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SUMMARY 
 

DEVELOPMENT OF A STAFFING NORM FRAMEWORK FOR DIETITIANS AT SOUTH 

AFRICAN CENTRAL AND TERTIARY PUBLIC HOSPITALS 

Human resources form the backbone of South Africa`s healthcare system and is critical to the 

successful implementation of healthcare services. Dietitians are regarded as key role players 

of the health care team in the essential delivery of nutrition services in hospitals.  As registered 

health care professionals this cadre is responsible for the provision of community nutrition, 

therapeutic nutrition, and food services, guided by their scope of profession.  Hence the need 

for evidence-based workforce tools to determine the adequacy of these numbers in meeting 

the nutritional needs of the population. In the absence of such tools for dietitians, this study 

focussed on the development of a staffing norm framework for the South African central and 

tertiary public hospital setting.  

The World Health Organisation (WHO) Workload Indicators of Staffing Need (WISN) has been 

applied and proven beneficial in several disciplines across various health care settings and 

especially in the African region. Hence, this WISN based developmental study was conducted 

through the three phases of preparation, consensus, and finalisation. The preparation phase 

of the study was significant in mapping the distribution of dietitians and forming an initial 

baseline.  Whilst the job descriptions analyses provided information on the current work 

practices of the cadre.   

Thereafter, a consensus exercise was required to determine if these initial work practices 

would gain agreement among hospital dietitians. Hence, an online Delphi survey included 

twenty-one head dietitians at central and tertiary public hospitals to form a cadre based expert 

group.  A ninety-two percent agreement rating resulted in a standard set of work activities for 

dietitians at central and tertiary public hospitals. The outcomes of this consensus exercise 

progressed the study towards the finalisation phase.  

Finalisation entailed the complete application of the WISN methodology in determining the 

WISN based staffing requirement of dietitians and, the development of the WISN based South 

African staffing norm framework for central and tertiary public hospitals. Findings indicated 

that central and tertiary public hospitals did not meet the WISN required numbers of dietitians.  

All twenty-one hospitals did not have sufficient staff to meet their service needs with dietitians 

experiencing extreme work pressures especially in the absence of a support cadre. The lack 

of managerial and support staff increased the daily tasks of current dietitians leading to the 

need for overtime.   
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As workforce assessments require periodic reviews to allow for the appropriate planning and 

forecasting of dietitians, context specific tools are a must. Hence, the second part of the 

finalisation phase utilised the WISN methodology for the development of a staffing norm 

framework. In addition, the automation of the generic WISN tool inspired the need for a similar 

context specific WISN based tool for dietitians. As a result, an excel tool was constructed to 

allow for easier implementation and user-friendliness of the staffing norm framework. The 

implementation tool was validated against the WHO WISN tool and found to be adequate for 

use in the South African context.  

The findings of this study provide the necessary results to motivate and prioritise the staffing 

needs of dietitians at South African central and tertiary public hospitals. The developed tool 

which is context and cadre specific can be used by policy makers and managers at a national 

and provincial level to inform the staffing needs of dietitians at central and tertiary hospitals.  

The tool can also be adapted for use at regional, district and specialised hospitals to determine 

the staffing needs of dietitians at these levels of care.   

Keywords: Delphi, Dietitian, Framework, Human resources, Hospital, South Africa, Staffing, 

Staffing Needs, Tools, WISN
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ABSTRACT 
 

DEVELOPMENT OF A STAFFING NORM FRAMEWORK FOR DIETITIANS AT SOUTH 

AFRICAN CENTRAL AND TERTIARY PUBLIC HOSPITALS 

 

Background: The global human resources for health strategy indicates the necessity to 

prioritise human resources to improve health care and overall health outcomes. South Africa`s 

(SA) double burden of malnutrition, the core of the quadruple burden of diseases stresses the 

need for nutrition action. The absence of a national workforce planning tool to address nutrition 

workforce challenges impacts on the implementation of nutrition interventions and the aligned 

outcomes. The registered dietetic professional plays a significant role in the provision of 

appropriate and quality nutrition services. Hence, the need for an investment in an evidence-

based workforce planning tool to determine the staffing needs of the cadre.   

Aims and Objectives: This study aimed to develop a staffing norm framework to determine 

the needs of dietitians at South African central and tertiary public hospitals using the Workload 

Indicators of Staffing Need (WISN).  

Design and Methods: A three phased developmental study based on the World Health 

Organisation Workload indicators for staffing (WISN) was conducted. In Phase 1 (preparatory 

phase) the distribution of permanently employed dietitians at South African public hospitals 

was mapped. The job descriptions of dietitians at central and tertiary public hospitals were 

analysed to inform a baseline of current dietetic practices for phase two of the study. In phase 

2 (consensus phase) an online Delphi exercise was conducted to determine a standardised 

list of workload components and activity standards as per the WISN methodology.  In phase 

3 (finalisation phase) the eight step WISN methodology was applied to: 1) To conduct a case 

study at 21 central and tertiary public hospitals to determine the staffing needs of dietitians.  

2) To develop a staffing norm framework and implementation tool for dietitians at the same 

level of care. 

Results: Findings from the preparatory phase indicated a total of 844 permanently employed 

dietitians and 189 available dietetic vacancies at SA`s public hospitals. This first phase also 

provided a baseline of the work activities of dietitians for the Delphi consensus phase. The 

online Delphi resulted in a 92% agreement rating on all proposed and newly added workload 

components. A total of 45 workload components together with aligned activity standards was 

finalised.  The application of WISN in the finalisation phase indicated extreme understaffing 

with high work pressures at the 21 hospitals. The lack of support staff and managerial posts 
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compounded staffing needs often resulting in unnecessary overtime. WHO recommends the 

use of WISN as part of periodic reviews to allow for long-term forecasting of staffing needs. 

Hence, this last phase developed a context and cadre specific staffing norm framework.  In 

addition, a South African WISN based excel tool was also developed to support 

implementation of the framework, allowing for automation and user-friendliness. The validation 

of the tool against the WHO WISN supported its use in the South African central and tertiary 

hospital setting.   

Conclusion and Recommendations: WISN appears to be a beneficial tool in determining 

the needs of the cadre. The versatility of WISN has resulted in the development of a context 

specific tool to assist policy makers in prioritising the needs, future planning and forecasting 

of dietitians at South African central and tertiary public hospitals. It is recommended that 

similar tools be researched to prioritise the needs of dietitians at regional, district and 

specialised hospitals.  

Keywords: Delphi, Dietitian, Framework, Human resources, Hospital, South Africa, Staffing, 

Staffing Needs, Tools, WISN
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LIST OF DEFINITIONS 
 

 

 

 

 

 

 

Activity Standards (AS) Activity standard refers to time necessary for a well-trained, 
skilled and motivated worker to perform an activity to 
professional standards in the local circumstances. 
 

Available Working Time (AWT) The time a health worker has available in one year to do his 
or her work, taking into account authorized and unauthorized 
absences. 
 

Additional activity Activities performed only by certain (not all) members of the 
staff category and for which annual statistics are not regularly 
collected. 

Central Hospital Hospitals that have a maximum of 1200 beds. Provides 
tertiary services, central referral services and may also 
provide national referral services. Also provides training of 
health care providers, conducts research and is attached to 
a medical school.  

Delphi Method The Delphi method is a process mostly used in research and 
economics, that aims to collect opinions on a particular 
research question or specific topic, to gain consensus. The 
opinions are collected from a group of experts that are not 
physically assembled, normally through questionnaires. 

Health service activity Activities performed by all members of the staff category and 
for which annual statistics are regularly collected. 

Standard Workload A standard workload is the amount of work within a health 
service workload component that one health worker can do 
in a year. 

Support activity Important activities that support health service activities, 
performed by all members of the staff category but for which 
annual statistics are not regularly collected.  
 

Tertiary Hospital Has between 400 to 800 beds, provides specialist, sub-
specialist, and intensive care services.  May provide training 
for health care workers and receives referrals from regional 
hospitals. 

Workload Indicators for Staff (WISN) Ratio Refers to the current number of staff divided by the actual 
number of staff. 

Workload component (WC) One of the main work activities that take up most of a health 
worker's daily working time. 
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CHAPTER ONE: INTRODUCTION 

1.1   Background and rationale of the study 
`Health systems can only function with health workers; improving health service coverage and 

realizing the right to the enjoyment of the highest attainable standard of health is dependent 

on their availability, accessibility, acceptability and quality’.1 The South African Human 

Resources for Health (HRH) strategy for the health sector 2012-2017 referenced the need for 

the prioritisation of health professionals to be able to meet the vision `to improve access to 

health care for all and health outcomes’.2 At the time SA experienced staff shortages, 

ine1quities and maldistribution of HRH with a lack of retention in the public sector.2  The country 

was said to have a lesser number of health professionals per 10 000 population when 

compared to other developing countries.2  One of the key findings of the SA Lancet 

commission in 2019 stated that `The HRH crises will undermine the achievement of high-

quality Universal Health Coverage (UHC)` and thus recommended an investment and 

transformation of human resources in support of a high-quality health care system.3 Hence, 

the current HRH strategy (2020-2030) stresses the need for an investment in the health 

workforce in order to see improvements in health outcomes.4 South Africa has a higher health 

worker density than other African countries having met the Sustainable Development Goal 

(SDG) threshold of 44.5 doctors, nurses, and midwives per 10 000 population. However, the 

availability of health workers can only make a difference if they are accessible through 

equitable distribution, having the necessary competencies and motivation to deliver quality 

services based on the sociocultural needs of the given population.1  The current concerns 

around the lack of national capacity, skills and appropriate and credible planning models, 

places an emphasis on the need for more sophisticated health workforce planning.4 It is 

reported  that there are still major concerns related to the maldistribution of health workers 

and variations in skill mixes between provinces.4   

Sustainable Development Goal (SDG) 3 aims to ensure `good health and wellbeing`.5 

Nationally the Constitution of SA, through the Bill of Rights and the aligned SA National 

Development plan (NDP) 2030 makes reference to the achievement of UHC through the 

introduction of the National Health Insurance (NHI) Bill.6-8  The NHI is intended to bring about 

reform and improve service provision by promoting equity and efficiency to the access of 

affordable, quality healthcare services for all South African`s regardless of their socio-

economic status”.8 This requires attention and re-engineering of both the Primary Health Care 

(PHC) and hospital systems through implementation of the Ideal clinic and Ideal hospital 
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realisation frameworks intended to meet national standards in preparation for NHI.2, 8, 9 In 

addition, Goal 9 of the SA NDP states `Fill posts with skilled, committed and competent 

individuals.`7 The public health sector in line with strategic goals has focussed on the re-

engineering and prioritisation of the PHC sector and the need to improve services at the 

primary level first to set a good foundation for preventative services.2 Thus, the Ideal clinic 

realisation and maintenance framework and the implementation of district health specialist 

teams and ward-based outreach teams was established.10, 11 Additionally, a guide for HRH in 

the PHC setting, `an implementation guideline of health workforce normative guides and 

standards for fixed healthcare facilities 2015-2019` was developed  based on the World Health 

Organisation (WHO) Workload Indicators of Staffing Need (WISN).12, 13 Presently, there is no 

such staffing guidance document for the hospital setting. However, the National Department 

of health (NDOH) strategized towards the determination and implementation of health 

workforce staffing norms for health facilities using the World Health Organisation (WHO) 

Workload Indicators of Staffing Need (WISN) method.13, 14 The NDOH was unable to finalise 

norms for district and specialised hospitals due to the unavailability of data on district hospital 

service activities at the time.13 This is said to be attributed to the fragmentation of information 

systems hindering health workforce planning.13 Thus, there is currently no consensus on a 

suitable planning model for HRH in the public hospital sector.4  Although, the use of WISN has 

raised questions regarding staffing estimates and affordability, the information obtained was 

found to be useful.4, 14 As a result, the 2030 HRH strategy has not dismissed the use of the 

tool and aims to re-evaluate its use in national HRH planning going forward.4  

1.2   The core research problem and its significance 
Globally there is a tendency to focus on traditional health worker categories such as doctors 

and nurses, overlooking many other cadres that form a vital part of the health care team.14  

Although, the current SA HRH strategy accommodates for several other health workers, it 

must be noted that this list has not been exhausted.4  Nutrition professionals (dietitians and 

nutritionists) registered under the auspices of the Health Professions Council of SA (HPCSA) 

have not been included in this list.4  It is alarming to note that literature indicates that the 

probability of SA reaching the agreed upon nutrition-related targets are less than 1%.3  The 

2025 global nutrition targets are currently off track, and the current rate of progress will not 

allow for these targets to be met in time. SA`s double burden of malnutrition (over and under) 

has placed a severe strain on the health system and necessitates the need for dietitians.14-17  

Nutrition is ‘considered as one of the key determinants of health, wellbeing and human 

development.3 Dietitians are currently the only registered nutrition professionals that provide 
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therapeutic nutrition services in the country.18 Therefore, as guided by the regulations defining 

the scope of professions of dietetics, this project aimed to focus on dietitians.19 

1.3   Problem statement  
Hospital managers are required to both effectively and efficiently manage human resources 

in health facilities to ensure an even-handed distribution of workloads allowing for better 

productivity. Proper HRH planning can assist in determining the optimal balance in both 

functional and geographic distribution of health workers to address staff shortages.18 In SA, 

dietitians are recognised, qualified and registered health professionals responsible for the 

provision of nutrition services as defined by the Health professions Act 56 of 1974.19 Dietitians 

provide services related to community nutrition, food service administration and therapeutic 

nutrition.19  All such areas may be required in varying degrees at hospital level. It is well known 

that staff shortages can lead to a deterioration of services offered to patients.19,20 A non-

optimal skill mix with a lack of support staff as well as a shortage of technical and 

administrative staff can lead to a high workload for dietitians in the public sector thus affecting 

the provision of quality nutrition services.21 According to the Ideal hospital realisation and 

maintenance framework, 2018 an `inadequate human resource distribution and allocation` is 

a health system challenge that leads to a direct impact on the hospital environment and more 

importantly on overall health outcomes.22 A strong element of success in implementing current 

nutrition policies, standards and ultimately expert nutrition practice in hospitals is dependent 

upon the availability, accessibility and the right quantity of dietitians for the provision of quality 

nutrition services.1,23  

SA`s quadruple burden of diseases impacts on the health care system and places a similar 

demand on the need for nutrition services.2, 23 Nutrition services form the cornerstone of both 

preventative and curative services and therefore the need to prioritise the dietetic cadre. 

Workforce assessments usually begin with an estimation of the numbers of staff in the cadre.24 

The demands for nutrition services as well as the unavailability of published data on the actual 

number of dietitians employed in the public sector since 2010 poses challenges with regards 

to the planning for dietetic services at hospital level.2 SA data for 27 key professionals was 

outlined in the SA strategy for HRH in 2012 indicating ratios per 10 000 population, of which 

nutrition professionals (nutritionists and dietitians) showed a percentage of 0.16 (763) 

dietitians and nutritionists employed in the public sector in 2010.2 There was no indication of 

the actual number of dietitians that formed part of this ratio.2  The revised SA 2030 HRH 

strategy: Investing in the Health Workforce for Universal Health Coverage (UHC) is a 10-year 

strategy and aims to focus on 22 key professionals.4 However, dietitians have not been 
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prioritised as one of the 22 key cadres and there is also no inclusion of any data on the cadre.4 

A study conducted in the Western Cape Province in 2018 seems to provide the most recent 

data. The study indicated that over half of dietitians (58%) were based at hospital level 

focussing on therapeutic nutrition while 42% of were based at PHC level of care.23 However 

this data is only representative of one province in the country. Given the absence of a national 

workforce planning tool and guidance on dietetic staffing needs in the public hospital sector, 

this study focused on the development of a staffing norm framework for dietitians. Due to the 

various levels of hospitals and the differences in services between the levels as classified in 

the regulations related to categories of hospitals,25 this project only focussed on central and 

tertiary level public hospitals. 

1.4   The study aims and objectives 
The aim of this study was to develop a Staffing Norm Framework for Dietitians at South 

African Central and Tertiary Public Hospitals.  

The study was done in three phases each with specific objective(s).  Figure 1 provides an 

illustrative view of the three phased framework development process with aligned objectives 

for each of the phases.   

 

 

 

 

Figure 1.The Framework Development Process 

Finalisation 
Phase

Consensus 
Phase

Preparatory 
Phase

OBJECTIVE ONE 

A baseline study to 
determine the priority cadre 

& health facility type. 

OBJECTIVE TWO 

Determine a baseline of 
current staffing practices 

using job descriptions. 

OBJECTIVE THREE 

Determine consensus on 
Workload Components (WC) 

using the baseline staffing 
practices. 

Determine consensus on 
Activity Standards (AS) for final 
Workload Components (WC). 

 

 

OBJECTIVE FOUR 

Conduct a case study of 
staffing needs through 

application of the WISN 
calculations. 

Finalise a WISN based 
staffing norm framework & 

implementation tool for 
the priority cadre & health 

facility type. 
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1.5  An overview of the study methodology  
This section only provides a brief overview of the study methodology. A comprehensive 

account of the methodology is presented in the subsequent chapters as manuscripts (chapters 

3, 4, 5). 

1.5.1  The study design 

This study followed a three-phased developmental design using an online iterative consensus 

exercise.   

1.5.2  A conceptual framework of the study based on the WHO WISN 

 methodology 

Figure 2 provides a conceptual framework of the developmental phases together with the 

aligned study objectives based on an application of the WHO WISN methodology.12  

 

Figure 2: A Conceptual Framework of the Study based on the WHO WISN Methodology 
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1.5.3  Study setting and population, sampling design and sample size 

Non-probability purposive sampling method was used to obtain a representative sample for 

each of the three phases of the study. The purposive samples consisted of nine provincial 

nutrition managers (preparatory phase) and 21 head dietitians (consensus and finalisation 

phases) representing 21 of 22 central and tertiary public hospitals in SA.  One Tertiary hospital 

was excluded from the study as approval for data collection was not obtained in time.   

1.5.4  Inclusion criteria 

The study included provincial nutrition managers and head dietitians at central and tertiary 

public hospitals in SA. Inclusion criteria also allowed for a nominated representative should 

the provincial nutrition manager or head dietitian not be able to participate in the study or find 

the need for a more suitable candidate in relation to the topic of the study. Head dietitians at 

regional hospital level were only included for the purposes of conducting a pilot study. 19, 25-26 

1.5.5  Exclusion criteria 

o All other health professionals currently providing nutrition services (medical doctors and 

nurses) in the public and private sector. 

o Dietitians employed in the private sector. 

o Dietitians based at other levels of the public health care system (e.g., PHC facilities such 

as PHC clinics and Community health centres (CHCs), district hospitals, regional hospitals 

(except for purposes of the pilot study), specialised hospitals, district offices, provincial 

offices and the NDOH.  

o Other nutrition professionals (e.g., nutritionists) whose current scope of practice doesn’t 

allow for the provision of certain nutrition services at the hospital level. 

1.6   Rigour of the study 

1.6.1 Validity and reliability 
The online Qualtrics tool licenced through the University of Pretoria was used to prepare 

questionnaires for all data collection in the study. A survey was used as part of the preparatory 

phase to obtain and confirm data on the current distribution of dietitians at South African public 

hospitals as a baseline for the consensus phase (Appendix 1).  The initial online questionnaire 

developed for the iterative online survey (consensus phase) was pre-tested through a pilot 

study conducted with dietitians at SA regional public hospitals.26  Participants of the study 

were required to evaluate the draft pilot questionnaire (Appendix 2) for clarity of concepts, 
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phrasing of questions, relevance to the target group, length and time allowance, and overall 

user-friendliness based on the evaluation form (Appendix 3).  The pilot questionnaire was then 

revised and improved based on the responses received from participants resulting in the 

Delphi Round one questionnaire (Appendix 4).  The online iterative questionnaires for rounds 

two and three followed the Delphi technique as guided by literature and group consensus 

(Appendix 5 and 6).27-29 Some components contributing to the rigour of this study using the 

technique included: the use of a panel of experts, an online platform that does not meet face-

face, the use of sequential questionnaires to obtain expert opinion and the guarantee of 

anonymity for participant responses. In addition, the stability of responses between the 

concurrent rounds added to the reliability of the study. Participant responses, although 

anonymous were summarised and shared with all participants between the rounds.  Thus 

allowing for evaluation of the responses by all participants in consequent rounds of the 

consensus process once again contributing to the reliability in obtaining consensus on the final 

Workload components (WC) and Activity Standards (AS).28 In addition the use of experts with 

both an interest and expert knowledge on the subject matter increased the validity of the 

technique.27 Whilst, the validated WHO WISN method was used for all calculations required 

to develop the framework as outlined in objective four of the study.12 

1.6.2 Control of bias 

Participants received all communication via email and were invited to participate in the study. 

Reminder emails were sent if there was no response to the initial email following the deadline 

date and participants were allowed the opportunity to nominate another representative from 

the facility should he/she be unwilling or unable to participate. Reminder emails were followed 

up with a telephone reminder and if there was no response then the researcher did not pursue 

the participant any longer to avoid any coercion and to prevent compromising the integrity of 

the study.  No face-to-face meetings took place further reducing bias and coercion.28 Quasi 

anonymity was used to ensure that judgements and opinions of respondents remained strictly 

confidential.28,30  
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1.7   Ethical considerations 

1.7.1  Participant consent 

Participants were adequately briefed on the study details and invited to participate in the study.  

All study details were included in the information and informed consent document (Appendix 

7 and 8).  Consent to participate was completely voluntary and only consenting individuals 

were included in the final study sample. 

 

1.7.2  Participant Information and Information consent form 

Information and informed consent documents as used for provincial nutrition managers and 

head dietitians at central and tertiary public hospitals are included in Appendix 7 and 8.  

 

1.7.3 Ethical principles 

The four principles of ethics were addressed in this study as follows: 30 

 Autonomy or respect for others 

The researcher ensured that all participants were given the freedom of choice to participate 

without any pressure to do so. All participants were required to sign informed consent to participate 

in the study as per Appendix 7 and 8. In addition, all participants were provided the opportunity to 

exit the study at any given point without having to provide any reasons for doing so. The 

researcher aimed to ensure that all participants were treated with respect throughout the study 

and provided the freedom to express their opinions and viewpoints as participants of the study. 

All questions to participants considered religious and cultural aspects and these were well 

respected. The study was structured in accordance with the Declaration of Helsinki and 

participants were offered a copy if required.   

Beneficence 

This study aimed to provide further progress in nutrition research for the dietetic cadre and for 

the future planning of dietitians at central and tertiary public hospitals. An adequate description 

of the study including study processes and participant requirements (Appendix 7 and 8) 

allowed participants an understanding of the purpose and expected outcomes of the study 

prior to their voluntary acceptance to participate.  
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Non-maleficence 

The researcher endeavoured to do no harm and to ensure a low risk for any potential harm 

during the study.  No patients or any personal information of the expert panellists were 

included in the study. The study only included data to assist in reaching and finalising the aims 

and objectives of the study.  Quasi- anonymity and confidentially was maintained throughout 

the study. The use of an online platform served beneficial and feasible in allowing ease of 

participation across the country for consensus on expert opinion.26  

 Justice 

Participants were treated with fairness and equality throughout the study.  The researcher 

intended to include all central and tertiary public hospitals in the study to ensure fairness and 

equality in representation across the country. However, one tertiary hospital was left out of the 

final sample due to approval not being obtained from the hospital in time.  This was beyond 

the control of the researcher as the study needed to continue to meet both ethics approval 

and other hospital approval timelines.  The outcomes of the study will be shared with all 

provincial nutrition managers and dietitians at central and tertiary hospitals to allow for justice 

such that their participation allows them in benefiting from the outcomes of such a study.30  

1.7.4 Approval 
Ethics approval for the study was obtained from the Research Ethics Committee, Faculty of 

Health Science University of Pretoria prior to initiating the study and for the period of the study 

(97/2021- Appendix 9). The researcher also registered and obtained approval to use 

department of health information through registration on the National Health Research 

Database (NHRD). Approvals were obtained through provincial research committees and in 

certain cases through hospital research committees as applicable (Appendix 10).   

1.8 Conflict of interest 
The researcher is currently an employee of the National Department of Health and a student 

at the University of Pretoria for purposes of completing a PhD. It is declared that all work done 

for the purposes of this study was performed in an academic manner to fulfil all necessary 

requirements as stipulated by the University of Pretoria for the purposes of a PhD in Dietetics 

degree. All necessary approvals were obtained as required through the appropriate channels.  

This study aimed to academically position this work to allow for further improvements in 

dietetics.   
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1.9 Layout of the Thesis 
 

The main text of the thesis is presented as follows:  

Chapter One: Introduction: This introductory chapter of the thesis covers the following sub-

sections:  

o Background and rationale of the study  

o The core research problem and its significance 

o Problem statement 

o Study aims and objectives. 

o An overview of the study methodology 

o Rigour of the study 

o Ethical considerations 

 

Chapter Two: Literature Review: This chapter provides a summary of the literature as 

detailed in the following sub-sections:  

o Introduction 

o Health workforce planning 

o Human resource for health planning approaches 

o The WHO Workload Indicators of Staffing Need (WISN) 

o Conclusion 

 

Chapter Three: Published Manuscript: A Delphi Consensus Study to Determine the 

Workload Components and Activity Standards of Dietitians in South Africa`s Central and 

Tertiary Public Hospitals.  This chapter presents the publication that appears in the BMC: 

Human Resources for Health Journal. This paper focussed on the findings from both the 

preparatory and consensus phases and thus includes information related to objectives one, 

two and three as depicted in figure 3.  

 

Chapter Four: Unpublished Manuscript One: Application of the Workload Indicators of 

Staffing Need: A Case Study of the Dietetic Workforce at South African Central and Tertiary 

Public Hospitals.  This chapter presents the first manuscript detailing a case analysis 

conducted at 21 central and tertiary public hospitals and covers information from the 

preparatory, consensus and finalisation phases.  Thus, relating to objectives one, two, three 

and four in varying degrees as depicted in figure 4. 
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Chapter Five: Unpublished Manuscript Two: A staffing norm framework and 

implementation tool for dietitians: a South African Workload Indicators of Staffing Need (WISN) 

study.  This chapter presents the second and final manuscript and covers the development of 

the framework and implementation tool related to the preparatory, consensus and finalisation 

phases as depicted in figure 5.  

 

Manuscripts one and two have been submitted to the BMC: Human Resources for Health 

Journal for review with the following manuscript numbers:  

Chapter four Manuscript One: HRHE-D-23-00110       

Chapter five Manuscript Two: HRHE-D-23-00171     

Proof of submission of both manuscripts is included in Appendices 11 and 12. 

 

Chapter Six: General Discussion and Conclusion: This chapter provides an overall 

discussion of the final study findings together with a conclusion of the study results and 

recommendations. 
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CHAPTER TWO: LITERATURE REVIEW 

2.1 Introduction 
This chapter aims to provide a review of the literature with a broad overview of health 

workforce planning both in the global and African context. It provides details on available 

Human Resource for Health (HRH) approaches, including their advantages and limitations. 

Major databases including Medline, PubMed, and Google Scholar were searched as well as 

journals that publish issues on health workforce such as the BMC Human Resources for 

Health Journal.  In addition, the World Health Organisation website was searched. The 

keywords used as part of the search strategy included `HRH`, `Human Resources for Health`, 

`South Africa`, Staffing approaches, ‘Staffing Need`, ‘workload indicators staffing needs’, and 

WISN’.  Only articles published in the English language were used in the study.  

2.2 Health workforce planning 
Globally there is a move towards achieving Universal Health Coverage (UHC) to improve 

access to quality essential health care services for all.1 One of the key areas contributing 

towards achieving this is dependent upon the `recruitment, development, training and 

retention of the health workforce.` and the consequent development of the global HRH 

strategy.2  Objective two, of the global HRH strategy stresses the need for an investment in 

HRH to address shortages and to improve the distribution of health workers.2  If we had to 

revisit the global milestone for 2020 as related to objective two of the global strategy: `All 

countries should have made progress on health workforce registries to track health workforce 

stock, education, distribution, flows, demand, capacity and remuneration’.2  The World Health 

Organisation (WHO) global health statistics in 2019 indicated concerns around the global 

health situation and an additional necessity for an emphasis on HRH.3  

Data illustrates that the African region as defined by WHO has the greatest shortages in health 

professionals, with fewer than 10 medical doctors per 10 000 population and fewer than 40 

nursing and midwifery personnel per 10 000 population between 2013 and 2018.3  Africa is 

said to shoulder 24% of the worlds disease burden whilst only employing 3% of the worlds 

health workers.4  In addition, the COVID-19 pandemic has had a detrimental effect on health 

workers leading to loss of life and physical and emotional exhaustion.4 Hence, the pandemic 

only re-enforces the need to ensure a more sustainable supply of skilled health workers to 

meet the demands of health services.4  
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South Africa has a higher health worker density than most African countries, however the 

country still struggles to provide appropriate access, quality, and equity when related to health 

worker distribution.5 The South African health care system has two fragments which include 

both public and private sectors.  “Even though the health system consumes about 8.8% of the 

country’s gross domestic product, only 4.1% goes towards the public sector which serves 84% 

of the population.”6 Thus, indicating an uneven distribution of financial resources.  By 2030, 

the health system should be able to provide quality care to all, free at the point of service, or 

paid for by publicly provided or privately funded insurance through the NHI.7, 8 For this to 

materialise, it requires adequate implementation of both financial and human resource 

planning, development and management.8  

2.3 Human resource for health planning approaches 

2.3.1 Traditional approaches 

The outcomes of the methods used to determine staffing norms is ultimately, what determines 

its effectiveness. Traditional approaches used over the years for health workforce planning 

include the workforce-to-population ratio method, the health needs-based method, the service 

demands based method, and the service targets method.9-13 These methods do provide 

guidance to determine overall staffing requirements, however, they are not without limitations 

and challenges. A study conducted by Dreesch et al,14 summarises the advantages and 

limitations of these approaches used to estimate requirements for human resources for health 

as shown in Table 1.   

Health workforce to population ratio is said to `specify desired worker-to-population ratios`.14 

Although quick and simple to apply and understand, this method does not consider the 

complexity of work, acuity of work, risk in different care settings and the multiple roles and 

responsibilities of staff.10, 13-16 In addition, evidence indicates that staffing ratios based on 

hospital beds also do not adequately determine the requirement for staff in hospitals and can 

result in an over-estimation or an under-estimation of staff in different settings.13-15  

The health needs-based method, “estimates future requirements based on estimated health 

deficits of the population, taking into account age, gender, service needs and converts 

projected service needs to personnel requirements using productivity norms and professional 

judgements”.14 This method accounts for a skill mix of HRH when determining the health 

needs of the population, however, it requires extensive data and the updating of staffing norms 

especially if technology changes occur. However, such a method may have the potential to 

project unattainable service and staff targets.14 
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The service demands-based method “estimates future requirements based on current level of 

service utilization in relation to future projections of demographic profiles”.14 The method 

provides economically feasible targets but assumes future projections to be the same as base 

utilisation rates.14   

The service targets method “sets targets for the production and delivery of specific outcome-

oriented health services.14  Converts these targets into HRH requirements by means of staffing 

and productivity standards”.  It is easy to understand and assesses interactions between 

variables, whilst having the potential to provide unrealistic assumptions.14  

Table 1. Traditional Approaches Used to Estimate Human Resource for Health Requirements14 

 

2.3.2 Other approaches 

Alternative approaches mentioned in the literature include i) health condition specific, for 

example the “five-step-needs based approach to estimating psychiatric workforce 

requirements17, 18 and the demand driven model using spreadsheet technology to estimate 

workforce requirements for HIV patients,17, 19 ii) time needed to address deficits of the 

population,14, 17 and iii) cadre specific approach for example the British Dietetic Association 

Approach/Staffing Method Advantages Limitations 

The workforce-population 
ratio method 

 

 Quick, and easy to understand. 
 Simple projections using proposed 

thresholds for workforce density. (e.g., 
number of dietitians per 10 000 population) 

 

 No insight into personnel 
utilisation. 

 Potential unrealistic assumptions 
such as:   
o members of the cadre are 

productive and will remain as 
such.   

o populations have similar 
needs, and these will remain 
constant.  

The health -needs method. 

 

 Uses a mix of HRH to determine 
population needs. 

 Independent of current health service 
utilisation. 

 Logical an easy to understand. 

 Requires extensive data. 
 Requires updates if changes in 

technology occur. 
 May project unattainable service 

and staff targets. 

Service demands-based 
method 

 

 Economically feasible targets (based on 
little or no change in utilisation rates) 

 Requires extensive data. 
 Assumes futures projections to 

have the same utilization rates 
as the base year.   

Service targets method  Easy to understand. 
 May assess interactions between 

variables. 

 Potential for unrealistic 
assumptions 
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(BDA) toolkit in the context of dietetics.20 However, Ward et al, in a 2015 study concluded that 

such a toolkit is also not accurate and does not reflect the actual time spent on activities. That 

study also found that dietitians in paediatric wards only spent one fifth of the working day 

directly with patients.20 It is vital that time spent on patient communication, administration and 

other activities are also factored into planning the staffing needs for dietitians.20 Hence the 

need to move from facility based staffing norms to workload based staffing norms.9, 21  

Overall,  the traditional methods and alternate approaches mentioned in the literature have 

constraints, because they do not account for variations in different countries, differences in 

morbidity patterns, differences between facilities and patient attitudes.10, 14  As a result, the 

World Health Organisation (WHO) saw the need for a more systematic approach.10 This led 

to the publishing of the Workload Indicators of Staffing Need (WISN), aimed at determining 

fair and optimal distribution of staff at health facilities and an approach that accounts for the 

variations in the demand for services and the work that health workers actually do.10-15 Basic 

health workforce planning models should be able to analyse the supply, demand, gaps and 

provide solutions to allow for effective HRH planning even in situations where there may be a 

sudden surge in patient numbers.22, 23  It is said that “the WISN method is easier to 

comprehend and use, much simpler and its information system is consistent and reliable”, 

when compared to other alternate approaches.17 

In SA, there is currently no guidance document to determine staffing requirements at a hospital 

level.5 However, objective 1.2 of the SA strategy for HRH 2030 is aimed at `Applying strategic 

health workforce modelling and planning to optimise investment in HRH`, which includes the 

development of a comprehensive and approved national model for health workforce 

forecasting and planning.5 One of the many activities related to this objective includes the re-

evaluation and possible use of WISN in national HRH planning.5  Hence, this literature review 

provides a more detailed focus on the application of WISN as a workforce planning tool.  

2.4 The WHO Workload Indicators of Staffing Need (WISN) 

2.4.1 WHO WISN background 

WISN was first introduced by Peter J Shipp in 1998 to assist with `the optimal allocation and 

deployment of current staff both geographically and functionally.24  It was aimed at taking into 

consideration staffing patterns, levels, and staff categories.  As this technique was aimed to 

assist both medical and non-medical administrators it was thus designed for: simple operation, 

technical acceptability, comprehensibility and to be realistic.24  Following its implementation in 

2008, WISN underwent a review process based on some limitations and difficulties in applying 
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the initial approach in different settings.10 This led to the introduction and implementation of 

the reviewed WHO WISN manual and its automated software in 2010.10  It is thus described 

as a human resource management tool that “determines how many health workers of a 

particular type are required to cope with the workload of a given health facility.”10 It further 

assesses “the workload pressure of the health workers in the facility.”10 The WISN 

methodology is constructed in the form of eight steps as shown below in Table 2.10  

 

Table 2. The WHO WISN Eight-Step Methodology10 

 The eight steps of WISN 

1. Determining priority cadre(s) and health facility type(s) 

2. Estimating available working time 

3. Defining workload components 

4. Setting activity standards 

5. Establishing standard workloads 

6. Calculating allowance factors 

7. Determining staff requirements based on WISN 

8. Analysing and interpreting WISN results 

 

Although WISN can be applied to all health worker cadres and all facility types, each WISN 

exercise requires the user to determine the priority cadre(s) and define the health facility 

type(s) to allow for an adequate allocation and planning of resources.10 Secondly, the tool 

necessitates the need to estimate the available working time of the defined cadre(s).  Available 

Working Time (AWT) is defined as “The time a health worker has available in one year to do 

his or her work, taking into account authorised and unauthorised absences.”  This ensures 

that annual, sick, and other leave (e.g., training) and public holidays etc, as defined by local 

labour laws are either accounted or compensated for as part of the staff calculations.10  

Steps three and four refer to the defining of workload components and the setting of activity 

standards.  Workload components include “work activities that take up most of a health 

worker`s daily time”, whilst activity standards “is the time necessary for a well-trained, skilled 

and motivated worker to perform an activity to professional standards in the local 

circumstances”.10 Workload components are further categorised into health, support, and 

additional service activities.  Health service activities are “performed by all members of the 

staff category”.10 Secondly, support service activities are “performed by all members of the 
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cadre, but regular statistics are not collected on them”.10 Lastly, additional service activities 

are” performed only by certain members of the cadre, regular statistics are not collected on 

them”.10  

Regular Expert working groups can be used to define these and can include either cadre 

based, or facility based expert groups as applicable.  Cadre-based expert groups usually 

include senior representatives of one cadre and can provide professional expertise and 

experience for the given staff category.10  A facility based expert group includes senior 

professionals from all departments or disciplines of a given facility to define standards for all 

cadres in the facility.  However, these facility-based groups may not have the expert 

knowledge required to define activity standards for all cadres and may still need to depend on 

cadre based expert groups.10  

The finalisation of the previous steps, allow for the calculation of standard workloads (step 5) 

which WISN defines as “the amount of work within a heath service workload component that 

one health worker can do in a year”.10 However, these standard workloads only account for 

health service activities for which routine statistics are collected.  Therefore, there is still a 

need to account for other activities that do not require the collection of statistics.  Step six 

accounts for the calculation of allowance factors that consider both support and additional 

service activities.  The category allowance factor “is used to calculate the total number of 

health workers required for both health service and support service activities”.10 While the 

individual allowance factor “is the staff requirement to cover additional activities of certain 

cadre members”.10  

The data obtained in the previous steps allow for the final determination of staffing 

requirements based on WISN calculations and using health facility specific data (step 7).  

These can be done either manually based on the calculations provided in the WISN manual 

or the automated WISN software may be used for user-friendliness.10  These final calculations 

allow for the analyses and interpretation of the WISN results (step 8) which can be done by 

looking at either the WISN difference or the WISN ratio or both.10 The WISN difference 

compares the difference between current and required staffing levels, thus providing an 

indication of either under or overstaffing in the facility.  Whereas the WISN ratio is a proxy 

measure that assesses the level of work pressure that health workers experience in the 

facility.10 Therefore, WISN indicates ideal characteristics of a workforce planning model that 

has been widely used.  Literature indicates that the WISN users’ community includes over 140 

countries with close to 1500 members sharing experiences on the use of the tool.25 
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2.4.2 WISN in the global context 

Numerous WISN studies report on the application of the WISN tool worldwide, mainly in 

developing countries.  These include Vietnam, the Philippines, Pakistan, Oman, Papua New 

Guinea, Iran, Iraq, Serbia, Brazil, Bangladesh, Peru, Indonesia and India to name a few.6, 22, 

23, 26-33 Such studies have shown its application across several health platforms namely, clinical 

biochemical laboratories, primary health care, the district, tertiary and palliative care hospitals, 

and have also been used across districts and at a country level.6, 22, 23, 26-28, 30-32  Various cadres 

included are nurses, physicians/doctors, midwives, medical technologists, pharmacists, 

laboratory/radiology technicians, health extension officers (community health workers), 

medical biochemists, social workers, physical therapists, nutritionists, and psychologists.6, 22, 

23, 26-28, 30, 31  However, one study conducted by Gialama et al has also shown the application 

of WISN in the developed context..17  The tool was used in this study to estimate the required 

number of midwives based on their workload and workload pressures at four different Greek 

hospitals.17   

2.4.3 WISN in the African context 

WHO indicates that African countries have a great need for a tool to assist in determining 

staffing norms at facility levels.10 The WHO WISN tool was thus implemented in a number of 

African countries and found to be useful.11, 12 These countries include Mozambique, Uganda, 

Burkina Faso, Ethiopia, Ghana, Kenya, Mali, Namibia, Nigeria, Malawi and South Africa.  

WISN has also been applied and field tested in a number of countries.10, 13, 34, 35 Country 

experiences and case studies applying the WISN method in Mozambique and Uganda showed 

that most health worker cadres were working under pressure due to staff shortages.12, 34 Their 

recommendations indicate that WISN should involve all relevant stakeholders to yield better 

results and should be integrated into the existing health system.10, 34 It is said that WISN can 

assist in providing information required for policy planning, development and the revision of 

staffing norms in determining actual staffing needs.25, 26, 31  

2.4.4 WISN in the South African context 

WISN was introduced into the SA PHC setting in 2012 with the development of a WISN based 

normative workforce guideline to support its implementation in 2015.6, 36  This included the 

official appointment of national and provincial WISN coordinators who were trained and 

continued to receive expert guidance from WHO experts.36  A study conducted by Mabunda 

et al reported lessons learnt from WISN implementation in three countries including SA.6 This 

study reported that in SA, results showed that the average variance between the existing 
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number of posts and the WISN determined posts was 4418, thus posing affordability 

challenges with an additional (Rands) 1,901,082,324 required to fund such posts.6  Limitations 

or challenges of the implementation process related to the accuracy of health service statistics, 

inability to differentiate between facilities where available working times varied, in instances 

where similar activities were performed by several different cadres and the consideration of 

the specific needs of rural settings.6  Some recommendations from the study included the 

need for appropriate consultation with relevant stakeholders such as the Departments of 

National Treasury and Public Service to assist in planning towards a workforce that the country 

can afford.6 Furthermore, the strengthening of computer literacy amongst health workers and 

data collection systems were further recommended for future planning.6   

2.4.5 Advantages of WISN  

The tool can be used by managers at national, regional, district or facility level and may be 

applied to any specific cadre of health workers.16, 25, 26, 29, 37, 38  WISN studies recognise the 

need to prioritise various health professional cadres, instead of only focusing on traditional 

cadres such as doctors and nurses.25, 39 WISN is said to be a simple, objective and reliable 

means of estimating staffing needs.31, 40, 41 A scoping review conducted by Doosty et al in 

2019, indicates, the tool “can be  cost saving, simple and a comprehensive approach”, with a 

practical and realistic method, allowing for the forecasting of staffing needs and applicable to 

all kinds of staff in all regions.21  The tool allows for the prioritization of staffing cadres but still 

requires the support of managers for implementation.21 

Findings indicate that there are differences in health care models, health care teams, 

Workload Components (WC) and Activity Standards (AS) between countries.  Hence, these 

activities cannot be adopted from one country to another and requires the development of 

context specific WC and AS.33 As a result the use of these WISN WC and AS, was found to 

be valuable in prospectively measuring activities and translating workloads into the actual 

number of staff required. Thus, displaying health worker shortages and inequities in their 

distribution and providing the potential to reduce costs.15, 34  

Furthermore, country experiences show that several cadres seem to dedicate more time to 

support activities than their defined health service activities, often due to the shortage of 

support staff.10, 34 This highlights the need for staff categories to have clearly defined roles and 

responsibilities based on their scope of practice and defined competencies.11, 35  WISN can 

assist in determining the amount of time that is spent on specific work activities, allowing for 

task shifting to mid-level workers on certain areas.42  Such benefits of the tool can assist in 
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reducing the required number of certain health professional cadres thereby also diminishing 

costs.30, 35 

It is said that the tool may actually assist facilities to improve recordkeeping and data collection 

based on the outcomes of the WISN results thus resulting in an advantage rather than a 

limitation.15 WISN may also be used in conjunction with other HRH models.25, 43 The tool can 

be implemented as a long term intervention with appropriate integration into HRH 

management.40  The long-term forecasting and planning of staffing can benefit from the use 

of WISN as a monitoring tool through periodic reviews in determining staffing needs.27, 31, 32, 41 

2.4.6 Challenges, limitations and recommendations related to WISN 

An assessment of the WISN methodology showed that there seemed to be consensus 

regarding the practical use of WISN although there were some challenges in certain steps.43 

These included poor data quality and poor enabling human resource policies for 

implementation.  However, a phased approach of WISN can make for easier implementation 

and better outcomes.43 In addition, other recommended enabling factors included the use of 

the WISN software, WISN user’s manual, WISN training for senior management to allow for 

better implementation in avoiding such challenges.43 

The tool cannot be generalised for different areas as it is related to topography, climate and 

population densities, therefore it encourages the development of context specific needs.21, 25  

Secondly, the incorrect interpretation of the results especially in situations where there may 

be a lack of recordkeeping or statistics may under-estimate staffing requirements and thus the 

need to adjust for these accordingly when finalising recommendations.21, 32  Lastly, health 

environments are constantly changing and thus it is vital that staffing norms are reviewed 

frequently to ensure that it accommodates for these changes.21  Whilst, WISN predictions can 

be faced with affordability issues, it is recommended that the tool can still be used to model 

staffing requirements that can be achieved overtime whilst, taking into consideration available 

resources.6  

2.5 Conclusion  
Studies have revealed that WISN is an effective tool in workforce planning, and it can be used 

in combination with other models, providing a more comprehensive approach.25 Therefore, 

even in the context of the dietetic cadre it seems that a more systematic approach such as 

WISN may be a preferable option, especially in the absence of such guidance currently.  Whilst 

SA has tried its implementation in the PHC setting, such implementation has not been 

explored in the hospital setting.  As small-scale implementation is recommended, this study 
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aimed to focus only on the central and tertiary public hospitals as an initial step in determining 

the staffing needs of dietitians in SA. Limitations of the WISN methodology highlighted in the 

literature together with recommendations on possible ways to adjust for them were taken into 

consideration as part of this study.6, 21, 43 
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Figure 3. Preparation and Consensus Phases: A Delphi Consensus Study to Determine the Workload Components and Activity Standards of Dietitians in 
South Africa`s Central and Tertiary Public Hospitals
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CHAPTER THREE: PUBLISHED ARTICLE 
This chapter provides information on the preparation phase which included an assessment of 

the status and distribution of dietitians at public hospital level in South Africa. Thus, providing 

a baseline for the selection of the priority cadre and facility type being central and tertiary 

public hospitals (Step 1 of the WISN methodology). Secondly, in the preparation phase job 

descriptions of dietitians at these levels of care were collected and analysed providing baseline 

data on the activities performed by dietitians.  Steps 3 and 4 of the WISN methodology required 

the standardisation of workload components and activity standards for the identified priority 

cadre and facility type. Hence, this chapter details an online Delphi consensus study 

conducted at 21 South African central and tertiary public hospitals using the baseline data 

obtained in the preparation phase. The result of this paper provides a standardised list of 

workload components and activity standards for dietitians at South African central and tertiary 

public hospitals. 

The chapter includes the published article as it appears in the BMC: Human Resources for 

Health Journal.  The publication is referenced as follows:  

Naicker, V.N., Naidoo, K., Muchiri, J.W. et al. A Delphi consensus study to determine the 

workload components and activity standards of dietitians in South Africa’s central and tertiary 

public hospitals. Hum Resour Health 22, 4 (2024).  

https://doi.org/10.1186/s12960-023-00883-9  
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 Figure 4. Finalisation Phase: Application of the Workload Indicators of Staffing Need: A Case Study of the Dietetic Workforce at South African 
Central and Tertiary Public Hospitals
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CHAPTER FOUR: UNPUBLISHED MANUSCRIPT ONE 
Even though baseline data was obtained on the number of dietitians during the preparatory 

phase, it was yet to be determined whether these numbers were adequate to meet service 

demands.  As a result, this chapter focusses on the first objective of the finalisation phase as 

highlighted in the illustration below.  A case study was undertaken at 21 central and tertiary 

public hospitals based on the data provided in the consensus phase. This case study utilised 

the WHO WISN software to determine the WISN calculated requirement for dietitians. The 

result of this paper provides a comparison between the baseline data and the actual required 

number of staff, giving an indication of the adequacy of the present staff complement. The 

paper also reveals additional challenges experienced and provides suitable recommendations 

for the future forecasting of dietitians.  

This Chapter has been formatted as per the submission guidelines for the BMC: Human 

Resources for Health Journal.  The manuscript has been submitted to the journal with the 

following reference number: HRHE-D-23-00110. Proof of submission is provided in Appendix 

11.
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Abstract     

Background: South Africa`s double burden of malnutrition (under-and over-nutrition) stresses 

the need for the national prioritisation of nutrition services in the country. The registered 

dietetic professional plays a significant role in the provision of appropriate and quality nutrition 

services thereby forming a vital part of the health care team.  Hence, this study applies the 

evidence-based World Health Organisation (WHO) Workload Indicators of Staffing Need 

(WISN) in a case study to determine the dietetic workforce needs at central and tertiary public 

hospitals in South Africa.   

Methods: Head dietitians at 21 of 22 central and tertiary public hospitals participated in an 

online Delphi survey.  Data collection was aligned to the eight step WISN methodology. Data 

were analysed using the WHO WISN software. Dietetic staffing needs were determined based 

on the differences between current and required numbers of dietitians and the WISN ratio 

used to measure the workload pressures of dietitians.   

Results: Findings revealed that South African central and tertiary public hospital dietitians 

experience high workload pressures due to extreme understaffing.  At least half of the 

hospitals (n=10) had a WISN ratio of less than 0.5 indicating they met less than 50% of the 
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staff requirements and thus experienced a high workload pressure. When administrative 

support activities linked to dietetic services are adjusted for, the staff requirements of dietitians 

can be reduced.  Without adjusting for the administrative activities, none of the sampled 

hospitals met the total WISN calculated requirements. The lack of managerial posts and 

support staff, increased work pressures leading to the need for overtime in some instances.   

Conclusion:  WISN is a beneficial tool in not only determining the needs of the dietetic 

workforce but in helping reveal other daily challenges.  Application of WISN can be 

advantageous in the future planning of the profession allowing for improved nutrition outcomes 

in the country.   

Keywords: Dietitian, Hospital, Staffing Need, South Africa, WISN, Workload Indicators 
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Background: South Africa`s need for alignment to the global agenda identifies the 

requirement for the availability and accessibility of competent and motivated health workers 

through equitable distribution to deliver quality services based on the socio-cultural needs of 

the population.[1]  South Africa`s aptly named 2030 Human Resources for Health (HRH) 

Strategy: Investing in the Health Workforce for Universal Health Coverage (UHC) recognises 

the current inequalities that exist between professional skill mixes thus hindering health 

service delivery.[2, 3] More focus is often given to the staffing needs of doctors (8.6%) and 

nurses (56%) than other professionals that also play a significant role in the health care 

team.[2, 4-5]  Recent global studies with a focus on other professionals indicate the need to 

ensure the right skill-mix to provide quality patient care.[4-6] South Africa`s diverse nation 

echoes a similar diversity in registered health care professionals through the Health 

Professions Council of South Africa (HPCSA), South African Nursing Council (SANC) and 

South African Pharmacy Council (SAPC).[7, 8] The SA HRH strategy strives towards the 

prioritisation of 22 key cadres including nurses (SANC) and pharmacists (SAPC) but does not 

include all health professional categories registered under HPCSA.[2]  The dietetics cadre is 

registered with one of the 12 professional boards under the HPCSA but has not been included 

in the strategy. The slow rate of progress in meeting the 2025 global nutrition targets only 

intensifies the call for nutrition interventions.[9]  In addition, South Africa`s double burden of 

malnutrition (under-and over-nutrition) further stresses the need for the national prioritisation 

of dietitians as part of an appropriate skill mix.[10-12]  Hence, the  determination of the current 

number and density of dietitians is a key first step in evidence based workforce planning at all 

levels of care.[2, 13]    

The World Health Organisation (WHO) Workload Indicators of Staffing Need (WISN) is an 

evidence based planning tool used to determine the numbers of a particular type of health 

worker required to meet the workload demands of a given facility.[14, 15]  It utilises available 

facility data to plan towards meeting staffing needs by considering health service packages, 

complexities of care and differences between health facilities.[13-16] The tool has proved 
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valuable in: analysing staffing workloads; calculating staffing needs; and planning future 

staffing requirements in the international hospital environment.[4, 14, 17-21] Hence, this study 

applies the evidence-based WHO WISN in a case study to determine the dietetic workforce 

needs at central and tertiary public hospitals in South Africa.  The outcomes of this paper will 

serve useful in the future development of a staffing norm framework for dietitians.  

Methods: Data collection for the study was completed in two phases.  Phase one data were 

obtained from the nine provincial nutrition managers in the Department of Health, South Africa 

(SA). Data on the numbers, vacancies, and the job descriptions (JD) of dietitians working at 

central and tertiary hospitals were collected and analysed to provide the baseline data for 

phase two of the study.  Study participants for phase two were a purposive sample of 21 

dietetic department heads at SA central and tertiary public hospitals who consented to 

participate. An online survey was used to obtain: (i) consensus on workload components 

derived from the analysis of the JD, ii) data and consensus on activity standards (AS), (iii) 

Health service statistics and iv) information on support staff and overtime. The online survey 

comprised quantitative and qualitative questions.  The focus of the online survey was to 

determine consensus on workload components and activity standards for dietitians at central 

and tertiary public hospitals.   

Workload components are defined as the main work activities that take up most of a dietitians 

daily working time.[15]  These are categorised into health service (performed by all dietitians 

supported by annual statistics), support service (performed by all dietitians without annual 

statistics) and additional service (performed by certain dietitians without annual statistics) 

activities.[15]  Activity standards are defined as the time necessary for a well trained, skilled 

and motivated dietitian to perform workload components to professional standards.[15]   An 

online delphi survey with three rounds of iterations was used to obtain consensus [22] on 

workload components and activity standards and all 21 dietitians participated.  Standardised 

lists of workload components and activity standards were obtained following analysis of each 

round.  
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The WISN methodology informed the generation of the required dietetic staffing needs.[15] 

Results were analysed and interpreted to determine the difference between current and 

required staffing levels (over or understaffing) and the current workload pressures of dietitians 

based on the WISN ratio.[15]   

Results:    

Participant demographics  

Participants’ demographics based on rank, years of experience and age are depicted in 

Figures 1, 2 and 3 respectively. In SA, dietetic ranks include: Production Dietitians (PD) at 

entry level, Chief Dietitians (CD), Assistant Directors (ASD) and Deputy Directors (DD) as 

guided by the Department of Public Service and Administration (DPSA).  Figure 1 shows that 

most hospitals (10) had CD followed by ASD (8) while the remaining three hospitals had a DD 

(1), Acting ASD (1) and PD (1) serving as managers.   

 

 

Figure 1. Designation of head dietitians at 21 central and tertiary hospitals in South 

Africa 

Acting Assistant
Director

Assistant Director Chief Dietitian Deputy Director Production Dietitian

Total 1 8 10 1 1

Designation 
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Figure 2 illustrates that most managers (n= 11) had at least 11-20 years of experience’, 

followed by those with 6-10 years (n=6) and those with 21-30 years and over 30 years in the 

field having equal numbers (n=4) of years of experience.   In terms of age ranges, Figure 3 

shows that all managers were over 30 years of age with most falling into the age ranges of 

between 30 -39 (n=7) and 40-49 (n=7) years.  

 

Figure 2. Years of experience of head dietitians at 21 central and tertiary hospitals in 
South Africa 

 

 

Figure 3. Age categories of head dietitians at 21 central and tertiary hospitals in South 

Africa 
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Figure 4. Number of permanent dietitians per rank at South African central and tertiary 

public hospitals 

 

 

Figure 5. Number of vacant posts per rank at South African central and tertiary public 

hospitals 

Figure 4 indicates the proportion of dietitians per rank at South Africa central and tertiary public 

hospitals.   Out of a total of 51 dietitians at central hospitals majority were PD (n=32) followed 

DD AD Chief Production

Central 1 4 14 32

Tertiary 0 5 19 95

Numbers per rank

DD AD Chief Production

Vacancies at Central 0 1 4 6

Vacancies at Tertiary 3 4 16 32

Vacant posts per rank
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by CD (n=14) and DD (n=1).  Out of a total of 119 dietitians at tertiary hospitals, majority were 

PD (n=95) followed by CD (n=19).  No dietitian occupied the DD post.  Figure 5 depicts the 

number of vacant posts available at central and tertiary public hospitals.  In the six central 

hospitals there were vacant posts for PD (n=6), CD (n=4) and AD (n=1).  In the 15 tertiary 

hospitals there were vacant posts for all the ranks with the majority being for PD (n=32) 

followed by CD (n=16).       

Workload components and activity standards 

Three rounds of delphi were conducted and all 21 dietitians participated.  As seen in Tables 

1, 2 and 3 the final consensus list contained: 15 health service ; 15 support service and 14 

additional service  activities following the survey.  There was 92% consensus on all items 

presented to participants including the additional proposed items.    

Table 1.  Health service activities and related activity standards based on consensus 

Health service activities  Activity standard 

(minutes per patient) 

Ward rounds (individual and multidisciplinary) 10 

Patient screening 5 

In patient consultation and treatment (new) 30 

In patient nutritional assessment (ABCDE) & diagnosis (new) 15 

In patient calculation of nutritional requirements & development of nutrition 

intervention plans (new) 

15 

In patient nutrition support and dietary counselling (new) 30 

In patient consultation and treatment (FU) 15 

In patient referral, communication with the multidisciplinary team and related 

activities 

10 

Outpatient consultation and treatment (new) 45 

Outpatient nutritional assessment (ABCDE) & diagnosis (new) 15 

Outpatient nutritional plan and intervention including dietary counselling (new) 30 

Outpatient consultation and treatment (FU) 30 

Outpatient specialist clinics  45 

Report writing and patient notes 15 

Referral process between health facilities 10 
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Table 2. Support service activities and related activity standards based on consensus 

Support activities  Activity standard  

 (Hours per year) 

Food service management (developing and updating of cycle menus, therapeutic 

diets & related diet sheets) 

24 

Development and review of policies, protocols, and guidelines (including related IEC 

materials) 

36 

Dietetics departmental meetings 38 

Hospital committee/ internal stakeholder meetings  44 

Meetings with industry representatives and other external stakeholders 18 

Own performance development and management system (PMDS) reporting 8 

Continued professional development (CPD) activities 24 

Participation in journal reviews and working groups 38 

In-service training to the multidisciplinary team (nurses, doctors etc) 12 

In-service training to the food service team 8 

Student mentoring, evaluation & reporting (Including meeting with universities and 

accreditation of facilities) 

90 

Attend training (generic) 18 

Recordkeeping, statistics & report writing  48 

Peer reviews and clinical audits 24 

Outpatient health awareness events/campaigns/open days (planning and 

participation) 

20 

 

 

 

 

 

 

 

 

 

 

 



 
 
 

66 
 

Table 3. Additional/individual service activities and related activity standards based on 

consensus 

Additional/Individual activities  Activity standard 

(Hours per year) 

Managerial duties (risk management, financial management (budgeting and 

procurement), asset management, planning of duty rosters) 

24 

Audits (stock take and stock take audits, diet sheet audits, equipment audits etc) 24 

Develop and review departmental plans (strategic, business, and operational) 16 

Evaluate and monitor the implementation of policies/strategies/guidelines/protocols 

and norms and standards 

24 

Report writing, validations and presentations 36 

Human resource management (recruitment, selection of new staff, grievances, and 

disciplinary processes, HPCSA registration & compliance, attendance and leave 

register) 

48 

Orientation of new staff, training, support and supervision of lower-level staff and 

community service dietitians 

191 

Performance development and management system (PMDS) 20 

Participation in research activities 24 

National core standards/quality improvement programs (QIP)-develop plans, 

evaluation, and reports 

19 

Planning and coordination of departmental meetings 36 

District, provincial integrated nutrition program (INP) and allied meetings 24 

Mother Baby Friendly Initiative (MBFI) mentor/committee participation and activities 24 

Education, training, and supervision of foodservice/diet kitchen staff/milk 

kitchen/tube feed personnel 

53 

 

Health service statistics 

Health service statistics were obtained from all 21 hospitals for the period January 2021 to 

December 2021, only 8 of the 21 hospitals provided complete lists (Figure 6).  Reasons for 

incomplete statistics related to poor data recording or no data being collected for certain health 

service activities.  As a result, all health service activites without supporting statistics were 

omitted from the final workload calculations for respective hospitals.  Final workload 

calculations for these hospitals will reflect as an underestimation of their actual staffing 

requirements.[15, 17] 
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Figure 6. Percentage of health service statistics reported per hospital  

 

 

 

 

 

 

87%

73%

100%

93%

87%

100%

73%

100%

80%

87%

100%

100%

100%

93%

80%

93%

93%

100%

100%

73%

80%

A001-TH

A002-TH

A003-TH

A004-TH

A005-TH

A006-TH

A007-TH

A008-TH

A009-TH

A010-TH

A011-TH

A012-TH

A013-TH

A014-TH

A015-TH

A001-CH

A002-CH

A003-CH

A004-CH

A005-CH

A006-CH

Percentage of statistics reported



 
 
 

68 
 

Availability of support staff 

Table 4. Administrative activities currently performed by South African central and 

tertiary hospital dietitians 

Administrative support or individual/additional service activities performed by 
dietitians 

Activity 
standard 

(Hours per 
year) 

Administrative functions related to ordering of specialised diets and therapeutic 

nutrition (PN & EN) 

96 

Monitor wastage and usage of PN and EN 48 

Dietetic administrative functions (telephone calls, emails, booking appointments, 

photocopying etc) 

190 

The procurement process (ordering, receiving & monitoring of enteral feeds) 138 

Stock take of enteral feeds and supplements 57 

 

 

Figure 7. Percentage of hospitals with support staff services 

The Delphi exercise revealed that dietitians performed several administrative tasks as part of 

support and additional service activities as presented in Table 4.   At the time of data collection, 

67% (5 out 15) tertiary hospitals and 33% (4 out of 6) central hospitals utilised the services of 

support staff (Figure 7).  Results indicated that in most cases support staff included general 
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operators, auxillary workers and food service staff, however it was reported that this still did 

not meet the service demands.   

Table 5. Proposed qualifications and activities for dietetic administration clerks 

Proposed 
support staff 

categories 

Proposed qualification Proposed activities 

Administration 
clerks: 

 Matriculation 
certificate/Grade 
10) and college 
certificate as 
applicable 

 Basic computer 
literacy 

 Office 
administration 
and management  

 Communication 
skills 

 

 Reception functions: telephone assistance, booking, 
receiving, and assisting patients. 

 Stock monitoring: placing orders, receiving, and 
managing (nutritional feeds, stationary, cleaning 
materials, paper products, PPE) 

 Stock sheets (compiling and analysing) 
 Minute taking 
 Office organisation and filling system 
 Capturing and compiling of monthly/quarterly 

statistics and reporting 
 Assist in preparation for health awareness days 

(preparing material, photocopying, printing etc) 
 Issuing of nutrition related educational material. 
 Compile/generate meal stickers for special diets. 

 
 

Table 6. Proposed qualifications and activities for dietetic store-room or general 

assistants 

Proposed support 
staff categories 

Proposed qualification Proposed activities 

Store-room 
assistants/packers: 
/General 
assistants/operator: 

 Matriculation 
certificate/Grade 
10) 

 Basic computer 
literacy 

 Communication 
and counselling 
skills (receive in 
service training 
on basic dietary 
counselling) 

 Basic knowledge 
on how to take 
anthropometric 
measures 
(weight, height, 
MUAC and 
calculate BMI) 

 Stock control: receiving, packing, and issuing of 
stock. 

 Cleaning and stock rotation in storerooms 
 Basic dietary counselling 
 Assist with taking anthropometric measurements of 

patients. 
 Serve as a messenger/porter. 
 Accompany patients to next point of care. 
 Assisting dietitians in clinics 
 Labelling of Feeds 
 Issuing/collecting feeds and feeding pumps  
 Translation where required. 
 Reconstitution of powdered feeds in milk 

kitchen/feeds kitchen 
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Table 7. Proposed qualifications and activities for nutrition educators/advisors 

Proposed 
support staff 

categories 

Proposed qualification Proposed activities  

Nutrition 
educator/Nutrition 
advisor: 

 Matriculation 
/Grade 10 with 
some level of 
nutrition 
certification/diploma 
in nutrition 

 
 

 Screening of patients 
 Nutrition counselling: basic education and support 

(breast feeding support, healthy eating support, 
basic diabetes education etc) 

 Food demonstrations, education on food gardens, 
growth monitoring 

 Basic nutrition health talks and assistance with 
health awareness days.  

 Provision of nutrition products for nutrition 
therapeutic programmes or tube feed discharges 

 Running of the milk kitchen and basic education on 
reconstituting powdered/ tube feeds. 

 Assist with taking anthropometric measurements of 
patients. 

 Obtain basic information on a patient e.g., diet 
histories. 

 Ability to translate and interpret nutrition messages. 
 Perform simple mathematical calculations. 
 Monitor patients receiving correct feeds timeously 

including feed changes and charting. 
 Assist with home visits if necessary. 
 Stock control: receiving, packing and Issuing of 

Stock 
 

Dietitians highlighted the need for three possible support staff categories with aligned activities 

that can prove useful in a dietetics unit (Tables 5, 6 and 7).  These included administration 

clerks, store-room/general assistants and nutrition educators/advisors with a minimum of a 

matriculation or grade 10 certification.  Several support and additional service activities 

performed by dietitians daily had been proposed for consideration as core activities that may 

be performed by support staff instead.   
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Overtime work 

 

Figure 8. A representation of hospitals with dietitians performing overtime  

 

Figure 9. Average overtime hours performed by dietitians per week 
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Overtime was not considered when determining Available Working Time (AWT) for use as  

part of the study calculations.  However, participant responses did indicate that most dietitians 

were performing overtime. Dietitians reponses indicated that 16 of 21 hospitals performed 

overtime with (15) performing overtime on weekends and public holidays, and (8) performing 

overtime on weekdays with most (7) performing between 8-10 hours of overtime weekly 

(Figure 8 and 9).  Some indicated that they didn’t  officially perform overtime but were required 

to be `on call` during public holidays and weekends: 

“Overtime vs. on call? We do not perform remunerated overtime, but we are on call afterhours, weekends, and 

public holidays. Most of the issues can be sorted out over the phone, but dietitians do go into the hospital when 

required. This is given as time back”. 

“We do not officially perform overtime, but we do accept telephonic consults over weekends and public holidays, 

in cases of emergency. I do however feel that there could be a place for overtime hours, depending on the 

situation and staff level, with compensation”. 

Seventeen of 21 participants indicated the neccessity to perform overtime on weekends and 

public holidays which included physical patient consultations: 

“Dietitians are on call on public holidays and over weekends, without remuneration. Clinical 

instructions/prescriptions are given over the phone and can be misinterpreted by nursing staff, which can lead to 

litigations. By them being onsite, getting remunerated for the overtime, it'll eliminate all the risk. This is mainly for 

ICUs, high care units and other critical wards”. 

“The issue of overtime becomes so crucial especially because patients are fed throughout, so if a new patient is 

admitted on Friday after hours, and there is no overtime performance it means the patient will only be attended to 

or fed on Monday the following week. So, to avoid complications and reduce hospital stay most critical patients 

will need to be fed as soon as possible. If the patients' feeds need to be adjusted or changed due to the patients' 

conditions or complications, that needs to be done without any interruption”. 

Participants highlighted challenges on the topic of overtime despite providing such services: 

“Dietitians used to perform overtime at our hospital. It was new management that felt that overtime is not 

necessary for Allied. Although I feel it's very much necessary since we have patients on TPN, enteral, neonates, 

ICU, burns that need continuous monitoring and feed adjustments”. 

 

“Overtime is a very controversial topic at our hospital. The Dietetic department is not currently approved for 

overtime as we have not applied in the past. However, we are starting the process as it is a necessity at our 

hospital”. 
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Four of 21 respondents indicated that overtime for dietitians is not a neccessity:  

“Prefer standby work than overtime work. Only for emergencies. Don’t see it having an improved effect on service 

without multidisciplinary team also performing overtime work. Develop after hours protocol for nutritional 

management of patients”. 

“We are available 24 hours on our speed dials (and assist the staff over the phone), but we don't work official 

overtime hours at the hospital itself. If it does happen that a dietitian needs to come in for example over 

weekends (which does not happen often at all), she can just record the time and arrange with her supervisor to 

take the time off as required. Most of the time, we can assist the wards over the phone”. 

Dietitians are often forced to perform overtime due to extreme understaffing and workload 

pressures:  

“Current workload does not always permit one to wrap-up after 8.5hrs, no matter how much time-management is 

practiced”. 

“Remuneration occurs on weekends and public holidays for being on standby. As Acting unit manager, not all 

things can be done in office hours. If there are deadlines, you perform to meet it. I will e mail work home and 

finish all that needs to be done. No remuneration”. 

“Overtime during the week is spent to fill in the gaps created with extreme staff shortages as a result of the 

persistent moratorium on the filling of posts. Lunches are often sacrificed to get through the clinical duties for the 

day. Voluntary on call facility is provided for every weekend and public holiday in order to ensure continuity of 

nutrition services for when the dietitian is away. No remuneration is provided for the overtime performed”. 

Majority of dietitians see the need for dietetic services on weekends and public holidays to 

allow for service continuity (Figure 10).  

 

Figure 10. Dietitians views on performing overtime 
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WISN based scenarios for dietetic staffing requirements 

Table 8. An overview of the WISN required number of dietitians at South African central 

and tertiary hospitals  

Name of hospital Current 
dietitians 

(February to 
April 2022) 

Scenario 1: WISN 
requirement to 

support ONLY health 
service activities 

Scenario 2: Total WISN 
requirements WITH 

assistance of support 
staff 

Scenario 3: Total WISN 
requirement WITHOUT 
assistance of support 

staff 
A001-TH 17 26 38 67 

A002-TH 10 15 23 40 

A003-TH 5 10 15 26 

A004-TH 4 9 14 24 

A005-TH 11 10 16 27 

A006-TH 8 23 34 59 

A007-TH  9 11 19 33 

A008-TH 11 23 35 36 

A009-TH 6 4 6 10 

A010-TH 5 21 31 54 

A011-TH 7 30 45 76 

A012-TH 7 19 27 49 

A013-TH 7 16 24 43 

A014-TH 8 6 10 18 

A015-TH 6 8 12 21 

A001-CH 4 11 16 28 

A002-CH 13 24 37 64 

A003-CH 6 14 21 36 

A004-CH 9 26 38 67 

A005-CH 9 26 39 68 

A006-CH 11 12 19 32 

 

WISN requirements based on three sets of workload components (health, support and 

additional) was used to account for all activities that dietitians perform daily for the provision 

of nutrition services.  Table 8 provides an overview of the number of dietitians and the 

requirements based on three proposed scenarios.  Whereby: Scenario 1) WISN requirements 

to meet ONLY health service activities; Scenario 2) Total WISN requirements with the 

assistance of support staff and Scenario 3) Total WISN requirements without the assistance 

of support staff.   Scenario 1 was intended to provide an insight of the hospitals currently 

struggling to meet basic health service activities while Scenarios 2 and 3 provide a comparison 

of the required number of dietitians based on the availability or non-availability of support staff.  
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The availability and non-availability of support staff was aligned to the exclusion and inclusion 

of non-clinical administrative activities (Table 4) in WISN calculations respectively.   It is clear 

that in all 21 hospitals there is a lesser requirement for dietitians if support staff are available 

to cover certain additional activities (Table 8).  

When looking at Scenario 1, Tables 9 illustrates the difference between current and required 

staffing needs showing levels of under or overstaffing.  It is interesting to observe that 

workloads can vary between hospitals at the same level of care.[23]  Results show that only 

three (14%) hospitals (A005-TH, A009-TH and A014-TH) reported sufficient numbers of 

dietitians to cover basic health service activities (Table 9). Table 9 also indicates that A011-

TH has the highest deficit in staff (n=23), followed by A004-CH and A005-CH (n=17) while 

hospital A006-CH (n=1) has the least staff deficit followed by A015-TH (n=2).   

Whilst staffing differences are important it is also neccesary to relate these differences to 

actual workload pressure through use of the WISN ratio.[15]  WISN Ratios are calculated by 

dividing the current number of dietitians by the required number of dietitians.  A WISN ratio 

equal to 1 indicates sufficient dietitians.  A ratio of more than 1 indicates overstaffing.  Whilst 

a WISN ratio of less than 1 indicates understaffing and high workload pressures.[15]  Table 9 

illustrates that about a half of the hospitals (n=10) had a WISN ratio of less than 0.5 indicating 

they met less than 50% of the staff requirements and thus experienced a high workload 

pressure. Two tertiary hospitals (A011-TH and A010-TH) have the highest workload pressures 

in trying to meet basic health service activities indicated by very low WISN ratios of 0.23 and 

0.24 respectively.   
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Table 9. Scenario 1: staffing differences and workload pressures based on health 

service activities 

Hospital Permanently employed 
dietitians (February to 

April 2022) 

Calculated WISN requirement for 
ONLY health service activities 

Difference  WISN ratio  

A001-TH      17 26 -9 0.67 

A002-TH 10 15 -5 0.65 

A003-TH 5 10 -5 0.49 

A004-TH 4 9 -5 0.44 

A005-TH 11 10 1 1.11 

A006-TH 8 23 -15 0.35 

A007-TH 9 11 -2 0.79 

A008-TH 11 23 -12 0.47 

A009-TH  6 4 2 1.63 

A010-TH 5 21 -16 0.24 

A011-TH 7 30 -23 0.23 

A012-TH 7 19 -12 0.37 

A013-TH 7 16 -9 0.42 

A014-TH 8 6 2 1.23 

A015-TH 6 8 -2 0.75 

A001-CH 4 11 -7 0.37 

A002-CH 13 24 -11 0.53 

A003-CH 6 14 -8 0.44 

A004-CH 9 26 -17 0.35 

A005-CH 9 26 -17 0.34 

A006-CH 11 12 -1 0.95 
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Table 10. Scenario 2: staffing differences and workload pressures based on the 

inclusion of support staff 

Hospital Permanently employed 
dietitians (February to 

April 2022) 

Calculated WISN 
requirement for health, 
support, and individual 

activities WITH assistance 
of support staff 

Difference   WISN ratio 

A001-TH 17 38 -21 0.45 

A002-TH 10 23 -13 0.44 

A003-TH 5 15 -5 0.34 

A004-TH 4 14 -10 0.29 

A005-TH 11 16 -5 0.69 

A006-TH 8 34 -26 0.24 

A007-TH 9 19 -10 0.47 

A008-TH 11 35 -24 0.32 

A009-TH 6 6 0 1.03 

A010-TH 5 31 -26 0.16 

A011-TH 7 45 -38 0.16 

A012-TH 7 27 -20 0.18 

A013-TH 7 24 -17 0.29 

A014-TH 8 10 -2 0.78 

A015-TH 6 12 -6 0.50 

A001-CH 4 16 -12 0.25 

A002-CH 13 37 -24 0.36 

A003-CH 6 21 -15 0.29 

A004-CH 9 38 -29 0.24 

A005-CH 9 39 -30 0.23 

A006-CH 11 19 -8 0.59 

 

When looking at Scenario 2 (Table 10), only one (5%) hospital (A009-TH) served by six 

dietitians met the staffing need.  However, in the absence of support staff (Scenario 3) this 

hospital (A009-TH) would need an additional four dietitians to fulfill the WISN requirement.  

Results indicate A011-TH as the most understaffed hospital based on all three scenarios 

(Tables 9, 10 and 11). Although, A005-TH, A009-TH and A014-TH hospitals show adequate 

or overstaffing, for scenario one, all three hospitals still show understaffing with the absence 

of support staff (scenario 3).  Workload pressures are seen to increase relative to the required 

needs for Scenarios 2 and 3 (Tables 10 and 11).   
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Table 11. Scenario 3: staffing differences and workload pressures based on the 

exclusion of support staff 

Hospital Permanently employed 
dietitians (February to 

April 2022) 

Calculated WISN 
requirement for health, 
support, and individual 

activities WITHOUT 
assistance of Support Staff 

Difference  WISN ratio 

A001-TH 17 67 -50 0.25 

A002-TH 10 40 -30 0.25 

A003-TH 5 26 -21 0.19 

A004-TH 4 24 -20 0.17 

A005-TH 11 27 -16 0.41 

A006-TH 8 59 -51 0.13 

A007-TH 9 33 -24 0.27 

A008-TH 11 36 -25 0.18 

A009-TH 6 10 -4 0.60 

A010-TH 5 54 -49 0.09 

A011-TH 7 76 -69 0.09 

A012-TH 7 49 -42 0.10 

A013-TH 7 43 -36 0.16 

A014-TH 8 18 -10 0.46 

A015-TH 6 21 -15 0.28 

A001-CH 4 28 -24 0.14 

A002-CH 13 64 -51 0.20 

A003-CH 6 36 -30 0.17 

A004-CH 9 67 -58 0.13 

A005-CH 9 68 -59 0.13 

A006-CH 11 32 -21 0.35 

 

Discussion 

This case study was beneficial in providing an indication of the levels of understaffing at 

dietetic units in South African central and tertiary public hospitals.[16] In addition, the study 

process has also uncovered critical challenges and dietitian perspectives related to staffing. 

The calculated WISN requirements have shown that 86% of hospitals are not meeting their 

dietetic staffing needs for basic health service activities (Scenario 1), whilst 95% of hospitals 

are unable to meet their full WISN staffing requirements even with the assistance of support 

staff (Scenario 2).  Finally, 100% of hospitals are not meeting the WISN requirement for 

dietetic staff in the absence of support staff (Scenario 3).  These levels of understaffing also 
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correspond with a similar trend in workload pressures between the three scenarios. The 

application of WISN in other countries have also assisted in showing levels of understaffing 

for several cadres within the health care setting. [16, 21, 23-25]   

The Delphi process on finding agreement on the ideal workload components indicated that 

dietitians are performing unnecessary administrative activities due to a lack of support staff. 

This study has shown that proper task shifting of non-clinical activities (Table 4) to lower level 

support staff can lessen the need for more dietitians than is actually required due to 

inequalities in the right skill mixes (Scenario 2 and 3).[26]  Such activities often lead to 

dietitians spending more time on non-dietetic related activities which can compromise direct 

patient care.  Table 4 highlights critical administrative activities to support the smooth running 

of dietetic departments.  For as long as there remains a lack of support staff these activities 

will continually be imposed on dietitians.  Therefore, there is a need for uniformity in 

employment and placement of dietetic support staff to help in reducing the workloads of 

dietitians.  As a result, dietitians have proposed three categories of support staff (Tables 5, 6 

and 7) with aligned activities that can assist in drastically reducing the WISN required numbers 

of dietitians. It must be noted that the South African HRH strategy has prioritised health care 

providers  but excludes administrative and support staff due to data limitations and time 

constraints.[2]  This study clearly shows the need to include support staff when determining 

the staffing needs of dietetic professionals. Furthermore, there is a need to ensure an 

adequate balance between support staff and the skilled professional as one cannot replace 

the other[7].  Hospitals are encouraged to aim towards at least meeting the basic health 

service activities as portrayed in Scenario 1 as an initial steppingstone towards the final goal. 

This goal should indeed be the WISN requirements as portrayed in Scenario 2, backed by 

dedicated dietetic support staff.  However, should hospitals decide to proceed without the 

assistance of support staff then the higher WISN requirement for dietitians as shown in 

Scenario 3 will apply. This scenario would not be ideal as skilled professionals would be 

expected to perform tasks that can be performed by less expensive support staff.[27]  The 
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study further exposed a disjuncture between the actual health service activities performed by 

dietitians and the related recording of such statistics.  WISN accounts for differences in 

services and complexities of care between hospitals, even if they are categorised at the same 

level.[15]  Thus, the need for individual hospital service statistics to support a standardised list 

of health service activities is neccessary.  The process allows for the use of already available 

annual data to assess and determine workloads.[15] The accuracy of the WISN method is 

said to be dependent upon the accuracy of the statistics used to determine workloads.[15] The 

development of a standardised list of workload components (Tables 1, 2 and 3) can assist in 

the standardisation of annual health service statistics by improving the accuracy in assessing 

the actual workloads of dietitians in the future.[3, 15] The use of activities in Table 1 as a basic 

minimum for the collection of annual health service statistics will ensure that staff allocations 

are based on the accuracy of the statistics reported annually.[14, 15, 17] Whilst it is true that 

the calculated WISN requirements in Tables 8, 9, 10 and 11 may be an underestimation based 

on incomplete statistics for some hospitals (Figure 10), it still provides the first stride towards 

meeting the dietetic needs of all hospitals.  

Findings also revealed the need for clear distinctions between standby, on-call and overtime 

services performed by dietitians. The highlighted challenges of providing overtime to 

compensate for staff shortages deserves urgent attention to reduce workload pressures.  It 

must be noted that dietitians’ frustrations regarding the need to perform overtime for the 

completion of daily tasks as a result of high workloads can lead to low levels of moral and 

motivation.[7, 14] Hence, the calculated WISN ratios provide policy makers and managers 

with a clear view of hospitals currently experiencing the highest workload pressures allowing 

for the initial prioritisation of such facilities.[14]   

Finally, (9) out of a total of (21) hospitals showed major shortfalls in managerial and 

supervisory posts required for the effective management of dietetic units. Hence, the need for 

production dietitians to shoulder the additional burden of managerial duties. It is recommended 
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that hospitals without such posts prioritise the need for managerial posts, this to improve the 

management of dietetic units.   

Facilities are encouraged to repeat this WISN exercise periodically due to possible changes 

in service demands[14]. Reviews can be beneficial when aligned to health and human 

resource plans allowing for effective and efficient forecasting of staff.[5, 14, 18, 19, 21]  

Conclusion 

South Africa`s central and tertiary public hospitals are not meeting the demands for dietetic 

services.  In South Africa, WISN reveals severe understaffing of the cadre with dietitians being 

exposed to extreme work pressures because of high workloads.  The highlighted need for 

managerial posts and support staff in hospitals can allow for better task allocation resulting in 

the omission of unnecessary overtime and reduced workloads for the existing dietitians.   

The WHO WISN methodology served useful in highlighting current challenges, portraying the 

dire need to prioritise dietetic staff, and a basis for the provision of suitable recommendations. 

This was based on actual workloads and expert professional opinion resulting in the 

determination of recommended staffing norms for the said level of care.[14]  It is hoped that 

the outcomes of this study will provide managers and policy makers with the necessary 

guidance to improve the future needs of the cadre.   It is also recommended that similar studies 

be prioritised to further assist in determining the dietetic needs of regional, district and 

specialised levels of care.         
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Figure 5. Finalisation Phase: A Staffing Norm Framework and Implementation Tool for Dietitians: A South African Workload Indicators of Staffing (WISN) 
Study. 
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CHAPTER FIVE: UNPUBLISHED MANUSCRIPT TWO 
The previous chapter resulted in the determination of dietetic staffing needs at the 21 central 

and tertiary public hospitals.  However, workforce assessments cannot be done once-off and 

are required periodically to ensure current and appropriate forecasting of staffing needs.  As 

a result, context specific and user-friendly tools are beneficial in ensuring that these 

assessments take place timeously. Therefore, this chapter provides details on the 

development of a context and cadre specific staffing norm framework and South African excel 

implementation tool in meeting the final objective of this study as shown below.   

This Chapter has been formatted as per the submission guidelines for the BMC: Human 

Resources for Health Journal.  The manuscript has been submitted to the journal with the 

following reference number: HRHE-D-23-00171. Proof of submission is provided in Appendix  

12.
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Abstract  

Background: The global Human Resources for Health strategy emphasizes the need to 

invest in human resources to improve the provision of quality services. South Africa`s 

quadruple burden of diseases demands that nutrition services be integrated into a 

comprehensive health care package. In this study, we used the World Health Organization’s 

Workload Indicators of Staffing Need (WISN) methodology to develop a dietetic staffing norm 

framework for South African central and tertiary public hospitals.  

Methods: We followed the eight step WISN methodology. Firstly, nine provincial nutrition 

managers participated in an online survey to provide baseline data on the numbers, vacancies, 

and job descriptions of dietitians. Job descriptions of dietitians were thematically analyzed to 

obtain current staffing practices. Secondly, head dietitians of 21 out of 22 central and tertiary 

public hospitals participated in an online consensus exercise using the Delphi technique. We 

compiled a standardized list of dietetic workload components and activity standards. All data 

were analyzed using Microsoft Excel and the Statistical Package for the Social Sciences.  

Results: Findings revealed a total of 42 and 142 dietitians at five central hospitals and 17 

tertiary hospitals respectively, with an available working time of 1520 hours a year. Consensus 
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data revealed standardized lists of workload components and activity standards. The 

standardization of available working time, workload components, and activity standards 

resulted in the development of a South African staffing norm framework supported by an 

implementation tool for dietitians at central and tertiary public hospitals.  

Conclusion: The WISN methodology is a versatile tool that allows for the development of 

context and cadre specific staffing norm frameworks and tools. The standardization of 

workload components and activity standards represents the unique staffing needs of individual 

hospitals. These results will help policy makers to plan and forecast dietetic staffing needs at 

a macro level.  

Keywords: Dietitian, Human Resources for Health, South Africa, Staffing Norm, Workload 

Indicators of Staffing Need 
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Background 

To ensure universal health coverage and ensure health security, there is a global need to 

invest in Human Resources for Health (HRH) and address shortages of health workers while 

improving their distribution for quality essential healthcare services [1]. The World Health 

Organization (WHO) African region reports a low health worker density with an average 

density of 1.55 per 1000 population [2]. In contrast, South Africa exhibits a higher health 

worker density, exceeding the proposed Sustainable Development Goal threshold, with a 

density of above 4.45 per 1000 population [2]. 

Unfortunately, the availability of health workers alone is not enough to ensure quality essential 

healthcare services; HRH also needs to be accessible, acceptable, and of high quality [1, 3]. 

Recent studies emphasize the importance of a diverse skill-mix among health professionals 

to ensure delivery of high-quality patient care [4-6]. The WHO African Region states that a 

density of 0.09 dietitians and nutritionists per 10 000 population are needed to achieve at least 

70% universal health coverage [7]. However, specific data regarding the dietetic cadre are 

lacking.  

In South Africa, the newly proposed National Health Insurance aims to provide affordable, 

quality healthcare services for all regardless of their socio-economic status [8].  To radically 

transform the healthcare system and enable the National Health Insurance, there is a need to 

invest in the health workforce. To guide investment, a task team was appointed to develop the 

South Africa HRH strategy [9], addressing various cadres but lacking specific data for dietitians 

[9]. South Africa`s quadruple burden of diseases increases the demand for nutrition services 

[9-11], making qualified and registered nutrition professionals significant role players in the 

multidisciplinary team [12]. 

Evidence-based HRH planning is essential to determine the optimal balance of dietitians to 

address staff shortages [13]. Staff shortages can limit the quality of services offered to patients 

[14, 15], particularly in the public sector where an unbalanced skill mix and lack of support 
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staff can lead to a high workload for dietitians. The South African HRH strategy acknowledges 

the need for national capacity, skills, and credible planning models to address these concerns 

effectively [9].  

Inflexible staffing norms have resulted in rigid staffing patterns that do not account for staff 

workloads or the complexities of population health needs, especially in less developed 

countries [16-18]. The WHO Workload Indicators of Staffing Need (WISN) method offers a 

flexible staffing norm based on health workers’ workloads, considering the actual time required 

to complete workload components [18]. The use of workload-based staffing norms is essential 

for accurately determining staffing needs at health facility level [19, 20]. A recent study, by 

Mabunda, Gupta [21], recommended the adoption of the WISN method as a modelling tool for 

South Africa`s staffing requirements, allowing for gradual implementation based on available 

resources. 

Consequently, this study aimed to develop a WISN-based staffing norm framework for 

dietitians in South African central and tertiary public hospitals. An evidence-based framework 

will provide policy makers with tools for policy dialogue, revising current staffing norms, and 

making informed decisions on staff distribution in South African healthcare settings [4]. 

Methods 

We adopted the WISN approach (Fig 1) as the conceptual and empirical framework for this 

study.   Data collection and analysis informed the process of developing a tailored end-user 

tool that incorporates appropriate evidence and data in planning for dietitians in the South 

African context [18].  
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Figure 1. The World Health Organization Workload Indicators of Staffing Need (WISN) 

eight step methodology [18]. 

Data collection 

We estimated Available Working Time (AWT) (step 2) using the WISN formula (see equation 

1) and guidance from the South African Basic Conditions of Employment Act [22] while data 

needed for the rest of the steps were collected in two sequential phases from two groups of 

participants.  

 

Phase one 

In this phase, the priority cadre and health facility type (step 1) were identified, and the data 

required for defining workload components (step 3) were obtained. Provincial nutrition 

managers were purposively sampled. All nine provincial nutrition managers completed a 

structured online questionnaire detailing the number of permanent dietitians working at South 

African public hospitals at all levels and the job descriptions for tertiary and central hospitals. 

Data were analyzed using Microsoft Excel, and the Quantum geographic information system 

was used to map the provincial distribution of dietitians employed at all public hospitals in 

South Africa from September 2021 to January 2022 (Fig 2). For purposes of this study, we 
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chose only the central and tertiary levels of care because these hospitals had at least one 

permanently employed dietitian at the time. The job descriptions were thematically analyzed 

using the three categories (health service, support service, and additional/individual service 

activities) of workload components as described in the WHO WISN manual [18].  
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Figure 2. Distribution of permanently employed dietitians versus total vacancies at public hospitals in South Africa
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Phase two 

A purposive sample of head dietitians at South African central and tertiary public hospitals was 

used. Twenty-one of 22 head dietitians at these two levels of care participated in an online 

iterative consensus building exercise [23]. Participants participated in multiple rounds until 

they agreed on the workload components and related activity standards (steps 3 and 4) of 

dietitians at South African central and tertiary public hospitals. Three rounds of questionnaires 

were presented to all 21 participants who were given at least 2 weeks to complete each round. 

The questionnaire comprised workload components of dietitians identified from the thematic 

analysis of the job descriptions. During the first round, participants rated the proposed 

workload components using a 5-point Likert scale (strongly disagree, disagree, do not 

disagree/agree, agree, and strongly agree) and were given the opportunity to suggest other 

workload components. During the second round, participants were presented with a summary 

of the first round and invited to provide further suggestions or comments on the summarized 

list of workload components. Participants also suggested activity standards for the 

summarized list of workload components in this round. During the third round, participants 

were given a summary of the first two rounds and were asked to review and confirm the final 

list of workload components and activity standards. All 21 participants responded to the three 

rounds completing both structured and open-ended questions as required [24]. After each 

round, data were analyzed using Microsoft Excel and the Statistical Package of the Social 

Sciences (SPSS). 

The remaining WISN steps were then applied to draft and develop a dietetic staffing norm 

framework for South African central and tertiary public hospitals as shown in Figure 3 [18]. 

This framework was further operationalized through the development of a Microsoft Excel 

implementation tool (Annexure 1). The tool was made functional by applying the generic WHO 

WISN methodology yet contextualized to determine the specific need for dietitians at South 

African central and tertiary public hospitals [9].  
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Figure 3. A WISN based staffing norm framework for dietitians at South African central and tertiary public hospitals 
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Results 

Step one: Determine the priority cadre and health facility type: Current status of dietitians 

in central and tertiary hospitals 

Out of 360 public hospitals in South Africa, there are five central and 17 tertiary hospitals. 

Central hospitals had 42 permanently employed dietitians and four vacant posts. Tertiary 

hospitals had 142 permanently employed dietitians and 17 vacant posts.   

Step two: Available working time 

According to labor regulations, dietitians may potentially work an average of 8 h a day 

excluding weekends without considering overtime as aligned to the South African Basic 

Conditions of Employment Act, 1997 (Act 75 of 1997) (BCEA) [22]. According to best practice, 

staff who work 8 h a day for 5 days per week across 52 weeks in a year can work on average 

173.33 h per month and 21.67 days per month. This translates to a total of 2 079.96 h per 

annum or 260.04 days per annum. The best practice guidelines do not factor in annual and 

sick leave entitlements as per sections 20 and 22 of the BCEA [22]. According to the WISN 

methodology, available work time (AWT) should consider the specific contextual 

circumstances of employees working at central and tertiary public hospitals as follows [18]:  

AWT = A - (B + C + D + E + F) x G (equation 1) 

 A = 261 possible working days in a year (365 days - 52 weekends X 2) 
 B = 12 statutory public holidays in a year 
 C = 22 to 30 annual leave days in a year (average 26 days) 
 D = 12 certified sick leave days in a year 
 E = 10 training days as per personal development plan 
 F = 10 special leave days 
 G = 8 working h in one day 

 

Using equation 1, we calculated the AWT for a permanently employed dietitian at central and 

tertiary public hospitals as 38 weeks or 191 days translating to 1528 h per year or 91680 min 

per year.  
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Steps three and four: Workload components and activity standards 

Tables 1, 2 and 3 show the workload components and related activity standards that resulted 

from the consensus exercise. According to the WISN tool, workload components can be 

defined as “work activities that take up most of a health worker`s daily working time”. Workload 

components can be categorized as health services, support services, or additional service 

activities. Health service activities are performed by all members of the cadre and require the 

collection of health statistics [18] (Table 1). Support service activities are also performed by 

all members of the cadre, but statistics are not regularly collected on these [18] (Table 2). 

Lastly, additional service activities are not performed by all members of the cadre and regular 

statistics are not collected for these activities [18] (Table 3). Activity standards represent the 

amount of time needed to perform each workload component to professional standards [18].  
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Table 1. Workload components for health service activities and related activity 

standards 

Health service activities  Activity standard (min 

per patient) 

Ward rounds (individual and multidisciplinary) 10 

Patient screening 5 

Inpatient consultation and treatment (new) 30 

Inpatient nutritional assessment (ABCDE) & diagnosis (new) 15 

Inpatient calculation of nutritional requirements & development of nutrition 

intervention plans (new) 

15 

Inpatient nutrition support and dietary counselling (new) 30 

Inpatient consultation and treatment (FU) 15 

Inpatient referral, communication with the multidisciplinary team and related activities 10 

Outpatient consultation and treatment (new) 45 

Outpatient nutritional assessment (ABCDE) & diagnosis (new) 15 

Outpatient nutritional plan and Intervention including dietary counselling (new) 30 

Outpatient consultation and treatment (FU) 30 

Outpatient specialist clinics  45 

Report writing and patient notes 15 

Referral process between health facilities 10 

 

 

 

 

 

 

 



 
 
 

101 
 

Table 2. Workload components for support service activities and related activity 

standards 

Support activities  Activity standard (h per 

year) 

Food service management (developing and updating of cycle menus, therapeutic 

diets & related diet sheets) 

24 

Development and review of policies, protocols, and guidelines (Including related 

IEC materials) 

36 

Dietetics departmental meetings 38 

Hospital committee/ internal stakeholder meetings  44 

Meetings with industry representatives and other external stakeholders 18 

Own performance development and management system (PMDS) reporting 8 

Continued professional development (CPD) activities 24 

Participation in journal reviews and working groups 38 

In-service training to the multidisciplinary team (nurses, doctors etc) 12 

In-service training to the food service team 8 

Student mentoring, evaluation & reporting (Including meeting with universities and 

accreditation of facilities) 

90 

Attend training (generic) 18 

Recordkeeping, statistics & report writing  48 

Peer reviews and clinical audits 24 

Outpatient health awareness events/campaigns/open days (planning and 

participation) 

20 
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Table 3. Workload components for additional service activities and related activity 

standards 

Additional/individual activities  Activity standard 

(hours per year) 

Managerial duties (risk management, financial management (budgeting and 

procurement), asset management, planning of duty rosters) 

24 

Audits (stock take and stock take audits, diet sheet audits, equipment audits etc) 24 

Develop and review departmental plans (strategic, business, and operational) 16 

Evaluate and monitor the implementation of policies/strategies/guidelines/protocols 

and norms and standards 

24 

Report writing, validations, and presentations 36 

Human resource management (recruitment, selection of new staff, grievances and 

disciplinary processes, HPCSA registration & compliance, attendance and leave 

register) 

48 

Orientation of new staff, training, support and supervision of lower-level staff and 

community service dietitians 

191 

Performance development and management System (PMDS) 20 

Participation in research activities 24 

National core standards/quality Improvement programs (QIP)-develop plans, 

evaluation, and reports 

19 

Planning and coordination of departmental meetings 36 

District, provincial integrated nutrition program (INP) and allied meetings 24 

Mother baby friendly initiative (MBFI) mentor/committee participation and activities 24 

Education, training and supervision of foodservice/diet kitchen staff/milk 

kitchen/tube feed personnel 

53 

 

Steps 5, 6, 7, and 8: Standard workloads, allowance factors, and staffing requirements 

To allow ease of use in the South African dietetics’ context, the elaborate formulae used in the 

WHO WISN software were used to develop a South African Excel tool or calculator together 



 
 
 

103 
 

with a user-friendly instruction sheet presented in Annexure 1 and 2. The South African Excel 

tool requires the input of individual health service statistics of health service activities. The 

WISN software also calculates standard workloads, allowance factors, and determines the 

staffing requirements for specific cadres [16, 18]. Consequently, these same steps were 

incorporated and coded into the excel tool. Next, we incorporated the formula for standard 

workloads for each of the 15 health service activities included in Table 1.  

Standard workload 

Standard workload is the amount of work associated with one activity that one dietitian could 

do in a year. Standard workload is calculated as AWT divided by the activity standard of a 

particular task. 

Standard workload = AWT/activity standard (equation 2) 

As dietitians do not only perform health service activities, there was a need to include support 

service and additional service activities when calculating total workload.   

Therefore, allowance standards for support service (Table 2) and additional service activities 

(Table 3) were also included. The WISN calculates the category allowance standard (CAS) as 

the total percentage of time spent on all support service activities in a year. Additionally, the 

tool was coded to calculate the total number of dietitians required to perform health service 

and support service activities using the category allowance factor (CAF) [18]. The CAF was 

incorporated into the tool using the following formula:  

CAF=1/ [1-(TOTAL CAS /100)]  (equation 3) 

Thereafter, we added the individual allowance standard (IAS) which was the total time certain 

dietitians took to perform all additional activities in a year. The total IAS would be used to 

calculate individual allowance factor (IAF) which is the staff required to cover additional 

activities of certain dietitians as follows [18]: 

IAF = Total IAS/AWT (equation 4) 
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IAF was a factor that was added to the total calculation and was not a multiplier such as the 

CAF [18].  

Finally, staffing requirement was incorporated using the following formula: 

Number of dietitians = (A X B) + C  (equation 5) 

Where: 

 A = staffing required for health service activities (Group A) 

 B = CAF (Group B) 

 C = IAF (Group C) 

 

This would allow the user to calculate the number of required dietitians in relation to the 

number of currently employed dietitians, allowing one to assess the degree of under or over 

staffing.  

 

WISN difference = Current number of dietitians – required number of dietitians 

 (equation 6) 

 

The tool further allows for the calculation of the WISN ratio as a proxy measure providing an 

indication of work pressures [18].  

WISN ratio = Current number of dietitians/required number of dietitians (equation 7) 

Where: 

A ratio of more than 1 = overstaffing 

A ratio of equal to 1 = adequate staffing 

A ratio of less than 1 = understaffing 

 

The South African excel implementation tool is thus based on the WHO WISN software and 

uses the same formula as guided by the WISN user’s manual [18].  
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Validation of the SA tool against the WISN software 

The results obtained using the two tools (WHO WISN software and South African excel tool) 

for all 21 hospitals are presented in Table 4. The WHO WISN software calculated that on 

average 24.59 dietitians need to be employed at each hospital, whilst the South African Excel 

tool calculated this value at 24.23. On average, the WHO WISN software value and the South 

African Excel tool value differed by 0.36, representing a percentage deviation of 1.46. Based 

on this small percentage deviation, our results suggest that the South African Excel tool can 

be used in the South African context.   

Table 4. Staffing requirements calculated by the WISN software and the South African 
excel tool 

Hospital WISN Software 
(A) 

SA Tool (B) Absolute Deviation 
(A-B) 

Percentage Deviation 
(Absolute deviation/A x 

100) 
A001 TH  37.67 37.17 0.50 1.33 

A002 TH  

A003 TH  

22.89 

14.87 

22.60 

14.71 

0.29 

0.16 

1.27 

1.08 

A004 TH 13.96 13.81 0.15 1.07 

A005 TH 15.92 15.74 0.18 1.13 

A006 TH 

A007 TH 

A008 TH 

33.61 

19.23 

34.83 

33.20 

19.01 

34.41 

0.41 

0.22 

0.42 

1.22 

1.14 

1.21 

A009 TH 5.84 5.78 0.06 1.03 

A0010 TH  

A0011 TH  

30.70 

44.73 

30.30 

43.24 

0.40 

1.49 

1.30 

3.33 

A0012 TH 27.47 27.14 0.33 1.20 

A0013 TH 

A0014 TH 

A0015 TH  

24.26 

10.22 

12.08 

23.94 

10.10 

11.94 

0.32 

0.12 

0.14 

1.32 

1.17 

1.16 

AOO1 CH 15.95 15.77 0.18 1.13 

A002 CH 36.58 36.11 0.47 1.28 

A003 CH 20.54 20.26 0.28 1.36 

A004 CH 37.90 37.40 0.50 1.32 

A005 CH 38.39 37.90 0.49 1.28 

A006 CH 18.65 18.40 0.25 1.34 

OVERALL 

AVERAGE 

24.59 24.23  0.36 1.46 
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Discussion 

The eight step WISN methodology proved useful and effective for developing a staffing norm 

framework and implementation tool for dietitians in South Africa. The WISN is a relatively 

simple method to determine HRH but requires a good understanding of the methodology to 

accurately implement and complete the necessary calculations [4]. The computerization of 

WISN in 2010 further improved its usability, and the tool has been adapted for different 

contexts, several HRH cadres, and across various levels of health care [4, 16]. Facilities do 

not work in isolation but form part of an integrated health system, thus standardized macro 

level data can be valuable in strengthening staff projection and forecasting at a country level 

[4]. 

The WISN has been implemented in South Africa across a range of cadres at the same time 

bringing with it affordability challenges [21]. WISN experts advise starting with a few cadres 

and facilities before implementing the WISN at a large scale [16]. Therefore, the South African 

framework illustrated in Figure 3 provides a WISN based guide for dietitians supported by an 

Excel implementation tool specific to central and tertiary public hospitals (Annexure 1). The 

framework allows for standardization of HRH for a specific cadre, health facility type, AWT, 

WC, and AS. In our study, we found that it was impossible to standardize the dietetic staffing 

workloads for different hospitals as staffing workloads depend on health service statistics 

[6,24]. Health service statistics vary according to the number of current dietetic staff, 

geographical location, and catchment population.  

The framework and implementation tool are able to account for variations in standard 

workloads, meeting the individual and unique dietetic staffing needs of each hospital [24]. The 

WHO WISN software has automated the WISN steps allowing for easier calculation of 

workloads (step 5), allowance factors (step 6), and the determination of staffing needs (step 

7) [16]. In this study, we developed the South African implementation tool which uses the same 
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WHO WISN methodology to calculate staffing needs, whilst allowing for user friendliness. The 

Excel tool includes the standardized components (Steps 1, 2, 3 and 4) as fixed features for 

use at all central and tertiary public hospitals. From Step 5 onwards the tool becomes 

individualized for each hospital, allowing users to input health service statistics and determine 

actual staffing workloads for each hospital. This allows for the determination of specific dietetic 

staffing needs based on specific patient data and actual workloads but constructed on 

standardized AWT, WC, and AS for the central and tertiary health care level in South Africa 

[4]. A comparison of the hospital staffing requirements calculated using the two tools showed 

a percentage deviation of less than five, suggesting that the South African tool is a valid tool 

for use in South Africa.  

Conclusion 

This study demonstrates the versatility of the WISN methodology and its ability to be adapted 

for the dietetic cadre in South Africa by developing a national staffing norm framework and 

implementation tool. The framework aims to help policy makers and managers at central and 

tertiary hospitals in reviewing current staffing requirements and for future planning, modelling, 

and forecasting of dietetic HRH. Similar frameworks and tools may be useful for district, 

regional, and specialized levels of care in the future.  

List of abbreviations 

Available Working Time, AWT 

Category Allowance Factor, CAF 

Category Allowance Standard, CAS 

Human Resources for Health, HRH 

Individual Allowance Factor, IAF 

Individual Allowance Standard, IAS 
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CHAPTER SIX: DISCUSSION AND CONCLUSION 
This is the first study aimed at developing a staffing norm framework for dietitians at central 

and tertiary public hospitals in South Africa (SA). The aim was accomplished through 

application of the WHO WISN tool as a basis.1 The main study findings are presented as 

manuscripts in the three previous chapters (Chapters 3 - 5). This general discussion provides 

a systematic summary of the study and its key findings as per the aligned objectives in the 

three phases of the study namely: preparation, consensus, and finalisation as shown in Figure 

1. These study findings were presented at a research day as per Appendix 13. This section is 

also integrated with a narrative of the personal reflections of the researcher through the study 

journey.    

 

Figure 6. The Final Conceptual Framework of the Thesis based on the WHO WISN Methodology. 
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6.1 Preparation: The Baseline Assessment 

6.1.1 What is the current distribution of dietitians in the South African 

public hospital sector? 

As with any workforce study, it is imperative that there is an initial baseline of the current 

staffing prior to the determination of the actual staffing requirements.1 As a researcher, it was 

assumed that such information would readily be available through a national human resource 

database. However, my experiences uncovered challenges with the availability and 

accessibility of a national database. Thus, there was a need to embark on a national survey 

to collect, confirm and map the actual distribution of dietitians at the South African public 

hospital level. This data certainly served useful as a baseline for this study. 

Results from the survey indicated a total of 844 permanently employed dietitians and 189 

available dietetic vacancies at SA`s public hospitals during the period of September 2021 to 

January 2022. The spatial distribution of dietitians per province (Figure 2) showed that the 

Limpopo (LP) province had the highest concentration (n=182), followed by Gauteng (GP) 

(n=164), KwaZulu Natal (KZN) (n=114) and the Eastern Cape (EC) (n=111).  The rest of the 

provinces had numbers below 100 dietitians with the Northern Cape (NC) having the smallest 

number of 25.   

This distribution was then further broken down to provide a better indication of the actual 

numbers of dietitians per level of hospital as shown below in Figures 2, 3, 4, 5 and 6. Central 

hospitals had a total of 42 dietitians, with the highest concentration seen in the Western Cape. 

(Figure 3). Tertiary hospitals had a total of 142 dietitians, with GP having the highest 

concentration and the highest number of hospitals (Figure 4). Regional hospitals had a total 

of 210 dietitians with GP again having the highest concentration yet holding the second highest 

number of hospitals in this category (Figure 5). The district level had a total of 401 dietitians, 

with the highest concentration in LP, yet the province had the 4th highest number of hospitals 

(Figure 6). Specialised hospitals had a total of 49 dietitians with three provinces (LP, GP and 

KZN) having the highest concentrations, yet the EC province holds the highest number of 

hospitals for this level of care (Figure 7).   

It was clear at this stage that this data only provided an idea of the current distribution of 

dietitians; but not whether these numbers were adequate to meet the demands for nutrition 

services in South Africa. Hence, informed by reviewed literature the evidence based WISN 

tool was chosen, to determine the adequacy of these numbers, focussing on the central and 

tertiary level of care for this study.1 
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Figure 7.Distribution of Permanently Employed Dietitians Versus Total Vacancies at Public Hospitals in South Africa. 
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Figure 8. Distribution of Permanently Employed Dietitians Versus Total Vacancies at Central Public Hospitals in South Africa. 
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Figure 9. Distribution of Permanently Employed Dietitians Versus Total Vacancies at Tertiary Public Hospitals in South Africa. 
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Figure 10. Distribution of Permanently Employed Dietitians Versus Total Vacancies at Regional Public Hospitals in South Africa. 
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Figure 11. Distribution of Permanently Employed Dietitians Versus Total Vacancies at District Public Hospitals in South Africa. 
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Figure 12. Distribution of Permanently Employed Dietitians Versus Total Vacancies at Specialised Public Hospitals in South Africa. 
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6.1.2 What are the current work activities of dietitians at a central 
and tertiary public hospital?  
 

Whilst a baseline of the numbers of dietitians are important, it is just as important to determine 

the actual work activities performed. WISN indicates that workloads should be defined by 

considering the actual work done by the cadre under consideration.1 However, yet again, it 

may be assumed that such data can easily be obtained through professional practice 

documents. However, dietitians in SA working under the auspices of the Health Professions 

Council of South Africa (HPCSA) are regulated by a scope of profession that dates back to 

1991.2  In addition, the Dietetics and Nutrition Board of the HPCSA, has not finalised a scope 

of practice for the cadre. Hence, job descriptions were used to determine a baseline of the 

work activities of dietitians at central and tertiary public hospital level. The outcomes of this 

exercise revealed the non-standardisation of job descriptions for the level of care.  In addition, 

different formats, level of detail, and differences in key responsibilities were found between 

the various ranks of dietitians, across hospitals and provinces.  Although this baseline data 

served useful in progressing to the next steps of WISN, it clearly outlined the need for a dietetic 

scope of practice in guiding the work activities of dietitians in hospitals. 

6.2 Consensus: Let`s reach an agreement on the work 
activities of dietitians for the central and tertiary level 
of care 

 

This consensus process is detailed in Chapter three submitted as a manuscript: A Delphi 

Consensus Study to Determine the Workload Components and Activity Standards of Dietitians 

in South Africa`s Central and Tertiary Public Hospitals.   

Evidence based work force planning requires that each country develops their own context 

specific WC and AS, these cannot be adopted or adapted from one country to another.3 

Hence, this phase focussed on obtaining consensus of the actual work activities that dietitians 

perform daily at a central and tertiary public hospital level. This step was also critical in getting 

agreement on the baseline information obtained from the job descriptions.  

To be nationally representative, this process required that 21 head dietitians from the nine 

provinces of SA be brought together to constitute a cadre-based expert group for the central 

and tertiary public hospital level.  Literature indicates that the online Delphi technique has 

been used widely, in several disciplines due to its cost-effectiveness and convenience when 

dealing with incomplete knowledge in comparison to “traditional group meetings”.4-7 
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A panel of experts; an online platform for questionnaire distribution; sequential questionnaires; 

and guaranteed anonymity, enhanced the rigor and content validity of the study.  Delphi also 

provided a quick and simple way to obtain data and guide group opinion towards consensus.5, 

6, 8  The exercise allowed for anonymity in responses, reduced bias and encouraged freedom 

of expression.6, 8  The 100% participation of dietitians in all three concurrent rounds of the 

online Delphi, resulted in a 92% agreement rating on all proposed and newly added workload 

components, adding to the rigor and validity of this study.7 A final total of 45 workload 

components (15 health, 15 support and 15 additional service activities) together with aligned 

activity standards was obtained. The standardisation of WC and AS provided proper insight 

into the actual work activities performed by dietitians at the central and tertiary level of care.  

The conclusion of this consensus phase (steps 3 and 4 of WISN) provided the necessary 

information to allow for progression into the finalisation phase of the study.   

6.3 Finalisation: Getting some real answers to our 
questions and providing solutions 
 

6.3.1 What are the actual staffing requirements of dietitians at central 
and tertiary public hospitals? 
 
A case study was conducted using the data obtained in the consensus phase to calculate the 

staffing requirements of central and tertiary public hospitals based on the evidence-based 

WHO WISN workforce tool.   A detailed account of the WISN based case study is provided in 

chapter four: Application of the Workload Indicators of Staffing Need: A Case Study of the 

Dietetic Workforce at South African Central and Tertiary Public Hospitals 

The main aim of this case study was to apply the WHO WISN methodology in determining the 

actual staffing requirements of the 21 hospitals.  The consensus phase proved useful in 

highlighting that dietitians performed many administrative activities that could essentially be 

performed by support staff. However, only nine out of the 21 hospitals utilised the services of 

support staff and all hospitals highlighted the need for the support cadre in reducing the 

workload of dietitians. Literature highlights the need to improve shortages of technical and 

administrative staff which can aid in obtaining an appropriate skill mix that can lessen the 

workload of dietitians.9-11 

Hence, the researcher deduced that it would be useful for hospitals if these findings were 

reported in the form of three scenarios, taking into consideration support staff: Scenario 1) 

provided WISN requirements to meet ONLY health service activities; Scenario 2) Total WISN 
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requirements (health, support, and individual activities) with the assistance of support staff, 

and Scenario 3) Total WISN requirements (health, support, and individual activities) without 

the assistance of support staff. Ideally, all hospitals should essentially work towards total WISN 

requirements (scenario 2 or 3). However, scenario 1 was included to merely provide an 

indication of whether hospitals were meeting the basic needs of patients.    

It was clear in all three scenarios, the workloads of dietitians varied between the hospitals 

based on the number of current dietetic staff, geographical location, and catchment 

populations. Hence, a key finding that the staffing needs of hospitals are indeed unique as 

they are based on health service statistics.12  It must be noted that only eight out of the 21 

hospitals provided complete statistics for all health service activities. Whilst this resulted in an 

underestimation of their staffing requirements, this data still provided the first step in revealing 

the actual dietetic needs of all hospitals. 

Irrespective of the incomplete statistics, overall, the calculated WISN requirements still 

showed understaffing in 86% of hospitals for (Scenario 1), 95% of hospitals for Scenario 2 and 

100% of hospitals for Scenario 3. Findings show that the assistance of support staff can almost 

half the total WISN requirement for dietitians.  Proper task shifting of non-clinical activities to 

lower-level support staff can lessen the need for more dietitians than is actually required.9 

Therefore, scenario 2 provides the ideal basis to meet this requirement in ensuring adequate 

workforce planning. In addition, (10 out of 21) hospitals had a WISN calculated ratio of 0.5, 

illustrating an extremely high workload pressure for dietitians. Literature shows that the 

application of WISN in other countries have also shown similar trends in understaffing for 

several cadres within the health care setting.13-17 

WISN workload calculations do not consider overtime, however, findings in this study have 

shown that 16 of the 21 hospitals performed overtime.1 15 of the 21 performed overtime over 

weekends and public holidays whilst 8 performed overtime on weekdays. There were 

contrasting views on the need for overtime.  17 of the 21 participants indicated the importance 

for overtime over weekends and public holidays to ensure service continuity.  4 of the 21 felt 

that overtime is not required, and assistance can be provided via standby or telephonically.  

Findings revealed the need to distinguish between standby, on-call and overtime services 

performed by dietitians as these were interpreted differently. Results also indicated that some 

hospitals did not have dietitians employed in managerial posts, leading to chief and production 

dietitians having to perform managerial duties. This often resulted in a higher workload for 

lower-level staff necessitating the need for overtime.  The provision of overtime to compensate 

for staff shortages requires attention to assist in reducing workload pressures.  Dietitians’ have 
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expressed frustrations regarding the need to perform overtime for the completion of daily tasks 

because of high workloads, which may lead to possible burn out and lack of motivation.11, 18 

Although, results indicate the need for an extremely high requirement for dietitians, it must be 

noted that recommendations from a previous study conducted in SA at the PHC level, 

emphasised the need for appropriate consultation with relevant stakeholders such as the 

Departments of National Treasury and Public Service to assist in planning towards a workforce 

that the country can afford.19  A study conducted by Vafee-Najar et al has shown that even 

though there are increases in costs, the overall outcomes associated with workforce planning 

based on WISN in Iran, improved nurse and patient satisfaction and reduced the number of 

nurse resignations.20 

WHO recommends the use of WISN as part of periodic reviews to allow for long-term 

forecasting of staffing needs.1  These reviews make room for appropriate health and human 

resource planning to allow for the effective and efficient forecasting of staff.11, 14, 21-23  Stankovic 

et al recommends the periodic review of WISN every two years to account for changes that 

may occur in the number of patients and the nature of activities conducted by the cadre.21  

Thus, this led to the second objective of the finalisation phase which then focussed on the 

development of a framework and user-friendly implementation tool to allow for these periodic 

reviews going forward.   

6.3.2 What tools can be used to inform appropriate workforce 
planning at central and tertiary public hospitals in SA? 
 

Literature emphasises the need for WISN to be repeated by facilities periodically to allow for 

the creation of staffing trends and appropriate forecasting, budgeting, and planning.21  Having 

the necessary and user-friendly tools are essential in allowing for adequate implementation.  

Thus, this phase utilised the WHO WISN methodology to develop a staffing norm framework 

and SA implementation tool as discussed in Chapter five: A staffing norm framework and 

implementation tool for dietitians: a South African Workload Indicators of Staffing Need (WISN) 

study. 

Figure 8 below depicts the contextualisation of the WHO WISN methodology into a SA staffing 

norm framework.1 This guidance framework provides a stepwise approach to the 

implementation of WISN in SA. The framework has been contextualised only for dietitians in 

the SA central and tertiary public hospital context (step 1). 

Step 2 provides guidance on the standardised Available Working Time (AWT) for the cadre 

as aligned to the South African Basic Conditions of Employment Act, 1997 (Act 75 of 1997) 
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(BCEA).24 Steps 3 and 4, have been standardized based on the outcomes of the consensus 

phase. Up to this point the framework provides a standardized approach for dietitians at all 

central and tertiary public hospitals. However, the findings from the consensus phase show 

that the workloads of hospitals vary based on their health service statistics. Thus, from step 5 

onwards the framework allows for the individual needs of hospitals by taking into consideration 

their health service statistics.  Standard workloads (step 5) are dependent upon a facility`s 

health service statistics, thereafter, allowance factors (step 6) take into consideration both 

support and individual service activities. This results in the calculation of the WISN based 

staffing requirements (step 7).  Finally, facilities can interpret their WISN results based on the 

levels of understaffing and staff work pressures.   

Although the WISN manual provides formulae to assist in the calculation of WISN 

requirements, one may still require expert guidance to master these scientific calculations and 

ensure accuracy of the results obtained for appropriate implementation.25  As a researcher, I 

sought the expertise of a WHO WISN expert to assist me in both understanding and 

conducting the calculations required.  I now understand the level of detail required in doing 

the manual calculations versus the use of an automated tool.  Hence, I felt that there was a 

need for an implementation tool to allow for user-friendliness.  

Literature indicates a growing WISN user`s’ community following the launch of the revised 

WHO WISN manual and automated software in 2010.25  Automation of the WISN in some 

countries was highlighted as a key factor that eased its implementation ”.26 The WHO WISN 

software is a generic tool that can be used across countries, contexts, and cadres; thus, each 

facility or country is still required to standardise WC and AS for their own contexts.25   

As a result, this study further aimed to develop a context specific automated tool based on the 

SA staffing norm framework to assist end-users with a tool that is user-friendly and allows for 

continuity.  “The standardised data obtained from the study on WC, AS and AWT for dietitians 

at central and tertiary public hospitals (steps 1-4) helped to contextualise the WHO WISN 

methodology into a SA specific implementation tool. All formulae as per WHO WISN manual 

were then coded into the SA excel tool making WHO WISN the basis of the SA implementation 

tool1.  The framework and implementation tool go hand in hand and accounts for variations in 

standard workloads, but also assists in meeting the individual and unique dietetic staffing 

needs of each hospital.27 (This tool and the contents thereof remain the property of the 

developers and may not be used without their written permission.) 

A critical part of this developmental study aimed to validate the SA implementation tool against 

the WHO WISN software as a gold standard. Therefore, the same data loaded into the WHO 

WISN software from the case study (chapter 4) was also loaded into the SA excel tool. The 
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WHO WISN software calculated an average of 24.59 required dietitians per hospital, whilst 

the South African excel tool calculated this value at 24.23. On average, the WHO WISN 

software value and the South African excel tool value differed by 0.36, representing a 

percentage deviation of 1.46. This small percentage deviation suggests that the South African 

excel tool can be used in the South African context.  Thus, making for a cadre and context 

specific tool that requires no expert knowledge on the actual calculations, and allowing for 

easy implementation.  

6.4 Implications of the Study 
There is currently no national staffing model or tool that exists to address the workforce 

challenges of South African dietitians, especially in the public hospital setting. Hence, this 

cadre and context specific staffing norm framework and implementation tool, allows for the 

appropriate planning and forecasting of South Africa`s central and tertiary public hospital 

dietitians.  In addition, this study has also mapped a baseline of public hospital dietitians in 

South Africa, setting the stage for further research and the development of similar frameworks 

and tools for regional, district and specialised hospital levels.   
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Figure 13. A WISN Based Staffing Norm Framework for Dietitians at South African Central and Tertiary Public Hospitals
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6.5 Limitations of the study 

Limitations of the study included issues with internet connectivity and in some cases limited 

access to computers, however the researcher accounted for this by providing telephonic 

interviews as required.  Job descriptions were not standardised and therefore, some provided 

very detailed information whilst others only provided vague information.  As, a result the 

dietetic expertise of the researcher was used to extract work activities as per the three 

categories of WC guided by the WISN manual.1 This was then further explored by the expert 

group as part of the consensus phase. Despite there being no standardisation of JDs, there 

was a 92% agreement rating on all new and proposed WC as part of the consensus phase. 

Thus, indicating that there is indeed alignment in the actual work activities performed by 

dietitians at the central and tertiary level of care. 

There was a disjuncture between the actual health service activities performed by dietitians 

and the related recording of such statistics. Whilst not all hospitals provided complete 

statistics, the results were still beneficial in showing levels of understaffing. However, better 

data collection could improve the accuracy of the calculated staffing requirements.   

6.6 Conclusion 
The study achieved its aim by mapping the distribution of hospital dietitians for the whole of 

the public hospital sector and as such has certainly set a baseline upon which future studies 

could be modelled. Thus, it is hoped that dietetic research on the staffing requirements at other 

levels of care will follow using similar methodology.  This study has highlighted the benefits of 

the online Delphi technique as a suitable method in obtaining expert opinion and consensus 

amongst the dietetic cadre at SA central and tertiary public hospitals.  Thus, the method can 

certainly assist in doing the same for other levels of hospitals and possibly other cadres. The 

automated WHO WISN tool was found to be both user-friendly and efficient in determining the 

WISN requirement for dietitians at SA central and tertiary public hospitals. The WISN tool has 

exposed the extreme levels of understaffing and workload pressures experienced by 

dietitians.  This only highlights the urgency in prioritising the needs of the cadre.  Although 

generic in nature, the WHO WISN methodology was found to be versatile in guiding the 

development of a staffing norm framework and implementation tool specifically for dietitians 

at SA central and tertiary public hospitals. It is hoped that this evidence-based staffing norm 

framework and implementation tool can now provide the necessary guidance required by 

policy makers and managers in periodically reviewing the staffing needs of dietitians.  These 
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tools can serve as a basis for the prioritization, forecasting and planning of dietitians going 

forward.  

6.7 Recommendations 
Based on the results obtained from all three developmental phases of this study as discussed 

in the previous chapters, the following recommendations are presented: 

6.7.1 Recommendations based on the study findings 

 The standard workload components obtained from the consensus phase of this study 

can assist in the standardisation of job descriptions for dietitians at central and tertiary 

public hospitals.  

 The standard set of workload components can also prove useful in guiding the 

collection of a standard set of health service statistics.  It is only through the collection 

of appropriate health service statistics that one can determine appropriate staffing 

requirements.  

 There is a need to further investigate and prioritise the role of support staff in reducing 

the workloads of dietitians.   

 Managerial posts require prioritisation at central and tertiary public hospitals.  Lower-

level staff should not have to shoulder the responsibility of managerial duties.  

 It is recommended that the concept of overtime is reviewed to determine its suitability 

for the dietetic cadre in the central and tertiary public hospital setting. Dietitians should 

not be performing overtime for the completion of daily activities.  

6.7.2 Recommendations for future research 

 There is a need for a national human resource database that provides updated 

information on the distribution of dietitians at all levels of the public health care sector.  

This data can allow for the appropriate planning and forecasting of dietitians at a 

macro-level.   

 There is a need for a scope of practice for dietitians in South Africa that can assist in 

guiding the work practices of the cadre. This overall guidance must be provided by the 

regulating body.  
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 Further research is recommended for the development of workload components and 

activity standards for dietitians at all levels of care to assist in determining the staffing 

requirements at regional, district, specialised and Primary Health Care. 

 Further research is recommended for the development of similar dietetic staffing norm 

frameworks and implementation tools that can be useful for other levels of care.   
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APPENDICES 

Appendix 1: Survey to obtain and confirm data on the current distribution of 
dietitians at South African public hospitals.  
https://pretoria.eu.qualtrics.com/jfe/form/SV_6EbzUBOypfehITX 

 

Dear Participant 

Thank you for agreeing to participate in this online survey.  This survey aims to obtain and confirm data required 
on the current distribution of dietitians at public hospitals in South Africa. It also, requires information on the 
job descriptions of dietitians based at central and tertiary hospitals.  This data will assist in mapping the 
distribution of dietitians across South Africa and with the development of a staffing norm framework for 
dietitians at central and tertiary public hospitals.  

Please only select the districts and hospitals that are relevant to your province.  Please use the blank spaces to 
add other districts or hospitals that may have been omitted from the list.  Please also assist by sending through 
job descriptions of the different levels of dietitians based ONLY at central and tertiary hospitals within your 
province.  These job descriptions can be emailed directly to Ms Nolene Naicker using the email address 
nolene.naicker@health.gov.za.  

The estimated timeframe for completion of the survey is approximately 30 minutes. You may complete the 
survey at your convenience. You will be given one month from the receipt of the survey to respond.  Your time 
and effort taken to complete this survey is indeed most appreciated.   

 

1. Please confirm the name of your province. 

                      
Gauteng

 

2. Please indicate your designation at the Provincial Department of Health 

 Director: Nutrition 

 Deputy Director: Nutrition 

 Assistant Director: Nutrition 

 Other  

 

3. Please confirm the names of the districts in your province. 

Ekurhuleni 
Other 1  

Johannesburg 
Other 2  
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Sedibeng 
Other 3  

Tshwane 
Other 4  

West Rand 
Other 5  
 

4. Please confirm the hospitals in your province (This is an example if Gauteng was selected as the 
province in the previous question) 

   
Please select the level of 
hospital   

Please select the number of permanently 
employed dietitians   

Please select the number of  

vacant dietetic posts 

          

Tembisa           

Bertha Gxowa           

Pholosong            

Other 1

 
           

Other 2

 
          

 

Please provide job descriptions for the following ranks of dietitians for each of the following central and 
tertiary hospitals in your province. Please select ranks for which job descriptions are available.  

Please email copies of job descriptions to Ms Nolene Naicker at nolene.naicker@health.gov.za 
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Please include any additional comments in the space provided:  

 

 

We thank you for your time spent taking this survey. 
Your response has been recorded.

   Deputy Director   Assistant Director   Chief Dietitian 

   Available   Available   Available 

Thembisa          

Steve Biko          

George Mukhari          

Charlotte Maxeke          
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Appendix 2: Pilot questionnaire to determine consensus on workload 
components and activity standards for dietitians at central and tertiary public 
hospitals in South Africa. 
https://pretoria.eu.qualtrics.com/jfe/form/SV_9pmLnBe7aa2bEsC 

 
Dear Participant 

Thank you for agreeing to participate in this online survey.  

This survey aims to obtain expert opinion and consensus on the proposed workload components and activity 
standards regarding work that dietitians at central and tertiary public hospitals in South Africa perform. This 
questionnaire will be followed by two to three rounds of questionnaires to ensure that consensus is obtained 
through adequate consultation. A fourth questionnaire will only be introduced should consensus not be reached 
by the third questionnaire.  

QUESTIONNAIRE ONE: This questionnaire will explore the current workload components and propose workload 
components as per the obtained job descriptions of dietitians based at central and tertiary hospitals in South 
Africa. It will also seek to obtain other workload components and proposed activity standards from the expert 
group.  

QUESTIONNAIRE TWO: This questionnaire will include all proposed workload components and proposed activity 
standards from questionnaire one and will seek to obtain any other additional workload components and activity 
standards that may have been omitted in the first questionnaire. It will also serve to explore participants 
agreement or disagreement on the workload components and Activity standards.  

QUESTIONNAIRE THREE: This questionnaire will summarise all responses from the previous rounds and allow 
participants an opportunity to review their previous responses if required. It will also allow participants an 
opportunity to justify or substantiate all disagreements. Participants will be required to provide statistics related 
to the defined workload components and activity standards where applicable.  

QUESTIONNAIRE FOUR: This questionnaire will only take place if consensus has not been reached by 
questionnaire three. Should there be a need for a fourth round then this questionnaire will only focus on 
workload components and activity standards that still require consensus. These workload components and 
activity standards will then serve as a foundation in developing a staffing norm framework for dietitians at 
central and tertiary public hospitals in South Africa.  

DEFFINITION OF SOME IMPORTANT TERMS:  

WORKLOAD COMPONENTS: Refers to the main work activities that take up most of a dietitians daily working 
time. There are three kinds of workload components included in this questionnaire represented as follows:  

PART A: HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for which annual 
statistics are regularly collected.  

PART B: SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 
performed by all dietitians but for which annual statistics are not regularly collected.  

PART C: ADDITIONAL /INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain dietitians (not 
all) and for which annual statistics are not regularly collected.  

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled and motivated dietitian to perform 
an activity to professional standards in the local circumstances. Example 1 hour per week OR 10 minutes per 
patient OR 2 hours per quarter depending on the Workload Component. 

Please select your province from the list below 

 Eastern Cape 
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 Free State 

 Gauteng 

 KwaZulu Natal 

 Limpopo 

 Mpumalanga 

 Northern Cape 

 North West 

 Western Cape 

Please select your hospital from the list below (This is an example based on the selection of the Eastern Cape 
province) 

 Nelson Mandela Academic 

 Frere 

 Livingstone 

 Other  

Please indicate your designation at your hospital 

 Deputy Director 

 Assistant Director 

 Chief Dietitian 

 Production Dietitian 

 Other  

Please select your age category 

 20-29 years 

 30-39 years 

 40-49 years 

 50-59 years 

 Over 60 years 

Please indicate your total years of experience as a dietitian 
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 1-5 years 

 6-10 years 

 11-20 years 

 21-30 years 

 Over 30 years 

 

PART A: HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for which annual 
statistics are regularly collected.  

Below is a list of dietetic health activities. Please indicate on the scale below to what extent you agree or disagree 
that they are applicable to the central or tertiary setting. 

 Strongly Disagree Disagree 
Do not 

Agree/Disagree Agree Strongly Agree 

Ward rounds (Individual 
and Multidisciplinary)      

Patient screening      

In patient consultation and 
treatment (new)      

In Patient nutritional 
assessment (ABCDE) & 
diagnosis 

     

In patient calculation of 
nutritional requirements 
and development of 
nutrition intervention plans 

     

In patient nutrition support 
& dietary counselling      

In patient consultation and 
treatment (FU)      

In Patient referral, 
communication with the 
multidisciplinary team and 
related activities 

     

Outpatient consultation and 
treatment (new)      

Outpatient nutritional 
assessment (ABCDE) & 
diagnosis 
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 Strongly Disagree Disagree 
Do not 

Agree/Disagree Agree Strongly Agree 

Outpatient nutritional plan 
and intervention including 
Dietary counselling 

     

Outpatient consultation and 
treatment (FU)      

 

Please add any other HEALTH ACTIVITIES that you think should be included.  Please also indicate an activity 
standard for each health service activity added.   

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled and motivated dietitian to perform 
an activity to professional standards in the local circumstances. Example 1 hour per week OR 10 minutes per 
patient OR 2 hours per quarter depending on the Workload Component. 

 

   
Click to write 
Column 1  

   Activity Standard  

Add Health Service Activity      

Add Health Service Activity      

Add Health Service Activity      

Add Health Service Activity      
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PART B: SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 
performed by all dietitians but for which annual statistics are not regularly collected.  

Below is a list of dietetic support activities. Please indicate on the scale below to what extent you agree or 
disagree that they are applicable to the central or tertiary setting.  

 Strongly Disagree Disagree 
Do not 

Agree/Disagree Agree Strongly Agree 

Ward rounds (Individual 
and Multidisciplinary)      

Patient screening      

In patient consultation and 
treatment (new)      

In Patient nutritional 
assessment (ABCDE) & 
diagnosis 

     

In patient calculation of 
nutritional requirements 
and development of 
nutrition intervention plans 

     

In patient nutrition support 
& dietary counselling      

In patient consultation and 
treatment (FU)      

In Patient referral, 
communication with the 
multidisciplinary team and 
related activities 

     

Outpatient consultation and 
treatment (new)      

Outpatient nutritional 
assessment (ABCDE) & 
diagnosis 

     

Outpatient nutritional plan 
and intervention including 
Dietary counselling 

     

Outpatient consultation and 
treatment (FU)      
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Please add any other SUPPPORT ACTIVITIES that you think should be included. Please also indicate an activity 
standard for each support service activity added. 

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled and motivated dietitian to perform 
an activity to professional standards in the local circumstances.  Example 1 hour per week OR 10 minutes per 
patient OR 2 hours per quarter depending on the Workload Component. 

 

PART C: ADDITIONAL /INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain dietitians 
(not all) and for which annual statistics are not regularly collected.  

Below is a list of dietetic individual/additional activities. Please indicate on the scale below to what extent you 
agree or disagree that they are applicable to the central or tertiary setting.  

 

   
Click to write 
Column 1  

   Activity Standard  

Add Support Service Activity      

Add Support Service Activity      

Add Support Service Activity      

Add Support Service Activity      

Add Support Service Activity      
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Please add any other INDIVIDUAL/ADDITIONAL ACTIVITIES that you think should be included. Please also indicate 
an activity standard for each individual/additional service activity added. 

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled and motivated dietitian to perform 
an activity to professional standards in the local circumstances. Example 1 hour per week OR 10 minutes per 
patient OR 2 hours per quarter depending on the Workload Component. 

 
Strongly 
Disagree Disagree 

Neither 
Agree/Disagree Agree 

Strongly 
Agree 

Managerial duties (risk management, 
planning of duty rosters)      

Financial management (Budgeting and 
procurement)      

Asset management and physical 
resource management      

Develop departmental plans (strategic, 
business, and operational)      

Develop & Review 
policies/strategies/guidelines/protocols 
and norms and standards 

     

Evaluate and monitor the 
implementation of 
policies/strategies/guidelines/protocols 
and norms and standards 

     

Human Resource management 
(Grievances & disciplinary processes, 
HPCSA registration & compliance, 
attendance and leave register) 

     

Recruitment, selection & appointment 
of new staff      

Training, support & supervision of 
lower-level staff & community service 
dietitians 

     

Performance Development and 
Management System (PMDS)      

CPD activities      

Report writing, validation and 
presentations      

Participate in accreditation of facilities 
for students training      

National Core standards (QIP)- Develop 
plans, evaluation & Reports      

Planning and coordination of 
departmental meetings      
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Thank you for the time taken and your assistance in completing this survey. Your efforts are most appreciated.  

Feedback from this round will be provided in the form of a second questionnaire and will be sent to you within 
the next 2 to 3 weeks.  

Your continued participation going forward will be greatly appreciated. 

Please feel free to add any additional comments that you may have. 

   Activity Standard  

Add Individual Service Activity     
  

Add Individual Service Activity     
  

Add Individual Service Activity     
  

Add Individual Service Activity     
  

Add Individual Service Activity     
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Appendix 3: Pilot questionnaire: evaluation form  
 

Dear Participant, 

Thank you for agreeing to participate in this pilot survey.  This survey aims to obtain expert opinion 
and consensus on the proposed workload components and activity standards that dietitians perform 
at central and tertiary public hospitals in South Africa. This pilot survey will be followed by three to 
four rounds of questionnaires to ensure that consensus is obtained through adequate consultation.  
Please can you assist in evaluating the pilot questionnaire by answering the following questions. This 
evaluation will assist in refining the questionnaire in preparation for round one of the survey process.  
Your assistance and contribution to this research project is most appreciated.  All responses received 
will be treated with utmost confidentiality.   

 

1. Is the initial brief or overview of the study clear in introducing the study aims and objectives 
to the participants? 

AGREE     DISAGREE   

If you disagree, then how can it be improved? 

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 

2. Is the questionnaire relevant for the target audience?  

AGREE   DISAGREE  

If you disagree, then please indicate the alternate target audience that should be included?  

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 

3. Is the use of language and terminology clear and understandable to the participant?  

AGREE    DISAGREE  

If you disagree then please indicate where and how this can be improved?  

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 

4. Are all questions phrased correctly? 

AGREE    DISAGREE  

If you disagree, how can they be re-phrased? Please provide examples of the questions that should 
be re-phrased? 

  

  

  

  



 
 
 

145 
 
 

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 

5. Are there any other questions that should be added to the questionnaire?  

AGREE    DISAGREE  

If you agree then please add examples of questions that should be added.  

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 

 

6. Are there any questions that are irrelevant and should be left out of the survey?  

AGREE    DISAGREE  

If you agree, then please indicate the questions that should be left out and reasons why.  

……………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………. 

7. Is the questionnaire formatted in a user-friendly manner?  

AGREE    DISAGREE  

If you disagree, then how can it be re-formatted to improve the user-friendliness?  

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 

8. Is the length of the questionnaire adequate?  

AGREE    DISAGREE  

If you disagree, then please indicate if it should it be shorter or longer?  Please also indicate what 
can be done to change the length of the survey.  

………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………. 
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Appendix 4: Delphi Round One Questionnaire: To determine consensus on 
workload components and activity standards for dietitians at central and tertiary 
public hospitals in South Africa 
https://pretoria.eu.qualtrics.com/jfe/form/SV_eKUvyF6CfIaBqNE 

 

Dear Participant 

Thank you for agreeing to participate in this online survey.  

This survey aims to obtain expert opinion and consensus on the proposed workload components and 
activity standards regarding work that dietitians at central and tertiary public hospitals in South Africa 
perform. This questionnaire will be followed by two to three rounds of questionnaires to ensure that 
consensus is obtained through adequate consultation. A fourth questionnaire will only be introduced 
should consensus not be reached by the third questionnaire.  

QUESTIONNAIRE ONE: This questionnaire will explore the current workload components and propose 
workload components as per the obtained job descriptions of dietitians based at central and tertiary 
hospitals in South Africa. It will also seek to obtain other workload components and proposed activity 
standards from the expert group.  

QUESTIONNAIRE TWO: This questionnaire will include all proposed workload components and 
proposed activity standards from questionnaire one and will seek to obtain any other additional 
workload components and activity standards that may have been omitted in the first questionnaire. 
It will also serve to explore participants agreement or disagreement on the workload components and 
Activity standards.  

QUESTIONNAIRE THREE: This questionnaire will summarise all responses from the previous rounds 
and allow participants an opportunity to review their previous responses if required. It will also allow 
participants an opportunity to justify or substantiate all disagreements. Participants will be required 
to provide statistics related to the defined workload components and activity standards where 
applicable.  

QUESTIONNAIRE FOUR: This questionnaire will only take place if consensus has not been reached by 
questionnaire three. Should there be a need for a fourth round then this questionnaire will only focus 
on workload components and activity standards that still require consensus. These workload 
components and activity standards will then serve as a foundation in developing a staffing norm 
framework for dietitians at central and tertiary public hospitals in South Africa.  

DEFFINITION OF SOME IMPORTANT TERMS:  

WORKLOAD COMPONENTS: Refers to the main work activities that take up most of a dietitians daily 
working time. There are three kinds of workload components included in this questionnaire 
represented as follows:  

PART A: HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for which 
annual statistics are regularly collected.  

PART B: SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 
performed by all dietitians but for which annual statistics are not regularly collected.  
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PART C: ADDITIONAL /INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain 
dietitians (not all) and for which annual statistics are not regularly collected.  

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 

 

Please select your province from the list below 

 Eastern Cape 

 Free State 

 Gauteng 

 KwaZulu Natal 

 Limpopo 

 Mpumalanga 

 Northern Cape 

 North West 

 Western Cape 

Please select your hospital from the list below 

 Nelson Mandela Academic 

 Frere 

 Livingstone 

 Other  

Please indicate your designation at your hospital 

 Deputy Director 

 Assistant Director 

 Chief Dietitian 

 Production Dietitian 

 Other  

Please select your age category 

 20-29 years 

 30-39 years 

 40-49 years 

 50-59 years 
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 Over 60 years 
 

Please indicate your total years of experience as a dietitian 

 1-5 years 

 6-10 years 

 11-20 years 

 21-30 years 

 Over 30 years 
 
 
PART A: HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for 
which annual statistics are regularly collected.  
 
Below is a list of dietetic health activities. Please indicate on the scale below to what extent you 
agree or disagree that they are applicable to the central or tertiary setting.  
 
 

 Strongly Disagree Disagree 
Do not 

Agree/Disagree Agree Strongly Agree 

Ward rounds (Individual 
and Multidisciplinary)      

Patient screening      

In patient consultation and 
treatment (new)      

In Patient nutritional 
assessment (ABCDE) & 
diagnosis 

     

In patient calculation of 
nutritional requirements 
and development of 
nutrition intervention plans 

     

In patient nutrition support 
& dietary counselling      

In patient consultation and 
treatment (FU)      

In Patient referral, 
communication with the 
multidisciplinary team and 
related activities 

     

Outpatient consultation and 
treatment (new)      
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 Strongly Disagree Disagree 
Do not 

Agree/Disagree Agree Strongly Agree 

Outpatient nutritional 
assessment (ABCDE) & 
diagnosis 

     

Outpatient nutritional plan 
and intervention including 
Dietary counselling 

     

Outpatient consultation and 
treatment (FU)      

 
 

 Please add any other HEALTH ACTIVITIES that you think should be included.  Please also 
indicate an activity standard for each health service activity added.   
 

 ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated 
dietitian to perform an activity to professional standards in the local circumstances. Example 
1 hour per week OR 10 minutes per patient OR 2 hours per quarter depending on the 
Workload Component. 
 

 

PART B: SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 
performed by all dietitians but for which annual statistics are not regularly collected.  
 
Below is a list of dietetic support activities. Please indicate on the scale below to what extent you 
agree or disagree that they are applicable to the central or tertiary setting.  
 

   Click to write 
Column 1 

  

   Activity 
Standard 

 

Add Health Service Activity  
  

   

Add Health Service Activity  
  

   

Add Health Service Activity  
  

   

Add Health Service Activity  
  

   

Add Health Service Activity  
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Please add any other SUPPPORT ACTIVITIES that you think should be included. Please also indicate an 
activity standard for each support service activity added. 
 
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances.  Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 

 
Strongly 
Disagree Disagree 

Neither 
Agree/Disagree Agree 

Strongly 
Agree 

Administrative functions 
related to ordering of 
specialized diets and 
therapeutic nutrition (PN 
& EN) 

     

Monitor Wastage and 
Usage of PN and EN      

Food Service Management 
(developing and updating 
of therapeutic diets and 
related diet sheets) 

     

Monitor food service 
rendered by out-sourced 
company 

     

Participation in journal 
reviews and working 
groups 

     

Dietetic Departmental 
Meetings      

Meetings with industry 
representatives and other 
external stakeholders 

     

Own Performance 
Development and 
Management System 
(PMDS) reporting 

     

CPD Activities      

Orientation of new staff      

In-service Training to the 
multidisciplinary team and 
food service team 

     

Students mentoring 
(training), evaluation and 
reporting (including 
meetings with 
universities) 

     

Attend training (Generic)      
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PART C: ADDITIONAL /INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain 
dietitians (not all) and for which annual statistics are not regularly collected.  
 
Below is a list of dietetic individual/additional activities. Please indicate on the scale below to what 
extent you agree or disagree that they are applicable to the central or tertiary setting.  
 
 

   Click to write 
Column 1  

   Activity 
Standard 

 

Add Support Service Activity  
  

  

Add Support Service Activity  
  

  

Add Support Service Activity  
  

  

Add Support Service Activity  
  

  

Add Support Service Activity  
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Please add any other INDIVIDUAL/ADDITIONAL ACTIVITIES that you think should be included. Please 
also indicate an activity standard for each individual/additional service activity added. 
 

 
Strongly 
Disagree Disagree 

Neither 
Agree/Disagree Agree 

Strongly 
Agree 

Managerial duties (risk management, 
planning of duty rosters)      

Financial management (Budgeting and 
procurement)      

Asset management and physical 
resource management      

Develop departmental plans (strategic, 
business, and operational)      

Develop & Review 
policies/strategies/guidelines/protocols 
and norms and standards 

     

Evaluate and monitor the 
implementation of 
policies/strategies/guidelines/protocols 
and norms and standards 

     

Human Resource management 
(Grievances & disciplinary processes, 
HPCSA registration & compliance, 
attendance and leave register) 

     

Recruitment, selection & appointment 
of new staff      

Training, support & supervision of 
lower-level staff & community service 
dietitians 

     

Performance Development and 
Management System (PMDS)      

CPD activities      

Report writing, validation and 
presentations      

Participate in accreditation of facilities 
for students training      

National Core standards (QIP)- Develop 
plans, evaluation & Reports      

Planning and coordination of 
departmental meetings      
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ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 
 
 

 
 
 
Thank you for the time taken and your assistance in completing this survey. Your efforts are most 
appreciated.  
 
Feedback from this round will be provided in the form of a second questionnaire and will be sent to 
you within the next 2 to 3 weeks.  
 
Your continued participation going forward will be greatly appreciated. 
 
Please feel free to add any additional comments that you may have. 

 
 

 

 

 

 

 

 

 
 

     

  Activity 
Standard 

 

Add Individual Service Activity  
  

  

Add Individual Service Activity  
  

  

Add Individual Service Activity  
  

  

Add Individual Service Activity  
  

  

Add Individual Service Activity  
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Appendix 5: Delphi Round Two Questionnaire: To determine consensus on 
workload components and activity standards for dietitians at central and tertiary 
public hospitals in South Africa 
https://pretoria.eu.qualtrics.com/jfe/form/SV_1EUMxGMMrsw2IGq 

 

Dear Participant 

Thank you for agreeing to participate in this survey and thank you for your participation and 

contributions made already in questionnaire one.  Your contributions in questionnaire one has been 

beneficial in assisting towards the preparation of this second questionnaire.   

 

The following information below is just a reminder of what the different rounds will entail so that you 

know what to expect following this round. 

 

This study survey aims to obtain expert opinion and consensus on the proposed workload components 

and activity standards regarding work that dietitians at central and tertiary public hospitals in South 

Africa perform. There will be three rounds of questionnaires to ensure that consensus is obtained 

through adequate consultation. A fourth questionnaire will only be introduced should consensus not 

be reached by the third questionnaire.  

 

QUESTIONNAIRE ONE: This questionnaire explored the current workload components and proposed 

workload components as per the obtained job descriptions of dietitians based at central and tertiary 

hospitals in South Africa. We also tried to obtain other workload components and proposed activity 

standards from the expert group.  

 

QUESTIONNAIRE TWO: This questionnaire will now include all proposed workload components and 

proposed activity standards from questionnaire one and will seek to obtain any other additional 

workload components and activity standards that may have been omitted in the first questionnaire. 

It will also serve to explore participants agreement or disagreement on the workload components and 

Activity standards. Statistics will be gathered here on all agreed workload components obtained in the 

first questionnaire.  

 

QUESTIONNAIRE THREE: This questionnaire will summarise all responses from the previous rounds 

and allow participants an opportunity to review their previous responses if required. It will also allow 

participants an opportunity to justify or substantiate all disagreements. Participants will be required 

to provide statistics related to the defined workload components and activity standards where 

applicable.  
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QUESTIONNAIRE FOUR: This questionnaire will only take place if consensus has not been reached by 

questionnaire three. Should there be a need for a fourth round then this questionnaire will only focus 

on workload components and activity standards that still require consensus. These workload 

components and activity standards will then serve as a foundation in developing a staffing norm 

framework for dietitians at central and tertiary public hospitals in South Africa.  

 

DEFINITION OF SOME IMPORTANT TERMS:  

Please do pay special attention to these definitions to ensure that the current workload components 

and any new proposed workload components are allocated to the correct category listed below as 

Parts A, B and C. Incorrect allocations can/may affect calculations of total workload later in the 

process.   

 

WORKLOAD COMPONENTS: Refers to the main work activities that take up most of a dietitian daily 

working time. There are three kinds of workload components included in this questionnaire 

represented as follows:  

 

PART A: HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for which 

annual statistics are regularly collected.  

 

PART B: SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 

performed by all dietitians but for which annual statistics are not regularly collected.  

 

PART C: ADDITIONAL /INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain 

dietitians (not all) and for which annual statistics are not regularly collected.  

 

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled and motivated dietitian 

to perform an activity to professional standards in the local circumstances. Example 1 hour per week 

OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 

General Information:  

 

This first section covers a few general questions related to numbers of dietitians, vacancies, ranks, 

sessional dietitians, support staff and overtime so that this can also be taken into consideration if 

required at a later stage.  

 
Please confirm the number of permanently employed dietitians at your hospital in COLUMN ONE with 
any available vacancies in COLUMN TWO (these should exclude community service dietitians). 
 
Please allocate these numbers as per the ranks listed below: 
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Do you currently have any dietetic support staff?  

Please indicate your response below with either a `yes` or `no'.  If you selected yes, then please 

elaborate in the text box below yes (type of staff, how many, are they sufficient?) 

 No 

 Yes  

Do you have sessional dietitians at your hospital?  

If you selected yes, then please indicate their work hours in the text box provided under `yes`.  

 No 

 Yes  

Do you perform overtime at your hospital?  

If yes, then please indicate how often and for how long in the text box provided under `yes`. Example 

1 hour a day or 8 hrs per month etc 

 No 

 Yes  

 

PART A: HEALTH SERVICE ACTIVITIES:  

These refer to activities performed by all dietitians and for which annual statistics are regularly 
collected. 
 
The following activities are a summarised list of all health service activities that received a more than 
70% agreement rating by participants in the first round.  This is important for your noting as these will 
now be retained, and we will only work on activities that were not agreed upon and new proposed 
activities from the round one going forward in this questionnaire.  
 
AGREED UPON HEALTH SERVICE ACTIVITIES FROM QUESTIONAIRE ONE 
 
 
 

   Number of dietitians employed   Number of vacancies   

   Column One   Column Two  

Deputy Director   
 

  
   

Assistant Director   
 

  
   

Chief Dietitian   
 

  
   

Production Dietitian   
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Health Service Activities Strongly Agree (%) Agree (%) 

 
Ward Rounds (individual & Multidisciplinary 95.24                  4.76 

 
Patient Screening                                                        71.43   14.29 

 
In Patient Consultation and Treatment (New) 100 0 

 
In Patient Nutritional Assessment (ABCDE) &  
diagnosis                                                                      

100 0 

In Patient Calculation of Nutritional 
Requirements & development of nutrition 
intervention plans                  

95.24 4.76 

In Patient Nutrition Support and Dietary 
Counselling    

95.24 4.76 

In Patient Consultation and Treatment 
(FU).              

95.24 4.76 

In Patient Referral, communication with the 
multidisciplinary team and related 
activities                                              

90.48 9.52 

Outpatient Consultation and Treatment 
(New).           

80.95 19.05 

Outpatient Nutritional Assessment (ABCDE) &  
Diagnosis  

85.71 14.29 

Outpatient Nutritional Plan and Intervention 
including dietary counselling      

85.71 14.29 

 
 

Based on the above agreement status, please can you assist in now allocating an activity standard for 
each of these agreed upon health service activities in COLUMN ONE below.  

 
Please be reminded of the following definition:  
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 
 
In addition, please can you also add annual health service statistics for each health service activity in 
COLUMN TWO below. These are usually the total number of patients/clients per health service activity 
per facility per year. Thus, please can you provide health service statistics only for the period: January 
2021 to December 2021.  
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PART A CONTINUED:  
 
HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for which annual 
statistics are regularly collected.  
 
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component.  
 
Please find below new Health Service Activities proposed by participants in round one. Please indicate 
on the scale below to what extent you agree or disagree that they are applicable to the central or 
tertiary setting. 

 
If you have selected either Strongly Agree or Agree for any of the Health Service Activities listed below, 
then please also insert an activity standard in the TEXT BOX directly below each Health Service Activity. 
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Please feel free to add any further comments you may have related to Part A: Health Service 
Activities. 

 
 
 
PART B: SUPPORT ACTIVITIES:  
 
These refer to important activities that support health service activities, performed by all dietitians 
but for which annual statistics are not regularly collected.  
 
The following activities are a summarised list of all support service activities that received a more than 
70% agreement rating by participants in questionnaire one.   

 
This is important for your noting as these will now be retained, and we will only work on support 
activities that were not agreed upon and new proposed support activities from round one going 
forward in this questionnaire.  

 
AGREED UPON SUPPORT ACTIVITIES FROM QUESTIONAIRE ONE 
 

Support Service Activities Strongly Agree (%) Agree (%) 
 

Administrative Functions related to Ordering of 81.0            14.0 

 
Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree 

Strongly 
Agree 

Outpatient 

Consultation  
     

Outpatient Follow-

up  
     

Outpatient /Specialist 
Clinics (Cerebral palsy, 

Diabetes etc)  
     

Patient Assessment and 
Follow-up over 

Weekends  
     

Report Writing and 

Patient Notes  
     

Referral process including 
writing of letters (between 
health 

facilities)  
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Specialised Diets and Therapeutic Nutrition (PN & 
EN) 

 

Monitor Wastage and Usage of PN and 
EN                                                              

76.0 19.0 
 

Food Service Management (Developing and 
Updating of Therapeutic Diets & Related Diet 
Sheets 

57.0 29.0 
 

Participation in Journal Reviews and Working 
Groups         

76.0 10.0 

Dietetics Departmental Meetings 86.0 14.0 
Meetings with Industry Representatives and 
other Stakeholders  

52.0 43.0 

Own Performance Development and 
Management System (PMDS) Reporting 

90.0 10.0 

CPD Activities                                                                          81.0 19.0 
Orientation of New 
Staff                                                         

76.0 24.0 

Students Mentoring (training), evaluation & 
Reporting (Including meeting with universities) 

71.0 24.0 

Attend Training (Generic) 76.0 19.0 
Recordkeeping and Statistics 86.0 14.0 
Peer Reviews and Clinical Audits 81.0 14.0 
Development and Review of Policies, protocols, 
and Guidelines (Including related ECD materials) 

76.0 19.0 

 
Based on the above agreement status, please can you assist in now allocating an activity standard for 
each of these agreed upon support service activities in COLUMN ONE below.  
 
Please be reminded of the following definition:  
 
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 
 



 
 
 

161 
 
 

 
PART B CONTINUED:  
 
SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 
performed by all dietitians but for which annual statistics are not regularly collected. 
 
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component.  
 
Please find below new Support Activities proposed by participants in round one. Please indicate on 
the scale below to what extent you agree or disagree that they are applicable to the central or 
tertiary setting. 
 

 

   Activity 
Standard  

   Column 
One 

 

Administrative Functions related to Ordering of Specialised Diets and Therapeutic Nutrition (PN & 
EN) 

  
  

Monitor Wastage and Usage of PN and EN   
  

Food Service Management (Developing and Updating of Therapeutic Diets & Related Diet Sheets)   
  

Participation in Journal Reviews and Working Groups   
  

Dietetics Departmental Meetings   
  

Meetings with Industry Representatives and other Stakeholders   
  

Own Performance Development and Management System (PMDS) Reporting   
  

CPD Activities   
  

Orientation of New Staff   
  

Students Mentoring (training), evaluation & Reporting (Including meeting with universities)   
  

Attend Training (Generic)   
  

Recordkeeping and Statistics   
  

Peer Reviews and Clinical Audits   
  

Development and Review of Policies, protocols and Guidelines (Including related ECD materials)   
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If you have selected either Strongly Agree or Agree for any of the new support activities listed below, 
then please also insert an activity standard in the TEXT BOX directly below each support activity.  
 

 
 
Please feel free to add any further comments you may have to Part B: Support Activities.  

 
 
PART C: ADDITIONAL/INDIVIDUAL ACTIVITIES:  
 

 
Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree Strongly Agree 

Outpatient Health 
Awareness 
Events/Campaigns/Open 
Days (planning and 

participation)  

     

In-Service Training to the 
Multidisciplinary Team 
(Nurses, Doctors 

etc)  

     

In-Service Training to the 
Food Service 

Team  
     

Dietetic Administrative 
functions (telephone calls, 
emails, booking 
appointments, 
photocopying 

etc)  

     

Patient Administration 
(patient handover, home 
care plans, recipes 

etc)  

     

Hospital Committee/ 
Internal stakeholder 

meetings  
     

Report Writing (patient 
reports, medico-legal 

reports etc)  
     

The procurement process 
(Ordering, receiving & 
monitoring of enteral 

feeds)  

     

Monitor and Audit 
Foodservices (In house or      
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These refer to activities performed only by certain dietitians (not all) and for which annual statistics 
are not regularly collected. 
 
The following activities are a summarised list of all additional/individual activities that received a more 
than 70% agreement rating by participants in questionnaire one.  
 
This is important for your noting as these will now be retained, and we will only work on 
additional/individual activities that were not agreed upon and new proposed additional/individual 
activities from round one going forward in this questionnaire.  
 
AGREED UPON ADDITIONAL/INDIVIDUAL ACTIVITIES FROM QUESTIONAIRE ONE  
 

Additional/Individual Service Activities Strongly Agree 
(%) 

Agree (%) 
 

Managerial Duties (Risk Management, planning of Duty Rosters) 86.0     14.0 
 

Financial Management (Budgeting and Procurement)  76.0 24.0 
Asset Management and Physical Resource  
Management                                                                  

67.0 24.0 
 

Develop and Review Policies/Strategies/Guidelines/Protocols and Norms and 
Standards 

76.0 24.0 

Evaluate and Monitor the Implementation 
of Policies/Strategies/Guidelines/Protocols and Norms and Standards 

71.0 24.0 

Human Resource Management (Grievances and Disciplinary processes, HPCSA 
registration &  
compliance, attendance and leave register)      

86.0 5.0 

Recruitment, selection, and Appointment of new staff    81.0 19.0 
Training, support and supervision of lower-level staff and community service 
dietitians 

90.0 5.0 

Performance Development and Management  
System (PMDS)                                                            

90.0 10.0 

CPD Activities                                                                81.0 19.0 
Report Writing, Validations and Presentations              67.0 29.0 
Participation in accreditation of facilities for 
student training                                                                          

48.0 38.0 

National Core Standards (QIP)-Develop plans,  
evaluation and reports                                                  

62.0 33.0 

Planning and Coordination of Departmental Meetings 76.0 24.0 
District, Provincial INP and Allied Meetings                    76.0 10.0 
Participation in Research Activities                                57.0 33.0 
Food Service Management, Development and Costing of Therapeutic Diets 
(Cycle menus,  
menu analyses, standardise recipes)                           

52.0 29.0 

Education, Training and Supervision Foodservice/Diet Kitchen Staff/Milk 
Kitchen/Tube 
Feed Personnel 

67.0 10.0 

Generate Reports (meals, incidents, infection  
control)                                                                         

43.0 29.0 
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Based on the above agreement status, please can you assist in now allocating an activity standard for 
each of these agreed upon additional/individual activities in COLUMN ONE below.  
 
Please be reminded of the following definition:  
 
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 
 

   Activity 
Standard  

   Column 
One 

 

Managerial Duties (Risk Management, planning of Duty Rosters)   
  

Financial Management (Budgeting and Procurement)   
  

Asset Management and Physical Resource Management   
  

Develop and Review Policies/Startegies/Guidelines/Protocols and Norms and Standards   
  

Evaluate and Monitor the Implementation of Policies/Strategies/Guidelines/Protocols and Norms 
and Standards 

  
  

Human Resource Management (Grievances and Disciplinary processes, HPCSA registration & 
compliance, attendance and leave register) 

  
  

Recruitment, selection and Appointment of new staff   
  

Training, support and supervision of lower level staff and community service dietitians   
  

Performance Development and Management System (PMDS)   
  

CPD Activities   
  

Report Writing, Validations and Presentations   
  

Participation in accreditation of facilities for student training   
  

National Core Standards (QIP)-Develop plans, evaluation and reports   
  

Planning and Coordination of Departmental Meetings   
  

District, Provincial INP and Allied Meetings   
  

Participation in Research Activities   
  

Food Service Management, Development and Costing of Therapeutic Diets (Cycle menus, menu 
analyses, standardise recipes) 

  
  

Education, Training and Supervision of Foodservice/Diet Kitchen Staff/Milk Kitchen/Tube Feed 
Personnel 

  
  

Generate Reports (meals, incidents, infection control)   
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PART C CONTINUED:  
 
ADDITIONAL/INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain dietitians 
(not all) and for which annual statistics are not regularly collected.  
 
ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 
to perform an activity to professional standards in the local circumstances. Example 1 hour per week 
OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component.  
 
Please find below new Additional/Individual Activities proposed by participants in round one. Please 
indicate on the scale below to what extent you agree or disagree that they are applicable to the central 
or tertiary setting. 

 
If you have selected either a Strongly Agree or Agree for any of the new additional/individual activities 
listed below, then please also insert an activity standard in the TEXT BOX directly below each 
additional/individual activity.  
 

 
Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree Strongly Agree 

Outreach 

Activities  
     

Hospital Committee/ 
Internal stakeholder 

meetings  
     

Mother Baby Friendly 
Initiative (MBFI) 
mentor/committee 
participation and 

activities  

     

Audits (stock take and 
stock take audits, diet 
sheet audits, equipment 

audits etc)  

     

Stock Take of enteral feeds 
and 

supplements  
     

Develop and Review 
Departmental Plans      
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Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree Strongly Agree 

(Strategic, Business and 

Operational)  

Asset Management and 
Physical Resource 
Management (including 
dietetic related equipment 
monitoring, repair and 

monitoring)  

     

 
Please feel free to add any further comments you may have related to Part C: Additional/Individual 
Activities 

 
 
Thank you for the time taken and your assistance in completing questionnaire two of this survey. Your 
efforts are most appreciated.  
 
Feedback from this round will be provided in the form of a third questionnaire and will be sent to you 
within the next 2 to 3 weeks.  
 
Your continued participation going forward will be greatly appreciated. 
 
Please feel free to add any general/additional comments that you may have. 
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Appendix 6: Delphi Round Three Questionnaire: To determine consensus on workload 
components and activity standards for dietitians at central and tertiary public hospitals 
in South Africa 
https://pretoria.eu.qualtrics.com/jfe/form/SV_87ynooKwDbBEwxU 

 

Dear Participant 

 

Thank you for agreeing to participate in this survey and for your participation and contributions made 

already in questionnaire one and two.  Your contributions in the first two questionnaires have been 

beneficial in assisting towards the preparation of this third questionnaire.   

 

The following information below is just a reminder of what the different rounds entail so that you 

know what to expect following this round. 

 

This study survey aims to obtain expert opinion and consensus on the proposed workload components 

and activity standards regarding work that dietitians at central and tertiary public hospitals in South 

Africa perform. There will be three rounds of questionnaires to ensure that consensus is obtained 

through adequate consultation. A fourth questionnaire will only be introduced should consensus not 

be reached by the third questionnaire.  

 

QUESTIONNAIRE ONE: This questionnaire explored the current workload components and proposed 

workload components as per the obtained job descriptions of dietitians based at central and tertiary 

hospitals in South Africa. We also tried to obtain other workload components and proposed activity 

standards from the expert group.  

 

QUESTIONNAIRE TWO: This questionnaire included all proposed workload components and proposed 

activity standards from questionnaire one and explored any other additional workload components 

and activity standards that may have been omitted in the first questionnaire. It also served to explore 

participants agreement or disagreement on the workload components and Activity standards. Health 

service statistics was gathered on all agreed health service workload components obtained in the first 

questionnaire.  

 

QUESTIONNAIRE THREE: This questionnaire will now summarise all responses from the previous 

rounds and allow participants an opportunity to review their previous responses if required. It will also 

allow participants an opportunity to justify or substantiate all disagreements. Participants will be 

required to provide statistics related to the remaining defined health service workload components 

that were not covered in questionnaire two.   
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QUESTIONNAIRE FOUR: This questionnaire will only take place if consensus has not been reached by 

questionnaire three.  

 

DEFINITION OF SOME IMPORTANT TERMS:  

Please do pay special attention to these definitions to ensure that the current workload components 

and any new proposed workload components are allocated to the correct category listed below as 

Parts A, B and C. Incorrect allocations can/may affect calculations of total workload later in the 

process.   

 

WORKLOAD COMPONENTS: Refers to the main work activities that take up most of a dietitians daily 

working time. There are three kinds of workload components included in this questionnaire 

represented as follows:  

 

PART A: HEALTH SERVICE ACTIVITIES: These refer to activities performed by all dietitians and for which 

annual statistics are regularly collected.  

 

PART B: SUPPORT ACTIVITIES: These refer to important activities that support health service activities, 

performed by all dietitians but for which annual statistics are not regularly collected.  

 

PART C: ADDITIONAL /INDIVIDUAL ACTIVITIES: These refer to activities performed only by certain 

dietitians (not all) and for which annual statistics are not regularly collected.  

 

ACTIVITY STANDARDS: Refers to the time necessary for a well-trained, skilled, and motivated dietitian 

to perform an activity to professional standards in the local circumstances. Example 1 hour per week 

OR 10 minutes per patient OR 2 hours per quarter depending on the Workload Component. 

 
Please type in the full name of your hospital in the text box below:  
 

 
 
 
Support Staff 
 
In the last round there were mixed responses regarding support staff.  Therefore, there is a need to 
pose this question again for clarity. 
 
It must noted that dietetic support staff excludes community service dietitians, covid contract 
dietitians or any staff member with a dietetic qualification. 
 
It is gathered though that many facilities feel the need to have dietetic support staff. Please can you 
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indicate your responses to the following questions in the text box below:  
 
1. What level of qualification do you think dietetic support staff should have and why?  
2. What activities do you feel dietetic support staff can perform in helping to reduce the workload of 
dietitians?  
 

 
 
Overtime:  
 
67% of responses in the last round indicated that overtime is performed at their hospitals. Can you 
please indicate yes or no to the following responses and elaborate in the text box where required? 
 
 

 
 
 
Please feel free to comment further or explain some of your responses above regarding overtime if 
required: 

 
 

PART A: 

HEALTH SERVICE ACTIVITIES: 

   Column 
One 

 

   YES or 
NO 

 

Do you perform overtime at your hospital?   
  

Do you perform overtime on week days?   
  

Do you perform overtime on weekends?   
  

Do you perform overtime on public holidays?   
  

Are you remunerated for overtime?   
  

On average how many hrs of overtime do you perform per week?   
  

Do you feel that dietitians at a central or tertiary hospital should be performing 
overtime? 
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These refer to activities performed by all dietitians and for which annual statistics are regularly 

collected. 

 

The table below summarises the list of all health service activities that received more than/equal to 

a 70% agreement rating by participants in the first two rounds. 

 

The activity standard for each health service activity is reflected in minutes per patient per day. 

These activity standards are based on the Median of the data obtained from the previous round. 

 

 

 
 
This is a final review of the above set of health service activities and activity standards.  Should there 
be any concerns at this stage then please feel free to indicate these in the text box below: 
 

 
 
The following health service activities were agreed upon in the last round. Please provide health 
service statistics for the remaining health service activities below.  
 
These should be reflected as the number of patients or clients seen during the period January to 
December 2021 for each health service activity listed below (example 1100 patients). 
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Please indicate the average length of stay for inpatients at your hospital? 
 

 
 
The below health service activity was proposed to you in the last round. However, consensus was 
not obtained on this activity. This activity is being put forward again for review and finalisation. 
 
Please indicate on the scale below to what extent you agree or disagree that this activity is 
applicable to the central or tertiary setting: 
 

 
 
Please substantiate/explain your above response for Patient Assessment and Follow-Up over 
Weekends: 
 
In addition, if you perform this health service activity at your facility then please provide health service 
statistics for this activity (Number of clients/patients seen during the period January to December 
2021): 
 

 

   Column One  

   
Health Service 

Statistics 
(Number of 

clients/patients) 

 

Outpatient Consultation and Treatment (FU)   
  

Outpatient/Specialist Clinics (cerebral palsy, 
Diabetes etc) 

  
  

Report Writing and Patient Notes   
  

Referral process including writing of letters 
(between facilities) 

  
  

 

  
Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree 

Strongly 
Agree 

Patient Assessment and 
Follow-Up over Weekend      
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PART B: 

SUPPORT SERVICE ACTIVITIES: 

These refer to important activities that support health service activities, performed by all dietitians 

but for which annual statistics are not regularly collected.  

 

The table below summarises the list of all support service activities that received more than/equal to 

a 70% agreement rating by participants in the first two rounds. 

 

The activity standard for each support service activity is reflected in hrs per annum per 

dietitian.  These activity standards are based on the Median of the data obtained in the previous 

round.  

 

 
 
This is a final review of the above set of support service activities and activity standards.  Should 
there be any concerns at this stage then please feel free to indicate these in the text box below: 
 
 

 
 
The below support service activity was proposed to you in the last round. However, consensus was 
not obtained on this activity. This activity is being put forward again for review and finalisation. 
 
Please indicate on the scale below to what extent you agree or disagree that this activity is 
applicable to the central or tertiary setting: 
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Please substantiate/explain your above response for Monitor and Audit Food Services (in house or 
outsourced as applicable) 
 
 

 
PART C: 
 INDIVIDUAL/ADDITIONAL SERVICE ACTIVITIES: 
These refer to activities performed by certain dietitians (not all) and for which annual statistics are 
not regularly collected.   
 
The table below summarises the list of all individual/additional service activities that received more 
than/equal to a 70% agreement rating by participants in the first two rounds. 
 
The activity standard for each individual/additional service activity is reflected in hrs per annum per 
dietitian.  These activity standards are based on the Median of the data obtained in the previous 
round. 
 

 
 
 
This is a final review of the above set of individual/additional service activities and activity 
standards.  Should there be any concerns at this stage then please feel free to indicate these in the 
text box below: 

  
Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree 

Strongly 
Agree 

Monitor and Audit Food 
Services (In house or 
outsourced as applicable) 
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Individual/Additional Service Activities are only performed by certain dietitians and not all.  Therefore, 
please indicate the number of dietitians that perform the following individual/ additional activities at 
your hospital: 
 
 

   Column 
One  

   
Number 

of 
Dietitians 

 

Managerial Duties (Risk Management, planning of Duty Rosters)   
  

Financial Management (Budgeting and Procurement)   
  

Audits (stock take and stock take audits, diet sheet audits, equipment audits etc)   
  

Stock Take of enteral feeds and supplements   
  

Asset Management and Physical Resource Management (including dietetic related 
equipment monitoring and repair monitoring) 

  
  

Develop and Review Departmental Plans (Strategic, Business and Operational)   
  

Develop and Review Policies/Strategies/Guidelines/Protocols and Norms and 
Standards 

  
  

Evaluate and Monitor the Implementation of Policies/Strategies/Guidelines/Protocols 
and Norms and Standards 

  
  

Report Writing, Validations and Presentations   
  

Human Resource Management (Grieviances and Disciplinary processes, HPCSA 
registration & compliance, attendance and leave register) 

  
  

Recruitment, selection and Appointment of new staff   
  

Training, support and supervision of lower level staff and community service dietitians   
  



 
 
 

175 
 
 

   Column 
One  

   
Number 

of 
Dietitians 

 

Performance Development and Management System (PMDS)   
  

CPD Activities   
  

Participation in Research Activities   
  

Participation in accreditation of facilities for student training   
  

National Core Standards (QIP)-Develop plans, evaluation and reports   
  

Planning and Coordination of Departmental Meetings   
  

District, Provincial INP and Allied Meetings   
  

Hospital Committee/ Internal stakeholder meetings   
  

MBFI mentor/committee participation and activities   
  

Food Service Management, Development and Costing of Therapeutic Diets (Cycle 
menus, menu analyses, standardise recipes) 

  
  

Education, Training and Supervision of Foodservice/Diet Kitchen Staff/Milk 
Kitchen/Tube Feed Personnel 

  
  

Generate Reports (meals, incidents, infection control)   
  

Outreach activities (community or lower-level hospitals)   
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The below individual/additional service activity was proposed to you in the last round. However, 
consensus was not obtained on this activity. This activity is being put forward again for review and 
finalisation. 
 
Please indicate on the scale below to what extent you agree or disagree that this activity is 
applicable to the central or tertiary setting: 
 

 
Please substantiate/explain your above response for Outreach activities (community or lower-level 
hospitals): 

 
 

Thank you for the time taken and your assistance in completing questionnaire three of this survey. 
Your efforts are most appreciated.  
 
Feedback from this round will be provided in the form of a fourth questionnaire only if this is found 
to be required.    
 
Your continued participation going forward will be greatly appreciated. 
 
Please feel free to add any general/additional comments that you may have. 
 

 
 
 

 

 
 

  
Strongly 
Disagree Disagree 

Do Not 
Agree/Disagree Agree 

Strongly 
Agree 

Outreach activities 
(community or lower-level 
hospitals) 
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Appendix 7: Information and informed consent document for provincial nutrition 
managers.  

STUDY TITLE: DEVELOPMENT OF A STAFFING NORM FRAMEWORK FOR DIETITIANS AT SOUTH AFRICAN 
CENTRAL AND TERTIARY PUBLIC HOSPITALS 

Sponsor: N/A 

Study Supervisor: Dr Heather Sedibe 

Principal Investigators: Vertharani Nolene Naicker 

Institution: University of Pretoria 

DAYTIME AND AFTER-HOURS TELEPHONE NUMBER(S): 

Daytime number/s: 060 9619415 

Afterhours number: 060 9619415 

DATE AND TIME OF FIRST INFORMED CONSENT DISCUSSION: 

23 August 2021           : Sent via email 

date month year  Time 

Dear Prospective Participant 

Dear Prof/Dr/ Mr /Mrs/Ms. .....................................................................................  

1) INTRODUCTION  

As a PHD student registered with the University of Pretoria, Department of Human Nutrition, I would like 
to kindly request your informed consent to participate in my study.  The information in this document 
serves to help you to decide if you would like to participate.  Before you agree to take part in this study 
you should fully understand what is involved.  If you have any questions, which are not fully explained in 
this document, do not hesitate to ask the principal investigator.  You should not agree to take part unless 
you are completely happy about all the procedures involved.  You may also feel free to refer this invitation 
to any other individual that you feel may be relevant for the study or if you are unable to do so. 

 
2) THE NATURE AND PURPOSE OF THIS STUDY 

The aim of this study is to develop a staffing norm framework for dietitians in South African central and 
tertiary public hospitals.  This process will involve assessing the current distribution profile of dietitians at 
South African public hospitals, to assess the existing job descriptions of dietitians at central and tertiary 
level hospitals and a survey to gain expert opinion on dietetic workload components and activity 
standards.   
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3) EXPLANATION OF PROCEDURES AND WHAT WILL BE EXPECTED FROM PARTICIPANTS. 

This study involves participation in an online survey.  The online survey will help to determine information on 
the current distribution of dietitians at public hospitals in your province and to obtain job descriptions of 
dietitians at central and tertiary public hospitals. The survey will be done in the form of an online 
questionnaire.  It will include only one questionnaire using the Qualtrics tool.  All consenting participants will 
be sent an online questionnaire and given a reasonable timeframe for completion.  All participants will remain 
anonymous throughout the study.   No personal information of participants will be included in the study.  All 
responses will only be used specifically for the aims of the study. 

4) POSSIBLE RISKS AND DISCOMFORTS INVOLVED 

There are no medical, personal or professional risks associated with the study.  

5) POSSIBLE BENEFITS OF THIS STUDY 

As a participant representing your provincial nutrition department your participation and expertise is 
beneficial in assisting to determine the current distribution of dietitians within your province at all public 
hospitals and in obtaining job descriptions of dietitians for only central and tertiary public hospitals in South 
Africa. The study results will help us to develop a staffing norm framework for dietitians at central and tertiary 
public hospitals in South Africa.  This may further assist in standardizing these norms in South Africa and serves 
to assist in the planning and forecasting of dietetic staff at this level and may ultimately assist in improving 
the quality of dietetic services overall.  

6)  COMPENSATION 
You will not be paid to take part in the study.  However, it must be noted that your efforts and time 
taken to participate is most appreciated.  
 
7)         YOUR RIGHTS AS A RESEARCH PARTICIPANT 

Your participation in this study is entirely voluntary and you can refuse to participate or stop at any time 
without stating any reason.  You may also nominate another representative (with their consent) should 
you feel that someone else may be more appropriate or if you are unable to participate for any given 
reason.   

8)   ETHICS APPROVAL 

This Protocol was submitted to the Faculty of Health Sciences Research Ethics Committee, University of 
Pretoria, telephone numbers 012 356 3084 / 012 356 3085 and written approval has been granted by that 
committee.  The study has been structured in accordance with the Declaration of Helsinki (last update: 
October 2013), which deals with the recommendations guiding doctors in biomedical research involving 
human/subjects.  A copy of the Declaration may be obtained from the investigator should you wish to 
review it.  

9) INFORMATION  

If I have any questions concerning this study, I should contact: 

Ms Vertharani Nolene Naicker. cell: 060 9619415 

10)  CONFIDENTIALITY 
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All information obtained during this study will be regarded as confidential. Each participant that is taking part 
will be provided with an alphanumeric coded number e.g. A001. This will ensure confidentiality of information 
so collected. Only the researcher will be able to identify you as a participant. Results will be published or 
presented in such a fashion that all responses remain confidential. The records will be kept in a password 
secured disk.  

11)  CONSENT TO PARTICIPATE IN THIS STUDY 

• I confirm that the person requesting my consent to take part in this study has told me about the 
nature and process, any risks or discomforts, and the benefits of the study.  

• I have also received, read and understood the above written information about the study.  
• I have had adequate time to ask questions and I have no objections to participate in this study.  
• I am aware that the information obtained in the study, will be anonymously processed and 

presented in the reporting of results.  
• I understand that I will not be penalized in any way should I wish to discontinue with the study and 

that withdrawal will not affect my further work.  
• I am participating willingly.  
• I have received a signed copy of this informed consent agreement. 
 

__________________________________   

Participant’s name (Please print)                           

 

__________________________________  ________________________ 

Participant’s signature      Date 

 

Researcher’s name (Please print)  

  

_________________________________    _________________________ 

Researcher’s signature      Date 
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Appendix 8: Information and informed consent document for heads of dietetic 
departments (dietitians) at central and tertiary public hospitals 

STUDY TITLE: DEVELOPMENT OF A STAFFING NORM FRAMEWORK FOR DIETITIANS AT SOUTH AFRICAN 
CENTRAL AND TERTIARY PUBLIC HOSPITALS 

Sponsor: N/A 

Study Supervisor: Dr Heather Sedibe 

Principal Investigators: Vertharani Nolene Naicker 

Institution: University of Pretoria 

 

DAYTIME AND AFTER-HOURS TELEPHONE NUMBER(S): 

Daytime number/s: 060 9619415 

Afterhours number: 060 9619415 

DATE AND TIME OF FIRST INFORMED CONSENT DISCUSSION: 

             : 

date Month year  Time 

Dear Prospective Participant 

 

Dear Prof/Dr/ Mr /Mrs/Ms. .....................................................................................  

1) INTRODUCTION  

As a PHD student registered with the University of Pretoria, Department of Human Nutrition, I would like 
to kindly request your informed consent to participate in my study.  This information in this document 
serves to help you to decide if you would like to participate.  Before you agree to take part in this study 
you should fully understand what is involved.  If you have any questions, which are not fully explained in 
this document, do not hesitate to ask the principal investigator.  You should not agree to take part unless 
you are completely happy about all the procedures involved.  You may also feel free to refer this invitation 
to any other individual that you feel may be relevant for the study or if you are unable to do so. 

 
2) THE NATURE AND PURPOSE OF THIS STUDY 

The aim of this study is to develop a staffing norm framework for dietitians in South African central and 
tertiary level hospitals.  This process will involve assessing the current distribution profile of dietitians at 
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South African public hospitals, to compare the existing job descriptions of dietitians at central and tertiary 
hospitals and a survey to gain expert opinion on dietetic workload components and activity standards.   

3) EXPLANATION OF PROCEDURES AND WHAT WILL BE EXPECTED FROM PARTICIPANTS. 

This study involves participation in an online survey to determine dietetic workload components and activity 
standards for central and tertiary public hospitals.   These workload components and activity standards will 
assist with the development of a staffing norm framework for central and tertiary public hospitals.  The survey 
will be done in the form of an online questionnaire.  It will include between one to four rounds of 
questionnaires using the Qualtrics tool until consensus is reached by majority of the participant group.  All 
consenting participants will be sent a series of one to four online questionnaires and given a reasonable 
timeframe for completion.  All participants will remain anonymous throughout the study.   No personal 
information of participants will be included in the study.  All responses will only be used specifically for the 
aims of the study. 

4) POSSIBLE RISKS AND DISCOMFORTS INVOLVED 

There are no medical, personal or professional risks associated with the study.  

5) POSSIBLE BENEFITS OF THIS STUDY 

As a participant representing a public health central/tertiary level hospital your participation and expertise is 
beneficial in assisting to determine standardized dietetic workload components and activity standards at 
central/tertiary level public health hospitals across South Africa. The study results will help us to develop a 
staffing norm framework for dietitians at central/tertiary level public health hospitals in South Africa.  This 
may further assist in standardizing these norms in South Africa and serves to assist in the planning and 
forecasting of dietetic staff at this level and may ultimately assist in improving the quality of dietetic services 
overall.  

6)  COMPENSATION 
 
You will not be paid to take part in the study.  However, it must be noted that your efforts and time 
taken to participate is most appreciated.  
 
7)         YOUR RIGHTS AS A RESEARCH PARTICIPANT 

Your participation in this study is entirely voluntary and you can refuse to participate or stop at any time 
without stating any reason.  You may also nominate another representative (with their consent) should 
you feel that someone else may be more appropriate or if you are unable to participate for any given 
reason.   

8)   ETHICS APPROVAL 

This Protocol was submitted to the Faculty of Health Sciences Research Ethics Committee, University of 
Pretoria, telephone numbers 012 356 3084 / 012 356 3085 and written approval has been granted by that 
committee.  The study has been structured in accordance with the Declaration of Helsinki (last update: 
October 2013), which deals with the recommendations guiding doctors in biomedical research involving 
human/subjects.  A copy of the Declaration may be obtained from the investigator should you wish to 
review it.  

9) INFORMATION  

If I have any questions concerning this study, I should contact: 
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Ms Vertharani Nolene Naicker. cell: 060 9619415 

10)  CONFIDENTIALITY 

All information obtained during this study will be regarded as confidential. Each participant that is taking part 
will be provided with an alphanumeric coded number e.g. A001. This will ensure confidentiality of information 
so collected. Only the researcher will be able to identify you as a participant. Results will be published or 
presented in such a fashion that all responses remain confidential. Records will be kept by the researcher in a 
password secured disk.  

11)  CONSENT TO PARTICIPATE IN THIS STUDY 

• I confirm that the person requesting my consent to take part in this study has told me about the 
nature and process, any risks or discomforts, and the benefits of the study.  

• I have also received, read and understood the above written information about the study.  
• I have had adequate time to ask questions and I have no objections to participate in this study.  
• I am aware that the information obtained in the study, will be anonymously processed and 

presented in the reporting of results.  
• I understand that I will not be penalized in any way should I wish to discontinue with the study and 

that withdrawal will not affect my further work.  
• I am participating willingly.  
• I have received a signed copy of this informed consent agreement. 
 

__________________________________  ________________________ 

Participant’s name (Please print)                       Date 

 

__________________________________  ________________________ 

Participant’s signature     Date 

 

__________________________________  ________________________ 

Researcher’s name (Please print)             Date 

 

__________________________________  ________________________ 

Researcher’s signature    Date 
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Appendix 9: Ethical Clearance Certificates and Renewal 
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Appendix 10: Provincial and Hospital Research Committee Approvals as 
Applicable on the National Health Research Database  
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Appendix 11: Confirmation of submission of manuscript one to the Human Resources for Health Journal 
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Appendix 12: Confirmation of submission of manuscript two to the Human Resources for Health Journal 
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Appendix 13: Presentation of Study Findings at Research Day 
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Appendix 14: WISN Based South African Excel Tool (actual tool submitted as a separate document) 
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Appendix 15: WISN Based South African Excel Tool User-Instruction Instruction 
Sheet 
 
User Instruction Sheet: A South African WISN Based Staffing Tool for Dietitians at 

Central and Tertiary Public Hospitals 

This staffing tool has been specifically contextualised to determine the staffing requirements 

of dietitians at central and tertiary public hospitals in South Africa.  The service activities and 

activity standards that have been pre-populated into the tool have been researched for use 

through a Delphi consensus study for the cadre and level of care.  Thus, this tool is not 

applicable for use by other cadres or for dietitians employed at other levels of care such as 

regional, district, specialised and primary health care facilities. The tool has also been 

validated against the WHO WISN software.   

Follow this Step wise user instruction sheet to guide you in determining the staffing 

requirements of your facility.   

User-Interface Sheet  
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The user-interface sheet allows for easy navigation between the excel spreadsheets.  Follow 

the sequence of the icons depicted on the interface sheet by clicking on each icon as shown 

below:  

ESSENTIAL INPUTS: 

1. Facility Identification Sheet 

2. Available Working Time & Baseline                

3. Workload Components & Activity Standards 

4. Health facility Workload 

5. Available Staff 

DETAILED COMPUTATIONS: 

6. WISN Calculations 

SUMMARY OUTPUTS: 

7. Summary Dashboard 

 

Step 1: Facility Identification Sheet 
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Complete this section to customise the tool for your facility.  

 Select the name of your Province from the drop-down list: 

 Eastern Cape 

 Free State 

 Gauteng 

 KwaZulu Natal 

 Limpopo 

 Mpumalanga 

 Northern Cape 
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 Northwest 

 Western Cape 

 Type in the name of your health facility. 

 Select your facility type e.g., Central or Tertiary hospital. 

SELECT THE HOME ICON ON THE TOP RIGHT HAND CORNER TO NAVIGATE 
BACK TO THE INTERFACE SHEET 

 

Step 2:  Available Working Time & Baseline  
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Complete this section to customise the Available Working Time (AWT) to suit the working 

times of dietitians at your facility.  Only the following elements highlighted in blue may be 

changed as these are not fixed elements in the tool: 

 Include annual leave days 

 Include sick leave days 

 Include special leave days 

 Include training days per year 

Please note that the tool will calculate the available working days, hours and minutes per year 

based on the above values.   

SELECT THE HOME ICON ON THE TOP RIGHT HAND CORNER TO NAVIGATE BACK TO THE 
INTERFACE SHEET 

 

Step 3: Workload Components and Activity Standards 

It must be noted that the Workload Components and related activity standards have already 

been pre-populated as the primary service activities practiced by dietitians at central and 

tertiary public hospitals based on a consensus exercise.  

Part A: Health Service Activities 
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 Please note that this section includes pre-populated health service activities and 

activity standards, and these are fixed in the tool.  

 Additional health service activities may be added as required in the rows highlighted 

in blue following the pre-populated activities.  Please note that only a maximum of five 

additional health service activities may be added to this list.   

 Should there be a need for other health service activities to be included, then each 

health service activity must be accompanied by an activity standard in minutes per 

patient.  

Part B: Support Service Activities 
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 This sheet also includes a pre-populated list of support service activities with aligned activity standards.  There is no need to populate any 

data on this section of the spreadsheet.   

Part C: Additional Service Activities 
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 This section includes a pre-populated list of additional service activities with aligned 

activity standards.   

 It must be noted that additional service activities are usually only performed by certain 

dietitians and not by all dietitians at the facility.  

 Thus, include the number of dietitians responsible for performing each additional 

service activity in the row highlighted in blue (Column E). 

SELECT THE HOME ICON ON THE TOP RIGHT HAND CORNER TO NAVIGATE 
BACK TO THE INTERFACE SHEET 

 

Step 4: Health Facility Workload  
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 Include health service statistics for each health service activity listed in the spreadsheet and for any newly added health service activities.  

Health service statistics must be reflected as the number of patients consulted for the health service activity per annum E.g., Ward rounds 

(individual and multidisciplinary)- 1000  

SELECT THE HOME ICON ON THE TOP RIGHT HAND CORNER TO NAVIGATE BACK TO THE INTERFACE SHEET 
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Step 5: Available Staff  
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 Populate the numbers of dietitians currently employed by your health facility per rank together with their aligned annual salary in column 

C and D highlighted in blue to provide the overall estimated cost.   
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SELECT THE HOME ICON ON THE TOP RIGHT HAND CORNER TO NAVIGATE 
BACK TO THE INTERFACE SHEET 

 

Step 6: WISN Calculations  

 This spreadsheet provides an indication of the WISN calculations that have been 
coded into the tool as per the WHO WISN manual.   
 

1. Standard Workloads have been calculated for each health service activity and is based 

on: STANDARD WORKLOAD = (AWT/UNIT TIME) depicted as   A 
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2. Category Allowance factors have been calculated for each support service activity and is based on CAF =1/ [1-(TOTAL CAS /100)] 

depicted as B 
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3. Individual Allowance factors have been calculated for each additional service activity and is based on IAF =TOTAL IAS /AWT depicted 

as C 
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SELECT THE HOME ICON ON THE TOP RIGHT HAND CORNER TO NAVIGATE BACK TO THE INTERFACE SHEET 
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Step 7: Summary Dashboard  
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 This spreadsheet populates the number of available dietitians as added in the 

Available Staff Sheet.  The number of required dietitians is also calculated based on 

the data populated in the preceding datasheets.  Thus, giving you an idea of the WISN 

calculated requirement of dietitians for your facility.  

 An interpretation of the WISN Difference (Available Staff -Required Staff) provides an 

indication of the level of under OR over staffing at your facility.  

 An interpretation of the WISN Ratio (Available Staff/Required Staff) will provide an 

indication of the level of work pressures experienced by dietitians at your facility. This 

ratio can be interpreted as follows:  

o A Ratio of Equal to 1 – Means the existing number of dietitians are adequate to 

meet the dietetic staffing demands of your facility 

o A Ratio of More than 1-Means the existing number of dietitians are more than 

adequate to meet the dietetic staffing demands of the facility (indicating 

overstaffing of dietitians at your facility) 

o A Ratio of Less than 1-Means the existing number of dietitians are inadequate to 

meet the dietetic staffing demands of the facility (indicating understaffing of 

dietitians at your facility and increased workload pressures)   

Note: It is recommended that these staffing requirements are reviewed periodically based on 

annual statistics and as aligned to operational and strategic plans of the facility to allow for 

appropriate forecasting and budgeting of the dietetic cadre  


