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Fax : 452-530984
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Introduction

Rationale

Eye carewith an emphasison cataract surgery isprobably one of thefew
health care servicesthat can becomefinancially self-sustaining from user fees
while maintaining an orientation to serving the poor. Why isthis?Inlargescae
public health programmesthat are prevention-oriented, it has been learned
through many failuresin cost recovery that peopleare unwilling to pay for
prevention. In contrast, peopleareindeed willing to pay for acure. Further-
more, in curative health care services, chronic and acute diseasescan vary
greatly intreatment and cost from patient to patient. Thereisnot enough repli-
cablevolumeto lower the unit cost and create economiesof scale.

But thesituationisdifferent for cataract surgery. Cataract surgery can be
basi cally the sametechnique and the same cost for each patient, solargevolume
can makehigh quality surgery affordableto the poor aswell asself-sustaining
for theprovider.

Why cost recovery is possible in cataract surgery

« Cataract accounts for approximately 80% of blindness and is the primary income-
generating procedure performed by ophthalmologists worldwide.

« Cataract, unlike most surgical procedures, is the same procedure performed repeti-
tively with little variation. Per surgery unit costs will vary little, allowing for very
accurate cost projections and financial control, based on anticipated patient
demand.

+ Because cataract is the same procedure performed repetitively, facility set-up,
training, and operating procedures can be standardised for a variety of different
settings and circumstances.

+ Unlike preventive public health programmes, cataract is procedure-oriented and
curative. People are generally willing to pay for a cure but are unlikely to pay for
preventive services.

+ Because of the large number of people requiring cataract surgery in developing
countries, it is one of the few health care procedures that has the potential to pay for
itself through user fees.

The prevention of

blindnessintheareaof  ODJectives of the financial sustainability module

cataractis not purelya

matter of ophthalmic » Torecordlessonslearned inthe achievement of cost recovery ineyecare
technology butinvolves programmes.

lex of political, o ' . .
aocial and economic. »  Toshow how cost recovery principlescan effectively support high quality,
factors, the foremost of largevolume, sustainable cataract surgery programmes.

whichis the calculation . A K i .
ofthe cost-benefitratio  * T0describethefactorsand principlesto consider whenimplementing cost

in developingplans of recovery measuresfor financia sustainability.
brof b si » Toremind thoseresponsiblefor economic development, costing decisions
Reddy oo and financial decisionsto ask theright questionsto theright peopleat the

right timein the planning process.

© Aravind Eye Hospitals and Seva Foundation
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When we first started in
1976, we went around
asking fordonations,
but we didn’t have the
credibility. A few friends
promised to help us, but
even they preferred to
avoid monetary assis-
tance. Itwas simple: we
had to get started. Sol
mortgaged my house
andraised enough
money to start. Then
one thingled to another
and suddenly we were
able to plan the ground
floor of the Main Hospi-
tal. From therevenue
generated from surger-
ies there, we built the
nextfloor,and soon
until we had a nice five-
storey facility. And then
with the money gener-
ated there, we built the
Free Hospital. Almost
90% of our annual
budgetis self-gener-
ated. The other10%
comes from sources
around the world, such
as the Royal Common-
wealth Society for the
Blind (UK), now known
as Sight Savers, and the
Seva Foundation (USA).
We expend all our
surplus on modernising
and updating our
equipment and facili-
ties. We have enough
credibility now to raise
alot of money, but we
don’t plan to. We have
always accepted the
generosity of the local
business community,
but by and large, our
spiritual approach has
sustained us.

Dr. G. Venkataswamy,
Founder, Aravind Eye
Hospitals

Examples and models

Thecost recovery consderationsfor financia sustainability suggestedinthis
module aredrawn from avariety of sources. Themost often cited programmes
ae
» Aravind EyeHospitas, Tamil Nadu, India
*  Lumbini EyeHospital, Nepa
» L.V.Prasad Eyelngtitute, Hyderabad, India
* Al Noor Foundation, Egypt

International comparisons:

Comparative appraisals of programme unit costs across countries face several difficul-
ties, including variations in the availability and pricing of skilled manpower, in the
international pricing of materials and supplies, and in the levels of import tariffs and
taxes. Thus, a particular intraocular lens (IOL) may cost $100 in the United States, but
an essentially equivalent one may be available in India for Rs. 220 (about $5 using
official currency exchange rates). IOL surgery may cost $1000 in the United States, $30
in Nepal, $25 in India, and $80 in Indonesia. It is overly simplistic to compare costs
based on official currency exchange rates and conclude that one programme is more
efficient than another.

In addressing difficulties posed by the use of official exchange rates to convert border
prices into the domestic currency of a particular country, the United Nations Statistical
Division (UNSTAT?) is coordinating an ongoing International Comparison Programme
(ICP). The study aims to determine an appropriate conversion factor, labeled “purchas-
ing power parity” (PPP), and defined as the number of units of a country’s currency
required to buy a fixed basket of goods and services in the domestic market compared
to what the cost would be in the United States. The results reveal that the use of official
exchange rates grossly undervalues domestically produced and consumed goods and
services in developing countries, and grossly overvalues imported goods and services.
Through the use of PPP exchange rates, it is possible to compare costs across coun-
tries using a realistic metric. The costs within each of the countries to be compared are
first converted to a standard currency (the US dollar or that of one of the countries
involved) and then the comparisons are made.

* UNSTAT - www.un.org/Depts/unsd

Definitions

Catchmentarea  : Geographic rangefromwhichyour patients(clients) will
come.

Cost : Amount of money needed to produce and offer aservice
or product, inthis case, cataract surgery.

Codt effectiveness : Ananalysiscomparing the benefitsof atreatment with the
cost for producing such benefits.

Cost per unit . Total cost of producing aserviceor product divided by
thetotal number of servicesor products produced and
sold. (Seeaso Unit Cost.)

Cost recovery . Generating enough revenueto cover operating costs.

Consumables . Disposableitemsused in cataract surgery and diagnosis

of eyediseases, itemsthat are not reused, as opposed to
equipment.

© Aravind Eye Hospitals and Seva Foundation
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Depreciaion

Economiesof scale:
Fixed costs

IOL

Market estimate
Multi-tieredpricing :

Operating costs

Paramedicals

Paying capacity

Predictivemodding:

Price

Profit/Loss
Projections
Replicable
Revenue
Sengtivity andyss
Unit cost

Variablecosts

. Lossinthevaueof an asset (equipment, building, vehicle)

whether dueto physical wear and tear, obsol escence or
time; exhaustion of property, usualy calculated over time; a
mechanism for decreasing tax burdenin order to be ableto
afford renovation or acquisition of new equipment inthe
future.

Reduction of cost per unit resulting fromanincreasein
volume,

. Cogtsthat remain constant regardless of the volume of

salesor serviceddivery, including salaries, rent, utilities,
depreciation, insurance, €tc.

. Intraocular lens
. Egtimating thesize of your target population or the number

of potential usersof your serviceor product.
Different pricesfor the same serviceare set according to
the paying capacity of theclient; didingfeescde.

. All costs(fixed, variable, depreciation) related to the

running of aprogramme. They do not include capital
expenditures such asequipment, building, training, etc.

. Staff members, such asophthamic nursesor patient

counsdllors, who perform someof the professional services
to patients, alowing ophthal mol ogiststo concentrate on
diagnosisand surgery.

. Pricethat isaffordableto aparticular socioeconomic

group.
Foretelling of afuture event; estimatesof thefuture based
on different estimation methods, including past user patterns
and statistical projectionsof current data.

- Amount of money charged to the patient (client) for a

specific serviceor product.

. Profitistota revenue minustotal expenseswherethevaue

Ispositive. Lossoccurswhen total expensesare morethan
total revenue.

> Predicting numbersbased on assumptions.

. Ableto berepeated in astandardised way.

. Total amount of money earnedinagiventimeframe.

- Changing thenumbersin ascenario to seeif theranking of

optionswill change.

. Total operating costs (fixed, variable, depreciation) divided

by the number of unitsof service. (Seea so Cost Per Unit.)

. Cogtsthat changedirectly with theamount of production or

service, such asdirect material costs. Ineyecare
programmes, most variable costsarerelated to the
consumablesfor surgery, mainly cataract surgery.

© Aravind Eye Hospitals and Seva Foundation
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Cost Recovery Issues

The principal solution to
the backlog of cataract
blind is performing
cataractoperationsona
large scale. The same
situation prevailsin
almostall developing
countries. The basic
problems and the
barriers are similar.
[But] the answer... has
many possible solutions
that may differ

in various locations. [...]
It may be impossible in
some areas of Africa
and South Americato
have multispecialty
clinics, or it may be
difficult to raise the
necessary funds to pay
forsalary support and
to obtain the necessary
equipment.

- Dr. G. Natchiar, Joint
Director, Aravind Eye
Hospitals

Thegoal of thismoduleisnot to prescribe acost recovery strategy for your
eyecarefacility, but to explain themost important principles behind cost recov-
ery andtoillustrate thekey factorsand aformulafor achieving self-sufficiency.
Remember that your eye care programmeisunique, and your transitionto
financid sustainability will depend on the unique characteristicsof your
programme. Appendix 2 (Planning Processfor Development of Financial
Sustainability in Eye Care) and Appendix 3 (Questionnaireand Planning Tool
for Developing Financiadly Sdlf-Sustaining Eye Care Programmes) will assst
youinyour research, planning, and implementation. Appendix 1 (Lumbini Eye
CareProject - Self-Financing from User Fees) isacase study that illustrates
how one eye care programme successfully adopted cost recovery principles.

Defining the issue: Who Is going to pay for eye
care?

Inthesetimesof ever increasing competitionfor limited government health
careresourcesand international aid, cost recovery can becomethe paradigm
for creating comprehensive, salf-sustaining eye care programmes.

In devel oping countries, alarge percentage of the people are poor and do
not have health insurance. Government infrastructure can sometimesbeinad-
equateto provide high quality, large volume health care servicesto deal withthe
magnitude of the problem. Even wherethe government isproviding health care
services, sometimesthe quality might be poor and few patientscome. Incentives
arelacking inthe systemto create organisational imperativesthat promote
excellenceand concernfor the poor. Increasingly, international and local non-
governmental organisations (NGOs), who depend on donationsfor operating
costs, arefindingit difficult to obtain financing to maintain operationsor to
expand servicedelivery.

Seva recognises that full local sustainability in all regards may not be achievable in all
programmes. Many regions of the world with sparse population, limited cash econo-
mies, harsh logistical obstacles to travel, and barely functioning health care systems
have significant need for sight services. Our goal is to promote sustainability of
services in staffing, management, financing and leadership to the extent possible
within each situation. In other words, building more sustainable programmes is a
dynamic process. We must continuously learn about and strive to achieve the maximum
level of sustainability possible for a given programme.

- Seva Foundation Report

Inthe newly emerging economies of devel oping countries, thereisasubstan-
tial proportion of peoplewho arewilling and ableto pay for cataract surgery at
present market prices, and thereisan even greater proportion who can afford

© Aravind Eye Hospitals and Seva Foundation
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Napoleon said that
there were three things
needed to fight awar.
The firstis money. The
second is money. And
the third is money. That
may be true for war, but
it’s not true for the non-
profitorganisation.
There you need four
things. You need a plan.
You need marketing.
You need people. And
you need money.

- Peter F. Drucker

to pay for the cost of cataract surgery withintraocular lens(IOL) if thecostis
lowered through efficient and effective use of resourcesinalargevolume setting.

Organisationa structure and programme character and direction are often
determined by the source of funding. How eye careisfunded, morethan any
other factor, affectsservice ddivery. Thosewho control the expenditure of
resources (budgeting choices) control programme planning and programme
direction. Itisimportant to remember that funding for developmental or chari-
table activitiesaways originates from someonewho has earned the money. So
with external funding, programmedirection often remainsinthe handsof the
donorsand not the project, and spending often occurswith little thought to the
desired result. However, incomethat isearned by the programmeitself ismore
difficult to obtain and therefore morewisely spent. For example, prioritisationis
done better when the programmeisearning and spending itsown money.

One of the problemsin government-run programmesiswho controlsthe
revenues generated from user fees. If theeye careprogrammeisinaneye
department within agovernment hospital setting, doesthe eye department get to
keep and control itsrevenuesto spend on itsown development and operating
costs, or doesthe government takethe money?
Inmost settings, sustainability isdependent on gaining control of:
e Fees/chargesto patients
Hiring/firing/paying/recruiting/retaining of saff
Staff working hoursand conditions
e Purchasang
¢ Competenceto manage

Isthiscontrol possible?Under what circumstances?

The effects of cost recovery on programme
development

Generating revenues sufficient to cover operating costs (* cost recovery” or
“financid sustainability”) changestheway aprogrammeoperaesand viewsitself.

Inamost every devel oping country intheworld, thereisatremendous
backlog of blindnessdueto cataract, which accountsfor 50% to 80% of
blindness. Top down planning approaches have been unsuccessful in helping the
problem of cataract blindnessin any significant way. The bottom up, market-
driven approach fostered by cost recovery planning approacheswill, itis
expected, transform servicedelivery. Assurgical volumeincreases, quality
cataract surgery becomes affordabl e and sought after by the poor who other-
wisewould not be ableto afford cataract surgery at present market prices.

Staff attitudes change asaprogramme beginsto earnitsownincome and
generateitsown resources. Staff become more empowered and motivated

© Aravind Eye Hospitals and Seva Foundation
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Seva provides consulta-
tionto eye care
programmes indevelop-
ing afee structure for
“costrecovery”
whereby services are
priced on asliding scale
within the incomerange
of the population. By
charging higher prices
forluxuries (suchas
private hospital rooms)
while maintaining large
volume and the same
high quality for all
patients, an eye care
programme with afocus
on cataractsurgerycan
generate sufficient
income from paying
patients to cover the
cost of care for every-
one.

-SevaFoundation
Newsletter

whenthereisownership. Linking decision-making to income generation and
management of financial resources|eadsto the development of programme
planning skills. Thosewho are doing thework know their businessthe best and
become better managerswhenthey arein control of decision-making that
affects financia viability and programme sustainability. Accountability becomes
animperdtive.

By embarking on the path to cost recovery, organisationsbeginthetransition
from utilising donationsfor operating coststo covering operating costsfrom
patientsfees. Ultimately, feeswill generate extraincometo pay for capital
expenditures, new developmentsand expansion of serviceddivery tothetruly
underserved. Seva ssustainability model isan examplethat showsdonorshow
they can usetheir preciousresourcesfor start-up costs (which areleast avail-
ableinadevel oping country) instead of for operating costs (which are obtain-
ableinmogt areasof devel oping countries).

Seva’s sustainability model

Seva’s work in eye care is guided by these fundamental principles:

+ Eye care programmes can and should be staffed and managed by local people.

+ Limited resources should go to the most frequent and curable causes of blindness.

 People should receive high quality care regardless of their ability to pay.

+ Eye care programmes should make efficient use of local resources.

 Regular objective evaluation of the programme’s impact on blindness among the
population should guide programme planning.

 Eye care programmes can and should become self-sustaining.

 Eye care programmes should honour and build on the cultural and spiritual
traditions of the people the programme is designed to serve.

Successful examples of financial sustainability in eye care

It has been successfully demonstrated that it is possible to develop eye care

programmes that are financially self-sufficient while still able to provide care for the

poor.

« At Aravind Eye Hospitals in India, which perform over 180,000 surgeries per year, 40%
of the patients pay well above cost, 30% pay just below cost and 30% are given
service at no charge. The institute is able to develop a substantial surplus to fuel its
growth and to expand services, teaching and research.

+ The Lumbini Eye Care Project in Nepal has rapidly achieved financial self-sufficiency.
Since the introduction of cost recovery in 1994, surgical volume has more than
tripled from 6,000 to over 20,000; patients receiving an IOL have increased from 50%
to close to 100%; and the programme is now able to be fully self-sustaining from user
fees, generating a 40% surplus which it utilises for institutional growth and free
surgery to the very poor.

+ L.V. Prasad Eye Institute in Hyderabad, India performs about 15,000 surgeries per
year, 50% paying well above cost, 50% free surgery. Development has included
centres for eye research and for rehabilitation of the visually handicapped.

« Aurolab, the non-profit business trust in southern India dedicated to producing high
quality intraocular lenses, has proven that sophisticated medical manufacturing can
be financially self-sustaining and yet priced to be affordable to the poor.

© Aravind Eye Hospitals and Seva Foundation
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Cost Recovery Principles

Fewchange
programmes are
successfully imple-
mented by one person.
Differentindividuals
provide the necessary
mix of skills, experi-
ence, personality and
perceptions required to
manage the change. It
is impossible to
institutionalisea
change—and very easy
tooverturnit—when
the ownershipis vested
inonlyone person.
Successful manage-
ment of change
recognises this by
building a network of
supporters.

-MESOL, The Open
University

Efficiency and staff
reward are circular-
you need each tofeed
the other. If you do this,
moneyis generated
from within the hospital
by services torich and
poor with no need for
outside NGO or govern-
ment funds.

- Steve Miller, MD,
SevaFoundation

Successful self-sustaining eye care programmes arefounded onthe
following 13 principlesof cost recovery and financia sustainability:
Collaboration, empowerment and ownership
Highquality + Largevolume=Low cost
Cost recovery by understanding peopl€' s capacity to pay
Multi-tiered pricing
Wiselocation of thefacility
Compassionatecapitalism
Changing the mindset and the practice of ophthamol ogists
Useof I0OL surgery to build reputation
Programme planning for astandardised, replicable approach
10 Appropriate (and appropriately priced) technology
11. Accountability
12. Responding to consumer expectations
13. Per unit cost asatool for evaluating efficiency, productivity and quality

©WooNoO~WNE

1. Collaboration, empowerment and ownership

Financid sustainability isdifficult for somenongovernmental
organisations(NGO) to adopt because of their historical dependenceon dona
tionsor thecharity of othersto sustain field programmes. SomeNGOsare
caught up inreceiving support fromlargeinternational donorsliketheWorld
Bank, wherethe bureaucraticimperative might beto * spend the money accord-
ingto schedule.” Thiskind of support oftenlacksany trueincentivefor develop-
ment that leadsto sustainability.

Other NGOsaretied inwiththe charitable model of raising fundsfrom
donorswho usually respond to an appeal made on behalf of thosewho are so-
called needy. When an organisationistied into the charitable mentality for their
fund raising appeals, they often lack the skillsand attitudes necessary toearn
money from the sale of aserviceor product. They might also lack basic busi-
ness planning skillsnecessary for development of cost recovery models.

Collaboration, empowerment and ownership arekey factorsin enabling
change. Organisationa structure, management, and pre-existing bureaucratic
imperativescan promote or inhibit movement toward economical, largevolume,
high quality eyecare. Thekey issueis: what aready existsinthe present ap-
proach that might act asincentive (or disincentive) toward excellence? And how
can motivating forcesbebuilt into the current operating structure?

© Aravind Eye Hospitals and Seva Foundation
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Large volume comes
fromvery well trained
surgeons, extensively
supported by highly
qualified and really,
really dedicated para-
medical staff. This year
we have done around
6000 major surgeries, of
whichone quarter are
paying and three-
quarters arefree. It
should be pointed that
thereisonlyone
ophthalmic surgeon
here at Theni and three
orfourresidents. High
quality comes from the
realisation that unless
we provide excellent
surgical, clinical and
associated care, we
won’t survive.

- Dr. Datta, Aravind Eye
Hospital, Theni

According to Dr. S. K. Shrestha, there used to be a lack of ophthalmologists to provide
services to the patients who visited Lumbini Eye Hospital. The main reason was low
incentive and large volume of work. [...] Management experts realised the problem and
formulated a plan of “net savings cash utilisation.” This plan has already been imple-
mented and provides 100% of salary as additional allowance to all the ophthalmologists
and four months of salary as incentive to other staff once a year. Lumbini is an efficient
programme that shares its high income from this efficiency with its staff. This has
definitely led to an increase in the morale of all the staff, which is why they are efficient
and work hard doing many more cataract surgeries per day than any other hospital in
Nepal. Staff and ophthalmologists are among the highest paid in Nepal even though
Lumbini hospital sees 24% of patients for low or no fee. Efficiency (6-15 surgeries per
doctor per day) gives high incomes and care of the poor at the same time.

Those ultimately respons blefor change and devel opment areinvolved from
thestart inreflecting on their present situation, and must formul ate actionsfor
themsalvesthat takeinto account their unique history and local circumstances.

Loca ophthamologistsand other key decision makersof thecommunity are
encouraged to definetheir present situation, and to devel op actionto transform
and improve servicedelivery. They must define and set their own course of
actionif ownershipisto beachieved. Theroleof consultants, if they areapart
of theplanning team, will beto guide and suggest inamanner that bringsforth
loca solutionstoloca problems.

2. High quality + Large volume = Low cost

Toachievehigh quality, largevolumeeyecarethat isaffordableto all eco-
nomiclevels, aprogrammemust lower the per unit cost of surgery inorder to
allow pricing that themagjority of theloca population can afford. Thiscanbe
achieved viaincreased surgica volumefromimprovement in patient satisfaction
through quality outcomes. To bring about thistransformation toward cost
recovery, therearethreekey pointsthat must receivefocused attention:

1. Increasethenumber of surgeons performing surgery (if possible), increase
thesurgica volume per surgeon, and improvethequality of surgical out-
COMesS.

2. Useparamedica staff inthe correct ophthalmologist to paramedical ratio
(oneophthamologist to five paramedicals) in order to free up ophtha molo-
gist timeto perform surgery and to lower costsby utilisinglessexpensive
professonals.

3. Lower cogtsthroughintelligent purchasing of consumables(including
economiesof scae), decreasing wastage, and maximising staff resources
with moreefficient operating/surgica procedures.

At Aravind Eye Hospitals, viscoelastics are used in a number of cases, with one
viscoelastic loaded in two syringes used for two patients instead of disposing it after a
single use. Similarly, a single 2cc vial of antibiotics and steroids is used for the
subconjunctival injections of three patients. Surplus medications, injectable antibiot-

© Aravind Eye Hospitals and Seva Foundation
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Costs are more impor-
tant than earnings.
Whether we speak of
initial costs, mainte-
nance costs, replace-
ment costs, or what-
ever, thereis nearly
always more advantage
inreducing costs thanin
increasing earnings.

-Charles K. Long

So, the rule is:

the costpercase
should equal the
average monthly family
income of the lowest
60% of the population.

-David Green

Apartfrom the spec-
trum of those who can
pay something to those
who can pay anything,
there are those who
cannot pay at all
regardless of how low
the feeis.

- R. Priya and
R.D. Thulasiraj, Aravind
Eye Hospitals

ics, corticosteroids, needles and sutures purchased by the paying patients are used in
the free hospitals. With all safety measures in place this method of sharing medications
and supplies helps reduce cost. These practices have been found to contribute directly
to economical utilisation of resources.

Achieving the above outcomeswill allow for pricing that makeseyecare
affordableto al economic stratawhile earning sufficient revenuefor thefacility
to becomefinancialy salf-sustaining from user fees.

Three keys for transforming eye care delivery

1. Increase the quality and volume of each surgeon

2. Use 5 paramedicals for every 1 ophthalmologist

3. Lower the cost of consumables for cataract surgery

Ophthalmologist : Paramedical ratio chart

Ophthalmologist | Tables | Scrub Running | Sterilisation | Instrument | Surgeries
Nurse Nurse Nurse Sets per hr
1 1 1 1 1 1 1-2
1 1 1 1 1 3 2-3
1 2 8 1 1 6 4-5
1+1Resident | 3 8 2 1 8 6-8

3. Cost recovery by understanding people’s
capacity to pay

The Formula

Per unit cost of cataract surgery (all programme costs divided by the number of major
surgeries) should equal paying capacity (the average monthly family income of the
bottom 60% of the population).

Thegenerd rule, whichwehavefoundto betruein avariety of settings, is
that people can generdly afford to pay their monthly family incomefor cataract
surgery with IOL. Theother general rulewehavediscoveredisthat it ispos-
siblefor the hospital’scost of cataract surgery to bereduced to alevel com-
mensuratewith theaverage monthly family income of gpproximately the bottom
(intermsof income) 60% of the population. Thishasbeentruefor Aravindin
Indiaand for Lumbini in Nepal, and we are now discovering the same phenom-
enonin Egypt. Although Nepd and Egypt havevery different economieswith
different tandards of living and different per capitaincomes, thesamerulestill
holdstrue.

* Ensure that the quality of surgery and surgical outcomes is high so that patients will
come.

* Increase the volume of cataract surgeries performed to decrease the unit cost of
cataract surgery, making it affordable to the population.

+ Since people can afford to pay their monthly family income for cataract surgery with
IOL, reduce the hospital’s cost of cataract surgery to a level commensurate with the
average monthly family income of the bottom 60% of the population in the catchment
area.
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The secret, then, istofirst assessthe average monthly family incomeof the
bottom 60% of the population you are serving, and thento analyse your costs
(fixed, variableand depreciation), staffing pattern and production potential
(number of cataract casesper surgeon per year when programmeisoperating
at maximum efficiency) to determinewhat your productivity (increased surgica
volume) hasto beto sufficiently lower unit costsso that per surgery cost equals
average monthly income. Wewill explain these stepsinthe A ppendices.

Assessment of paying capacity of population
¢ Pre-existing data

« Surveys of population in catchment area
¢ Anecdotal

* Review of other prices

+ National data

Analysis of Economic Status

Total number % Population Average monthly Anticipated #
income patients
Rich
Middle
Poor
Very poor

4. Multi-tiered pricing

The cost recovery model and approach will vary according to the paying
capacity of theloca population. Two modelsof multi-tiered pricing have
emerged among successful programmesthat arefinancialy sdf-sustaining:

1. Thismodel ispresent in areaswherethereisasubstantia portion of the
population ableto afford paying well above cost. Theserevenuesarethen
used to subsidise serviceddlivery to the poor (therich pay for the poor).

Examples: Aravind Eye Hospital (AEH) in Madurai, India and L.V. Prasad (LVP) Eye
Institute in Hyderabad, India

Hospital Above cost Around cost Non-paying
AEH 40% 30% 30%
LVP 50% 0% 50%

2. Thismodel ispresent in poor areaswhereonly asmall percentage of the
popul ation served can afford to pay in excess of costs. Most end up paying
at or around cost.

© Aravind Eye Hospitals and Seva Foundation

20

SERIES



16

Financial SustainabilityModule

The distribution of
ophthalmologists
between ruraland urban
locales [in India] further
increases the barriers
to eliminating cataract
blindness. Although
three quarters of India’s
populationlive inrural
areas, three quarters of
India’s ophthalmolo-
gists live in urban
areas.

- Dr. G. Natchiar

Compassionate capital-
ism is capitalism that
understands that profit
is the MEANS to an

END, not the other way
around as has become
fashionablein the late
20th century. Itis
capitalism that evalu-
ates itself in terms of
its benefits to society,
not just its bottom line.
And it is capitalism that
seeks to “do good” to its
employees,its custom-
ers, its local community
and the world at large,
roughlyin that order,
without neglecting any
component.

- Alice Mack, Ed.D.

Examples: Lumbini Eye Care Program in Nepal, Egypt, Malawi

Hospital Above cost Around cost Non-paying
Lumbini 6% 84%* 10%
Egypt 20% 60% 20%
Malawi 0% 60% 20%

*11% pay only for surgery, 3% pay only for IOL

5. Wise location of the facility

Population density, demographics and socioeconomic status of agiven
geographic areaare key factors determining the best location to set up eyecare
facilitieswheretheintentionisfor incomegeneration.

It'simportant to ensure that thereisenough of apaying clienteleto generate
revenues sufficient to pay the operating costs. Andit’simportant to balance
supply and demand. Often practicesestablished inrurd areaswill reach financia
sustainability faster because of thelack of competition and becausethe areahas
historically been underserved. But, it’'salsoimportant to develop afacility and
programmethat will attract and retain competent professionals.

Market research can determine optimal locationsof facilities. Epidemiology
and demographi cs, combined with the survey research methodology utilisedin
marketing research, will createan analytical and scientific approach to determin-
ing cost recovery viability of agivenlocation.

* When choosing a location, be sure to balance supply and demand.

» Ensure enough paying patients to pay operating costs. Self-supporting hospitals
must draw patients from the middle class and the poor.

+ Combine epidemiology, demographics and market research to determine the best
location for setting up a self-sustaining eye care facility, or if already set up, to
determine your best target market.

6. Compassionate capitalism

Capitalism and the market economy are based on asort of deception:
developing the service or product for theleast amount of money possibleand
slingit for the highest amount of money possible. Compassionate capitalism, in
contrast, isabout selling the serviceor product for theleast amount of money
possibleinorder to ill generate somerevenue, whichisthen used for good
purpose. It meansusing profit and production capacity for servicedelivery to
thepoor. It focuses on building up theingtitution rather thanincreasing persona
incomeor return oninvestment for shareholders.

Aravind, L.V. Prasad, and Lumbini al chooseto utiliserevenuesfrom paying
patients and excess production capacity to support servicesand surgery without
chargeto the poor, who account for asubstantial proportion of thetotal patient
volume. From an economic point of view, these programmesareproviding a
servicethat isaffordableto most or freeto thetruly needy and yet isnot depen-
dent on the charity of others.
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Success depends on
whereintentionis.

- Gita Bellin

Sincewedo alarge
number of surgeries,
supported by agood
number of paramedics,
afewresidents and only
one or two ophthalmolo-
gists, and can attract
patients from different
levels of economic
strata through our
pricing system, the
institution makes
sufficient money to be
financially self-sustain-
ing.

- Dr. Datta

The concept of compassi onate capitalism can be applied to other settings,

especialy areasof higher population density with alarge proportion of the
population ableto pay something, and where quality serviceattracts paying
patients.

Compassionate capitalism means:

7.

Charging the lowest possible amount of money in order to become self-sufficient
and continue to develop, while still providing affordable eye care services
(maximising service delivery). This is in marked contrast to how capitalism usually
works where the provider charges the highest possible amount of money or “what
the market will bear” (maximising profit margins).

Choosing to use profit margin/surplus revenue and excess production capacity to do
work for the poor at low prices or for free.

Managing finances properly in order to generate excess revenues and utilise that
money to subsidise low paying or free work.

Focusing on building up the institution rather than increasing personal income or
return on investment for shareholders.

Pricing the service or product to make it affordable to the targeted market, and
developing social marketing or distribution channels to make the product accessible
to poor people.

Paying the staff well for their efficiency, to attract and keep high quality efficient
staff.

Changing the mentality and the practice of
ophthalmologists

Currently most ophthalmologistsdo not believeitispossibleto performfree

or low cost surgery and till earnthelivelihood they aspireto. Butincreasing
productivity, decreasing costsand lowering priceswill alow ophthalmologiststo
make money from largevolumerather than high profit margin.

Charity pays. Revenueswill increasewhen your programmetargetsitslarge

volume servicesto underserved market potential. Thisthen affectsmarket

perception, your reputation and overal revenues.

Itisimportant to establish organisationd imperativesand practice management

habitsthat promote movement toward low cog, largevolume, highquaity eyecare.,

Implement fixed salariesinstead of feefor service

| ncrease patient volume per doctor, reducing the cost per unit of surgery
Focuson routineextracapsular or manua suturel esscataract surgery with 1OL
Ensureahighratio of paramedical staff to ophthamologists(5:1isided)
Useateam approach that utilises paramedica staff to do ahigh proportion
of thework.
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[O]ne surgeoncan
perform approximately
five extracapsular
extractions with
insertion of posterior
chamberintraocular
lenses perhour|[...]
assisted by three scrub
nurses, oneorderly, one
circulating nurse, and
one nurse to sterilise
the instruments. [...]

- Dr. G. Natchiar

Cancataract surgery
be marketed like fast
food hamburgersin
developing countries?

- Dr. G. Venkataswamy

8. Use of IOL Surgery to build reputation

IOLs, Quality and Quantity

* Improving the quality of the product (postoperative visual outcome with I0L) and
bringing down the price of the service will greatly increase the quantity as market
demand is generated.

+ With the advent of IOL implantation in the United States, the surgical volume
increased in a few years from 330,000 per year to over 1.2 million.

Trainingin1OL implantationimprovesthequality of cataract surgery. IOLs
provide better quality vision compared to aphakic correction (with spectacles).
And research showsthat over 50% of the cataract operated patientsloseor
break their spectacleswithinayear of surgery, rendering them blind again.

The prospect of better quaity visonwithan |OL attractspatientswith
cataract to comefor surgery at an earlier stage of their condition, whenthey are
still ableto work and have the economic meansto pay for surgery. Thistrend
toward earlier surgery with 10L keeps peopleinthework forcelonger because
they don’t becomeeconomicaly blind; lost wagesare minimised and individuals,
familiesand communitiesare spared thetragedy of blindness.

Because of theincreasein volume, cataract surgery programmesarethere-
foreableto recover costsfrom user fees, leading to their financia self-suffi-

ciency.

Early cataract surgery with IOL implantation promises patients substantially more
returns through re-employment following sight restoration. Aravind Eye Hospital
belives in charging a nominal fee payment, which creates an economic pressure to
come for early surgery when they can still afford it and can make independent decisions
as wage earners. This strategy, in the long run, will not only contribute to cost recovery
but will also ensure that blindness due to cataract is prevented by early surgery, as well
as helping to improve the economy through continued employment.

9. Programme planning for a standardised,
replicable approach

Cataract surgery programmes|end themsel vesto astandardised replicable
approach muchinthe sameway that thefranchising model works. Thereare
many aspectsof servicedelivery for cataract surgery that can be standardised
asproceduresand outcomes. They are:

e Traning

*  Suppliesand equipment

»  Purchasngandinventory control
e Qutpatient department

e Preoperativeprocedures

e Operating theatre procedures

*  Surgicd technique

© Aravind Eye Hospitals and Seva Foundation
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Keep in mind that the
programme’s goal is to
provide the most
appropriate services by
striking abalance
between whatis best
for anindividual and
what will benefit the
community as awhole.
Community needson
one hand and patient
satisfactionon the
other should drive the
selection of appropriate
technology. Forlong
term sustainability, it is
very important to have
this perspectivein
focus.

- R. Priya and R.D.
Thulasiraj

»  Sterilisation procedures
o Steriletechnique
» Central sterilesupply
» Postoperative care procedures
* Medical records
e  Management structure
* Maintenanceand repair of equipment
* Fnancid controls
Other aspectsof servicedelivery will vary according to factorslike popula-
tion density, socioeconomic status, infrastructure and geography. They include:
* Costrecovery
»  Socid marketing/Outreach
This" standardisable” aspect of eye care programmes easesthe devel opment
and management of multi-centre operations spread out over awide geographic
area. (Seethe Management Principlesand PracticesModulefor moreinforma
tion on standardisation).

10. Appropriate (and appropriately priced)
technology

Very often, discussi onsabout making eye care accessi bleto poor peoplefocus
ontheissueof “low cost” or “ gppropriatetechnology” whentherea issueisprice.

At Aravind Eye Hospital, IOL surgery began in the mid-1980s. When IOLs were still
imported, IOL surgery was offered to poor patients at Rs.1200 (approximately US$30).
Later when the import prices dropped, the price to patients was also reduced, to
Rs.800. While about 90% of the paying patients switched over to IOL during this period,
amongst the free patients the switch was negligible. Aurolab was established in June of
1992, which made IOLs available at low cost (Rs.250). The price to free patients was
dropped to Rs.500 and this also included discharge medication. Supplemented by
active health education, the IOL acceptance in the free hospital has increased. Almost
100% now come willing to pay Rs.500 for the new procedure with IOL and the superior
visual outcome that it produces.

Aurolab (anintraocular lensmanufacturing facility housed at Aravind Eye
Hospital inMadurai, India) ismanufacturing low cost lensesusing the same
equipment and technology as American or European companies. However, the
real innovationsof our Aurolab are (1) low priceto makethe product afford-
ableto thetargeted market (poor peoplewith cataract), and (2) distribution
channelsdevel oped to makethe product accessibleto these poor peoplewith
Cataract.

Thehalmark of compassionatefinancidly salf-sustaining programmesisthe
choiceto use profit and production capacity for serviceddivery to the poor; it
isthe choiceto pricethe product and service at thelowest price possiblewhile
gtill dlowing for sustainability and sufficient resourcesfor ongoing devel opment.
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Werealised that
patients like
personalised care and
want their doctor to talk
with them. Here at
Aravind Eye Hospital in
Theni, we stress the
fostering of this rela-
tionship. At the same
time, sincewe aretodo
agood number of
surgeries and see alot
of patients, we cannot
spend a considerable
length of time with each
patient. Sowhatwe do
is judiciously mix both
institutional practices
and private clinic
atmosphere whereby |
do “just the right
amount” of talking and
leave the paramedical
staff to take care of the
rest. This way we tend
toincrease patient
satisfaction.

- Dr. Datta

The quality of patient
care has two dimen-
sions: quality of clinical
outcomes, and quality
of nonclinical care
(courtesy, cleanliness,
procedures, dignity of
treatment). Paying
patients have a signifi-
cantimpacton quality.
They are not willing to
putup with services
that don’t match their
expectations.

- R. Priya and
R.D. Thulasiraj

High tech at low cost

+ Surgical technique and instrumentation can be developed or adapted and refined to
be appropriate and appropriately priced for economies of developing countries.

+ With careful planning and thoughtful innovation, ophthalmologists in developing
countries can achieve the same or better quality postoperative results as their
counterparts in developed countries, at only a fraction of the cost.

* Low cost equipment and consumables, (especially the IOL), a large volume team
approach to cataract surgery, fixed salary structure and a pricing of services for all
economic strata are all factors that contribute to successful eye care delivery.

11. Accountability

Emphasismust be placed on satisfying patientsand being accountableto
them. Asinany business, if theclient issatisfied, thebusinessthrives. Thisisin
contrast to serviceddivery settingsthat are supposedly “free” wherethereisno
monetary exchange between the client and the provider—if the patient doesn’t
haveto pay for services, very often the provider doesn’t fedl accountablefor the
result. Thesmpleact of charging afeefor serviceintroducesaccountability into
the patient-provider equation because providersstriveto satisfy the patientin
order to gainloyalty and reputationin the market place.

Consumer behaviour and expectationsregarding quality and satisfaction can
transform serviceddivery; through their choice of eye careprovider, patients-
as-clientsbecome* programme planners’ asthey forceproviderstoimprove
efficiency, quality and valuein order to remain competitive.

* Emphasis is placed on satisfying patients and being accountable to them.

+ Payment for service introduces accountability into the patient-provider equation—
providers strive to satisfy the patient to gain loyalty and reputation in the market
place.

» Consumer behaviour and expectations regarding quality and satisfaction transform
service delivery by forcing providers to improve efficiency, quality and value in order
to remain competitive.

12.Responding to consumer expectations

In many settingsand situations, asconsumer expectationsfor quality and
price change, how providersddliver eye carewill be affected. Market forces
can then comeinto play, creating competitionin eyecareddlivery.

Theintroduction of market forceswill transform your serviceddivery by
guiding your planning and implementation for lower priced and better quality
service. Market forceswill a so encourageyouto devel op highly efficient use of
resources, and cost savingsthrough economiesof scale.

Thisisyour opportunity to establish high quality, reasonably (not necessarily
thelowest) priced servicesthat becomethe market benchmark (standard),
which consumers can then compareto other serviceproviders, if available.
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The cost of acataract
surgery is not just the
actual cost of providing
cataract services but
alsoincludes the cost
of inefficiency and the
costof unnecessary
services.

- R. D. Thulasiraj

The motivation for the
costing of programme
services and products
is evaluation, leading to
efficiency improve-
ments. With an increas-
ing recognition of the
importance of financial
viability, particularly for
those programmes
undertaken by nongov-
ernmental
organisations, cost (as
well as effectiveness)is
becoming more central
in evaluation efforts.
Financial viability is
aided by understanding
where costs lieand
where costreductions
are possible.

-Leon Ellwein,
R.D. Thulasiraj,
A.R. Boulter, S.P. Dhital

13.Per unit cost as a tool for evaluating efficiency,
productivity and quality

Per unit cost isdetermined by adding up al of your operating expenses (fixed
costs, variable costsand depreciation), then dividing them by the number of
major surgeries (80% of whichwill probably be cataract, asarule). Since
cataract surgery accountsfor 80% of the revenue (another rule), thisway of
determining per unit costisgeneraly quiteaccurate.

Remember the 80% Rule

In many places,
80% of blindness is due to cataract
80% of programme costs are for cataract surgery
80% of revenues come from cataract surgery

Many programmesdo not know how to measure efficiency. The per unit
cost of cataract surgery can be used asatool for measuring efficiency and for
setting goals. Inthisway, cost recovery, with itsmeasurement tool (per unit
cost), becomesa“paradigm” for acomprehensive processof developing high
quality eye carethat isaccessibleand affordableto the poor. If your qudity is
not good, patientswon’t come, so per unit cost will remain high. If your pro-
ductivity isnot up, youwon'’t be ableto at least break even (haveequal profit
and loss) or bring the price down sufficiently to makethe per unit cost afford-
ableto the poor. If you do not havethe proper paramedical to ophthal mologist
ratio (5:1) thenyou will never free up surgical manpower sufficiently toincrease
volume per hour, in order to reduce unit costs. If you do not manage staff and
material resources properly, costswill not belowered sufficiently to makeeye
careaffordableto the poor.

The following steps for bringing down the cost

+ Managing staff and material resources properly will save time and money

 Ensuring high quality (good visual outcomes with I0Ls) will attract the patients in
large volume

+ Using the proper paramedical to ophthalmologist ratio (5:1) will free up surgical
manpower to be more productive

The cost recovery exerciseinthefollowing pages, though over smplified,
illustratesthe phenomenon of theimpact of productivity on cost.

Cataract surgical Fixed cost Variable cost Total cost
volume per year per cataract per cataract per cataract
500 1,000 120 1,120
1,000 500 120 620
1,500 333 120 453
2,000 250 120 370

Thisrepresentsthe costsof running an eye carefacility that has 50 beds,
employstwo ophtha mologistsand performs 500 cataract surgeriesper year.
Thisisafairly common scenarioin India. Notethat asthe volumegoesup the
costisreduced dramaticaly.
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Cost Recovery Exercise

A. Infrastructure

Facilities Staff

Beds . 50 Opthamologists 2

Operationthestres 1 Paramedics 9

Outpatient facilities : Yes Housekeeping staff 6

Officeand Security saff : 6

B. Performance

Outpatient visits ;20,000

Admissions : 600

Cataract surgery : 500

Other surgeries : 50

C. Annual Expenditures*

Fixed costs Variablecosts(for cataract surgery only)

SHay 11,584,000  Suture, drugsetc. : 120,000

Electricity : 60,000 I0Ls(450 @300) : 135,000

Maintenance : 50,000 Ingruments : 25,000

Otherfixedcosts : 100,000 Stationery : 5,000
Other variable costs : 30,000

Total fixedcosts 1,794,000 Totd variablecosts : 315,000

* Thisexercise can bedoneusing any currency

D. Assumptions for allocation of costs

a.  Assumethat 80% of fixed costsareincurred in providing cataract surgery
b. Assumethat thevariable costsshown areentirely for providing cataract

surgery

Exercise 1

Work out cost per cataract surgery and resource utilisation for the current
performancelevd.

a. Calculating cost per cataract surgery

Steps:

1. Fixed cost component per cataract surgery = 80% of total fixed costs/ 500
surgeries.

2. Variable cost component per cataract surgery = Total variable cost/ 500
surgeries.

3. Cost per cataract surgery = Fixed cost component + Variable cost compo-
hent.
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b. Calculating resource utilisation

Steps:
1. Cataract operations per bed = Total cataract operations/ 50
2. Cataract operations per surgeon Total cataract operations/ 2

Exercise 2

Project the cost per cataract surgery and theresource utilisation for each
volume.

a. Calculate cost per cataract surgery at different performance
levels:

Cataract surgical Fixed cost Variable cost Total cost
volume per year per cataract per cataract per cataract
500
1,000
1,500
2,000

b. Calculateresource utilisation at different performance
levels

Based on your experience (and perhapsthrough discussion) pick your
capacity normsto cal culate your percentage of capacity utl lisation:
I. Cataract surgeriesper bed per year
ii. Cataract surgeriesper ophthalmologist per year

Cataract surgery per year |Surgeries per bed Surgeries per ophthalmologist
No: % Utilisation | No: % Utilisation

500

1,000

1,500

2,000

c. Calculate your percentage of capacity utilisation

For example, if your hospital does500 surgerieswith 2 surgeons, your
number of operations/surgeons/year is250. Thisisabout one operation per day.
If you think your surgeons could do 4 operations per day, thisis 1000 cases per
surgeon per year. If 1000 casesper year isyour capacity normand you are
currently doing only 250/1000, then you are doing 25% of the number of
operationsyou could bedoing.
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Appendix 1

Case Study - Lumbini Eye Care Project — Self-Financing from User

Fees

Regarding the financial
viability of a facility or
programme, a critical
issue deals with the
long term sustainability
of revenue sources. Itis
not only an issue of
costcontainment. The
proportion of expenses
that are covered by
sustainablerevenue
sources, whetherfrom
patientfees, in-kind
contributions, or
international orlocal
fundraising, mustreach
100 percent. Indeed
they mustexceed 100%
if cashreserves and
other assets are to
grow to meet the
developmental needs of
the programme and the
expectations of the
community served by
the programme.

- Leon Ellwein, R.D.
Thulasiraj, A.R.
Boulter, S.P. Dhital

1. Introduction

Nepal isone of theten poorest countriesintheworld. Theaveragefamily
incomeislessthan US$150 per year. Cataract accountsfor 80% of blindness
and representsamajor public health problem. Thechallengewasto facilitatea
processthat would enablethe Lumbini Eye Care Project to provide quality eye
careservicestoal, regardlessof theability to pay, and still earn enough revenue
tobefinancidly self-sustaining.
Lumbini’spathtofinancia sustainability hasitsrootsin the exampleof
Aravind EyeHospitd in South India. Aravindisthelargest eye care programme
intheworld, performing over 180,000 surgeriesper year. Aravind usesits
revenuesfrom paying patientsand its excess production capacity to support
servicesand surgery without chargeto the poor, who account for 60% of their
total patient volume. Aravindisproviding aservicethat isaffordableto most or
freetothetruly needy and yet isnot dependent on the charity of others. Key to
making self-sufficiency aredlity for eyecareprojectsisthefollowing set of
factors:
e Improvingsurgica resultsthrough (1) training in microsurgical technique,
(2) IOL implantation, and (3) use of axia length measurementsto select
IOL power

»  Bringing downthe cost of materialsand medica suppliesfor eyecare

» Improving efficiency andincreasing surgica volume

»  Edtablishing management structuresthat support efficient use of resources
and planning for financia independence

»  Changingthementality of ophthalmologistsand serviceprovidersso they
understand how to increase volume and lower pricesto maketheir service
more accessibleto poor people, yet still makeagood living.

2. Profile of Lumbini Eye Care Project (LECP)

Lumbini Rana-AmbikaEyeHospital, in Bhairahawa, Nepal, was established
in 1983 by founding organisations Nepal NetraJyoti Sangh (NNJS), the quasi-
governmental national body governing and sanctioning dl eye care programmes
inNepal, SevaFoundation USA, and Seva Service Society of Canada. Since
1985, Sevahas sponsored activitiesof the Lumbini Eye Care Project, serving
theneedsof Lumbini Zonein Nepa (population 2 million) and neighbouring
northern India(population 25 million). At present, the hospital performsthe
highest number of cataract surgerieswith IOL in Nepal and probably northern
Indiaaswell.

Lumbini EyeHospital isontheIndian border. Nearly 70% of the patients
comefrom the poor regionsof Uttar Pradesh, Bihar, and Himachal Pradeshin
North India. The hospital doesno social marketing or outreach in India; patients
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The clearly stated
intention [of the Lumbini
Eye Care Programme]
was todevelop the
programme to the point
atwhichforeign [sup-
port] and volunteers
would become unneces-
sary. The programme
itself was foundedona
public health approach
that used epidemiologi-
cal data todesign
efficient programmes to
reach the community
members most atrisk.

-Maura Santangelo,
M.D.

comesolely by word of mouth advertising, whichisatestament to the philoso-
phy of amarket-driven approach to eye caredelivery rather than atop-down
approach.

LECP Staff 1993 Service Statistics 1993
Ophthalmologists : 3 Surgeries 6,000
Paramedical  : 34 Exams : 90,000
Administrative support : 10 Rural clinics : 6
Cleaning/Security/Maint : 7 Surgical camps  : 6
Total : 64 Screening camps : 20

In October 1993, acost recovery schemewasintroduced into the Lumbini
programme.
Theconditionsfor introducing financial sustainability into LECPwereripe:
* New, expanded building (75 beds)
* WAl trained and dedicated staff under thedirection of Dr. S. P. Dhital
» Patientsflockingto Lumbini because of the high quaity of surgery

Under theleadership of Dr. S. P. Dhita, the Lumbini Eye Care Project
rapidly achievedfinancia sdf-sufficiency. Infact, theLumbini programme
covereditsdaily running costsin thefirst year of cost recovery. (Seechart at
end on revenue, expenses and surplus). From theintroduction of cost recovery
in 1994 to 1998, surgical volume more than tripled from 6,000 to over 20,000;
patientsreceiving an 1OL haveincreased from 50% to closeto 100%; and the
programmeisnow ableto befully self-sustaining from user fees. It now gener-
atesa40% surplus, whichit utilisesfor institutional growth and freesurgery to
thevery poor.

Accordingto the paying capacity of thelocal population, 6% pay two or
threetimescost; 70% pay around cost; 11% pay only for surgery; 3% pay only
for thelOL, and 10% receive surgery at no charge. Through efficient
maximisation of human and material resources, the unit cost for cataract surgery
with 10L (total of al programme costsdivided by the number of major surger-
ies) isUS$24.

3. Process forintroducing financial sustainability from user
fees

Inorder to build toward long term self-reliance, the Lumbini Eye Care
Project established thefollowing objectivesfor 1993-94:

3.1. Establish amanagement team and aprocessfor becoming self-reliant

A team gpproach was devel oped for the planning and implementation for
L ECP sdlf-reliance. Team membersincluded SevaDirector in Nepal,
Mr. VinayaDhakhwa; LECP Director, Dr. S. P. Dhital; and David Green, Seva
Technical Director for Blindness Prevention. Theteam convened for three
sessionsin Lumbini over asix month period, with each planning sessionlasting
10 daysto two weeks.
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What allows us todo
large volume cataract
surgery?

Inthe beginning we did
alot of social market-
ing along with quality
service at a very cheap
rate with the support of
an international NGO.
We tried our best to
satisfy the patients,
vision-wise, cost-wise,
and by providing prompt
service. Well trained
paramedicals with
dedicated ophthalmolo-
gists are our main
strength.

-Dr. S. K. Shrestha

Severd consultantsfrom Aravind EyeHospital, including Mr. G. Srinivasan
and Mr. R. D. Thulasirg), reviewed the plansand gave advice. A group of
consultantsfrom Kathmandu al so ass sted in the assessment of Lumbini man-
agement needs and inthe conducting of asurvey to ascertain the socioeconomic
statusof the populationliving inthe LECP scatchment area.

Regarding the devel opment of the cost recovery plan and anew management
structure, theteam established guiddlinesthat it followed in charting acourse:

a) Management and reporting

e TheLumbini Management Teamisthe princi ple decision-making body.

e TheLumbini Eye CareProject will send monthly patient servicereportsand
revenue and expenditure statementsto the Central Nepal NetraJyoti Sangh
(NNJS), Nepal’snationd blindness prevention programme, thelocal NNJS
and Seva

b) Philosophy of serviceddivery
Free careand surgery will be given to those who cannot afford to pay.

e Chargesto patients based upon market projectionswill be defined at the
outset to be adequateto cover thefull operating costs.

e Pricingwill bethesameasor lessthan pricesfor similar eye careservices
elsawherein Nepal, because of operating efficiencies.

* Any excessrevenue (remaining after operating and capital costsare met)
generated from patient fees or donationsfrom Sevawill beutilised by the
Lumbini Eye Care Project management team for further devel opment of the
LECP.

c¢) Contribution of SevaFoundation

»  Sevawill contributetoward the costs of the Lumbini Eye Care Project with
decreasing dollar amountsover afiveyear period.

* Sevadtipulatesthat al LECP revenuesgenerated from patient feesbe
utilised for the daily operating costsand devel opment of Lumbini Eye Care
Project.

d) Theprocessof introducing cost recovery had several key features:

»  Forecasting based on carefully cal culated projectionsof patient numbers
andfees

*  Openand straightforward communi cation and planning teamwork between
the Nepal ese and outside consultants

* Respect for everyone'sopinion

*  Empowerment of the Lumbini staff to chart their own course

» Activedevelopment of skillsinfinancia control and decision making regard-
ingresourceallocation

»  Gaining control of revenuesfrom patient feesto use solely for LECP oper-
ating and capital expenses

»  Getting permissionfor new pricing structurefrom national and loca govern-
ingorganisations

»  Taking therisk to do something new and different

© Aravind Eye Hospitals and Seva Foundation
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3.2. Determinethe current and future cost of services
Thecost of servicedelivery was projected by determining thefixed costs,

variable costs, depreciation and patient volume. Cost projectionswerearrived
at by gathering service and cost dataand organising it into various spreadsheets
with estimatesof increasesin patient volumefor the coming year. Thenumbers
were andysed and manipulated for cost control.
» Dataonsurgica volumeand other service statisticswere gathered.
»  Operating costswere defined and placed in three categories.

- Fxd

- Vaiddle

- Depreciation on building and equipment.
» Thecost of future servicedelivery wasprojected asaccurately aspossible.
*  Unit cost wasdetermined by thefollowing formula: totd programme costs

divided by surgica volume.

3.3. Do market research to ascertain the amount of money peopleof varying
socioeconomic levelswerewilling and ableto pay for eyecare services

Formal market surveyswere conducted to ascertain the varying socioeco-
nomic statusof the peoplelivinginthehospita catchment area, their ability to
pay and what amount would be appropriateto charge. Pre-existing epidemio-
logical, demographi c and socioeconomic datawere al so examined.

Pricesfor similar servicesin Nepa werereviewed. Costs, pricesand
organisational structuresin other self-sustaining eye hospital soriented to poor
patientswere a so researched. Anecdotal surveysof staff and patientswere
conducted to ascertain impress onsregarding appropriate pricing structures.

3.4. Make projectionsof market, revenue and price settings, with sensitivity
anaysisof different scenarios

Based on survey data, projectionswere made regarding patient volumefor
each pricing category. A multi-tiered pricing structure was established. Different
priceswere set to be affordableto the different economic strata. The prices
weredifferentiated according to thevarying levelsof comfort and privacy in
accommodation. Thosetoo poor to afford the price are given free surgery,
subsidised by revenuefrom paying patients and SevaFoundation. The actual
patient care and surgery, however, arethe samefor al patients, regardless of
their ability to pay.

After projecting themost likely scenario for patient volumefor each price
category, predicting costsand profit (or |oss) was made possiblethrough the
generation of many different spreadsheet scenarios (over 30 different spread-
sheet redlitieswereformulated). Each scenario included thefollowing spread-
sheets
» Vaiablecosts(consumables)

» Fixed cogts(saaries, maintenance, utilities, vehicles, etc.)
*  Equipment depreciation

© Aravind Eye Hospitals and Seva Foundation

SERIES



Financial SustainabilityModule

29

* Revenuefrom cataract surgery (different ratesfor different accommodation)
* Revenuefrom other surgica procedures

e Revenuefrom out-patient department

* Revenuefrom other sources(lab, optical shop, pharmacy, etc.)

e Surplus(revenue minusexpenses)

After much discussion on the part of the planning team, ascenariowas
chosen that seemed to bethe most realisticinitsprojection of reality. The
success of thisprocess has been shown by thefact that our choice of the most
likely scenario differed by only asmall percentagefrom actud redlity.

3.5 Developimproved management

The management structurewasreviewed and aplan devel oped and imple-
mented to reorgani se how the programme managesitself. Therefinement and
implementation of thisplan enabled the programmeto run more smoothly and
efficiently, withimproved staff satisfaction and adecreaseinthe LECP
director’sadminigtrative burden. The planning team arrived at anew manage-
ment structure that was designed with these pointsin mind:

*  Thenew structureshould minimally disturb the current administrative struc-
tureinthe LECP,

» Createadditiond tierstothehierarchy to spread the authority, responsibility
and accountability to moreindividualsinthe system.

» Createdepartmentswhereresponsibility and authority aregranted for the
governing of the department.

*  Createanon MD manageria position andfill it with someonefromwithin
LECPwhoistrusted by the M D director and staff.

*  Abideby thefollowing: taking respons bility, granting authority, defining
boundaries, improving quality, and viewing mistakesaspart of thelearning
process.

e Pay all staff well for productivework and long hours. Develop abase salary
plusproductivity bonussystem for working longer than usua hours.

Department headswere selected for each of the seven new departments.
These people were selected because they were already actingin asupervisory
capacity. Each department will hold ameeting onceaweek. The LECP man-
ager and hisor her secretary will be present at each of the department head
meetings. The department headswill meet once aweek to sharetheresults of
their weekly meetingsand to engagein group decision making.

Animportant part of the devel opment of thisprocess hasbeen the definition
of (a) theauthority that department heads haveto enact sol utionswithout further
approvals, and (b) whichtypesof decisonsrequirefinal approval from further
upinthehierarchy.

Theéefficiency of thehospital hasimproved dramaticaly with the new man-
agement structure. Staff membersare enthusiastic and more productivewith a
more participatory management process, which enableseach department to set
goasandimproveitspractice.
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Abalance had to be
achievedinarriving ata
pricing structure that
would enable the
programme torecover
its operating costs and
still price its services
low enough to be
accessible to the
majority of patients,
who for the most part
are poor.

-David Green

4. Problems encountered and solutions found

4.1 Introducing busi ness planning approach to programme devel opment

Historicaly, the LECP, aswell asmost devel opment programmesin Nepa,
have been dependent onforeign aid for operating costs. Theideaof earning
sufficient revenueto befinancialy solvent and independent wasasomewhat
alien concept. Introducing abusi ness planning approach based upon spread-
sheetsthat tracked costs, revenue and surplusrequired training for the people
who wereto bring thisapproach into operation. Developing systemsof financid
control, cost control and i nformati on management to track the costsand rev-
enues of each operation wasachallengethat wastime consuming but ultimately
successtul.

4.2 Arriving at true cost of serviceddivery

The LECP had cost information for all facets of itsoperation but theinforma:
tionand theway it wasrecorded and used required reorganising. Thiswas
achieved by breaking the costsdown into fixed, variable (mostly the
consumablesused in cataract surgery) and depreciation.

4.3 Determining affordabl e price structure that woul d generate enough revenue
to makethehospita financiadly self-sustaining and yet still provideaccesstoal
patientsregardlessof theability to pay

Many different scenarioswere generated based upon our costing information
and our market surveys. The challenge wasto match our projected costswith
projected demand and our best sense of how many patientswould be expected
to select thevarying pricing categories. Successwasachieved in part by pricing
the servicesto be affordableto 90% of the population and by allowing the
poorest patientsto receive services absolutely free.

4.4 Gaining approva fromthe Nepal NetraJyoti Sangh (NNJS)

Thekey issueshereweregaining local hospital control of revenuesfrom
patient feesand getting permission for anew pricing structure. Ultimately, al of
the necessary approvalswere granted by NNJS; the project put into place a
new pricing structure and L ECP hasabank account that it controls.

Thisrevolving fund account receivesrevenues generated from patient fees
andisdrawn upon onadaily basisto pay for the operating costs of the hospital .

5. Results

Since October of 1993, the Lumbini Eye Care Project hasbeen financialy
self-sustaining for itsoperating costs. Eighty-four percent of the patients pay
around the cost of serviceddlivery. Ten percent receive service or surgery for
free. Six percent pay well abovethe cost of servicedelivery. The number of
surgeriesincrease 10%-30% each year. Patient clienteleisthe same aswhen
the programme charged only nominal fees.
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Cataract surgery
quality can be improved
with

1) ECCE technique

2) IOL implantation

3) Small incision
surgery

4) Axial length measure-
ment.

- Steve Miller, MD

Projectionsbased on andysisof thefirst eight monthsindicated the
programmewould earninitsfirst year of implementation $185,000 from patient
feesand spend $145,000 per year for operating costs. Operating costsinclude:
o daff daries
»  suppliesand equipment
e buildingmaintenance
o utilities
* vehidemaintenance
* outreach/socid marketing
e SCreeningcamps
e surgica camps
« theoperationof fiverurd clinics. (Basicaly, operating costsinclude every-

thing except training costsand new capital costs)

Theaverage cost of cataract surgery with |OL isabout US$24. Thisnumber
isarrived at by dividing theannual total cost of running the project by the annual
surgica volume. (Theunit surgical costisthusinclusiveof dl costs, including the
outreach department, all screening camps, utilities, building maintenance, sda
ries, etc.) If youweretoincludeonly theactua costsof cataract surgery with
IOL (staff time, consumabl es, equipment, postoperative care), the unit cost
would be approximately US$18.

Thekey tothe Lumbini EyeHospita’shigh degreeof financia sustainability
has been strong patient demand dueto improving the quality of cataract surgery
with |OL implantation. Lumbini’s catchment areacovers some of the poorest
regionsof India, and Nepal remainsone of the 10 poorest countriesinthe
world, which demonstratesthat very poor peoplearewilling and ableto pay for
something they vdue—their Sght.

6. Latest Statistics

LECP Staff: 1997
Ophthalmologists
Medical Officer
Manager/Ophthalmic Officer
Ophthalmic Officers
Ophthalmic Technicians
Ophthalmic Assistants
Lab Technicians
Nurses
Eye Workers
Administration/Accounting/MIS
Housekeeping/Patient Movers/Runners
Security Guards
Optical Shop
Outreach Coordinator
Pharmacy
Gardener
Electrician
Drivers

L Sl e =2
o1 o

& B

NEFEPEFEPNEDNOOE O o

Total Staff

o
S
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Lumbini Zone Rural Clinic Staff: 1997

(5 clinics)
Ophthalmic Assistants
Housekeeping/Patient Movers/Runners
Eye Workers

Total Bed Capacity: 1997
A Class (Private)
B Class (Semi-private)
C Class (General Ward)
D Class (General Ward)
Septic Ward

Total Beds

Rural Clinic Bed Capacity: 25

Saviceddtidics:

Total OPD examinations (up to December 1997)
Total surgeries (up to December 1997)

Free Surgery

IOL Surgery

97/98 Surgical Volume

97/98 Bed Utilisation

o1

60
96
12

180

938,435

78,597

average 10%

over 90%

2700 surgeries per surgeon
97 cases per bed

Lumbini Eye Care Programme Revenue, Expenses, Surplus

92/93*  93/94*  94/95 95/96 96/97 97/98 98/99

Outpatients 87,966 94,650 108,279 127,106 131,592 149,937 144,816
Total surgery 6,327 6,389 8,855 11,518 12,328 16,284 19,112

Cataract 5,383 5,392 7,561 10,113 11,158 14,874 17,584
Cataract 3,313 3,970 6,687 9,305 10,353 13,988 16,734
with IOL
Revenue** - $127,462 $250,217 $392,076 $446,447 $498,075 $585,351
Expenses $83,984 $111,550 $216,174 $245994 $293,944 $396,782 $411,861
Surplus - $15912 $34,043 $146,082 $152,503 $101,293 $173,490
Unit cost $13 $17 $24 $21 $24 $24 $23
per surgery
* donated consumables
** US dollars

()
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Appendix 2

Planning Process for Development of Financial Sustainability in Eye

Care

A) Goals of the planning process

* Provideplanning expertiseand skillstransfer toimprove cataract service
delivery through an on-site planning approach.

» Evauatethe present statusof eye caredelivery and conduct aneeds assess-
ment for how to improve cataract surgica quality and productivity.

* Focusontheseprimearess.
- aurgica volume
- surgicd qudity
- presenceandroleof paramedica staff
- existenceof outreach and methodol ogy for generating patient demand
- costof consumables
- management structures
- productivity
- clinicd efficiency and outcomes
- ophthamictechnicianskills
- costrecovery
- finendng

* Createlinksbetween projectsand training programmesliketheLions
Aravind Ingtitute of Community Ophthalmology (LAICO) for training and
technical assistancein devel oping effective servicedelivery modelsand
devel opment of teaching methodology and curricula.

B) Specific measurable objectives (and expected results)
Evauate and monitor the programmeto measure movement toward fulfilling

these objectives:
* Sarviceisofferedtothosein need (increaseinlow income people
served)

* Financia sustainability (revenuesexceed costs)

* Increaseinsurgica volume (indicator of quality and efficiency)

» Efficiency improvesand surgica volumeincreases(unit cost per
surgery isdecreased)

*  Surgical volume per surgeon increases(to at least 3-4 per hour)

»  Ophthalmologist to paramedica staff ratioimproves(optimally 1:5)

»  Shortandlongterm quality outcomes of surgery aremeasured (and
show sameor better results)

* Pdientsaresurveyedto determinetheir level of satisfaction (quality of
service questionnaireisadministered to patientsand results provide
feedback to the programme)
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C) Timeframe

* Phasel(First stevist, if aconsultant isinvolved)
Gather preliminary information onthe programme (prior tovist, if
applicable) and then engagein aprocessof eva uating present circum-
stancesand begin the planning processfor recommending future
interaction and changes.
* Phase2(Secondsitevigt, if aconsultant isinvolved)
Link the programmeto appropriateresourcesfor training, financing,
suppliesand equipment. Training resourcesinclude LAICOand L.V.
Prasad Eye I nstitute among others.
» Phase3(Thirdgtevist, if aconsultant isinvolved)
Set up aprocess (or follow-up sitevisit) to engagein programme
planning for devel oping workable management structures, financia
controls, increased productivity, etc. Thisphase (or Sitevisit) could
asoinclude
- informal trainingin microsurgical technique; ECCEwithIOL ; and
gmdl incsonsutureless
- organisationfor efficiency in preop, operative, sterilisation, and
postop procedures
- cost effective socia marketing/outreach for increasing patient load

- management

D) Predictive modeling methodology

Theprocessof developing acost recovery model isvery smilar tothe
predictive modeling that most businesses performin projecting costs, determin-
ing pricesand estimating market share. Itinvolvesthefollowing steps:

1. Definition of total costs (variable costs, fixed costs, depreciation)
2. Assessment of constraints or obstaclesto more productive service delivery*
(&) Management expertise
(b) SKill level of staff
(¢) Required number of staff
(d) Leadersnip and continuity of the staff
(€) Supply and equipment needs
() Facility infrastructure and expang on/renovation requirements
(9) Financid controls
(h) Demandfor service
(i) Demand generation
* See section E (Programme A ssessment) for acompletelist of factorsto be
assessed.
3. Planning for theremoval of constraintsor obstacles*
(a) Review management expertiseand (re)train where necessary
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(b) Determinetheskill level of staff and their (re)training requirements
(c) Decidewhat additional staff will be needed and hire
(d) Determine optimum leadership processes and methodsfor ensuring
continuity of saff
(e) Ddlineate processesfor meeting supply and equipment needs (acquis-
tion, inventory control, costs, maximisation of material resources)
(f) Ensure gppropriatefacility infrastructure (expans on/renovation require-
ments)
(9) Review financia controlsand revamp where necessary
(h) Demand for service (examination of past user patternsof eyecare
servicesand existing epidemiol ogical dataon incidenceand prevaence of
variouseye diseases)
(i) Demand generation (review of outreach and interaction with various
community and socia groups)
* See section E (Programme A ssessment) for acompletelist of factorsto be
assessed.
4. Market projectionsand assessment of paying capacity of population
(8) Review pre-existing dataor conduct surveysinthe catchment areato
determinevaryingincomelevelsof population (rich, middle, poor, very
poor) and the percentage of popul ation that fallsinto eachincome
bracket
(b) Review demographic datato definethe demographicsof thearea
(economic status of the popul ation and what percentage of the population
hasthe ability to pay and at what price)
5. Cogtsengtivity andyss
(a) Createdifferent scenarios (changing variablesof price, percentage of
patients per pricing category) and choose the onethat most approximates
projected redlity
(b) Project costsand revenuesinto thefutureand do afinal adjustment of
themode to best ensure sustainability
6. Development of amulti-tiered pricing system appropriateto thelocal
€conomy
(8) Generd ruleisto charge patientstheir gpproximate monthly family income
for cataract surgery
(b)Set different pricesaccordingtothelevel of privacy and comfortin
accommodation, or differencein consumable package (e.g., IOL madein
U.S. or India)

E) Programme assessment

Theplanning processfor financia sustainability development involvesprelimi-
nary assessment on siteto eval uate the programme, guide the change process,
and makerecommendationsonthefollowing:

1. Clinicd: efficiency and effectivenessof present servicedelivery model

* Outpatient department

» Preoperativeprocedures

» Operating theatre procedures
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» Sterilisation procedures/ Steriletechnique
» Postop care, discharge and follow-up procedures
» Maintenanceand repair of equipment

2. Assesstaff and skill levels: training requirements, additiona staff needed

a Ophthalmologists

* Surgicd technique

» Surgicd results

* Seavicementdity

 Attitudetoward patients

» Opennessto new ideas/devel opment

 Politica congtraints/ Will to change

* How many ophthamologistsatogether, and how many alsoengagedin
private practice?

* What percentage of surgery isICCE, ECCE, ECCE with IOL, manual
sutureless, instrumental phaco?

(b) Ophthalmic assistants

* Presenceand useof ophtha mic ass stants, ophthalmic technicians,
ophthalmicnurses

» Ratioof ophthamologiststo paramedicals

» Rolesandresponsihilitiesof paramedicals

(c) Managers

* Dothey exist?

* Rolesandrespongbilities

 Authority

e Traning

(d) Management

» Stateof management and what expertise needsto be devel oped

» Management structure

o Staff utilisation

* Equipment

» Purchasing, inventory control, stores

» Ongoingtraning

» Medica records, registration

(e) Serviceddivery satistics

» Gather surgica volumeand other servicedatistics

(f) Attitude/Mentality of staff

» Teamapproach

* Mutua respect

* Organisationd structure

o Staff incentives

» Bureaucraticimperatives

(9) Organisationd structure

* Organisationd chart

» Reporting/hierarchy, wherethe power lies
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* Roles, responshilities, decision-making authority of key staff

* Intra-organisationa communication

» Transparency of structureand finances

(h) Financesandfinancing

* Present financing mechanisms

» Financid controls

» Accounting

* Fnandd planning

» Decisonmaking

* Possibility for cost recovery/sdlf-financing through user fees

(1) Socia marketing

» Leve of community support

» Codt effectivenessof outreach (per unit cost of outreach for each patient)

 Qutreach methods and social marketing techniquesemployed

» Levd of interactionwith variouscommunity and socia groups

() Supply and equipment needs

* Acquisition/purchasing method of consumables

* Inventory control

* Present equipment and needed equipment

* Maximisation of materia resources

(k) Facility infrastructure

» Layoutanddesignof facility

» Optimising spacefor efficient through put of patients

» Spacedllocated for teaching activities

» Expangon/renovationrequirementsfor training or toimproveefficiency/
capacity

* Orient space utilisation toward cost recovery—how does space use
resultinincome?

() Eyecaretraining

« Suitability of patient volumefor expanding training activities

* Present and needed training equi pment

* |dentification and engagement of training opportunitiesand resources

» Overview/evauation of present training programmes
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Appendix 3

Questionnaire and Planning Tool for Developing Financially Self-
Sustaining Eye Care Programmes

Introduction

Thisquestionnaireisdesigned to gather information to form ageneral impres-
sion about the operation of your eyecarefacility. Itisaprogramme planning
exercisedesigned to gather relevant datato inform and guide planning toward a
financidly sdf-sustaining eye careddivery modd.

You will beasked to provide numbers about avariety of aspectssuch as
surgical volume, finances, etc. If numbersarenot readily available, pleasefill in
theblankswith your estimate of what these numbersare.

Atthisearly stage of datagathering, exact numbersare not necessary—itis
enoughfor initial programme planning purposesto gather animpression of how
you perceivetherel evant numbersand the operation of your facility. Thenum-
berswill berefined to be more exact later in the planning process.

Theultimategoa saretoimprovequality of serviceddlivery and surgery,
increase surgica volume, and lower coststhrough efficient use of staff and
material resources.

Therearethreeimportant aspectsto takeinto account in the achievement of
thesegodls.

1. Ophthalmologists: number of surgeons performing surgery, improving quality of
surgical outcome, and increasing surgical volume by doing more surgeries per
surgeon

2. Paramedicals: in the correct ophthalmologist to paramedical ratio (optimally one
ophthalmologist to five paramedicals) so as to free up ophthalmologist time to
perform surgery and lower cost of service delivery by utilising less expensive
professionals

3. Consumables: achieving efficiency by lowering the cost of consumables through
intelligent purchasing, decreasing wastage, and maximising staff resources with more
efficient operating procedures

If theaboveare achieved in some measure, theresult should be:
» Highquality cataract surgery
» Largevolumecataract surgery
* Low cost cataract surgery

A multi-tiered pricing structure can then be devel oped to price eye care so
that itisaffordableto al economic stratawhile earning enough revenuethat the
eyecarefacility can becomefinancially self-sustaining from user fees.
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Baseline data on facility

Name and address of the hospital

Nameand Address

Name & designation of person(s) reporting

Function Name

Phone

Fax

Emal

Dedgndtion

Head of indtitution

Head of themedical services

Head of administration

Overview of annual statistics
(please give estimatesif numbersare not known)

Tota outpatients

Number of beds

Totd surgicad volume

Cataract surgical volumewith |OL

Cataract surgical volumewithout |OL

Totd revenue

Totd expenses

Primary sources for operating expenses

Feefor service

Government

Donationg/grants

Other
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Physical facilities

How many?

Size?

Patient Capacity?

Privaterooms

Semiprivateaccommodation

Wards

Septicward

Operating rooms

Outpatient department

Adminigration

Supply room

Other

Staffing

Professond Staffing

How many?

Ophthdmologists

Optometrists

Opticians

Ophthdmic assstants

Ophthamictechnicians

Ophthamicnurses

Socia workerg/patient counsdllors

Managersadminigtrators

Accounting/financid control

Public relations/outreach/marketing

Other professiond staff

Ratio of paramedical staff to ophthalmologists:
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Paramedical Roles
(circleYesor No)

Visud acuity Y /N Patient counsdlling Y/N
Petient exam Y/N Blocking for surgery Y/N
Refraction Y /N Laboratory Y /N
Tonometry Y /N

Assginginsurgery Y/N

Sterilision Y /N

Biometry Y/N

Contact lensfitting Y /N

Ophthalmologist satus How many?

Full-timeand paid fixed salary
Part-timeand paidfixed salary
Full-timebut paid for cases seen/operated
Part-timebut paid for cases seen/operated

Usehospital but collect feesdirectly from patients

Other staff How many?

Reception
Records

Housekeeping
Security

Maintenance

Food service

Drivers
Other

2
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Major diagnostic and surgical equipment available

Type How many? Functioning?(Y /N)

Operating microscope
Vitrectomy machine

Cryounit
YAG
Autoclave

Sitlamp

Indirect ophtha moscope

Direct ophthalmoscope

Funduscamera

Refractometer

A-scan

Keratometer

Schiotz tonometer
Other

Service statistics

Surgicd volume How many per year?
Cataract (total)
Cataract with1OL

Glaucoma
Retind
Cornesl
Peediatric
Oculoplastic
Minor

Ptyerigiums
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Efficency datidtics How many?

Average number of casesper day

Operating tablesper surgeon

Ratio of operating room staff to surgeon

Averageyearly surgical volumeper surgeon

Busy monthsfor surgery

Slow monthsfor surgery

Average surgicd volumeper month

Surgical process

Saffing How many?

Ophthamologica surgeons

Scrub (assistant) nurses

Running (circulating) nurses

Sterilisation nurses

Equipment technicians

Theatreass santYRunners/Orderlies

Block room nurses

Other
Stevilisation How Many Functioning?
Autoclave Y /N
Ethyleneoxide Y /N
Chemicd Y /N
Finances
Fnancid Information How muchinloca
(based onthelast year) currency or US$

Revenue (donations, fees, interest)

Expenses (operating costs, capital, depreciation)

Profit (surplusrevenue) / Loss

2
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How are the operating costs met?

Sourcesof revenue

% of total

Amount

Ownincomegenerated from private patients

Government grant/subsidy

Donations

NGO support

Grantsfrom the managing agency

Loan

Others

How are the capital expenses met?

Sourcesof revenue

% of total

Amount

Ownincomegenerated from private patients

Government grant/subsidy

Donations

NGO support

Grantsfrom the managing agency

Loan

Others

Optical dispensing Y /N

Amount

Income

Eyeglasses (ready made)

Produced on premises

Yearly volume of eye glassesdispensed

Approximaterevenue

Approximate expense

Profit/loss

Do you also dispense drugs/eye drops?

© Aravind Eye Hospitals and Seva Foundation
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Other sources of revenue? How much?

Training Programmes Number of participants Duration

Ophthalmology resdency
Ophthalmology felowship
Sub-specidty fellowship
Ophthdmic assstants
Optometrists

Other

Workshops
(listtopicsor titles)

Hospital operations/Procedures

Please describe procedures, working hours, work load, staffing, policies, etc. for thefollowing depart-
ments

Outpatient registration process

Outpatient examination/procedures

Surgical admission process

Preoperative procedures (patient preparation, blocking)

2

SERIES
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Organisation of operating room

Sterilisation procedures

Postoperative procedures

Inpatient care / Counselling

Postoperative days in hospital

Discharge process

Medical records

Lab tests available

Stores/inventory/purchasing

© Aravind Eye Hospitals and Seva Foundation
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Support facilities (housekeeping, security, maintenance, dietary, etc.)

Administration

Finances/Accounting

Management process

By whom and how are the decisionstaken on policiesand procedures?
(regarding salary scales, recruitment, major purchases)

By whom and how arethe routine decisionstaken regarding
» Personne activities(sanction of leave, posting, etc.)

*  Money handling (food concessionsfor the patientsand staff, depositing, etc.)

*  Routine purchases (who authorizesand signson theindent?who decidesroutine purchases?what isthe
procedure?)

Comments on management

2

SERIES

© Aravind Eye Hospitals and Seva Foundation



48 Financial SustainabilityModule

Information system
What types of reportsare generated in the hospital ? (Please enclose the formats)

* Medical records

e Camp (outreach) reports
» Performancereports

*  Management reports

e Commentsontheinformationsystem

Problems faced by the hospital?

Future expansion plans?

Organisational structure (Please draw a diagram of your organisational structure)

Enclose:

o Staff policy statements
* Fnancid datements
* Organisationd chart

© Aravind Eye Hospitals and Seva Foundation
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Baseline data on beneficiaries

What are the major eye problems diagnosed and treated in the hospital?

Problem

Amount/year

Approximate%

Cataract

Refractiveerrors

Corned

Glaucoma

Vitreo-retind

Paediatric

Oculoplastic

Minor

Ptyerigium

Other

How do you get your patients?

Method

Number % of total

Word of mouth

Referrd

Eyecamps

Assistance of community groups

Social marketing programmesoriented to poor

School screenings

Other

Epidemiological and market perceptions

Country data(estimateif numbersnot known)

Number/Egtimate

Cataract prevaence

Annual cataract surgery volume

Urban cataract volume

Rural areacataract volume

© Aravind Eye Hospitals and Seva Foundation
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Country data(estimateif numbersnot known)

Number/Egtimate

Tota number of blind

Blind dueto cataract

Number of ophthamologists

Cataract surgery performed

% of tota

Privatepractice

Government

Nongovernmental/Charity

Socioeconomic Demographics

What are the average yearly income levels of the population you serve?

Urban

Averageyearly income

% of population

% of your patients

Rich

Middle

Poor

Very poor

Rural

Rich

Middle

Poor

Very poor

Average prices for services in your area

Your
price

Private
practice

Government

Non-
profit

Cataract surgery

Cataract surgery with 1OL

Other major eyesurgery

Minor eyesurgery

© Aravind Eye Hospitals and Seva Foundation
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Your Private Government | Non-
price practice profit
Cataract surgery
Outpatient visit
Refraction
Accommodation
Do you presently provide surgery for free? Y /N % of total
Do you have different prices for different economic levels? Y /N

From how far away do patients travel to get to your eye care facility?

Miles/Kilometres | Travel time(inhours)

Furthest point

Averagedistance

How do patients travel to the facility?

Yes/No Estimated average cost

Bus
Car
Animd
Walk
Other

© Aravind Eye Hospitals and Seva Foundation
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Average Yearly Income of Ophthalmologists Amount

Established private practice

(5yearsor morewith established clientele)
e Urban
* Rurd area

Not yet established in private practice (lessthan 5 years)
e Urban
* Rurd area

Ophthal mologist serving in both government and private practice
*  Urban
* Rurd area

Ophthamol ogist serving only ingovernment practice

e Urban

e Rurd area
Other Stuation
e Urban

e Rurd

© Aravind Eye Hospitals and Seva Foundation
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