special file form regarding glaucoma needed
investigations and measurements, which highly aligned with (NICE, 2009) allowing

researcher to check status of documentation of glaucoma items and comparing them with
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these guidelines and standards. By checking data in 158 glaucoma files, the findings were

as the following per each item:

1- Date: Date was available and complete in 94.3% and not available in 5.7% of

glaucoma medical files.

2- Personal data: Patient's name and ID is available and complete in 100% of checked
files (name and ID included in each file cover and not included in glaucoma sheet; this
may lead for missing patients' data if any sheet is lost from the file. The researcher

suggests include name, 1D, age, and gender items inside glaucoma unit sheet.

3- Medical history: Regarding patient medical history it was available and complete in
88.6%, not available in 11.4%.

4- Investigations and measurements: Visual acuity was available and complete in 100%
of cases, intraocular pressure available and complete in 98.7%, not available 1.3%, while
cup disc ratio was available in 92.4%, available and complete but 97.94% , not available
in 7.6% of cases. Visual field test was available and complete in 26.6%, but not available
in 62.0% of files, and recommended but still not recorded in 11.4%. Such a gap in visual
field testing documentation is not accepted in glaucoma management pathway; reflecting
a weak diagnosis and monitoring process of glaucoma progression in checked files. This
gap could be attributed to unavailability of visual field analyzer at NOH, but
ophthalmologists have to refer patients to other health facilities and emphasis on its

importance regarding diagnosis, monitoring, and management of case.

OCT was available and complete in 13.3%, but not available (77.8%), recommended
under investigations *8.9%. Even though OCT was available at NOH, but extended
waiting lists in diagnostic clinic among diabetic retinopathy and glaucomatous patients
leads to ignoring it and depending mainly on direct ophthalmoscope test. Regarding CCT

test it was available and complete in 80.4%, but not available in 19.6%.

Treatment was checked regarding availability and completeness of current treatment and
new visit treatment changes notes in addition to daily dose. Treatment was available and
complete in 92.4%, not available in 5.7%, and not recommended for cases under

investigations in 1.9% of the checked files. And finally regarding signature availability, it
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was available and clearly signed in 26.6%; and it was available but not clearly signed in

55.7%, while 17.7% was not available at all.

The study showed gaps in documentation of important measures needed for glaucoma
patients management pathway. People with glaucoma often do not experience symptoms
until the disease is advanced and there has already been considerable damage to the
person’s vision and if not diagnosed, monitored and treated correctly, glaucoma can result
in severe not recoverable loss of vision or blindness, therefore, successful management of
glaucoma requires lifelong monitoring and treatment to prevent or minimize further vision
loss (RCOphth, 2015-b). Therefore following best practices guidelines suggested by
(NICE, 2009, and monitoring compliance of them through checking medical files
documentation, will be of great effects on improving glaucoma patient's clinical pathway
and providing them with best service quality.
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4.7 Performance indicators

This part explores various performance indicators at NOH, which were extracted from
hospital annual reports, hospital statistical data base, surgical, clinical and administrative
records. Some indicators will be compared with PATH findings and recommend rates,
while the indicators regarding ocular care will be compared with different national

findings.
4.7.1 Phaco to ECCE rate ""Cataract surgeries™

Phaco is the standard method of cataract extraction in developed countries, and in regional
centers in most developing countries (Bowling, 2016). Literature showed advantages of
phaco over ECCE, especially in recent De Silva, Riaz & Evans (2014) review study, where
trials, showed superiority for Phaco visual acuity results compared to ECCE, and a lower

complication rate.

At NOH, for total year (2015) operation lists were reviewed, where statistics summarized
in table (4.17) showed that ECCE rate was higher (57.63%) than Phaco rate (43.36%).

Table (4.17): ECCE to Phaco rate at NOH

Month / Year LiEiES , cataract ECCE Rate Phaco Rate
surgeries

January 69 36 52.17% 33 47.82%
February 102 60 58.82% 42 41.17%
March 114 63 55.26% 51 44.73%
April 111 65 58.55% 46 41.44%
May 119 62 52.10% 57 47.89%
June 128 74 57.81% 54 42.18%
July 74 47 63.51% 27 36.48%
August 125 77 61.60% 48 38.40%
September 80 65 81.25% 15 18.75%
October 141 93 65.45% 48 34.04%
November 145 69 47.58% 76 52.41%
December 128 59 46.09% 69 53.90%
Total 1336 770 57.63% 566 42.36%

Qualitative part of this study clarified this rates where hospital general director
commented..."Phaco technique classified as a highly skill operation, need special high
surgical skills which are not available in all surgeons team. Moreover we have one

operating Phaco equipment, which exposed to failure many times, and we frequently
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forced to stop Phaco operations™ , while NOH's outpatient clinic director
commented... " Such rates are accepted at NOH, where we operating by one Phaco

equipment *.

Table (4.17) showed lower Phaco rates reported at the second year half; these are attributed
to Phaco equipment failure at the hospital. De Silva, Riaz & Evans (2014) study justified
ECCE usage in a patient population, where high-volume surgery is apriority due to its
lower cost which is the case at NOH case, and may express higher usage of ECCE

technique.

4.7.2 Visual outcome and intraoperative ocular complication rate (cataract) tracers

WHO set a target for quality of cataract surgery outcome, where at least 85% of eyes
achieve 6/18 or better presenting visual acuity postoperatively (Baltussen, et al. 2004).
Visual acuity was measured using a Snellen tumbling ‘E’ chart at 3 metre distance, and
was measured in full daylight with available correction. Eligible cataract operations were
those performed using Phaco or ECCE. The primary intention was cataract surgery, not
combined cataract operations where the cataract component may not have been the

primary reason for surgery.

A- Visual outcome

The result of researcher survey at NOH for cataract visual outcome in out clinic during
patient's follow-up appointment for 2 months (July- August 2015) was as the following:
As shown in table (4.18), out of the total 125 cataract surgeries, 62 were operated by
ECCE technique and 63 were operated by Phaco technique. Good outcome (VA > 6/18)
reported for 99 operations with 79.2% percentage, borderline outcome (VA< 6/18 and >
6/60) 20 operations with 16% percentage, while poor outcome (VA< 6/60) 6 eyes with
4.8% percentage.

Borderline and poor outcome cases files were extracted to explore co morbidity status,
where 12% of cases were diabetic, 24% were hypertensive, 24% were both hypertensive
and diabetic, 4% were amblyopic, and 36% were medically free.
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Table (4.18): Visual outcome of cataract surgeries

Visual Outcome according to WHO classification

Borderline outcome (VA<
Good outcome (VA > 6/18) Poor outcome (VA< 6/60)
6/18 and > 6/60)
99 20 6
79.2% 16 % 4.8%

In comparison to Rapid Assessment of Avoidable Blindness in the Occupied Palestinian
Territories project, the survey find that among people who had undergone cataract surgery
in the past, only 54.5% of eyes obtained a good outcome; 23.2% had a borderline
outcome, and 22.3% had a poor outcome, with available correction, in those eyes with a
poor outcome. The single largest cause was attributable to ocular co-morbidity as
ARMD, glaucoma, diabetic retinopathy (Chiang, et al. 2010).

In another two recent studies that concern to outcome of cataract surgeries postoperative
best-measured visual acuity was 6/6 and 6/12 or better in 94.6% eyes without ocular co-
pathology, and 79.9% in eyes with co-pathology. For eyes without co-pathology,
postoperative uncorrected distance visual acuity was 6/6 and 6/12 better in 80.9% eyes
(Day, et. al. 2015), while good outcome presenting VA 6/18 or better was seen in 350
(67%) eyes were the fitted model consisted of ocular co-morbidity (Sonron, et al. 2015).
It is obviously that the rate of good outcome of cataract surgeries at NOH indicates good

quality service and comparable to international standards.
B- Complication rate

In this study the researcher checks complication rate post cataract surgeries through
reviewing hospital operative notes "incidence reports" for total one year (2015).

PCR rate with or without vitreous loss was (2.96%). A total 40 cases were reported out of
1347 total cataract surgeries. Such rate at NOH is accepted if compared with others more
advanced international settings where PCR or vitreous loss or both occurred in (1.95%)
cases (Day, et. al. 2015), while in Moorfields Eye Hospital cataract rate (PCR) in phaco
operations in last two years quality reports was 0.80% in 2012-2013 report while 0.94%
in 2013-2014 report where targeted ratio was <1.3% (Morfield hospital, 2013-2014).
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4.7.3 Visual outcome post laser therapy for Diabetic maculopathy (DM) and
Proliferative diabetic retinopathy (PDR)

At this study the researcher checked outcome of laser therapy for DM and PDR patients

through reviewing laser department clinical records to extract targeted data regarding DM

and PDR patients for a period of three months. Total cases were 100 case and distribution

of cases was 51% with DM, while 49% with PDR. Table (4.19) below shows visual

outcome of laser therapy for both DM and PDR.

Table (4.19): Visual outcome of laser therapy

DM outcome PDR outcome
Visual % Overall outcome Visual % Overall outcome
outcome outcome
+1 line 19.6 | 52.8% improved | +1 line 28.5 65.24% improved
+2 to | 21.5 | vision +2 to +3lines | 24.5 vision
+3lines
+4 to +5|11.7 +4 to +5|12.24
lines lines
No changes | 19.6 | 19.6% No changes | 18.3 18.3%
-1 line 13.7 | 27.4%  decreased | -1 line 4 16.2%  decreased
-2to -3lines | 9.8 | vision -2to -3lines | 12.2 vision
-4 lines 3.9 -4 lines 0

Study results showed that 52.8% of DM cases have experienced improvement in visual
acuity post laser therapy, 19.6% no changes, and 27.4% have experienced decreased of
visual acuity, while in PDR 65.24% of cases have experienced improvement in visual

acuity, 18.3% no changes, and 16.2% hve experienced decreased of visual acuity.

In both DM and PDR total 19% of cases were not stable clinically and take others
different fundus clinical pictures, where patients managed by other treatment options.

Results at NOH of laser therapy are comparable to standards in both DM and PDR,;
reflecting high quality care provided for diabetic retinopathy patients. Both outcomes
exceed 50% improvement of visual acuity and preventing sight loss, where laser
photocoagulation for DM supposed to reduce the risk of visual loss by 50% (Bowling,
2016) and the risk of severe visual loss in PDR patients with high risk characteristics is

reduced by 50% at 2 and 5 years by pan retinal photocoagulation laser therapy and by up
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to 70% in moderate risk patients (The Diabetic Retinopathy Study Research Group,
1987).

4.7.4 Rate of hospital-acquired infections (post intraocular surgical intervention) —
(endophthalmitis)

At this study prevelence of acute endophthalmitis rate at NOH was monitored for total
one year (2015). Researcher track every recorded cases of endophthalmitis in daily
hospital admission records for both male and female departments; this is followed by
extraction of patient medical file to ensure that the case was operated at NOH and
admitted for acute postoperative endophthalmitis. Admission sheet, progress notes, and
discharge sheet, vital signs, and medication records were reviewed to ensure final

diagnosis of endophthalmitis.

Total invasive surgical interventions at NOH were 3270, total recorded cases of
postoperative acute endohthalmitis were 10 cases with (0.3058%) total endophthalmitis
rate. As shown in figure (4.6) the rate of endophthalmitis for total 1336 cataract surgeries
at this period was (0.5988) where 8 cases were reported, while for total 1377 intravitreal
Avastin Injection two cases were reported with (0.1452%) endohthalmitis rate. No cases

recorded post any other type of invasive surgeries.
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Figure (4.6): Endopthalmities rate

Such rate of acute endopthalmities post cataract surgeries is considered high, but study's

qualitative part showed the full picture of such high rate.

Through managers discussion group hospital medical director clarified the situation

"NOH reported two breaks of endopthalmities, where causes tracked through infection
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control team and surprising result was of ineffective sterilizer materials which supplied
through MOH storages. Another break occurs as a result of lack of surgical supplies,
where patient purchasing different materials from different medical companies, which
do not meet the requirements which causes inflammatory reactions postoperatively for

patients' (Hospital medical director).

Argument about documentation accuracy at patient medical files occurred during
managers discussion group, where general manager, medical director and out clinic
manager agreed on that most of cases considered post operatively sterile inflammatory
reaction where it could be mistaken for acute postoperative endophthalmitis even though
ophthalmologists final diagnosis for the cases was acute postoperative endophthalmitis.
Both NOH general manager and NOH out clinic manager commented **We can roll out
2-3 cases of real acute postoperatively endophthalmities regarding cataract surgeries
with (0.2245%) which is accepted rate™.

In case of considering final diagnosis accuracy at medical files; high rate of
endophthalmitis incidence post cataract surgeries at NOH is not comparable with national
standards, while in case of considering managers suggested rate it is comparable rate.
Rate is very good and comparable regarding endophthalmitis incidence post Intravitreal

Avastin Injection.

Different international findings were as the following: Standard incidence rate was
<0.08% at last quality report of Moorfields Eye Hospital at UK, and real rate per 1,000
cataract cases was 0.04%, while incidence of endophthalmitis Per 1,000 intravitreal
Injections was (0.18) (Moorfields Eye Hospital, 2013-2014). At USA a 10-year study of a
large U.S. national insurance database found that the overall rate of endophthalmitis post
intravitreal injection from 2003 to 2012 was 0.037% (1/2702) (Bonaffini & VanderBeek,
2015), while Six-year incidence of endophthalmitis after cataract surgery in the incidence
of endophthalmitis in Sweden was of 0.029% (Friling, et. al. 2013). ESCRS
endophthalmitis study group (2007) reported incidence of less than 1 in 1000 of
postoperative endophthalmitis following cataract surgery endophthalmitis (ESCRS
Endophthalmitis Study Group, 2007). Finally in comparison to the largest referral centers
in Israel Sheba and Rabin Medical Centers, ten cases occurred between the years 2007
and 2014 out of 29,431 cataract operations with a rate of 0.034 % (Katz, et al. 2015).
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To conclude both breaks were out of NOH control, even though the source of infection
usually cannot be identified with certainty (Bowling, 2016) but many responsive
investigations and activities done through infection prevention and control committee,
where surgical pathway was tracked for suspected causes. Moreover lack of regular
auditing of medical documentation accuracy still the major gap between the study

findings and real existed facts.
4.7.5 Day surgery rate

Day surgery is a multidimensional indicator reflecting efficiency, clinical effectiveness,
and patient orientation, the higher day surgery rate is preferred, as long as safety is not
compromised (WHO, 2009). As shown in table (4.20) the non daily care activity e.g.
(cataract, retina, squint, and corneal surgeries) taking great bulk of work at NOH, while
less day activities at operation room as some oculoplastic surgeries were reported. This
rate does not in line with the world health trend towards a day care surgery which will be

an integral component of health care in the future.

Table (4.20): Day surgery rate

Month Total pla.nned Day surgeries Day surgery rate
surgeries
January 377 30 7.95
February 360 25 6.94
March 406 50 12.31
April 451 35 7.76
May 374 34 9.09
June 501 39 7.78
July 306 6 1.96
August 431 55 12.76
September 321 33 10.28
October 391 31 7.92
November 442 44 9.95
December 414 44 10.62
Total 4774 426 8.92%
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Day surgery rate at NOH for one year (2015) was 8.92% which is considered low rate.
Even though same day separation for patients occurs within 2-3 hours post surgeries, but
they are not officially discharged till ophthalmologists’ morning rounds. As noticed in
table (4.20) above June-2015 showed decreased number of both day and non day
surgeries due to endopthalmities breakout at the hospital, where many operation lists was
cancelled. In comparison day surgery rate at EGH were 39.4% reflecting more efficient
care. To increase day surgery rate NOH has to seek toward redesign existing structures,
extend the roles of health professionals and other staff, explore ways of achieving better
integration with primary care services to ensure optimal pre- and postoperative care (Abu
Sada'a, 2012).

4.7.6 Readmission rate 30 day

Readmission is one of hospital quality indicator reflecting multidimensional aspects of
quality of health care provided; clinical effectiveness, efficiency and safety (WHO, 2007-
d). At this study the readmission rate of patients who have been discharged from NOH
within 30 day from 1st January to 30th September 2015 was calculated through reviewing
hospital statistics of repeated admissions followed by extraction of patient medical file to

review the cause of readmission.

Table (4.21) total admissions for both surgical and medical for this period were 4565 with
(0.96%) readmission rate, while total surgical admissions were 3546 with (0.73%)

readmission rate, and finally total medical admissions were 1019 with (1.76%) rate.

Lower rate is preferred; however, very low rates may reflect that patients are readmitted
to other hospitals (WHO, 2007-d). The readmission rate at NOH was (0.96%) which is
regarded as very low rate and reflects very effective and efficient care. Moreover there
was no other place for readmission expect NOH and EGH, so such low rate is comparable
to national standards and exceeding them, where in comparison to Moorfields Eye
hospitals at UK as 28-day emergency readmissions in 2013/14 of all admissions was of
(3.8%).
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Table (4.21) readmission rate at NOH

Admission Total admissions Readmissions Readmission rate
Surgical 3546 26 13%
Medical 1019 18 1.76%
Total 4565 44 .96%

4.7.7 Length of stay

LOS is a direct measure of efficiency, and literature clarified that nowadays the trend in
the world is toward day care surgery, rapid return to home & cost effective treatment. For

total one year (2015) the average LOS at NOH was 2.25 days. Figure (4.7) below show
monthly average LOS at NOH.
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Figure (4.7) Monthly average LOS at NOH

LOS ranges from 2.3 at male to 2.1 at female department; this rate is considered a good
rate. (Annex 16) showed monthly LOS at both surgical and medical departments. Such a
low LOS rate reflecting an efficient service at NOH, and could be attribute to the nature
of ocular care where patients discharged postoperatively within average two to three
hours. Same day separation and short length of stay provide a good structural base to

increase day surgeries at NOH to increase care efficiency.

From efficiency the point of view, shorter is better, but very low median days may pose

patients at risk. If NOH guarantee patient safety, the average LOS at NOH could be
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considered comparable to international standards, as the average LOS in hospitals for all
causes among OECD countries was less than five days the lowest in Mexico, Turkey and
Israel, and it was also low in Norway and Denmark, as well as in the United States, all at
less than 5 days (OECD, 2011). In comparison to Abu Sad'a (2012) average LOS at EGH
was 4.5 days, where surgical departments ranges from 4.88 at male surgical to 5.03 at
female surgical which is considered high and this difference could be attributed to
different hospital context and type of provided services where NOH is specialized
hospital, while EGH is general hospital.

4.7.8 Attendance to appointments

Patients failing to attend hospital appointments contribute to inefficient use of resources.
The researcher tracks attendance to appointment at outpatient department and at surgical
department for total year (2015). Table (4.22) below showed that total attendance rate at
out clinic and surgical departments at NOH was (64.43%).

Table (4.22) Percentage of attendance in NOH outpatient's clinics by specialty

Clinic Appointments Attendance Percentage of attendance
Cataract unit 11315 7374 65.17
Glaucoma unit 3733 2289 61.31
Retina unit 3145 2400 76.31
Cornea unit 1853 1548 83.35
Oculoplastic unit 3005 1650 54.90
Pediatric unit 3007 1504 50.01
Laser unit 10036 7088 70.62
Diagnostic unit 5219 3544 67.90
Optometry unit 5080 2208 43.46
School health 2797 1057 37.79
Medical reports 1785 1374 76.97
General 7230 3567 48.33
Total out clinic 58205 35603 61.16%
Surgical department 5522 5459 98.85%
Total appointments 63727 41062 64.43%
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Attendance rate at outpatient department varies between clinics from (37.79%) to
(83.35%) with (61.16%) average rate. Total number of appointments 58205 and total
number of attendant appointments 35603. In comparison to surgical department, average
attendance rate of appointments was (98.85%) with total 5522 planned surgeries

appointment and total 5459 attended appointments.

NOH attendance rate to outpatient clinics appointment is not comparable to international
rates or even local rates. Reports from hospital statistics in UK in 2012-13 showed that
there were 94.1 million outpatient appointments, of which 75.5 million (80.2 %) were
attended (Health and Social Care Information Centre, 2013). When comparing the rate to
EUH rate in Abu Sada'a (2012) study, the rate of attendance at outpatient department at

EGH varies between clinics from 55% to 100% with average of 72%.

It is obvious that there is a lot of missed appointments in out clinic department; which
indicates inefficient service. NOH need to review appointment system and communicate
more with patients to identify the causes of non attendance to avoid resources wastage.
Phone calls or reminders text messages could be used before appointments time to
enhance patients attendance. short message service reminders in health care settings
substantially increase the likelihood of attending clinic appointments, and it is efficient
option for health services to use to improve service delivery, as well as resulting in health
benefits for the patients who receive the reminders (Guy, et. al. 2012).

""We daily accept unscheduled clinical visits and provide patients with needed care to

replace missed appointments™ (Hospital General director).

"Appointment system has full extended lists for each unit, so we replaced missed
appointments with postoperative patients without appointments. Postoperative visits are
urgent and waiting time for new appointments is longer that supposed for follow up

time" (Outpatient clinic director).

NOH has to review appointment system, reevaluate appointments list based up on
attendance rate, prioritizing patient entrance, and modify postoperative patients care
pathway.
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4.7.9 Cancellation rate of elective operations

Cancellation of elective scheduled operations leads to inefficient use of operating room
time; bringing additional burden of re-scheduling appointments; moreover they are
distressing and inconvenient for patients. The researcher tracks cancellation rate of
elective operations at NOH for one year (2015). Cancelled lists according to cause of

cancellation were extracted from hospital statistics electronic data base.

Cancellation rate at NOH was (16.12%). (Annex 17) showed that total elective operation
at NOH for one year was (4774), and total cancelled operations was (770), while figure
(4.8) below shows that cancellation rate varies between months from (25.18%) to (8.35%)
and the process was unstable, even though the overall rate is considered relatively a good

rate and reflecting efficient.
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Figure (4.8) Cancellation rate at NOH

In qualitative part researcher questioned about this unstable process where NOH's general
director commented..."High cancellation rate has been one of our major concerns at
NOH's quality committee for 2 years, it sometimes exceeds 25%, and this drop to reach
(16.12%) means that we are on track and QI efforts was effective', while hospital
medical Director commented "Sometimes cancellation rate it out of our control
specially in urgent settings as breaks and essential equipment failure at operating

rooms' .
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The major causes of cancellation rate at NOH were categorized as the following:

Total (38.36%) was attributed to high blood pressure, followed by others causes
(equipment failure, political lock out lack of human resources specially anesthetists) with
total (27.54%) percentage, (12.29%) due to high blood sugar level, (8.42%) to non
attendance to surgical appointments, and (7.91%) to different medical causes (chest
infections, low blood hemoglobin level, eye infections, continuous intake of aspirin, and
finally (5.48%) due to lack of time.

In comparison to different studies cancellation rate at NOH was relatively accepted and
cancellation causes were almost similar. Cancellation rate at EGH was 18.3%, and most
causes of cancellation were due to lack of operating time, followed by emergent cases that
usually supersedes the elective surgery, and medical unfitness of the patients which was
not clear on admission or lack of some investigations and in some cases, and finally
unavailability of equipment (Abu Sada'a, 2012). Reasons for (3.6%) of cancellation of
elective operations at a major teaching referral hospital in Jordan over a period of 12
months ; patient-related reasons, administrative and medical reasons accounted for 31.4%,
30.4% and 38.2% of all cancelled operations respectively (Mesmar, et al. 2011). At
Department of surgery at Omdurman Teaching Hospital reported cancellation rate of
(10.6%) and the major three causes for cancellation were failure of the patients to attend,
uncontrolled hypertension and overloaded schedule, 19.7%, 12.1% and 11.0%
respectively, while most of the reasons (76.9%) were potentially avoidable (Elrahman, et
al. 2014).

NOH needs to identify the different types of cancellations, understand the reasons and
tackle them appropriately. Most of cancellation causes are preventable and can be
reduced to minimum by enhancing communication with patients at the time of surgical
registration and admission. This can be done through providing them with suitable
instruction for specially for Hypertensive and Diabetic patients to ensure taking proper
medication before surgical appointment and referring them to contact with suitable
medical specialists. As for lake of time reason, NOH needs to evaluate operating theater
performance and reschedule surgical lists according to suitable time and building capacity
as time specialized for elective surgical work is limited by the end of official working

hours.
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4.7.10 Training expenditure

Through manager discussion group, qualitative findings showed that there was no
specialized expenditure at NOH regarding staff training "No financial support from MOH
regarding training, and we seek to bring fund for internal training activities from NGO's
" (Hospital general director). Lack of training and development opportunities could
negatively affect staff performance and skills. Study results could be expressed in the
light of Shamia (2016) the study findings showed that 50.4% of respondents reported that
the siege affected strategic planning for human resource development at MOH.
Centralization at MOH prevents hospitals from innovation through allocation of internal

resources. Moreover current resources are allocated to satisfy emergency needs at MOH.

4.7.11 Excessive working hours

In this study the researcher explores the status of excessive working hours among
physicians, nurses and administrative staff who work on excessive hours system. Excessive
working hours is measured through dividing numerator (weeks worked more than 48
hours) on the denominator of all work weeks (WHO, 2007-d).

Results for total year (2015), were as the following:

= Physicians staff: Average extra time hours were 15.27 hours per month.

= Nursing staff: Average extra time hours were 11hours per month.

= Administrative staff: Average extra time hours were 17.8 hours per month.
(Annex18) summarized monthly excessive working hour among different professionals at
NOH.

As stated by (WHO, 2007-d) low rate of excessive hours worked are better. This low
number of excessive working hours at NOH among different professionals represents a
good quality indicator and aligned with recommended rate of WHO and DIRECTIVE
(1993), where workers enjoy an average of weekly working period of not more than 48
hours, including the overtime for each seven-day period (WHO, 2007-d).

Qualitative part expressed this low rate through NOH's Medical director comment...
""Low rate attributed to lack of financial return of excessive hours, and we tend to avoid

put extra stress in current situation of employee salary shortages ™.
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In comparison to EGH, average extra time hours were about 17.7 hours per a month,
where low rate was attributed to the same reason; lack of financial return (Abu Sada'a,

2012). This came as a result of facing same work conditions at MOH hospitals.
4.7.12 Absenteeism rate

Absenteeism is referred as failure of employees to report for work when they are scheduled
to work; it measures staff orientation and safety. Long-term absenteeism: more than 30
days to 1 year (WHO, 2004-a). Employees who are away from work on recognized
holidays, vacations, approved leaves of absence, or leaves of absence allowed for under the
collective agreement provisions would not be included. It is measured through dividing
(number of days of medically or non-medically justified absence for less seven days or less
in a raw (short-term absenteeism) or 30 days or more (long-term absenteeism, excluding
holidays, among nurses and nurse assistants), on ( total equivalent full time nurses and

nurses assistants * number contractual days per year for a full-time staff 230).

Absenteeism rate among different professionals at NOH's was as the following:
Absenteeism rates among nurses, physicians, pharmacists, and anesthetists staff was 0%,
which is considered a low rate reflecting very good quality care and ensuring that

appropriate numbers of health care providers are available for patients' care.

Regarding optometrists and administrative staff, absenteeism rates were 11.19%, 4.5%
respectively, which are considered high rates. Optometrists provide care for patients at out
clinic, surgical, and emergency departments and such absenteeism rate may cause
discontinuity of provided service, affected quality of care, and put extra burden on other
team members. Moreover absenteeism rate was reported among administrative staff who
directly contact with patients almost everywhere at hospital. NOH's administrative
complains from availability of adequate administrative staff make low rates of
absenteeism of high burden on other staff members. Absenteeism rate among
administrative and optometrists staff at NOH summarized at (Annex 19).

In Europe, the absenteeism rate (including temporary and permanent work incapacity)
ranges from 3.5% in Denmark to 8% in Portugal (WHO, 2007-d). In comparison to Abu
Sada'a (2012) study at EUG absenteeism rate among nurse stuff was 0.6% which is non-
significant rate, reflecting high commitment of nurse staff at EUG. In Europe, the
absenteeism rate (including temporary and permanent work incapacity) ranges from 3.5%
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in Denmark to 8% in Portugal (WHO, 2007-d). In comparison to EUG absenteeism rate
among nurse stuff was 0.6% which is non-significant rate, reflecting high commitment of
nurse staff at EUG (Abu Sada'a, 2012).

4.7.13 Turnover rate

In this study researcher review employee affairs office at NOH to explore turnover rate
for total one year (2015). The number of turnover employee was "1" with (0.787%)
turnover rate. This low rate may be attributed to lack of employment opportunities at GGs
and not conditioned by perfect levels of work conditions or satisfaction with work. The
study findings showed weak satisfaction status with work conditions and managerial
practices, and high percentage of employee experience high level of emotional
exhaustion, while suggestions part of staff's questionnaire showed that many care
providers intend to leave work at the hospital if better employment opportunities
available. Stabilizing the workforce and improving continuity of care is an important key
for providing quality care. Improvement of work conditions, empowering employee
through, providing them with development opportunities, training and enhance better
communication may prevent loss of experienced staff and maintain low turnover rate at
NOH.

Investing in transformational leadership development for supervisors could reduce
emotional exhaustion and turnover among public sector mental health where providers'
emotional exhaustion was positively related to turnover intention, while transformational
leadership moderated the relationship between emotional exhaustion and turnover
intention indicating that having a transformational leader may buffer the effect of

providers' emotional exhaustion on turnover intention (Green, Miller & Aarons, 2013).
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Chapter 5

Conclusion and recommendations

This is the first study aiming to assess quality service provided at Al Naser Ophthalmic
Hospital. The study reveals many important findings, making valuable baseline for future
quality improvement activities and providing NOH with comprehensive framework for

performance assessment.
5.1 Conclusion

Study findings at NOH showed many strengths and areas for potential improvement
regarding the study conceptual framework, main quality dimensions and sub-dimensional
indicators. The status of service quality at NOH is acceptable, but it still needs efforts to
enhance the situation through developing a culture of measurements and using of

performance indicators, monitoring, and continuous quality improvement.

Health care at NOH was clinically effective and safe, where strengths areas were reported
regarding different indicators such as effective outcome of cataract surgeries, laser therapy,
and documentation status of cataract surgical file, which reflected good cataract surgical
pathway. Safe care reflected through accepted low complication rate and low 30 day
readmission rate. Indicators flagged with inadequate effectiveness where high ECCE
compared to Phaco rate and low day surgery rate. Relatively high rate of intraoperative
acquired infections indicate poor safety circumstances which need more safety oriented
activities. Moreover documentation status need potential intervention regarding medical

treatment and outpatient file.

Efficiency dimension showed inefficient service in respect to low attendance rate to
appointments, while surgical cancellation rate was accepted, and high efficient care

reported regarding low length of stay.

Responsive governance dimension showed inadequate findings at the qualitative part
regarding quality structure, expenditure, measurements and performance monitoring, while

good responsive quality activities and service development was reported at NOH.
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Staff orientation dimension showed many weakness areas which need quality
improvement activities such as; lack of training and training expenditure, inadequate work
conditions regarding (enabling healthcare/work circumstances, managerial practices, and
training. Moreover large number of staff were exposed to different work related injuries,
and overall related supervisory safety practices were not fair enough to keep staff safe
during care delivery. In addition burnout scale showed high burnout status among NOH's
staff. Less strength areas were reported regarding low rate of excessive working hours,
and low turnover rate was reported among NOH's staff members.

Healthcare at NOH was markedly patient centered care, where patient perspectives
regarded quality of care showed adequate access to care and adequate meeting of
expectations; reflecting that patients have a good positive perception about quality of care
provided at NOH.

5.2 Recommendations

The Following recommendation oriented to NOH management, followed by

recommendation to MOH.

Regarding NOH management the following is recommended:

= Developing a strategic performance measurements system through well defined
framework that contains the most important performance indicators and an effective
internal monitoring system, which are able to monitor the quality of the provided

services, and satisfaction status of staff and patients.

= Strengthening the role of management and leadership through dissemination of quality

culture, ensuring the resources, and increase investment in the training.

= Provide service through agreed, known written and disseminated policies, protocols,

procedures, and best clinical practice guidelines for healthcare standardization.

= Ensure registration, unification, development and modification of patients’ medical
file at diagnostic units, and enhance proper documentation specially at post care and

follow up stages.

= Enhance the on job training and empowering supervision concept among different

professionals groups at NOH to raise employees' knowledge and skills.
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= Enhance better communication with staff, and increase its involvement in decision

making.

= Developing separated patients' surgical pathway, which has special requirements

different from outpatient pathway.

MOH is the main regulator of Palestinian health care system, so it has to be

responsive to hospital needs through:

= Empowering health information system at hospitals to enhance regular monitoring of
hospitals performance, and creating a benchmarking performance networks among
MOH facilities.

= Training at MOH should be based on effective strategic plan, and the actual needs.
Moreover providing quality committees members at MOH hospitals with suitable

training regarding QI concepts, principles, tools, and activities.

= Increasing NOH building capacity to appropriate the expanding service needs of

patients, and to respond staff needs.

= Providing NOH's with essential needs of equipment, medical supplies, and human

resources regarding different professionals.

= Better distribution of ocular services among GGs to avoid spots workloads areas and

emphasis of providing primary eye care in other places.

= Cooperation with other ocular services providers like NGOs and private sector.
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Chapter 7

Annexes

7.1 Annex (1): Map of Palestine

Source: (PCBS, 2016)
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7.2 (Annex 2): Staff self-administer questionnaire (Arabic and English versions )
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Serial No.........

Part I: Personal and Demographical data

1- Age ..ot year
2- Gender: 0 male ofemale
3- Marital status : 0 Single 0 Married o Divorced o Widows
4- Governorate: 0 North Gaza 0Gaza o0 Mid- Zone o Khanyounis o Rafah
5- Profession category:

[ ] Physicians

[ ] Pharmacists

[ ] Nurse

[ ] Optometry specialists

[ ] Antitheists

1 Administrative employee
6- Years of experience

| Less than 5 years

[ ] 5-10 years

| More than 10 years

Part 11-Working conditions regarding (Enabling care delivery circumstances — Managerial Practices —

Training)
1-  Working conditions (Enabling care delivery circumstances / work —
Managerial Practices — Training)
Enabling care delivery / work circumstances Strongly | Agree | Neutral | Disagree | Strongly
agree disagree

1. All essential equipment & needs are available for
care delivery/ work

2. 2.Care delivery/ work done through known and
written protocols

3. Direct supervisors monitors work protocols
compliance

4. 1 receive on job support from my supervisors when
I need

5. Number of working hours is suitable for provided
services

6. There are opportunities for continuing education
and development at the hospital

7. Work place is clean, well ventilated and suitable
for providing health service.

8. Drinking water and hotel services specialized foe
employee is available

9. Path rooms and toilets are available for employee

10. There is a specialized place for employee for rest
and break times

11.1 am satisfied about care delivery/ work conditions
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The following questions are required to be filled by healthcare providers (12-17) explores specific health

care circumstances

12.1 easily refer patients for further testing and
investigation within the hospital

13.1 easily refer patient for further testing and
investigation outside the hospital

14.Physical working conditions adequate to keep
patient's privacy

15. Patient's waiting areas are adequate for patient's
numbers

16. Patient entrance to departments and clinics is
fluent

17.1 am able to provide patients with best quality care
at the hospital

Managerial practices

Strongly
agree

Agree

Neutral

Disagree

Strongly
disagree

1. The administration make job orientation when |
received my work

2. The administration give me the opportunity for
creativity and development

3. Administration make me motivated to work even
in hard times

4. Administration involve me in planning for work|
development

5. The administration delegate me for decision
making in some work situations

6. My work appreciated from administration

7. 1 receive a feedback of my job performance and
how to overcome performance gaps areas

8. Administration treat me with dignity and respect

9. Administration accept rational change of my shift
on schedule after being decided

10. Administrative ask regularly about my needs at
work

11.The administration legally accounts me for,
mistakes

12. The administration enhance team working between
different hospital department

13. 1 can access to administration easily when | need

14.1 am satisfied about managerial practices

Training

Strongly
agree

Agree

Neutral

Disagree

Strongly
disagree

1. | receive regular training at the hospital

2. | receive regular training outside the hospital
through MOH

3. Training contributes in  job  performance
improvement

4. Administration track trained employee to ensure
gaining benefits from skilled trainees

5. Trained employee share gained knowledge and
skills to non-trained

6. Training opportunities is equity distributed among
different professionals

7. Administration ask regularly about my training
needs at the hospital

= If you never receive any training inside NOH or outside NOH through MOH or if you need training in

specific field please fill the following item :
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My needs of training as the following: :

Part 111 (Work related injuries)

2- Work related injuries Strongly | Agree | Neutral | Disagree | Strongly
agree disagree

1. | have been informed about occupational disease

that | may exposed to through may work
2. | received training to avoid work related injuries
3. | received all immunization required for health
worker
4. Safety officer review compliance of health worker
required immunization
5. Safety officer review health worker compliance of
work protocols to keep staff safety
6. Work related injuries documented through safety|
officer at NOH
7. Injured employee referred for further investigation
after injury (Lab testing- Physical consultation)
8. | expose to work related injury (Needle stick injury, infections, trauma):
L] Yes
[ INO
9. If you exposed to work related injury please fill the following items:
[ ] Needle stick injury
] Infections
[T Trauma
[ ] Stress
[_] Others
Part IV - Burnout status , Maslach Burnout Inventory (MBI)

Burnout Never | Afew | Oncea | Afew |Oncea | Afew | Every
Times/ | month | times/ | week Times/ | day
year month week

1. | feel emotionally drained by my

work

2.
requires a great deal of effort.

Working with people all day long

3.

| feel like my work is breaking me
down.

4.

| feel frustrated by my work

5.

| feel 1 work too hard at my job.

6.
direct contact with people.

It stresses me too much to work in

7.

| feel tired when | get up in the
morning and have to face another
day at work.

| feel I used up at the end of the
work day

| feel like I’'m at the end of my
rope
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Depersonalization

Never

A few
Times/
year

Once a
month

A few
times/
month

Once a
week

A few
Times/
week

Every
day

| feel I look after certain
patients/clients impersonally, as if
they are objects.

I have the impression that my
patients/clients make me
responsible for some of their
problems

I am at the end of my patience at
the end of my work day.

| really don’t care about what
happens to some of my
patients/clients.

5.

I have become more insensitive to
people since I’ve been working.

Accomplishment

Never

A few
Times/
year

Once a
month

A few
times/
month

Once a
week

A few
Times/
week

Every
day

I accomplish many worthwhile
things in this job.

| feel very energetic

| am easily able to understand what
my patients/clients feel.

| look after my patients’/clients’
problems very effectively.

In my work, | handle emotional
problems very calmly.

Through my work, | feel that | have
a positive influence on people.

I am easily able to create a relaxed
atmosphere with my
patients/clients.

| feel refreshed when | have been
close to my patients/clients at
work.
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7.3 (Annex 3) Patients questionnaire (Arabic version)
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7.4 (Annex 4): Small group discussion questions

Quality structure and measurements

1. Isthere a quality improvement policies and strategies initiated at the hospital?

2. Do you specialized apart of NOH expenditure for quality improvement ?

3. Do you have any formulated performance measurements ? indicators ?( if yes ) review documents ?

Responsive QI activities

4. How do you respond to staff needs? What are the resulted responsive quality activities ?

5.  How you interested to provide a patient centered care ?how ?

6. Describe in terms of strengths, weaknesses, opportunities and threatens that surrounding quality improvements
activities at NOH ?

7. Do you have further comments ?
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7.5 Annex (5): Inpatient surgical file checklist

Item Available Complete Not Signature
available (1,2,3)

Yes | No

1-  Patient registration form

2-  Admission sheet- Opthalmological and Optometry examination

1.2 Patient personal data
2.2 History of medical diseases
3.2 Complaint
4.2 Ocular examination (present condition)
5.2 Diagnosis
6.2 Preoperative medication
7.2 Preoperative V.A
8.2 Biometry calculation
9.2 Refraction
3-  Nursing note
13 Preoperative check list
2.3 Vital sign chart

4-  Consent form

5-  Operative and progress note

6-  Anesthesia report

7-  Medication sheet (cardex)

8-  Discharge sheet

1.8 Hospitaization Data
2.8 Patient personal Data
38 Clinical summery
48 Investigation
5.8 Operation Note done
6.8 Final Diagnosis
7.8 Treatment recorded
8.8 Appointment for follow up DS
98 ICD 10
Serial Ni........ooeenns File number
DA 81 PP P PP PPPI

Name or signature are clear (1), name or signature are available but not clear (2),no signature or name is mentioned (3).
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7.6 Annex (6): Inpatient medical file checklist

Item Available Complete Not Signature
available (1,2,3)
Yes | No
1-  Admission sheet
11 Patient personal data
1.2 History of medical diseases
13 Complaint
14 Ocular examination (present condition)
15 Diagnosis
1.6 Medication on admission
1.7 Visual acuity

2- Nursing note (Vital sign chart)

3-  Progress note

4-  Medication sheet (cardex)

5-  Discharge sheet

51 Hospitaization Data
5.2 Patient personal Data
5.3 Clinical summery
54 Investigation
55 Operation done
5.6 Final Diagnosis
5.7 Treatment recorded
5.8 Appointment for follow up DS
59 ICD 10
Serial Ni.......ooooieenee File number
D8] 1S PP PO PP PPPPI

*Name or signature are clear (1), name or signature are available but not clear (2),no signature or name is mentioned (3).brutally
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7.7 (Annex 7): Outpatient file checklist items extracted from glaucoma clinic sheet

Serial .................. File Number ..................

# | Item Available | Complete | Not Signature
yes | no | Available | (1,2,)3

1- | Date

2- | Patient name

3- | Patient ID

4- | History

5- | Diagnosis

Investigations

6- | BCVA

7- | AC

8- | Gonioscopy

9- | IOP

10-| CDR

11-| VF

12-| OCT

13-| CCT

14-| Treatment

7.8 Annex (8): Expertise list

Dr. Yehia Abed

Dr. Bassam abu Hamad

Dr. Sanaa Abu Dagaa

Dr. Abed Al Raouf Al Manamaa
Dr. Mohammed Al Kashif

Dr. Mahmoud Ghounem

Dr. Hussam Dawoud

Dr. Abed Al Salam Sabah

Dr. Hatem Al Aydi

10. Dr. Radwan Baroud

© 0 N o g Bk~ wDhdPE

152



7.9 (Annex 9): Public Health at Al-Quds University and Helsinki Committee
approval
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7.10 Annex (10): Administrative approval from MOH (Human Resources

Development General Directorate)
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7.11 Annex (11): Description of key managers managerial positions and educational

level
Manager Managerial position Educational degree and certifications
Dr Abed Al Salam Hospital General Ophthalmic consultant
Sabah Director Jordanian board council of Ophthalmology
Palestinian council of Ophthalmology
International council of Ophthalmology
Dr Mahmoud Gouneem | Hospital Medical Ophthalmic consultant
Director PHD in Ophthalmology
Fellow of retinal surgery
Dr Husam Dawoud Outpatient clinic Ophthalmic consultant
Director Jordanian council of Ophthalmology
Palestinian council of Ophthalmology
International council of Ophthalmology
Fellow of Cornea and refractive surgery
Hani Al Za'aneen Nurse unit manager MP in Policies and health management
Zouhier Kalaja Hospital administrative | Bacalor in social and family development
Director
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7.12 Annex (12): Post Hoc Tests multiple comparisons between career groups and

different dependent variables

Multiple Comparisons

Scheffe
Dependent () 5.Career (J) 5.Career Mean Std. Sig. 95% Confidence
Variable Difference Error Interval
(1) Lower Upper
Bound Bound
Work Physician Others .39277 .20436 .302 -.1885- .9740
conditions Nurse -.21026- 17858 | .709 -.7182- 2977
Administrative -.37943- .18000 224 -.8914- 1325
Others Physician -.39277- .20436 .302 -.9740- .1885
Nurse -.60303-" .19871 .031 -1.1682- -.0379-
Administrative -77220-" .19999 .003 -1.3410- -.2034-
Nurse Physician .21026 .17858 .709 -.2977- 7182
Others .60303" .19871 .031 .0379 1.1682
Administrative -.16917- .17356 .813 -.6628- .3245
Administrative Physician .37943 .18000 224 -.1325- .8914
Others 77220" .19999 .003 .2034 1.3410
Nurse .16917 .17356 .813 -.3245- .6628
Managerial physician Others .08578 .21285 .983 -.5196- .6912
Practices Nurse -.28407- 18600 | .509 -.8131- 2450
Administrative -.42175- .18748 175 -.9550- 1115
Others physician -.08578- .21285 .983 -.6912- .5196
Nurse -.36984- .20696 .368 -.9585- .2188
Administrative -.50753- .20830 122 -1.1000- .0849
Nurse physician .28407 .18600 .509 -.2450- .8131
Others .36984 .20696 .368 -.2188- .9585
Administrative -.13768- .18077 .901 -.6518- .3765
Administrative physician 42175 .18748 175 -.1115- .9550
Others .50753 .20830 122 -.0849- 1.1000
Nurse .13768 .18077 .901 -.3765- .6518
Training physician Others .03053 .23168 .999 -.6284- .6895
Nurse -.12821- .20246 .940 -.7040- 4476
Administrative -.31622- .20407 497 -.8966- .2642
Others physician -.03053- .23168 .999 -.6895- .6284
Nurse -.15873- .22527 919 -.7994- 4820
Administrative -.34674- .22672 .508 -.9916- .2981
Nurse physician 12821 .20246 .940 -.4476- .7040
Others .15873 .22527 919 -.4820- .7994
Administrative -.18801- 19677 .822 - T477- .3716
Administrative physician 31622 .20407 497 -.2642- .8966
Others .34674 .22672 .508 -.2981- .9916
Nurse .18801 19677 .822 -.3716- 7477
work related physician Others 46581 .23653 .281 -.2069- 1.1386
injuries Nurse -.55641- 20670 | .071 | -1.1443- .0315
Administrative 11879 .20834 .955 -.4738- 7114
Others physician -.46581- .23653 .281 -1.1386- .2069
Nurse -1.02222-" .22999 .000 -1.6764- -.3681-
Administrative -.34702- .23147 525 -1.0054- 3113
Nurse physician .55641 .20670 .071 -.0315- 1.1443
Others 1.02222" .22999 .000 .3681 1.6764
Administrative .67521" .20089 .013 .1038 1.2466
Administrative physician -.11879- .20834 .955 -.7114- 4738
Others .34702 .23147 525 -.3113- 1.0054
Nurse -.67521-" .20089 .013 -1.2466- -.1038-
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7.13 Annex (13): Status of Documentation at NOH (cataract surgical files)

Variable Available not | Available & | Total Not
complete complete Available Available
Freq. | % | Freq. | % que % | Freq. | %
1- Registration Form 14 15 108 885 | 12 100 - -
2- Admission sheet items
2.1 Admission Personal Data 3 2.5 119 975 | 122 | 100 - -
2.2 History of medical disease 2 1.7 114 98.27 | 116 | 95.1 6 4.9
2.3 Complaint - - 19 15.6 19 15.7 103 | 84.4
2.4 Ocular Condition - - 122 100 122 | 100 - -
2.5 Diagnosis - - 122 100 122 | 100 - -
2.6 Preoperative Medication - - 112 100 122 | 100 - -
2.7 Preoperative Visual Acuity - - 112 100 122 | 100 - -
2.8 Biometry - - 112 100 122 | 100 - -
2.9 Refraction - - 21 17.2 21 | 1721 | 101 | 828
5 Eiz:se Preoperative Check | 55 | 164 | 102 | 836 | 122 | 100 | - .
4- Nurse Vital Signs 84 68.9 38 311 | 122 | 100 - -
5- Consent Form 55 45.1 67 549 | 122 | 100 - -
6- Operative Progress Notes 8 6.6 114 934 | 122 | 100 - -
7- Anesthesia Report 77 | 6470 | 42 35.29 | 119 | 97.54 3 25
8- Cardex Medication 82 |8282 | 17 1717 | 99 | 81.14 | 23 18.9
9- Discharge Sheet items
9.1 Hospital Data 104 | 85.2 18 148 | 122 | 100 - -
9.2 Personal Data 109 | 89.3 13 10.7 | 122 | 100 - -
9.3 Clinical Summery 22 18 100 82 122 | 100 - -
9.4 Investigations 7 9.45 67 9054 | 74 | 60.65 | 48 39.3
9.5 Operation Done 1 0.83 | 119 | 99.16 | 120 | 98.36 2 1.6
9.6 Final Diagnosis 2 1.88 | 104 | 98.11 | 106 | 86.88 | 16 13.1
9.7 Treatment 2 1.6 120 98.4 | 122 | 100 - -
9.8 Appointment For Follow Up 3 3.15 77 96.25 | 80 | 6557 | 42 34.4
9.10 ICD10 4 1290 | 27 87.09 | 31 | 2540 | 91 74.6
Signature status
Signature A and Clear Not Clear Available NOT Applicable
N % N % N % N %
Registration Form 112 91.8 10 8.2 122 100 - -
Admission sheet 111 | 94.06 7 5.9 118 96.72 4 3.3
Optometrists biometry 41 36.93 70 63.06 111 90.98 11 9.0
Vital Signs 7 5.8 113 94.1 120 98.36 2 1.6
Ei‘;fe Operative Check | o) | y857 | g0 | 7142 | 112 | 91.80 | 10 8.2
Progress Notes 73 62.93 43 37.06 116 95.08 6 4.9
Consent form 61 80.26 15 19.73 76 62.29 46 37.7
Anesthesia report 70 65.42 37 34.57 107 87.70 15 12.3
Cardex Sheet 65 68.42 30 31.57 95 77.86 27 221
Discharge sheet 100 82.0 22 18 122 100 - -
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7.14 Annex (14) Status of Documentation at NOH ( Medical Files)

Variable Available not | Available & | Total Available | Not
complete complete Available
Freq. | % Freq. % Freq. % Freq. | %

1- Admission sheet items
1.1Admission Personal Data 18 25.7 52 74.3 70 100 - -
Lz History of medical | : 39 | 557 | 39 | 557 | 31 | 443
disease
1.3 Complaint - - 34 48.6 34 48.6 36 51.4
1.4 Ocular Condition - - 70 100 70 100 - -
1.5 Diagnosis - - 70 100 70 100 - -
1.6 Preoperative Medication 2 3.03 64 96.96 66 94.3 4 5.7
1.7 - Preoperative  Visual i ) 70 100 20 100 i i
Acuity

2- Nursing notes Vital | 5 | g155 | 25 | 3846 | 65 | 928 | 5 | 71

Signs

3- Progress Notes 4 5.88 64 94.11 68 97.7 2 2.9

4- Cardex Sheet 20 30.30 46 69.69 66 94.3 4 5.7

5- Discharge Sheet items
5.1 Hospital Data 67 95.7 3 4.3 70 100 - -
5.2 Personal Data 48 68.6 22 31.4 70 100 - -
5.3 Clinical Summery 6 8.98 61 91.04 67 97.7 3 4.3
5.4 Investigations 4 7.54 49 92.45 53 75.7 17 24.3
5.5 Operation Done - - 46 65.7 46 65.71 24 34.3
5.6 Final Diagnosis - - 45 64.3 45 64.3 25 35.7
5.7 Treatment - - 69 98.6 69 98.6 1 1.4
3? Appointment For Follow | i 48 | 686 | 48 | 686 | 22 | 314
5.10 ICD10 - - 11 15.7 11 15.7 59 84.3
Signature status
Signature A and Clear Not Clear Total available NOT Applicable

N % N % N % N %

Admission sheet 63 92.64 5 7.35 68 97.14 2 2.9
Vital Signs 7 11.11 56 88.88 63 90 7 10
Progress Notes 56 86.15 9 13.84 65 92.85 5 7.1
Cardex Sheet 61 92.42 5 7.57 66 94.28 3 4.3
Discharge sheet 60 89.55 7 10.44 67 95.71 3 4.3

158




7.15 Annex (15): Outpatient Glaucoma clinic documentation status

Variable Available not | Available & | Total Not Available
complete complete Available
Freq % Freq % Freq | % Freq %
1- Date 9 5.7 149 94.3 158 100 - -
2- Patient name - - 158 100 158 100 - -
3- Patient ID - - 158 100 158 100 - -
4- History 140 88.6 140 88.6 18 11.4
5- Visual Acuity - - 158 100 158 100 - -
6- Diagnosis - - 50 31.6 50 31.6 108 68.4
7- Anterior 1 0.71 139 99.28 140 88.6 18 114
Chamber
8- Gonioscopy - - 80 50.6 80 50.6 78 49.4
9- Intraocular 156 98.7 156 98.7 2 1.3
Pressure
10- Cup Disk Ratio 3 2.05 143 97.94 146 924 12 7.6
11- Visual Field - - 42 26.6 42 26.6 98 62.0
*18 *11. Recommended
4
12- Ocular - - 21 133 | 21 | 133 | 123 | 778
Coherence *14 | *8.9 Recommended
Topography
13- Central Corneal - - 127 80.4 127 80.4 31 19.6
Thickness
14- Treatment - - 146 924 146 92.4 9 5.7
*3 *1.9 | Treatment not recommended case under investigations

*Test recommended case (under investigations)
*R treatment not recommended (case under investigations)

Signature Frequency Percent
Available and clear 42 26.6%
Available but not clear 88 55.7%
Not available 28 17.7%
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7.16 Annex (16): Average length of stay at NOH departments of 2015

Month A"eragg'e-;)s (el é‘é‘::?ee[')‘eopts) Total LOS
January 1.7 1.9 1.8
February 2 2.1 2

March 1.9 2. 2

April 1.8 1.6 1.7

May 2.5 2 2.2

June 1.8 1.9 1.8

July 2.1 1.9 2

August 2 2.5 2.3
September 1.9 2.3 2.2
October 2.1 1.9 2
November 4 2 2
December 3.9 2 2.7
Total LOS 2.3 2.1 2.25
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7.17 Annex (17): Cancellation rate of elective operations

Month Total surgeries Cancelled surgeries Cancellation rate
January 377 95 25.19%
February 360 91 25.27%
March 406 97 23.89%
April 451 97 21.50%
May 374 67 17.91%
June 501 50 9.98%
July 306 32 10.47%
August 431 36 8.35%
September 321 39 12.14%
October 391 54 13.81%
November 442 43 9.72%
December 414 69 16.66%
Total 4774 770 16.12%
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7.18 Annex (18): Excessive working hours

Variable % . ol
S (5]

S S| 5| =| 2|22 8|28 2|2|s

S| 5| g1 22|33 3| &8/8|¢g|g|°

S| 2| =2 AARIERE:

n
Nurses
Normal working hours/ | 35 35 35 35 35 35 35 35 35 35|35 | 35
week
Number  of  employee | 14 17 16 15 15 16 15 13 15 13113 | 12
worked extra time/ month %
Extra time per month 167 | 179 | 159 | 135 | 137 | 261 | 204 | 185 | 163 |11 |11 |11 | o
0 |2 8

Excessive working hours | 11.9 | 105 [ 99 | 9 91 |163 | 136|142 | 109 |8. |86 |98
rate 5
Physicians
Normal  working hours/ | 35 35 35 35 35 35 35 35 35 35 (13 |35
week £
Number  of  employee | 4 5 4 4 4 15 4 3 4 3 |4 4 ,f
worked extra time/ month E
Extra time per month 92 75 84 83 204 | 67 42 38 42 | 80 | 58
Excessive working hours 184 | 18.7 | 21 20.7 | 136 | 16.7 | 14 9.5 14 | 20 | 14.
rate 5 5 5 5
Administrative
Normal working hours/ | 35 35 35 35 35 35 35 35 35 35|35 |35
week
Number employee worked | 3 16 1 1 1 4 4 1 1 1 |1 1 =
extra time/ month E
Extra time per month 33 203 | 20 20 20 79 43 20 20 20 120 | 20 ~
Excessive working hours | 11 126 | 20 20 20 19.7 | 10.7 | 20 20 20 | 20 | 20
rate 8 5 5

7.19 Annex (19): Absenteeism rate among administrative and optometrists staff

Administrative

Variable Value
Total absence days 368
Days without replacement 368
Total number of working staff 38
Rate of absenteeism 4.5%
Optometrists

Variable Value
Total absence days 310
Days without replacement 310
Total number of working staff 13
Rate of absenteeism 11.19%
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