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Appendix - 3

Case Study - Is the Aravind Model Transportable?
The Malawi Eye Care Project

WHO has been monitor-
ing us to see if the
Aravind model can work
inotherdeveloping
countries. lremember
especially one wonder-
ful, talented young man
who came from Sri
Lanka. He was avery
good surgeon, and at
Aravind herealised that
he could go back to his
country and establish
the same kind of
organisation. He went
home, and in a month’s
time he secured enough
voluntary support todo
500 operationsina
week—something which
justshookup the
country. The same thing
is happeninginother
countries.

—Dr. G. Venkataswamy

Background

Malawi isasmall country insouthern Africa, bordered by Tanzaniato the
north, Mozambiqueto the east and south, and Zambiato thewest. Asper 1995
statistics, Malawi hasapopulation of 10,346,194. Ninety percent of the popu-
lation liveinrura areas. Based on severd surveysconductedin Maawi, the
prevaenceof blindness (VA inthe best eye < 3/60) isestimated to be 1% of the
popul ation or about 110,000 blind people, of which 50% (55,000) of the
blindnessisdueto cataract. The other mgjor causesof blindnessincludeglau-
coma, trachomaand childhood blindness. Asthelifeexpectancy increases,
combined with apopulation growth of 1.9% per annum, the number of blind
peopleisexpectedtorise.

Tertiary eyecare centresat Central Hospital in Lilongwe and at Queen
Elizabeth Eye Hospital in Blantyrearethemajor eyecareservice providers.

In 1998 both the hospital stogether performed 1,814 operations, of which
794 surgerieswerecataract. The Lions SightFirst Eye Hospital (L SFEH) isthe
expanded eye unit of Central Hospital, aseparate building housing an eyeward,
OPD and OT built with support from LionsInternational.

Therearea so 23 district hospital sthat have eyeclinicsand perform opera
tionsby mobilising patientsfrom camps. The campsare done periodically, once
inevery four monthsat each district. The hospitalsare performing at only 30-
40% of their capacity, possibly dueto problemsin needs-based planning,
manageria expertiseineyecaredelivery, andleadership.

International Eye Foundation (1EF), awell-established NGO playinga
significant rolein eye care, proposed to makethe Maawi Eye Care Project
financidly sustainablethrough increased productivity, improved quality outcomes
and appropriate pricing. Inthiscontext, Lions Aravind I ngtitute of Community
Ophthalmology (LAICO), aunit of Aravind Eye Hospital inMadurai, India,
wasidentified to provide support and consultation, both clinical and managerid,
for orientation and training of theMaawi Eye Care Project team.

Project planning

Thusevolved theMaawi Eye Care Cost Recovery Project, aimed at turning
theLionsSight First EyeHospita in Lilongweinto an efficient and effective
systemfor offering high quality and large volume eye care servicesto the com-
munity. The short-term goal of the project wasto impart necessary clinical and
management training to the hospital personnel toimprovetheir efficiency andthe
number of patients served. Thelong-term god isto makethishospital financialy
self-sustaining through patient revenuesand other cost recovery methods,
subject to obtaining government gpprovals.
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Three phases of the project

* Factfinding, planning and needsassessment visit to Malawi by LAICO
team

» LSFEHteamvigtto LAICOfor gaining exposuretothe Aravind model
andfor training and formulation of strategy, action plansand systems
development.

* Follow-upvisitby LAICOteamto Maawi to help themintheimplementa
tion process

Phase One (March 9-20, 1999)

Thefour-member LAICO team, (consisting of specidistsin management,
clinical, outreach and information systems) visited Ma awi for planning and
needsassessment. Themainamsof thisvist were:

» toestablisharedationshipwith LSFEH staff
* togananoverdl understanding of
- thehospital anditsactivities
- theexternd environment
- thecommunity
» tocarry out detailed study on clinical and administrative systems, manage-
ment issues, and outreach activities
* tojointly work out astrategy and action plan for the hospita

Phase Two (April 5-May 11, 1999

A team consi sting of Six membersfrom Malawi, including director and
ophthalmologist Dr. C and paramedical and outreach stff, visited Aravind Eye
Hospital and observed severd clinical and non-clinical proceduresfor high
quality and largevolume cataract surgeries. Theteam aso attended aVision
Building Workshop at LAICO wherethey developed strategiesand action
plansfor improving their systems, procedures and other eyecareactivities.

Phase Three (September 15 - October 23, 1999)

Inthefina phase, afive-week follow-up visit was made by asix-member
team (the sameteam of specidistsplustwo OT nurses) from Aravind Eye
Hospital and LAICO to hel p the hospital implement their strategiesand action
plan devel oped during theworkshop. Thiswasachieved through surgica
demonstrations, mobilising patientsthrough outreach endeavours, and establish-
ing systemsand proceduresto support the above activities.

A total of 500 cataract operationswere carried out, of whichthe LAICO
team did 180 and thelocal team (ophthal mologist and cataract surgeon trainees)
performed the remaining. Thirteen campswere conducted during thevisit and
385 patientswere mobilised for surgery. Patient counsellingintheward and the
outpatient department (OPD) wasintroduced. Subsidised feesof 500 MK
(Malawian Kwacha) for |OL surgery wereintroduced and within two weeks 15
paying patientswere admitted. Standardi sation of varioussystemsinthe OPD,
operating theatre, ward and campswas done. An assessment of the surgical
training programmewas carried out, and monitoring and quality control systems
were set in place. Job descriptionswere devel oped for the staff. Information
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systemswereintroduced in OPD, ward, theatreand camps. Systemsininven-
tory management and accounting wereintroduced in administration. Further
training, intheform of demonstrationsand lectures, was scheduled and carried
outregularly.

Factors contributing to the effectiveness of the project

» ThisLionsSight First Eye Hospital had done 449 cataract surgeriesinthe
year 1998, of which 226 were| OL surgeries. During thisproject 500
cataract surgerieswith |OL were performedin aperiod of fiveweeks. No
additional resourcesintermsof staff wereinvolved, apart fromthe LAICO
team. The LAICO team played afacilitator roleand thelocal team carried
out thework. Theloca team did about 65% of the surgery. Thiswas
achieved mostly dueto the process of the project. The needs assessment
visitto Maawi helped the LAICO team to gain an understanding of L SFEH
and of theeyecarestuationin Maawi and thevisit of theMaawi teamto
Aravind/LAICO created achancefor themto observe high quality, large
volumemodels. Aswell, during their stay they worked out detailed action
plansfor each of the strategies devel oped during the VVision Building Work-
shop with the support of the LAICO team members. Thiswasvery helpful
for thefollow-up and implementation visit. Becausethe Ma awi team had
becomefamiliar withthe Aravind model, during thefollow-up visit they
easily adopted many of the proposed systems and proceduresthey had
based on the Aravind model.

» Thetarget of mobilising 100 patientsaweek and performing 30-40 surger-
iesaday wasinitidly felt to beunachievable. But seeing it happeninthefirst
week impressed the Ma awi team and they becamevery proactive.

* Alltheactivitieswerecarried out during norma working hours. Thisbuilt
confidence among them and eliminated their fear of having to work extra
hours.

* Roleclarity amongthe LAICO team membersand local team members
facilitated implementation of al the scheduled activitiesduring thefive-week
period.

Dr. Cand other staff werevery actively involved. Studentswere enthusias-
tic, willing tolearn and hard working at the sametime. Thismotivated the
LAICOteamtowork moreefficiently.

* Anadequate supply of medicines, |OLsand other consumableswas
planned and organised prior to thisfina visit and thiskept thework flowing.

» |0OL surgerieswere popularised among the staff and patients. Thiswill be
very helpful for moving toward thelong term god of financid salf-suffi-
ciency.

* Most of the new systemsand procedures put in practice werefound to be
effective and hencewere accepted by thelocal staff.
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Learnings from the Project

*  Thenursing staff and ophthal mol ogistsfunctioning independently at times
caused conflict. They have begunto build teamwork and to eliminatethe
paralle working of clinical and paramedical functions. Teamwork isvitd.

* Becausethepersonidentified for therole of administrator wasabsent during
thefollow-up visit, therewasno oneto take up thisrole. Commitment is
vitd.

» All outreach procedures had to beworked out again becausetheidentified
administrator wasnot available. Although anew person wasidentified, he
was new to the set-up and not familiar with the project. Continuity isvital.

*  Somenon-cooperation of the staff in certain areaskept the choresfrom
going on, particularly inthe absence of thedirector. Dedicationtothevision
by al saff isvital.

*  Theophthalmic assstant studentswere not actively involved in the process.
Though they were scheduled for campsand shiftsin the OPD, ward and
theatre, they did not attend becausethey were preparing for their examina-
tions Timingisvitd.

*  Management Information Systems (M1S), such asfor monitoring clinica
outcomes, had to be devel oped by L AICO team members because of non-
availability of trained computer personnd. Theright combination of staff
illsisvitd.

e Cataract surgeontraineeswere posted for preoperative and postoperative
work-upswithout adequate guidance and supervision. Dueto this, patients
who could be discharged earlier — aswell asthoserequiring specialised
attention— were unnecessarily kept waiting for alongtime. At thesame
time, dueto lack of training in case selection, some outreach patientswho
did not require surgery also ended up being admitted. Therewasno oneto
guidetheseprocesses. Trainingisvitd.

Recommendations

e Thereisaneedfor continuous monitoring of the progress because some
staff perceived thelarge volume of work to beonly for fiveweeks.

* Dr.Cwastheonly person who could take decisionsand only if hewas
availablewerethingshappening. There should be asecond person identified
who can carry out Dr. C'srolein hisabsence.

* Thepaying OPD isrunonly oneday per week. It was observed that only
10 patientswere given appointments and otherswere schedul ed for the next
week. Toincreaserevenues, the paying OPD should be open five days per
week.

* Remodding theward for admitting paying patients should happen only after
implementing the aboveand after apricing structureiscreated.

* A refractionist needsto be appointed or an ophthal mic assistant needsto be
trainedinrefraction. A separate category of refractionist staff should be
created.

« All staff should receive continuing medica education (CME).

» Dr. Cisencouraged to continueto exercise hisleadership to ensurethat
staff follow the new systemsand proceduresfor high quality, largevolume,
and sustainable cataract surgery.
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