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                                                          Introduction:

     Inadequate patient treatment methods lead to a waste of resources of all kinds and seriously damage the health of the population, destroying human capital and reducing productivity. Thus, absenteeism and poor quality of patient care and patient safety is essential to the process of restoring confidence in health services. This affects global health security and local health security, which depend on care of the highest standard. Quality health services ensure the health of the population to the highest degree and better care for each patient treated in specialised units. All too often, the quality of adequate and high standard health care is perceived as a luxury that only wealthy and affluent people and their families can afford for their health. This is a fallacy. Creating affordable and good quality health services needs a culture of transparency and commitment from staff, regardless of income level. Around the world lessons are being offered providing a rich foundation from which to move quickly towards transparency, staff engagement without creating absenteeism. Technological innovation plays a key role in enabling and providing the necessary pathways for faster expansion of high quality health services.




                                                       Additional report


     The quality of health services is a complex and multifaceted concept that requires to a large extent the simultaneous design and deployment of discrete combinations of interventions by specialised staff. The development, refinement and implementation of a national quality policy and strategy is a high priority as countries around the world embark on the process of systematically improving health system performance. Governments of all countries that want a well-functioning system accessible to all population groups should select a range and mix of quality interventions from the health workforce, with careful consideration of evidence-based quality improvement interventions in relation to the system environment. Processes for harm reduction, improved clinical care, patient, family and community involvement and empowerment should be implemented. Improving the quality of care has proven to be a challenge for all nations. Several nations have come together and begun technological development of innovations to improve healthcare equipment and various aspects of clinical quality. Many underdeveloped low- and middle-income countries have developed successful interventions, but need to connect to a global platform to exchange clinical and health knowledge. This makes it easier for all countries to learn from successful interventions and adapt them to their local populations. It will also allow nations to avoid directing efforts towards unsuccessful interventions and to stop absenteeism.

     The impact of the complex employee and organisational issue on burnout and workforce resilience in the NHS and social care is unequivocal. The sheer volume of work that is quite excessively chronic is damaging to staff health, patient care and the ability of staff to provide high quality care over a long enough period of time that is also compassionate for the patient. In a resourced context excessive workload in hospital units is the number one predictor of increasing levels of staff stress. This excessive workload leads to inappropriate actions, including unsatisfactory levels of staff, equipment and technology, including deterioration of the staff training process. This process of excessive workload has created a vicious circle of understaffing, which is the most cited reason why staff leave health and social care organisations. The high levels of stress this causes are linked to medical and nursing errors, patient dissatisfaction and poor quality of care. Excessive chronic workload has become like a layer of badly tanned skin that we can't get rid of, it's a problem that will be solved easily or quickly. This global problem will never be solved unless we have the courage to name it and address it. It is essential that we explore all available means to eradicate chronic excessive workload, using the knowledge, skills and experience of staff to continue to develop new solutions.

     Eligible studies and reviews were those that reported data on definitions and determinants of, or associations with, absenteeism among health workers. Studies of multiple cadres of hospital staff (e.g. administrative, cleaning staff) were included if they also included doctors and nurses. Absenteeism can also be classified as involuntary absence occurring for reasons beyond the employees’ control and voluntary absence occurring when the employee makes the decision not to go to work. It has been acknowledged that differentiating between voluntary and involuntary absence can also be difficult. However, assessment of frequency and duration of absences/sick days has been used to distinguish between the two. High frequency of absence has consistently been regarded as a reliable measure of voluntary absence. Thus, determining the true nature of the absence is difficult. For these reasons, if self-reported absences are used as an approach, it may be useful to explore real examples of absences and classify them post hoc. The typology presented could then be used to help classify forms of absence and their relative importance.
     Absenteeism was reported to be common in the public sector in both high- and low-resource settings. Expectations of colleagues in the health sector and society at large could influence patterns of absence among health workers in a yet unknown way. The multiplicity of definitions often presents a challenge when it is necessary to compare or contrast health research findings, particularly when trying to understand apparently inconsistent results for factors associated with high rates of absenteeism. In an idealistic way medical classification systems should be easy to use. Future work in this area may warrant the inclusion of an additional classification approach that includes whether or not the episode of absenteeism was formally sanctioned (unsanctioned). It is possible and most likely that some forms of absenteeism are unplanned, unintentional and unsanctioned by the system or the people who are supposed to do it. Such a form of absence could result if health workers miss their expected work to cover for an absent colleague. Primary absence thus results in indirect secondary absence. It seems quite intuitive and simple that these forms of absence are possible and even will be possible, but they may be difficult to confirm by the existing methods that prevail in this field to date and which rely on self-reported absences or analysis of administrative records.



                                                            Conclusion

     The absence of health workers in low and middle income countries is likely to exacerbate the human resource shortages that are imperative in every health department and undermine the demand, quality and efficiency of health service delivery. Despite this, researchers have not given importance to the phenomenon of absenteeism and have not researched it at all, with most of the work being conducted in market economy countries. Nevertheless, absenteeism can be a barometer for the psychological and physical well-being of health care workers and an extremely valuable measure of health systems performance. Future work and research in low- and middle-income countries could be of more generalisable value if a structured typology of forms of absenteeism is used. This can help us to better understand how different factors related to the work environment, nature of work, individual and contextual characteristics influence different forms of absenteeism, thus providing a rationale for interventions to combat it.
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