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Management Principlesand Practices

Introduction

Our hospitals demon-
strate that eyesightcan
be restored to all
people,irrespective of
social oreconomic
status, if we can
combine modern

technology and manage-

ment with spiritual
practice. When we grow
in spiritual conscious-
ness, we identify
ourselves with all that
is in the world, and ther
is no exploitation.
Spiritual discipline and
practice canenhance
the capacity of the
body, mind and heart,
and make them better
tools.

- Dr. G. Venkataswamy

Important note about philosophy and principles

The management principlesand practicesexplaned inthismodule are based
on the philosophies, ethicsand experiences of Aravind Eye Hospitalsin South
India, and theinternational NGO Seva, based in the USA and Canada, and
LionsAravind Ingtitute of Community Ophthamology (LAICO).

Management at Aravind EyeHospitals, which resultsin over 160,000
cataract surgeriesbeing performed each year, isbased on the philosophy of
“compassi onate capitalism.” Thisphilosophy, whenwell understood, hasthe
potentia or replicationinall settings.

Compassionate Capitalism

» Charging thelowest possible amount of money in order to grow and be-
come self-aufficiency, whiledtill providing affordableeye care services
(maximising serviceddivery). Thisisin marked contrast to how capitalism
usually workswherethe provider chargesthe highest possible amount of
money or “what themarket will bear” (maximising profit margins).

* Choosing to use excessrevenues and excess production capacity to do
work for the poor at subsidised pricesor for free.

» Managing finances properly in order to generate excessrevenuesand utilise
that money to subsidising low paying or freework, and for expansion.

»  Focusing on building up theingtitution rather than increasing persona income
or return oninvestment for stakeholders.

»  Employing socia and service marketing strategiesand appropriate distribu-
tion channel sto make the services accessibleto the poor and underserved.

Seva’s sustainability philisophy guides Seva’s work in eye
care by applying the following fundamental principles

» Peopleshouldreceive high quality careregardlessof their ability to pay.
Sevaandits partnershave demonstrated that it ispossibleto develop eye
careprogrammesthat arefinancialy sdf-sufficient and till providehigh
quality carefor the poor.

» Eyecareprogrammes can and should be staffed and managed by local
people. Tothisend, much of Seva swork focuseson providing clinical and
management training for programme partners. Programme ownership
resideswiththelocal partner.

» Limited resourcesavail able should go to the most preval ent causes of
blindness. Sevaseeksto put itseffort whereit can do the most good. It
focuses on cataract blindness because of the overwhelming need, particu-
larly in Asian countries. However, al programmesare designed with the
ultimate aim of providing comprehensive eye care prevention and treatment
SErvices.

© Aravind Eye Hospitals and Seva Foundation
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Management Principlesand Practices 7

Inadequate planning and
managementof eye care
services is a significant
factorin the continuing
increaseinglobal
blindness, as it leads to
ineffective and ineffi-
cient use of limited
resources. The aim of
rigorous planning and
managementis to have
the eye care
programmes provide
large volume and high
quality eye care ser-
vices at an affordable
and sustainable cost.

- R. D. Thulasiraj and
Dr. Allen Foster

* Eyecareprogrammesshould makeefficient use of local resources.
Programme goal sare established with the needs of thelocal regioninmind.
Sevaseeksto bring only those resources (people, skills, methods, materials,
money) that partnersidentify asneeded from the outsideand that will
complement and strengthen thelocal resources.

* Regular objectiveeva uation of the programme’ simpact on blindnessamong
the population guides programme planning.

* Quantitativeand quditativeevauation areintegra tothe programmeand are
constantly fed into programme planning so asto build on strengthsand learn
frommistakes.

* Eyecareprogrammescan and should become self-sustaining. Sevapro-
videstechnical assistanceandtrainingto buildlocal capability sothat the
eyecareprogrammeswill ultimately be self-sufficient in finances, technology
and human resources. Training includesnot only clinica expertise, but aso
themanageria and leadership skillsto assure the programme’ ssuccess.

* Eyecareprogrammesshould honour and build onthe cultural and spiritual
traditions of the peoplethe programmeisdesigned to serve.

Rationale

Deveoping ahighquality, largevolume, financidly and socidly sustainable
cataract surgery programmerequiresexcel lent infrastructure, highly trained and
motivated manpower aswell asnecessary equipment and supplies. However it
iseffective management system that ensuresthat high qudity and largevolume
eyecare servicesaremaintained. In order to ensurethat cataract servicesare
provided efficiently to ahigh standard in asustainableway, many nonclinica
activitiesmust be carried out to complement the performance of theclinica
team. Theclinical servicemay a so need to bere-designed tofacilitatethis.

The corechallengesin extending eye carefacilitiesto awider population are
devel oping and managing thefollowing resources:

e Infrastructure,

e Skilledclinica and managerid staff

e Equipment and supplies

e Involvement of thecommunity.

In several cases wheretheseresourcesaready exit, they are under-utilised
dueto lack of effective management systems. The approach for tackling many
of these challengesrevolvesaround management.

Itisimportant to recognise that the functioning and benefitsof suchaman-
agement system arenot limited to cataract servicesbut extend to theentire
hospital, eye care programme or ophthalmological practice.

The management considerations and examples in this module are drawn from the
experiences of Aravind Eye Hospitals in Tamilnadu, India, LAICO’s experience in
working with over 100 eye care programmes in India and other developing countries,
and Seva-promoted Rana-Ambika Lumbini Eye Hospital in Nepal.

© Aravind Eye Hospitals and Seva Foundation
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Objectives of the Management Module

* Tosharelessonslearned in managing eye carefacilitiesin the context of
developing nations.

« Togivedetailsof effective management systemsthat canlead to high quality,
largevolume, financialy and socialy sustainable cataract surgery
programmes

* Tohepthoseresponsiblefor managing largevolume cataract surgery
programmesto choose an appropriate management style, strategiesand
framework

» Todescribethe systemsthat are essential for large volume cataract surgery
programmes

© Aravind Eye Hospitals and Seva Foundation %S
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Management Frameworks

My advice to other
programmes who want
to offer high quality,
large volume and
financially sustainable
cataractsurgery?
Ensure high quality
surgery. Never compro-
mise quality for quan-
tity. Use health educa-
tion and social market-
ing to create large
volume. Investin
appropriate manpower.
Ensure maximum
utilisation of your
working hours.

- Dr. S. K. Shrestha,
Lumbini Eye Hospital,
Nepal

Productivity and high quaity areimportant end results of effective manage-

ment. These end resultsare dependent on

Strong leaderswho build vision, commitment, positive attitudes, and asense
of misson

Increasing the uptakefor eye care servicesthrough outreach and demand
generation activities, health education, and socia/service marketing

Quality and size of human and other infrastructure resources

Quality and number of instruments, equipment and supplies

Systemsand proceduresthat optimisethe utilisation of al of theabove

resources

High quality,
Large volume
cataract
services

Leadership

& Attitude Systems & procedures for demand

generation & resource utilisation

Manpower/
Human
resources

Instruments,
Equipment &
Supplies

Building &

Infrastructure

Provider’s attitude:

Fundamental to bringing about changesinthedelivery of eyecareservicesis

theattitude of providerstowards Quality, Volumeand Sustainablity. Thevery
first step would beto devel op an opennessto these concepts, an understanding
of theissues, and areal willingnessor desireto reach out to alarger number of
people.

© Aravind Eye Hospitals and Seva Foundation
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Understanding high quality:

When industries produce and market aproduct, good quaity isalways
associated with high sales. Infact, whenever aproduct haslow demand or
sales, thefirst concern raised isabout the quality of the product. However, in
the hedlth carefield, many peoplefindit difficult to accept that larger volumes
can beachieved without sacrificing quaity. Somefirmly believethat itisnot
possible. Itisimportant that thisoutlook change. Just asinindustry, appropriate
systems, quality standards, monitoring and management practicescanbeand
put in placein order to ensure high quality inlargevolumeeye care. With such
organisation, high quaity need not bein conflict with large volume, nor sacri-
ficedinthe pursuit of productivity.

In the Philippines, it is standard procedure to do several preoperative tests routinely on
all cataract patients, which makes it very expensive. A team of Filipino ophthalmologists
and eye hospital administrators visited Aravind Eye Hospitals and discovered that the
quality of cataract surgery outcomes is still high with very limited routine tests and
additional tests done selectively based on clinical judgement.

Understanding large volume:

Given the high and growing backlog and incidence of cataract blindin many
devel oping countries, thereisan urgent need to move beyond the debate of
whether high quaity can be achievedinlarge volumes. Since methodsfor
preventing cataract formation andits progression arestill not determined, the
only way to solvetheincreasing backlog of cataract blindnessisto do asignifi-
cantly higher volumeof cataract surgeries. Giventhelimitationsin creating
additional resourcesand thedelay involved, apractical optionavailableisfor
existing programmesto increasetheir productivity. With proper organisation and
theright attitude, itisnot only possibleto achievelargevolumeand high quality
but it issomething that must be doneimmediately intheface of arising backlog
of cataract blindness.

Understanding Sustainability:

Sustainability isnot limited tofinancid viability or becoming sdf-reliant or
self-sufficient over the short term. It isthe process of building apatient-oriented
organisation with strong management systems, competent clinical and adminis-
tration manpower, cost effectiveness, and optimum utilisation of resources, al of
which contributeto sustainability over thelong term. Itisaprocessof becoming
sdf-reliantinproviding clinical servicesand in managing the programmeeffi-
ciently without depending on external human resources such asexpatriates. It
means building alasting programme, onethat honoursitssocia and environ-
mental respongbilitiesandisfocused onitsmisson.

Financial sustainability meanshaving stableincome sources, which arenot
influenced by the uncertainty of externa funding, at alevel higher thanthe
expenses. Sinceeyecare services, especialy cataract surgeries, arelargely
curative by natureand occur acrossall economic strata, they offer the opportu-

© Aravind Eye Hospitals and Seva Foundation %S
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Management Principlesand Practices 11

nity for raising therequired fundsfrom patient revenues. Thiscan beachieved

through effectivefinancid management, including:

* Appropriatepricing of services

e Cost recovery and cost control measures

e Promoting theuseof Intraocular lens(10OL) and suturelesssmall incision
techniques, which attracts patientsfor early cataract surgery-whenthey are

gtill earning money.

(See the Financial Sustainability Module for key considerations in acheiving the goals
of cost recovery and financial self-sufficiency.)

Theanaysisinthismodulewill giveabetter understanding of how manage-
ment functionscontributeto high qudity, largevolumeand sustainability in
cataract surgery programmes. The chart on the next page summarisesthe
various management principlesand practicesthat lead to higher quality and
larger volumeswhile ensuring sustainability. Each factor isfurther exploredinthis
module.

20
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Management Principlesand Practices

Contributing Factors

a. High quality

b. Largevolume c. Sustainability

1. Leadership
and
Attitude

e Pursuit of excellence

*  Willingnessto change

*  Willingnesstolearn

*  Patient-centred
attitude

e Commitment to reduc ¢ Dedicationtothevision

ing blindness *  Viewing patient as

*  Willingnesstowork partner inthe healing
hard process

e Teamwork *  Managing change

e Disciplineinwork * Roleof compassion

L eader(s) should .

Beavailableand ascessibleat dl times
Work withinthe eye care programme
Beproactivein setting directionsand initiating change

2. Increasing

» Basehospital approach

» Usingsatisfiedpatients | « Forecasting & planning

the uptake » Case selection asmotivators for expected workload
for eye care | » Uniformdemand *  Counsdling »  Cost containment
services- » Forecasting & planning| ¢ Community outreach& | «  Appropriate pricing of
Demand for demand fluctuation involvement services & total cost to
generation *  Quality assurance *  Buildinganingtitutional patients
image »  Utilisation of community
resources
3. Manpower * Trained staff * Motivationfor produc » Jobdescriptions
and Human »  Technica skills tivity * Regular & seasonal
Resour ces *  Task-to-skill matching *  Number of staff workload vs manpower
« CME e Staff mix planning
e Working hours * Recruitment & selection
» Joballocation » Employeerecognition &
retention
4.Building and | Layout »  Capacity *  Appropriatebuilding
Infrastruc- * Maintenance *  Accesshility technology & materials
ture e Sanitation & hygiene *  Workingdaysandtime | « Flexible& functional
*  Operating theatre buildingdesign
layout & work flow *  Durability & ease of
»  Erogonomics maintenance
* Designusing natura
resources

© Aravind Eye Hospitals and Seva Foundation
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Management Principlesand Practices 13
a. High quality b. Large volume c. Sustainability

5. Instru- Good quality products, Good maintenance Group purchasing
ments, availablewhenre Spare parts planning Inventory management
Equipment quired, purchased from Number and balance Models easy to repair
and reliablevendors and service
Supplies Cdlibration Appropriatetechnology

6. Systems Standardisation Flow of patients, Clinical effectiveness
and Patient-centred systems work, money supplies Periodic review to
Procedures Quality assurance Resource utilisation eliminate redundant

systems

Review Meetings
MIS

Medical records

Micro-level planning

systems
Comprehensiveinfor-
mation systems

Patient friendly systems

© Aravind Eye Hospitals and Seva Foundation
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Management Priniciples and Practices

1. Leadership and Attitude

a. High quality

b. Large volume

c. Sustainability

L eader ship .
and Attitude .

Pursuit of excellence
Willingnessto change
Willingnesstolearn

Commitment to reduc
ing blindness
Willingnessto work

Dedicationtothevision
Viewing patient as
partner inthe healing

Patient-centred hard process
atitude Teamwork Managing change
* Disciplineinwork * Roleof compassion

L eader(s) should .

Beavailableand ascessibleat al times
. Work within the eye care programme
. Beproactivein setting directionsand initiating change

Leadershipis different
from management, but
notforthe reasons most
people think. Leadership
is not mystical or
mysterious. Noris
leadership better than
managementora
replacement forit.
Ratherleadership and
managementare two
separate and mutually
supporting systems of
action.

-John P. Kotter

Introduction

Effectiveleadershipisfundamental to every organisation. Clinica and mana-
gerial functionsby themselves, however well performed, are not adequatefor
building adynamic, vibrant and sustainable eye care programme; leadershipisa
necessary ingredient.

L eadershipisnot smply about being an excel lent ophthalmol ogist or having
strong management skills. It hasmoreto do with creating avision, setting direc-
tion, defining priorities, and most importantly, motivating and inspiring peopleto
relentlesdy pursuethevision. Inaneye care programme, it hasto dowith
devel oping awork environment that fosters dedi cation, innovation, excellence,
and apositive attitude toward thework that must be doneto ensure high quality,
large volumeand sustai nability. L eadership comesfrom aperson, but it can be
ingtitutionalised to someextent by the* culture’ intheworkplace.

Leadership complements management; it doesn’t replace it. Leadership is
- setting a direction versus planning and budgeting,

- communicating a vision versus organizing and staffing,

- motivating people versus monitoring and problem solving.

Leadership is generally with reference to people. Management is usually about the
organisation and its systems and procedures. Management is about dealing with
complexity. Without management, complex organisations will become chaotic. But
leadership is dealing with change, since the external and internal environments — as
defined by demand, patient expectations, technology, employee expectations, etc. —
are constantly changing.

Organisations manage complexity by planning and setting targets. By contrast, leading
an organisation begins with setting a direction — a vision for the future. Management

© Aravind Eye Hospitals and Seva Foundation %S
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Management Principlesand Practices 15

The mostcritical
resourceis clinical and
senior management
personnel. Strategies
mustbeinplace to
develop selfreliancein
personnel, otherwise
the programme will
sufferfrom frequent
changesinleadership
provided by such key
personnel. This process
of direction setting or
“doing the right things”
(asdistinct from “doing
things right”) and
aligning all the employ-
ees in its pursuit, is the
leadership function.
This leadership function
needs to be internalized
withineach eye care
programme as thisis
the foundation for
sustainability. The
leadership function and
responsibility needs to
be passed on through
training and motivation.

- R. D. Thulasiraj and
Dr. Allen Foster

achieves the plan by creating an organisation structure and set of jobs. The corre-
sponding leadership activity is helping the staff understand the vision and develop a
commitment.

Finally, management ensures that the targets are met by monitoring the results. But
leadership achieves the goal by motivating, inspiring and keeping people moving in the
right direction.

The ultimate act of leadership is developing other leaders with a shared vision and in
the context making permanent a spirit of “compassionate capitalism” in all the employ-
ees. One way to develop leadership is to create challenging opportunities for young
employees. Sometimes this is done as part of a formal succession planning or high-
potential development process; often it is more informal.

- Adapted from John P. Kotter, What Leaders Really Do, Harvard Business Review, 1990

Probably themost important role of aleader isto help all staff feel that they
areimportant contributorsto the eye care programme. Showing that everyone's
job counts, that every singlejob-even the most junior-contributesto thewhole,
will inspire staff at every level towork to makethevision cometrue. A true
leader will know at least alittle bit about everyone'sjob. A trueleader will be
abletorelatetothejanitorsaswell asthe surgeons. A trueleader will exhibit all
the attitudes and behaviours described bel ow, and will inspire staff to adopt
themtoo.

1.a. Role of leadership in quality

Evenwith the best infrastructure and perfect systemsin place, positive staff
attitudesare necessary for achieving excellent results. Inadynamic environment
such asahospitd, itisimpossbleto predict every singleactivity and to specify
every singleprocedure. Therefore, positive attitudesmust be devel oped and
nurturedin al staff to keep them striving for high quality standardsand con-
stantly improving upon them. Theleader must develop and exhibit these atti-
tudesintheday-to-day activitiesand must believethat highqudity andlarge
volume can go together. Important attitudesto develop and nurture are:

* Pursuit of Excellence

Mediocrity and doppinesshaveno placein ahigh quality, largevolume
cataract surgery programme. Staff must bewillingto do their best inthe pursuit
of excellence. Working inasuccessful eye care programmerequiresperfection
inclinical areas. In patient careand patient satisfaction, theaimisexcellence.

You can see from my arthritic hands that | had to learn how best to train my fingers to
hold a surgical knife, when for years | couldn’t even hold my pen. But | wanted to be
the perfect surgeon. Sometimes | had to perform operations on hundreds of patients
each day. How | would pray for the divine grace to do that and to get my physical body
to help. What you need is the higher power to make your mind perceive truth. You want
your life force to lose all hatred, jealousy and envy, and to look instead for courage and
love. You want to surrender absolutely to the divine, to perfection, to whatever you may
want to call it. You do not want anything egotistical within you. It is an experiment you
are constantly conducting.

-Dr. G. Venkataswamy

© Aravind Eye Hospitals and Seva Foundation
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Doctors have many
patients to see. Butdo
theyreally see the
patient, or just the
patient’s wallet? Do
they see whether the
patientis arichman
who is going to pay
them well, or do they
see his soul and really
becomeinterestedin
his problems? Try to
see apatient’sinner
being. It is a very, very
interesting experiment.
lused to see many
rustic, unsophisticated,
ordinary village men
and women as patients.
But whenyou contact
theirinnerbeing,
suddenly youseem to
be one with them.

- Dr. G. Venkataswamy

* Willingnessto Change

Staff must beflexible, responsive and accommodating, on aday-to-day basis
aswell asover thelong term of the programme. Theleadership must demon-
strate thisflexibility and opennessto new ideas, and reward itin employees.
Thisisbecomingincreasingly important inview of technologica developments,
explosionintheinformation technologies, increasing awarenessand changing
patient expectations. Even within the system, the val uesthat drivethe employees
arevery different from the past, and organisationa loyalty isbeing replaced by
career growth.

* WillingnesstoLearn

Externa and internal changes as described above necessitate constant
learning. Resourcesmust be made availablefor learning new tricksand tech-
niquesfor maintaining or improving thequality of work in the changing environ-
ment. Theleadership of the organisation must provide opportunitiesfor training
andlearning.

o A “Patient-centred” attitude

Understanding the needs of patientsand doing what isbest for them should
be seen by staff asthe core purpose of their work. Thisshouldreflectinall the
staff trying to make each patient feel ascomfortable and cared for aspossible,
and striving for the best possiblevisua outcomefor each patient.

1. b. Role of leadership in large volume
Productivity will sem fromthefollowing attitudes:

e Commitment to reducing blindness

L eadersmust exhibit their concernfor theleve of blindnessin the community
and their strong commitment to addressit. Staff must be made aware of the
magnitude of blindness, aswell asthedifferencethey can make. Leadersand
managersmust believein and teach about “ the power of one.”

» Willingnesstowork hard

Willingnessto do large volumeand to view thisproductivity asan enjoyable
chdlengeisvita. Disgruntled or unwilling employeesmight knowingly or un-
knowingly sabotage systemsdesigned toincrease efficiency. Thevision of the
organisation must beimparted to staff, hopefully in such away that they can
cheerfully adopt it and diligently work toward it. Thismotivationisanimportant
roleof the organisation’sleadership.

The most rewarding part of my job is that there are so many patients, so much work,
that once | get into the hospital | tend to forget the rest of the world. This is almost
equivalent to meditating where one tries to shut off the whole world and concentrate on
a particular thing. The most interesting contrast between meditation and my work is that
for the former | have to try, but the latter is effortless.

- Dr. Datta, Aravind Eye Hospital, Theni, India

© Aravind Eye Hospitals and Seva Foundation
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e Teamwork

Productivity demands smoothly running teamwork. Theability towork asa
team member isvery important. L eadersand managersdemonstratethis
attributein their own work and constantly work on strengthening theteam.
Participative management style can helpin building and strengthening theteam.
» Disciplineinwork

Teamwork demandsdiscipline. Disciplinecomesnaturaly when staff are
trained and confident in the knowledge, skillsand attitudesthey need for doing
their jobssuccessfully. Again, theleadership must ensure adequatetraining and
supervision, and ultimately respons bility and independence, for employeesto
gainthisconfidenceand discipline. A well disciplined work forceisaways
admired by the patientsand it createsagood work environment, whichinthe
long runleadsto employeejob satisfaction.

| want to radiate love and goodwill on all occasions, without giving any place in my
consciousness to pride or prejudice. | want to love the patients and staff uniformly all
the time. But | know that | create a sense of fear in my staff if they come late, or if they
are not efficient in their work. This has become a strong habit with me, as | have been
keen to maintain discipline in work. | find though that when people are not effective in
maintaining discipline, morale declines, and the quality and quantity of work also
decline rapidly. If people could grow into the higher consciousness and act from the
higher level, they could influence others. Real discipline will come only when people are
motivated by spiritual force.

- Dr. G. Venkataswamy

1.c. Leadership and sustainability

Necessary attitudesfor helping ahigh quality, large volume cataract surgery
programmecarry oninclude:
* DedicationtotheVision

Theleadership must exhibit relentless persi stence and perseverance towards
the achievement of the eye care programme’svision. In any organisation, over
time, therewill be upsand downs, set-backsand good times. L eaders must
carry the organi sation through bad timesand maintain ahigh moraleinthe staff.

* ViewingthePatient asPartner in the Healing Process

Recognising that the hospital essentially prescribesthetreatment butitis
patient who implementsit through complianceisvery important. Eveninthe
caseof surgery, the postoperativerecuperationisentirely in the hands of the
patient. Developing arespect for the patient asapartner in the healing process
isvery important and hasto be shared by dl thoseinvolvedinthe healing
process. Patient education (in the Aravind model, thisisdone by paramedical
staff dedicated to patient counselling) can lead not only tofaster healing and
fewer postoperative complicationsthrough better compliance, but alsoto
patients motivating othersto attend thefacility for eyecare. Participatinginthe
healing processwith full understanding also resultsin better complianceinterms
of follow-up and the use of medications.
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» Managing Change

Sugtainability comesin part from seizing opportunitiesfor making adifference
inanew way. Successfully implementing and managing changeisoneof the
essentia functionsof good leadership.

* Roleof Compassion

If patientsaren’ t treated in an understanding and respectful way by staff, they
won't return and they won’ t recommend the eye carefacility to others. All
patients must betreated with dignity, and staff must try to understand patients
disabilities, discomfort and fears. It istherole of leadersto model compassion.

Some of my friends have asked me how we have trained our staff people in “the Aravind
culture.” An industrialist from Delhi once came and said, “I need to build a hospital, and
I am very much impressed with your hospital. Could you come and start a hospital in
Delhi for me?” | asked, “What is it you want? You have all the money you need. It is not
difficult for you to put up a hospital in Delhi. Why don’t you do it?” He said, “No, | want
a hospital with the Aravind culture. People are cordial here. They seem to respect people
more than money. There is a certain amount of inner communion or compassion that
seems to flow from them. How do you do it?”

- Dr. G. Venkataswamy

Availability and accessibility of the leadership

Itisnot enough that theleader possessall theabove virtues, characteristics
and qualities. The personin theleadership position also must beavailableand
accessiblealmost at al time and bewithinthe eye care programme. Further-
more, he or shemust aso be proactivein setting new directionsand initiating
change.

Inmany Stuations, especidly in government and many mission hospital
settings, theleadership liesoutsidethe actual eye care programmes. Inthe
government setting it issometimesdifficult to tracewhat centraised officethe
leadership comesfrom. Inthemission set-upitisoften asenior religious|eader
who headsthe hospital and severa other organisationsaswell. By design, such
leadership cannot beinvolved in the devel opment and day-to-day |eadership
inputsto the eye care programme as described in thismodule. Hence these
leaderstend to manage by aset of rulesthat appliesacrossall the organisations
or departmentsthey control, leading to inflexibility and bureaucratisation. Often
maor policy or programme decisionswhen brought to such leadership, receive
very littleconsideration and arehandled witha“yesor no”.

For an organi sation to be vibrant and sustainableit isimportant that the
leader not only be avail able whenever needed or wanted, but also be proactive
inthedevel opment of the programme. Thisisfundamenta toimproving quality,
productivity andto achieving sustainability.
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2. Increasing the uptake for eye care services ( also see Community

Outreach Module)

c. Sustainability

a. High quality b. Large volume

Increasing » Basehospital approach | » Usingsatisfied patients |

the uptake e Case sdlection asmotivators

for eyecare | « Uniformdemand »  Counsdling .

services » Forecasting& planning | * Community outreach& | °

Demand for demand fluctuation involvement

generation *  Quality assurance * Buildinganingtitutional
image .

Forecasting & planning
for expected workload
Cost containment
Appropriate pricing of
services & total cost to
patients

Utilisation of community
resources

Introduction

In most devel oping countries, the gap between theleve of eye care services
provided and clinically defined need for treatment isalmost 10to 20times. In
India, for example, an estimated 3.5 million surgeriesare done each year on
eyesblind dueto catarct against an estimated backlog of 23 millioneyes. The
current level of surgery isyet to equal theincidence. Compared totheoveral
capacity of beds, ophthalmol ogistsand other resources, the number of cataract
surgeriesdoneisquitelow. Hospital surgeriesper bed per year issometimesas

low as 15 whileit could be ashigh as 100.

Thisindicatesan urgent need for stimulating the demand and uptake. The
clinically defined need will haveto be converted into aneed felt by the patient,
through provision of affordable eye care servicesthat meet patient needs,
accompanied by health education and motivation. Delivery mechanismswiill
needtobein placethat ensure accessibility and affordability. Activitiesfor
increasing the uptake must be astructured part of any eye care programme.
Attentionwill need to be paid to maintaining high quality while attempting to

increasethe patient load.

Two main gpproaches can be employed to get patientsto the hospital. The
first approachisreaching out to potential patientsthrough eye campsand
outreach activitiesand bringing themto the hospital. The other approachisto

attract patientsto cometo the hospital ontheir own.

2.a. Ensuring high quality while increasing the uptake

Increasing the uptakefor cataract surgery servicesiscounterproductiveif
high quality surgery and care cannot be provided. Several factorscontributeto
ensuring high quality, even with extremely largevolumesof patients.

» BaseHospital Approach

Animportant approach that can lead to better quality isthe* base hospital
approach.” When the eye camp approach beganin Indiathe 1930s, it was
awaysdonein makeshift places, sincethehospital and logisticinfrastructurein
the country wasgrossly inadequate. Inthelast six decades, thishaschanged

© Aravind Eye Hospitals and Seva Foundation
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Limited bed availability
prevents large volume
cataractsurgeryin
some hospitals. Eye
camps provide opportu-
nities forlarge volume
surgery, but facilities
are not available
throughout the year. At
aresident orbase
hospital, spaceis
available to conduct
large volume surgery. It
is possible to maintain
a “factory-like” effi-
ciency with this ap-
proach. The services
are of the highest
quality and the man-
powercanbeused
optimally and effi-
cientlyin am economi-
cal manner.

- Dr. G. Natchiar

considerably. Most peoplein India, for examplenow livewithinan hour of
travel fromahospital (aprimary health centreor an eyehospital). Thisoffersan
opportunity for screening potential patientsin thecommunity and transporting
themto ahospital for surgery rather than doing the surgery with makeshift
arrangementsin school buildingsor commuity hals.

Thisapproach can significantly improvethequality of treatment and reduce
costsaswadll. Inthe base hospital, thereisbetter control over theresources; in
well-run hospitals, theseresources are organised for optimum utilisation. Pa-
tientswith diabetes or hypertension can stay aday or two longer before surgery
and smilarly patientswith postoperative complicationscan stay longer after
surgery. Thiswill increase both the uptake and the outcome. Thisisnot possible
inasurgical eye camp asthe venue hasto be vacated by acertain date.

Hospital-based surgery a so hasapositiveimpact on health-seeking
behaviour. Having been through the hospital process, patientsaremorewilling
to comeontheir ownfor follow-up or to bring afriend or relativefor treatment.
This, of course, isbased on the assumption that the patient returnshome
satisfied with the experiencein thehospital. Of course, “factory-likeefficiency”
doesnot mean mechanical behaviour. Well-designed systemscan blend this
efficiency withahuman and caring environment.

» Casesdection

Careful attention to case selection will influencethevisua outcomefollowing
cataract surgery. The case selection processin an eye camp or hospital andthe
preoperative eva uations should incorporate necessary stepsto ensurethat the
patient doesnot have any co-existing infections, systemic diseasesor other eye
problemsthat could serioudy compromisethe outcomeand futurevisual acuity.
Establishing clinicd guidelinesand ensuring that they arefollowed can help
achievethis. (refer tothe Clinical StrategiesModule)

* Uniformdemand

Eyecareservices, likeother health care services, often face demandsfor
serviceswhich fluctuate monthly, daily, or even by the hour. Hedlth care services
can't be produced and stored for later delivery. Neither can theresourcesbe
increased at very short notice. Delivery of eye carerequiresspecidly trained
manpower specifically oriented to the programme. Patients do not want to wait
for that. In devel oping countries, wherethereisaconstant shortage of trained
manpowe, itisnot practical tolay off staff at dack timesand re-employ them at
peak times.

Theoretically, the staff of one programme can be deputed to another with
peak load, but from apractica standpoint thismay not be possibledueto lack
of coordination and the unwillingness of the staff to go and work el sewhere.
However, when the demand fluctuatesin the whol eregion or country, such as
low demand in summer and peak demandsin winter, even such transfersare not
possible. During thedack months, the staff isidle, which not only drivesthe cost
up but also lowersemployee morale. During the peak period, the manpower is
not adequate and thisleadsto stress being experienced and subtle compromises
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We insist on high
quality care in diagno-
sis, surgery and all
treatment, whether the
patientis from arural or
anurban area. Some
doctors are open to
spiritual influence and
appreciate the opportu-
nity to work in Aravind
eye hospitals....We do
try to motivate our staff
to achieve excellencein
theirsurgery and
publications, and some
of them are internation-
ally known for the
quality of their
work....Every opportu-
nity to work and to keep
this high quality in our
work is my spiritual
aspiration.

- Dr. G. Venkataswamy

intheddlivery of services. Strategiesfor increasing the uptake should be de-
signed to produce uniform demand. For instance, during thelean monthsmore
screening eye camps can be conducted to increase the patient load.

* Forecasting and Planning for Demand Fluctuations

Sinceahospital’s capacity cannot be changed at short notice, fluctuationsin
demand can adversdly affect qudity. Developing aninfrastructureto dofive
surgeriesevery day or 50 surgeriesevery day isonly aquestion of investment
and organisation. But when ahospital with acapacity to do fivesurgeriesaday
isrequired to do 50 surgeriesdueto sudden inflow of patients, compromisesin
quaity will result. Thusmanaging demand fluctuationsiscritical tomaintaining
quality and control costs. Thiscan be addressed somewhat by predicting the
demand fluctuations and planning accordingly. Admissionscan be staggered or
arrangements can be madein advance with one or more ophthalmologistsinthe
areato comeand help out at such instances of heavy patient flow.

* Quality assurance (see Appendix 5)

Quality standardsarerelativeand aredriven by the availability of technology,
levelsof communication, patient awvareness, local economicfactors, and the
state of the environment. What was acceptable asgood quality 15 yearsago
will befrowned upon now with the advent of newer technologies. What is
considered to be good quality in one country may not be acceptableinamore
developed country. Whenit comesto quality, it isimportant to recognisethat it
isthepatients’ judgement of quality that countsand not theproviders . The
qualtiy of patient care hastwo dimensions.

Quality of clinical care: Whilethe patient isthe best judge of thevisual
outcome, the patient haslittle or no understanding of thequality of theclinical
process. M ost patients can’ t appreciate thetype of surgery performed, the
number of sutures, section done, or any of thefiner details of the surgery that
contribute to the successful outcome. In other words, in most instancesthe
patient isnot going toinfluence or dictate the detailsof how the surgery or
examination should bedone. Hencethe pressureto maintain high clinical
standards and to constantly improve hasto comefrom within the system.

Good clinical outcomes produce good visua outcomes, which arefunda
mental to attracting patients. Even the poor patientswho seek freecareare
quitediscerning about the quality. At onetime, patientsfrom Nepal usedto go
toIndiafor their eye care. Thefact that thetrend isnow reversed, with Indians
intheborder areasgoing to eye hospitalsin Nepal, isampletestimony tothe
patient’s capacity to differentiate between good and mediocre quality.

There should beaprocessfor constantly monitoring clinical quality. Quality
assurance systemsarevita. Good medical recordsand periodic medical audits
can help ensurequality. A routinerecording of factorssuch asvisua outcome,
visua improvement, intraoperative and postoperative complications, plus
monthly analysisof thedatacan helpin quality assurance.

Another way of improving clinical quality isto establish abenchmarking
systemfor comparing clinical outcomesand complicationrates. Such asystem
can be established acrosswilling hospitalsand within ahospital to comparethe
outcomesof different ophthalmologistsor over timeperiods. Thiscan bedone
inaway sothat identitiesarekept confidential tofacilitateimprovementsina
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non-threatening manner (see Benchmarksinthe Appendix - 1)

Quality of non-clinical care: Thisrelatesto staff behaviour, communication,
comfort levels, amenities, cleanliness, waiting time, trangparency in systemsand
procedures, dignity of treatment, perceived valuefor money (hospital charges),
etc. All patients, rich or poor, areableto judge non-clinical carefromtheir won
perspective (and that iswhat counts). All facilitiesshould congtantly striveto
improvethisaspect of quality in comparisonto other providersand by getting
the patient feed back. Patient feeback can comefrom severa sources:

»  Complaintsand suggestionsbook
» Patient satisfaction survey (refer to Appendix 5 for amodel survey form)
»  Structuredinteraction with the hospita staff

Sincequdity standardsarerdativeto time, technology and patient expecta-
tions, it isimportant to be aware of new developmentsand changesin patient
expectationsand to constantly make necessary changes. Paying patientsin
particular haveas gnificant impact on quality. Compared to free patients, the
paying patientstend to be more demanding of service standardsand arewilling
to make suggestions. They arenot willing to put up with outcomesor services
that don’t meet their expectations. They usually check around before coming to
thehospital and tend to compare the quality with other hospitals. Thissort of an
external pressureisnecessary. Takeninaconstructive spirit, thesecriticisms
hel pto constantly improve both dimension of quality.

2. b. Strategies for generating large volume

Strategically, increasing theuptakefor high quality cataract surgery isthe
number oneway to becomefinaly viable, becauseitistheincreasrd volumethat
brings down the cost per surgery. For thisreason and from the perspective of
clearing the backlog, demand generation becomesacrucial functionfor aneye
careprogramme. Several approachesare possible. Taken together, they can
lead to arapid increasein patient volume.

» Using satisfied patientsasmotivators

Asmentioned earlier, animportant dimension of quality isthe calibre of non-
clinical care. Theseaspectsof carearewell understood by the patientsand their
relatives, and all patient hasaleve of expectationinthisarea. Thetreatment
they receive determinesthestoriesthey tell back intheir community. Satisfied
customersarethe best salespeoplefor the hospital, at no cost to the
programme. Systems and procedures should be constantly reviewed to ensure
that the quality of nonclinical care becomes/remainshigh. Thiscan beassessed
through compliment and complaint registers, suggestion books, and periodic
patient satisfaction surveys. Insmpleterms, qudity pays. It doesn’t cost. The
patientsat thetime of discharge can be encourged to refer to the hospital other
patientsin need of cataract surgery.

* Counsdling

Effective counsdlling hel psin motivating patientsto accept surgery and
reducesthe number of dropouts. It aso hel psto enhance pati ent satisfaction by
moderting their expectationsand by allowing quick reactionsto meet their
needs. Using operated patientsas motivatorsis possi blethrough active counsel -
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We had nearly 200
patients to operate on at
the very first camp, and
we also had to feed
themforaweekbefore
sending them home.
Without asking, commu-
nity leaders and volun-
teers came forward with
enormous support, and
fed the patients after
the operations. Itwas a
wonderful response, and
the camps became very
popular with the people.
We organised more and
more camps, andonce
performed over 700
cataractoperationsin
one day, aworldrecord
at the time. We gave
patients free food and
free spectacles....Local
industries and busi-
nesses gave us much
support

- Dr. G. Venkataswamy

ling. Atthehospital, trained patient counsellors can be employed to encourage
patientsto accept medical treatment and also to answer patients queries(see
Paramedica ContributionsModule). The patient counsellor should be capable
of establishing personal contactswith patients, educating the patients on proper
eyecare, assisting theminfollowing the hospital procedures, and ensuring that
the patient’sneedsaremet during their stay inthe hospital.

»  Community outreach andinvolvement (see Community Outreach Module)

Eye care programmeswith community partnershipshave multiple benefits.
They lead to more successfu eye camps, they conserve programme manpower,
and they create acadre of loca supporterswho become committed through
volunteer work. Thecommunity isfamiliar with loca community groupsand
hencewhen they organise an eye camp the attendanceismuch higher thaniif the
hospital did all thework itself. It also makesit possibleto organisealarge
number of screening eye camps since most of the organising work at thecom-
munity level isdone by thecommunity group partnering intheeyecamp.

The following chart shows the numbers of cataract surgeries performed at Aravind Eye
Hospital in Madurai in a three-year period. It can be seen that patients who came
through eye camps, all of which are organised with the support of voluntary
organisations in the community, account for close to 50% of total cataract surgeries.

Performance of Aravind Eye Hospital, Madurai

1998 1999 2000
Total cataract surgeries 69,535 77,394 78,349
Cataract surgeries through camps 28,338 - 40% 38,338-49% 44,394 - 56%
Number of eye camps 560 559 577

* Buildinganingitutiond image

Every satisfied patient hasthe potential of being amoativator for getting more
patientsto thehospita. “Word of mouth” hasthe maximum impact in marketing
servicesto potentia patients. Devel oping agood reputation and apositive
ingtitutiona imageareimportant for getting patientsto cometo the hospital on
their own. The hospital should ensurethat patients are satisfied with the services
of thehospita and theoutcome of their surgery. Significantinvestmentinthis
approachisworthwhileasit provides astable demand basefor the hospital and
candragtically reducethe cost of casefinding through outreach activities.

2. c. Demand generation strategies and sustainability

Thearithmeticfor sustainability issmple. Satisfied patients=more patients=
more cataract surgeries=lower cost per surgery. (See Financia Sustainability
Modulefor formulas.) Any strategy that contributesto the quality of surgical
outcomes, to the number of surgeries performed, or to keeping the cost of
surgery low will heptheprogrammeremainviable.

* Forecasting and planning for expected workload

Thequality implication of thishasbeen discussed earlier, with the cost
implication covered here. The problem of workload variations can be ad-
dressed somewhat by predicting the demand fluctuationsand planning accord-
ingly. All non-patient activitieslike staff training, ma or maintenance, conferences
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and workshops can all be scheduled during the slack periods. An attempt can
also bemadeto even out the demand by abetter understanding of the reasons
for thefluctuations. If logistics of travel areaproblem during the monsoons, the
appropriatenessof arranging transportation can beexplored. Whileall thiswill
cost additional money, it would substantially reducethe cost per patient treated.
In some centresin Northern Indiaand Nepal, programmeswere ableto break
thisannual cycleof highand low demand by conducting screening eyecampsin
thesummer and transporting the patientsto the base hospital. Somedternative
strategiesfor managing the variationsin demand arereservations (to smoothen
day to day fluctuations), active outreach activities (to smoothen seasonad varia-
tions) and having devel opmental activities(training, renovation, etc.) and staff
vacation during thelean period. Theobjective of formulating strategiesfor
managing demand variability isto match the servicerate to the demand rate so
astoavoid building of queuesand long delays. Thiswill aso ensurethat high
clinica quality and patient satisfactionisachieved.
» Cost containment

Cost containment requires|inking expenditureswith outputs, and making that
linkage clear to those who can affect either or both. Thuscurrent and accurate
recordsareintegral to cost containment. Control will need to be exercised at the
microlevel, looking at each transaction. Purchase and payment procedures
should ensurethat what isneeded ispurchased at theright time, price, quantity
and quality.

Productivity and cost containment

The whole process of using resources efficiently is ultimately reflected in the cost of
services. The total cost of providing services can be broadly classified into the cost of
running infrastructure and the cost of consumables. The cost of running the infrastruc-
ture will cover expenses such as salaries, utilities, maintenance and lease/rental. This
cost does not change with the fluctuations in the level of service and hence it is
referred to as the fixed cost. In hospital and health care settings, the fixed cost
accounts for as much as 70% of the total recurring expenditure.

The cost of consumables, on the other hand, varies directly in proportion to the volume
of service (e.g., number of cataract surgeries). Thus it is called the variable cost. If 100
operations are performed, 100 units of consumables are required, and if 1000 opera-
tions are undertaken 1000 units of consumables are needed. The total cost of
consumables therefore varies in proportion to the volume of service delivery.

Thus the total cost per unit of service, e.g., cataract surgery, can be expressed as:

Fixed cost + Cost of 1 unit of consumables
Cost per cataract operation =

No. of cat. surgeries
- from R. D. Thulasiraj and Dr. Allen Foster
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All I want to sell, to
market, if you will, is
good eyesight, and
there are millions of
people who need it
badly. Nothing more
basicis needed than
good eyesight. Aman
who loses it loses fifty
or sixty years of life. If
that man canafford to
pay me for it, certainly
he should pay. If the
man cannot afford to
pay, still he needs
eyesight. So how
exactly should the
market work?

-Dr. G. Venkataswamy

» Appropriate pricing of services(see Financia Sustainability Module) and
total cost to the patients

Pricing:

When the paying capacity of patientsisanaysed, it can be seenthat some
patientsarewilling to pay any amount for good quality ophthalmic services.
They might eventravel to acountry inthe West for treatment. A significant
segment of patientsare ableto pay reasonable market rates. They don’t mind
spending amonth’ swages on cataract surgery for themselvesor their depen-
dents. These are peoplewith regular employment - officeworkers, tradesmen,
factory workers, business people, etc. Thereisanother category that can
scrapetogether enough money to afford asubsidised rate. In thissegment of
patients, it sel dom means mortgaging the house or borrowing the needed
money, but more often deciding on the priority between eyetreatment and
discretionary expenseslikedrinking, smoking, etc. Thismight bemostly farm
labourers, workersin unorgani sed sectorsof industry, etc.

Apart from the spectrum of those who can pay something to thosewho can
pay anything, there are those who cannot pay, regardless of how low thefeeis.
Infact, they would need additional support from the programmeto provide
food and transportation. InIndia, for example, an estimated profile of patients
ability to pay isshownin Table-?. These estimates can be refined based on the
nature of economic activity of the patient service areaand other relevant data
that may beavailable.

Category %
Can pay any amount 5
Can pay reasonable charges 40
Can pay subsidised rate 35
Can’t pay any amount 20

Giventhiseconomic profile of eye patients, community-oriented programmes
that havethe socia responsibility of reducing needlessblindness should attract
paying patientswith apricing structure that produces asurplusto support the
servicesfor poor patients. Theprice, thequality of surgery, and thelevel of
comfort influencesthe demand from paying patients. There could bedifferent
priceswith varying accommodation and comfort levels, to cater to the different
categoriesof patientsand their expectations, including afreeward for the poor
patients.

Have our prices changed over the years? Keeping in mind our motto (Quality Service at
Affordable Price), we recently raised the price by a nominal increase of Nepal Rs. 300
(about US$5) to cover the cost of the IOL. Everything else has stayed the same price.
Our hospital is not in favour of changing the prices frequently, but we consider market
inflation and the gradual increase in the cost of drugs. Our experience is that a very
thorough patient survey is needed in order to establish affordable prices and before
changing the prices. Our principle in pricing has been to cover actual expenses, not to
make a surplus by increasing the price. Even though the patients are only charged to
cover the expenses, due to the high volume of patient flow, we have been able to
accumulate some surplus over the years and are well on our way to being financially
sustainable.

- Dr. S. K. Shrestha, Lumbini Eye Hospital, Nepal
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Total cost to the patient:

Whilethefeescharged by the hospital could bereasonable, thepatientis
concerned about thetotal cost that he or she hasto spend on the care, which
will includetravel, food and other related costs. Thistotal cost hasto be afford-
able. Being sensitiveto thisand finding wayswithin themeansof the hospital can
hel pin making the servicesmore affordable. For example, in some hospitals,
dueeither to the system of working or tolack of reliability of services, apatient
may haveto makethreeor four visitsbefore being admitted. Similarly the
preoperative and postoperative staysarelonger than necessary in some hospi-
talsand thiscould be dueto following old conversation, lack of confidence or
thequality of surgery. Having the patient comefor severa follow-upvistsagan
increasesthe cost for the patient. The hospitalsare often not sengitiveto thisand
theadditional costimplication to the patient. Designing systemsfor sameday
admission and next day surgery withthe minimal required postoperative stay
and follow-up could considerably reducethetotal cost and thereby makethe
cataract surgery affordableto alarger community.

* Utilisation of community resources

Our resourcethat ispoorlyl understood and hardly used when compared to
itspotentia isthe community. Community, through itsvoluntarism and materia
resources, can substantially improve resource utilisation. Eye camps, for ex-
ample, dwaystake placein thecommunity. However, in many prorammes, the
hospital staff are pressed into serviceto carry out the publicity, arrangefor the
camp site, and ensure necessary furniture and accommodation for the medical
team, etc. All these activitiescan easily be done by thecommunity andinal
cases can be done better than by the hospital staff. The community knowswhat
resourcesare availableand hasabetter understanding about employing themfor
thecamp work. They arevery happy to maketherequired resourcesavailable
at no cost. If they arebrought in asequal partners, they can not only do all these
activitiesbut also cover the costs. Active utilisation of thecommunity andits
resources hel psin demand generation, and isapowerful strategy inmoving
towardssustainability.
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3. Man power and human resources

a. High quality b. Large volume c. Sustainability
M anpower * Trained staff * Motivationfor produc » Jobdescriptions
and Human |  Technica skills tivity * Regular & seasonal
Resour ces e Task-to-skill matching | ¢ Number of staff workload vs manpower
« CME o Staff mix planning
e Working hours * Recruitment & selection
» Joballocation » Employeerecognition &
retention

Inmost health care
programmes, the term
manpower seems to
coveronlydoctors and
atbest paramedical
staff. However, for the
clinical team to be
productive, someone
has to ensure that the
patientloadis ad-
equately maintained,
sufficient supplies are
available, and equip-
mentisingood working
order. Finances mustbe
available and there
mustbe adequate
controls to ensure
accountability. Health
education and preven-
tive measures mustbe
promoted toreduce the
morbidity levels in the
community. Hence,
there are many activi-
ties that need to be
performed to comple-
ment the performance
of the eye surgeons and
clinical teaminorder to
ensure that the eye care
services are provided
both effectively and
efficiently.

- R. D. Thulasiraj and
Dr. Allen Foster

Introduction

Human resources, both clinical and nonclinica staff, play animportant rolein
theeffectivefunctioning of an eye careingtitution. Financesare essential for new
appointments, devel opment of human resources and creating agood work
environment, but there are other factorsthat have agreater influenceonthe
qudity of work and productivity.

The following steps will help in ensuring optimum manpower utilisation:

Step 1: Ensure that all functions are adequately staffed:

The broad functional areas are clinical services (outpatient work, surgery, ward work),
operations management (day to day administration, control, procurement, etc.),
marketing (increasing the uptake for eye care services through community outreach,
counselling, developing a referral network, etc.), financial management, human resource
management, medical records and support services (dietary, housekeeping, security,
transportation, maintenance, communications, etc.). In large programmes one or more
persons may be appointed for each of the functions, while in small programmes one
person can be assigned multiple functions. What is important is that all these func-
tional activities are adequately staffed and performed.

Step 2: Balance the various categories of manpower:

A large field staff supported by only one eye surgeon will lead to a waiting list for
consultation and surgery, resulting in community dissatisfaction, which in turn makes
the work of the field staff ineffective. Too few paramedical staff will mean that the eye
surgeon spends most of the time either waiting or doing routine clinical activities.

Step 3: Use manpower appropriately:

It will be a misuse of valuable resources if the eye surgeon has to do all the refractions
or attend to routine administrative matters such as ordering supplies or making detailed
arrangements for an outreach activity. Staff should be utilised in such a way as to
maximise their training and skills.

Step 4: Periodically review the quality of manpower:

This will ensure that there is a good match between the demands of the task and the
competence of the person performing it. This regular review is important since in any
organisation new personnel are appointed, staff are transferred from one job to
another, new technology or procedures are introduced and new functions are created,

© Aravind Eye Hospitals and Seva Foundation

20

SERIES




28

Management Principlesand Practices

The mostimportant
type of training has
always been and will
always be training on
the job. The experience
of actually doing
something on the job
makes a lasting impres-
sion that other types of
training cannot provide.
Fornew employee
training on the job to be
successful, supervisors
must themselves be
trained and motivated
tobe good trainers.

-from Training and
Management Develop-
ment, in Handbook of
Hospital Personnel
Management, India

making the work situation a dynamic environment. Continuing education, through
meetings, workshops, etc., can be a useful way to upgrade the knowledge and skills of
personnel and to increase staff motivation.

Step 5: Find ways to use the community wherever possible:

The community can provide volunteers to support the hospital work and can be equal
partners in the community outreach work. It is important to recognise this opportunity
and design systems to actively utilise community resources. This reduces the cost of
the programme and more importantly makes the community intervention programmes
far more effective. In some situations, industry, schools or the army may depute staff as
volunteers to work in a specific project or to staff a regular position for a certain period.
- from R. D. Thulasiraj and Dr. Allen Foster

1. a. Human Resources and High Quality

Quiality in cataract surgery isateam effort. Thisisachieved when all staff
membershavethe basic training to devel op the necessary technical skills. Task-
to-skill matching and continuing medica education ensurethat staff usethelr
skillseffectively and continueto develop their skills.

o Traned Staff

Itisimportant that all the hospital staff havetherequired basictraining for
doing thejob. Suchtrainingisrecognised asessentid for the ophthalmologists
and to someextent for the paramedical staff. Asfar asthe othersare con-
cerned, thegenera fedling isthat they will learn onthejob. Whilethiscould
theoretically happen, inredity it isoften up to theemployeeto devel op the skills
onatrial and error method. Inthe process, the quality of their work suffersand
thisisoneof thereasonsfor widedisparity inquality between programmes.

In addition to ensuring generic Kills, al employeesontheir appointment
should aso receive an in-depth orientation to thework culturein theinstitution.
The staff must know how they can employ their skillsinaparticular
organisational setting and what support structureisavailable. Hereagain, such
orientation can happen over timejust by beinginthejob, but inthe processtheir
performancewill have been compromised.

Itisalsoafact that thereisalack of adequately trained personnel in many
developing countriesand thisisareflection of thetraininginfrastructurein each
country. Insituationslikethisit would be desirableto structure the onthejob”
training with adequate supervision and assessment if that istheonly training
option.

The following have been identified by an Aravind team as some of the constraints in

implementing proposed action plans for improved and expanded eye care in Cambodia:
- limited funds for training programmes for eye care workers

- lack of training programmes in the country for eye care workers

- nonavailability of trainers for training eye care personnel

- lack of motivation in existing eye care personnel due to poor salaries
- nonavailability or refusal of eye care personnel to work in the provinces

from Illumination, LAICO Community Ophthalmology Newsletter, 2(2), 1997
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Theideaforthe[Lions
Aravind Institute for
Community Ophthalmol-
ogy] was that it would
be an opportunity forus
to bring about the happy
marriage between
spiritual consciousness
and modern technol-
ogy—thatis the chal-
lenge we face today.
Aravind is a model for
large-volume, self-
supporting cataract
surgery, appropriate for
developing countries.
They need well-trained
leaders to plan blind-
ness control programs
suitable to different
areas. Theyneed
training in epidemiol-
ogy, biostatistics,
health planning, opera-
tionsresearch, health
education, and social
marketing. They also
need to have aninterest
in spiritual practice.

- Dr. G. Venkataswamy

» Technicd Skills

Thequality of clinical outcomeislargely dependent onthe skillsof the
ophthalmologistsand the paramedica staff. Initialy theskill levelsusualy reflect
thestandardsat theinstitution wherethey received their basictraining. While
thismay be adequate, it would awaysbe hel pful toreview theskill levelswith
thoseat other ingtitutionsasaway of informal benchmarking toidentify if any
improvementsare required.

e Task-to-Skill Matching

Caremust be taken to match thetasksto be performed with the skills of the
staff member. Tasksthat aretoo difficult duetolack of appropriatetraining will
lead tofrustration and often poor quaity. Underqualified staff will sometimes
skip the hard partsof their job, or not recogni sewherethey need help,
jeopardising quality. Tasksthat aretoo smplelead to boredom. Overqudified
staff will sometimesallow their attention to wander — again jeopardising quality
— or they themselveswill “wander” to amore challenging job elsewhere.
Under utilising theskillsof staff aso hasacostimplication.

 Continuing Medica Education (CME)

Continuing medical educationisanimportant tool in keepingthemedical staff
abreast of new developments. In the absence of CME, new devel opments
either never happen, or occur at avery dow pace and will be dependent on
external resources. CME isalso required for staff who areassigned to new
clinical tasksfor whichthey don’t havethetraining. Theprocessof trainingis
not aone-timeactivity, asthere are constant developmentsin thefield of health
careand more soin the practice of ophthalmology. It must aso be recognised
that quality isnot an absolute standard but it is something that evolves continu-
ally based on technol ogical innovationsand patient expectations. CME
programmes also give an opportunity to interact with the peer group and to hear
about new ideas. Thusthereisaneed to have asystem of continuing education
and skillsdevel opment to keep pace with new devel opmentsand changing
patient expectations. Thisappliesequaly to both theclinical and thenon-clinical
personnel. Itiscertainly inthe eye care programme’ sbest intereststo invest
timeand money in CME and other staff training.

Guidelines for designing training programmes

1. Training opportunities should be given to all employees irrespective of their age,
gender, rank, etc.

2. Training programmes should be based on job analysis.

3. Training opportunities should be provided throughout the employees’ stay in the
organisation in order to meet technological changes.

4. Apart from meeting immediate demands, all employees should be encouraged to take
courses that are likely to improve their prospects for more highly skilled employment.

5. A systematic means of assessment should be used while selecting employees for
training.

© Aravind Eye Hospitals and Seva Foundation
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Our large volume comes
from having very well
trained surgeons, who
are extensively sup-
ported by highly
qualified and very, very
dedicated paramedical
staff. With one full-time
ophthalmic surgeon and
threeresidents, we do
about4500 major
surgeries and 500 minor
surgeries per year, one-
quarter paying and
three-quartersfree.

- Dr. Datta, Aravind Eye
Hospital, Theni

Use paramedical staff
inthe correct ophthal-
mologist-to-paramedi-
calratio (usually one
ophthalmologist tofive
paramedicals) inorder
to free up ophthalmolo-
gist time to perform
surgery and to lower
costs by utilising less
expensive profession-
als.

-David Green, Seva
Consultant

Purposes of training

1. Rendering better service to patients

2. Reducing wastage

3. Filling higher posts

4. Promoting safety measures

5. Teaching employees to efficiently operate new equipment
6. Keeping abreast of new developments

Advantages of Training

Just as education improves the knowledge of a person, training enhances the aptitude,

skill and abilities of employees to perform specific jobs better. The advantages of a

training programme are numerous.

1. Training brings about an improvement in the quality and quantity of output, by
increasing the skill of employees.

2. Trained personnel can make better use of supplies, instruments and equipment.

3. Training helps to highlight promising employees.

4. Training also helps in locating mistakes in the selection process.

5. Training creates a feeling of security among the employees that they are properly
looked after by the organisation.

- from Training and Management Development, in Handbook of Hospital Personnel
Management, India

3. b. Human resources and large volume

Severd controllablefactorssuch asthe staff strength, their motivation and
composition, working hoursand job all ocation determinethe volume of work
done.

» Motivationfor productivity

All humanresource activitiesinalarge volumeeye care programme must be
oriented to productivity. Recruitment, initia hiring, orientation and training
activitiesal provide ongoing opportunitiesfor motivating staff to contributeto
theorganisation’sculture of productivity and largevolume. A crucia responsibil-
ity of the organisation’sleadership isto constantly remind staff of thebig picture
of needlessblindness, and to constantly show staff theimportance of their
contribution to the solution by treating large volumes of patients.

e  Number of staff

A variety of skill setsarerequired to performthedifferent activitiesinvolved
Inacommunity-oriented eye care programme. In order to providereliable
service, al required departments must be created and staffed appropriately. For
instance, al cataract surgery programmesshouldideally haveat least two
ophthamologiststo ensurethat at least oneisavailableat al times.

o Staff mix

Thecombinationsof clinica staff, epecialy doctorsand ophthalmicassis-
tants, should be carefully considered in order tofacilitate better utilisation of
resources. |nthe operation theatre, for example,the doctors should be concen-
trating on the surgica procedure whilethe paramedical staff can carry out all the
preoperative preparations. |dedly, theratio between the ophthalmol ogistsand
the paramedical staff (refraction, outpatient, ward and operation theatre staff)
should be 1:4 or 1:5 asdetermined by thework distribution.
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There should be aseparate cadre of administrative staff to take care of al
the administrative dutiesand to cater to day-to-day operational needsof various
clinical areassuch asscheduling of staff, scheduling of patients, report genera-
tion, management of supplies, patient feedback, and tackling acrisissituation or
other administrativeissues. There should aso be one or more personswith the
specificrespongbility of increasing patient uptkethrough outreach activities,
counsdling, referra networksetc.

» Working hours

Larger volumes can be achieved with alarger number of staff intheright
composition working longer hours. Thisdoesn’t necessarily mean alonger work
day, however. It might mean allowing the surgeonsto perform surgery for
severa hourseach day rather than just oneor two hours. Thisalowsthemto
develop greater speed along with greater skill. 1t might mean keeping the
outpatient department open longer, sothat patientscoming fromlonger dis-
tances can be examined the same day. In many hospitalsthe outpatient registra-
tiontimingsarerestricted to afew hoursaday thereby decreas ng the number
of patientswho can be seen each day.

What allows us to do cost effective cataract surgery? Large volume surgery brings
down the per unit cost of cataract surgery, so we try to do more and more surgery per
day. We also try to do maximum surgery with minimum staff by fully utilising every staff
member’s time, with one ophthalmologist using two operating tables, for example.
Maximum utilisation of working hours and using well trained clinical and paramedical
staff avoids unnecessary costs.

- Dr. S. K. Shrestha, Lumbini Eye Hospital, Nepal

» JobAllocation

A number of clinica tasksareinvolvedin diagnosing or treating apatient.
Some of these areroutine and repetitive by nature while othersare complex and
requirefineclinica judgement. In many settings, an ophthalmol ogist doesthe
entirerangeof clinical tasksincluding theroutine ones, which are often the most
time-consuming. With proper training, paramedical staff can perform many of
theroutinetasksregardless of how specialised they are or how sophisticated
the equipment involved. Paramedica staff can betaught to perform arange of
activitiesfrom thesmpletask of measuring visua acuity to the use of A-scanor
computerised field andysers. Building thisconcept of “ smarter working” by
allocating routinework to the paramedical staff can sgnificantly increasethe
volume of work that an ophthalmol ogist can do. The same principlescan be
applied to management tasks of the manager aswell.

We also have tried to achieve the efficiency of a factory assembly line at Aravind. Four
of our doctors assisted by twelve nurses could do about one hundred cataract
operations in one day. This is something new to the ophthalmic world. How on earth do
you set up to do a hundred operations? When visitors came and saw it, they were very
happy. Although we are doing a large volume of operations, the quality doesn’t suffer.
We have a system and we can control its efficiency. This also helps to bring the cost
down.

- Dr. G. Venkataswamy
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Offering continuous
training to our staff has
increased their motiva-
tion towork hard and to
keep quality high.We
offer extraresponsibil-
ity to staff who are able
and energetic. High
quality outputis
rewarded, which keeps
staff morale high.

- Dr. S. K. Shrestha,
Lumbini Eye Hospital,
Nepal

c. Human resources and sustainability

Any strategy that keegpswell-trained personnel within the organisationand
motivated to contributeto thevision of theorganisation will help to ensurethe
sustainability of the eye care programme. Employeesrepresent alargeinvest-
ment and cost, and like any major investment must betreated with care.

» Jobdescriptions

Inahospital, salaries congtitute the major expenditure, varying from 30%to
60% of total costs. Clear “job descriptions’ help employeesto understand their
roleclearly, making them morelikely to become more accountablefor their
output. Supervision and monitoring of staff can also becomemoreobjective.

» Regular and seasonal workload versus manpower planning

Eyehospital s often experiencewide seasond variationsinthe patient load. In
North India, hospitalshave very few patientsduring the summer months. There
arewaysto reduce such variationsbut in situationswhere such methods can't
be applied, more attention must be paid to the human resource costs. In most
settings, laying of f staff during lean periodsisnot an option. However the
following activities can be scheduled during thelean periods:

- Annua vacationsfor the staff

- Training activities- in-house or outside

- Mgjor maintenanceactivities

- Engage the staff to produce some of the suppliesfor the hospital
 Recruitment and selection

All hedlth careactivitiesarelabour intensive, sowhilerecruiting any cadre of
staff, adequate care should be taken to ensurethat staff havetheright skillsand
attitude and apleasant disposition. Now in an eraof patient-centred care, the
ingtitution should ensurethat the staff recruited are more service-oriented than
“business-like.” Thesefactorshel p in enhancing patient satisfaction and create
better acceptance of the eye care programmein the community. Advertisefor
and hireemployeeswho share the organisation’sethical principlesandwho are
willing to dedicate their work livesto the organisation’svision. Attracting like-
minded peopleto work for the organisation will helpitssurviva inthelong run.

Certainjobswithinahospital don’t offer many opportunitiesfor career
growth or advancement and yet these positionsmust also be staffed. At thetime
of selectionfor such positionsthismust bekept in mind whilejudging each
applicant’ saptitude.
» Employeerecognitionand retention
Employeesmust be acknowledged for their contribution to the organisation’s
successin providing high quality, large volume cataract surgery. Thisrecognition
can beformal or informal, such asaraisein salary (based on yearsworked), a
bonus or benefit plan, an opportunity to attend aconference, acertificate or
special event honouring dedication, aword or note of thanks, time off during a
dack periodinlieu of overtimeworked, flowersor small giftsfor the depart-
ment, asmilein the hallway and respect on aday-to-day basis. Because an
organisationinvestsalot of timeand money in recruitment, selectionandtraining
of employees, itisvital to recognise and reward hard-working staff inorder to
retain them. Thedirect and indirect costsof replacing agood employeeare
extremely high.
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4. Building and infrastructure (see Architectural Design Module)

a. High quality b. Large volume c. Sustainability
Building and e Layout Capacity Appropriate building
Infra- * Maintenance Accessibility technology & materials
structure »  Sanitation & hygiene Working daysand time Flexible & functional
Operating thestre building design
layout & work flow Durability & ease of
Erogonomics maintenance
Design using natural
resources
Introduction
Aneyecareprogranme’ sphysica facility, whether the building itself or the
infrastructure, hasabiginfluence both on the productivity and quality. Henceat
theplanning stagethefacility must be designed to ensure high quality, large
volumeand sustainability. Where necessary, renovation can be planned to
ensurethis.
4. a. Infrastructure and high quality
Factorsthat contributeto the offering of high quality cataract surgery are
appropriatelayout of the building, proper maintenanceof it, and ensuring
sanitationand hygiene.
We started th .
Ti‘rejn::v:Ii sa‘teellite Layom

hospital with a lot of
hope and experience.
The physical design was
animprovementover
our Madurai facility. We
haveintegrated the
paying and free hospi-
tals for economies of
scale. The wards and
patient examination
rooms in the free
section are far more
spacious than at
Madurai. Moreover, in
order to better utilise
operating room capac-
ity, we have a central
surgical facility which
the free and paying
sections of the hospital
jointly utilise.

- Dr. R. D. Ravindran,
Aravind Eye Hospital

A poor architectura layout makesit difficult to maintain high quality. For
example, poor layout of diagnostic facilitiesdiscouragesthe ophthalmologist
fromusing themon aregular basis, whichinturn can affect thequality of clinica
work. Also, itisnot uncommon to see operating roomsthat open directly into
genera patient waiting areas, or common corridorsthat are built acrossfrom
toilet facilities. Insuch instancesitisvery difficult to maintain high standards of

asepsisinsidethethestre.

Whileplanning thelayout for an operation theatre, itisidea that therebe
adequate barrierstoinfection. In hospitalswherealarge number of surgeriesare
doneevery day, it isdesirableto have aseparate entrance and exit, so that the
preoperative cases are brought through one door and the patientsleavethe
theatre after surgery through another door. Thiswill helpinmaintaining asepsis
and creating asmooth flow of patients.

Theoutpatient layout must reflect theclinical protocol of how apatientis
examined. In somehospitas, the patient movesfrom stationto stationand in
such cases, the positioning of stations should reflect the patient flow and avoid
crosstraffic. Another mode isoneinwhich the patient staysin afully equipped
examination room and the different clinical staff comeinto examinethe patient.
Thisworkswell in conjunction with awell-managed appointment system. In
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both model s adequate waiting space will need to be provided both for the
patientsand their attendants.

Whileplanning for thelayout and facilities, taking the average patient load
will lead toinadequate space on severa occasionsleading to patient dissatisfac-
tion. Thefacility size should be based on expected average of the peak patient
load.

In addition to the high quality of treatment we offer, we are also trying to bring spiritual
practice into our work....We have a meditation room, and though no one is compelled to
go there, the room is visited by staff members and patients alike. The meditation room,
and the desire of Aravind’s senior staff members for divine guidance, have created an
atmosphere of spiritual influence in the hospital. The senior nursing staff appreciates
the atmosphere of serenity and quiet efficiency, and sets an example for the junior
staff.

- Dr.G. Venkataswamy

» Maintenance

Thebuilding and thedifferent areaswithinit should be designed for easy
maintenance. Thiswill ensurethat fixturesand equipment aredwaysavailable
and functioning properly. While choosing building materid's, the ease of mainte-
nance should also be considered.

Carrying out daily maintenancerounds using achecklist and establishinga
schedulefor routine maintenance (of generators, air conditioners, el evators,
water pumps, etc.) will goalong way inensuring that thefacility functionswell,
thereby contributing toincreas ng patient comfort and satisfaction.

» Sanitationand Hygiene

Any designfeaturein thebuilding that encourages good sanitary and hygienic
practiceswill contributeto high quality, especially by keepinginfectionrates
low. M ost hospital stend to neglect the housekeeping function, whichisoften
given asan additiona responsibility to the head nurse. Sincethe head nurse's
training and primary responsi bility isnursing, the housekeeping function gets
minima attentioninthisstructure. Housekeeping isakey functionin hotelsandit
must berecognised that it iseven moreimportant in hospitals. Itisbest to assign
thisresponsibility to anon-clinica personwho will berequiredto supervisethe
sanitorid staff and ensurethat high standards of sanitationand hygieneare
maintained.

4.b. Infrastructure and large volume

Different areasand departments of thefacility can be designed and equipped
to promote productivity.
* Capacity

The outpatient areas, diagnostic facilities, number of bedsand operation
theatresavailablefor ophthalmic work will determinethe capacity or thevolume
of work that can be done. For optimum utilisation, the various components of
theinfrastructurewill need to havetheright mix and right quantity. Theremust
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be amatch between the number of beds and operation theatre capacity, for
example. There should a so be abalance between caseload, number of operat-
ing tablesand the surgica instrument setsavailable. Factorslikeinpatient length
of stay, throughput of surgeries per hour, and the proportion of admissionsto
outpatientsdrive such abalance. Without theright mix and quantity, oneor
moreresourceswill be under-utilised.
» Accesshility

It must be recognised that eye care by natureissecondary or tertiary level
service, henceit requiresacons derable service population to makeit viable. A
viableminimum service population would be 500,000 whileamoredesirable
sizewould be 1 million. where primary eye careisnecessary, it would be most
effectivetointegrateit with primary hedlth care systems. Thus, theeyecare
facility must belocated inaplace with easy accessfromal partsof itsservice
area

Inseverd instances, eye hospitalspromoted by voluntary agenciesare
Stuated inremoterural areasthat often have poor access, resultinginasmall
patient |oad and grossunder-utilisation of thefacility. Sinceit may not beviable
to relocate the hospital, in such instancesinvestment must be madeto createthe
ascess by providing transport service from the nearest access point. It can be
counterproductiveto locate eye hospitalsinremoterural areasto servethe
“remoterural poor” sincethey arelikely to havevery limited access, making
them very difficult to sustain from an economic and staffing perspective.

Withinthe hospital thedesign must allow accessto peoplewith disabilities of
all kinds. For example, elevatorsor rampswith handrailsmakeit easy for the
elderly, disabled and poorly sighted to reach different floors.

» Working Daysand Times

Thevolumeof patientstreated will also depend on the number of hoursina
day thefacility isopen to patients, aswell asthe number of days per week and
thenumber of hoursthesurgica facilitiesareavailable. Larger facilitieswith
longer working hoursand daily surgeriescan certainly handlelarger volumesof
patientsthan facilitiesthat are open to patient registration only two hoursaday
or operate on only two daysaweek.

Operating theatre layout and workflow

The operating theatre (OT) layout and theworkflow init have maximum
bearing on the efficiency of aprogrammeintermsof number of surgeriesdone.
TheOT layout could havetwo tableswith afloor model operating microscope
in between them (seeillustration bel ow). While the surgeon isoperating on one
table, the second assi sting nurse can prepare the patient on the next table. The
surgeon, on finishing the surgery, smply swingsthe arm of themicroscope over
tothe next table and startsthe next surgery after complying with asgpsisproto-
col for stepsin between surgeries. Thisprocesssignificantly increasesthe
throughput of surgeriesper hour inthe OT.
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Variations of this model are in practice elsewhere. In a practice in Germany, inside the
OT there is only one table on wheels with three other such tables with patients on
them in an adjoining preparation room. When the surgery is done, the patient i
wheeled out and another patient is wheeled in within minutes. In many centres the
US, a surgeon has two or three operating rooms. After doing surgery in one room the
surgeon moves into the next where the patient has been prepared and is ready for

surgery.

Such variationsare often areflection of local regulationsbut thebasic
underlying principleisthe same-cutting down onthe surgeons waitingtime
betwen surgeries. Thoughthesevariationscall for different levelsof investment,
they al seemtoresultinthesamequality of visua outcomeand level of safety
for the patient.

Operation theatre layout
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» Ergonomics

Proper placement of equipment for easeof usewill assist staff to treat more
patientsinlesstime. For example, at Aravind Eye Hospitals, surgeons set
themsel vesup comfortably inthe operation thestre before beginning their shift.
Thenthey smply swing the operating microscopeto the second table and swivel
their stoolsto start anew surgery. Similarly for outpatient work, workstations
have been designed taking into account the ergonomicsand workflow. If such
workstationsproveto be expensive, the samefunctionality can be achieved by
proper placing of the equipment. However, thebuilding designintermsof room
szesmust allow for such arrangementsin the operating roomsor outpatient
aress.
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In 1980 my friend,

Dr. Charles Schepens,
came from Boston and
laid the foundationfora
main building. I still did
not have the money; the
bank said that l was not
credit worthy. So | had
to mortgage my house
and borrow 500,000
rupees to begin con-
struction. The family
construction company
built the ground floor.
One-third of the admis-
sions were paying
patients. With the
revenues from the
paying patients we
could finish building the
place, buy the equip-
ment, and take care of
the other two-thirds of
the patients for free.

- Dr. G. Venkataswamy

4. c. Infrastructure and sustainability

Devel oping and maintaining theinfrastructureand making new additions
depend directly ontheavailability of financial resources. Itisimportant to
remember that buildings can be borrowed, rented, purchased, built or reno-
vated. Sincebuildingisoneof thelargest capital expenditures, it makes senseto
facilitatefinancia sustainability of the programme by wisdly and carefully invest-
ingininfrastructure. Devel oping and maintaining abuilding that isattractivefor
patientsand wherethey fee comfortableand at homewill assist sustainablity of
theprogramme. However excessiveinvestment on the aesthetics could under-
minefinancia viability, especidly if theinvestment ismadewith borrowed funds.

Control of blindness is now a global effort, and the International Lions Foundation
agreed to raise one hundred and forty million dollars, and as one of their early projects
they financed our Lions Aravind Institute for Community Ophthalmology. The American
Academy of Ophthalmology is also committed to supporting the global effort. So things
do happen, slowly and steadily. There are higher forces at work in these situations, and
the global solutions to blindness are beginning to take shape. In 1984, when we wanted
to build another hospital one hundred miles south of Aravind, we were told it would
cost about one million dollars. We discovered that we could raise it on our own through
services to paying patients, and so we did. | had no plans at all in the beginning for
how this was going to come about, but things evolve, consciousness evolves, and that
gives me moral support. Recently we expanded our old building, and all the money has
come from our own earnings from patients who can afford to pay according to their
capacity. We generate money from paying patients, use it optimally, and we are able to
take care of a large volume of poor patients, build good buildings and bring our
services up to an international standard.

- Dr. G. Venkataswamy

» Appropriateand economica building technology and materias

Local building materialsare probably better suited to thelocal climateand
weather than imported materials. Local building materialsare probably much
cheaper thanimported materias, aswell. Trying to emulate or copy afacility
fromadifferent country or climate could lead to extrainitial cost, increased
mai ntenance costs, and some surprisesin thefuture.
* Hexiblebuildingdesign

Design the building with future renovation or expansionin mind. Asyour
cataract surgery programme grows, you might want your building to grow too.
Planning thisfrom the start will keep future costs down.Often it isthe outpatient
servicesand operating roomsthat need to expand. It must be recogni sed that
making renovationsin aworking hospital isextremely disruptiveand could turn
out to be very expensive on account of lossin productivity and discomfort to
patients.
* Durability and maintenance

Usedesign featuresthat are easy to maintain, and building materialsthat are
durable despiterepeated cleanings. While choosing the building materials,
whether itistheflooring or the doors/windows, in additionto theinitial cost,
their durability and ease of maintenance should also be considered.
» Designusing natural resources

Using natural resources such as solar energy, natural lighting and flow-
through ventilation makesthe building more comfortablefor patientsand staff,
and decreasesthe cost of utilitiessuch aselectricity for lighting, heating or air
conditioning.
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5. Instruments, equipment and

supplies

a. High quality

b. Large volume

c. Sustainability

I nstruments,
Equipment
and Supplies

Good quality products,
availablewhenre
quired, purchased from
reliablevendors
Cdlibration

e Good maintenance
e Sparepartsplanning
e Number and balance

Group purchasing
Inventory management
Models easy to repair
and service
Appropriatetechnology

Introduction

High quality, large volumeclinica work can be donewhen good quality
diagnostic equipment, surgica instruments, clinical and administrative supplies
areavailableintherequired quantitiesat therequired times.

The following five steps can be applied to improve utilisation of instruments, equip-
ment and supplies:

Step 1: Review the stock of instruments, equipment and supplies:

Take an inventory of all instruments, equipment and supplies. How many surgical
instrument sets, beds, other items of equipment, medications, etc.?

Step 2: Ensure a balance between the various resources:

Balancing resources can maximise productivity. Furnish enough instruments, equip-
ment and supplies to keep the flow of patients moving. Provide spares and extras. One
broken piece of equipment, unsterilised instrument or missing supply could lead to
delays, frustrations, maybe even shortcuts that might threaten clinical quality.

Step 3: Ensure proper utilisation of resources:

Beds being used longer than necessary by the patients, vehicles being used for
personal purposes, equipment lying idle for want of spare parts are all examples of
either mis-utilisation or under-utilisation. If the programme objectives are to be
achieved, it is necessary to establish information systems and control mechanisms to
ensure good utilisation of the resources.

Step 4: Periodically review the quality of resources:

The resources must match the programme requirements in terms of both quality and
quantity. As an example, a vehicle that has served its time and constantly breaks down
is both expensive to maintain and becomes unreliable to use in the programme. A
periodic check on the quality and performance will help in initiating replacement
actions in time and ensure that the programme does not suffer.

Step 5: Spares planning:

Plan for adequate spare parts and extras, taking into account the lead-time and
consumption or usage rate. When it comes to surgical instruments, it must be
recognised that some instruments may last a lifetime (like a spectrum) while others may
last at best for a few hundred surgeries (corneal scissors or fine toothed forceps). So
plan for spares rather than keeping complete extra sets, and plan at “item level” based
on usage.
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Step 6: Enrol the community to provide resources:

Resources are sometimes required for a short term or on a temporary basis. This is
especially true for outreach activities. Such resources include basic furniture, water
supply at the outreach site, and publicity. All these can be requested from the commu-
nity. This not only reduces the cost to the programme but, more importantly, greatly
strengthens the programme through community participation.

From R. D. Thulasiraj and Dr. Allen Foster

5. a. Equipment and high quality

Good artistsand craftspeople use good tool s and take care of them properly.
Using poor - or poorly maintained - instruments, equipment and suppliesinan
eyehospita will not lead to high quality cataract surgery. Sincequality isthe
number one concern, it makes senseto ensurethat good quality instruments,
equipment and suppliesare purchased and used.

» Good quality products, availablewhen required, purchased fromreliable
vendors

Purchaseinstruments, equipment and suppliesfromreliable sourceswith
good reputations. Select brandsknown for good cons stent quality and vendors
known for good service. Selecting tested brands of pharmaceuticalsand ven-
dorswho arereliable ensuresthat there are no compromisesto quaity resulting
from substandard suppliesor nonf3avail ability of supplies. Choosesuppliers
knownfor their integrity. Initial costsmay behigher for good quality products,
but they usually causefewer problems, costing lessto maintain over their lifetime
than poor quality products.

e Cdibraion

Regular cdibration of diagnostic equipment leadsto better religbility of the
measurementsand thisin turn contributesto better quality in diagnosisand
treatment.

4. b. Equipment and large volume

Deayscan bedisastrousfor productivity and large volume. Smooth, uninter-
rupted flow will help staff do their jobs calmly and properly, without rushing
(asoleadingto high quality), and will enable patientsto receivetheir treatment in
acalm, professiond setting (leading to their recommendation of thefacility to
others).

» Good maintenance (see Appendix 2)

Periodic regular maintenance and immedi ate breakdown maintenance will
ensure maximum uptime (timeduring which apiece of equipment isfunctioning),
which helpskeep large volumesof patientsflowing smoothly. Maintenance
should aso keep track of warranties, which can save money on maintenance
and repairs.

e Sparepartsplanning

Spare partsplanning isimportant for maximum uptime of equipment. Itis
necessary to keep spare partsin stock, and to reorder them whenever neces-
sary. Aninventory system, whether manua or computerised, isvital. The
planning should reflect |ead-timeand consumption at component level.
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*  Number and balance

The number and balance (or combination) of operating tables, operating
microscopes, and surgical instrument setswill determinethevolumeof surgeries
that can be performed in oneday. Theseitemsshould beavailableinthere-
quired quantities, and when required. Aravind' sformulafor balancing resources
has been showntofacilitatelarge volumesof cataract surgeriesper day:

Ophthdmologist | Operating Insrument | Operdting | Surgeries
Tables Sets Microscope | perhr
1 1 1 1 1-2
1 1 3 1 3
1 2 6 1 6
1+ 1 Resident 3 8 2 8-10

Thisprocessof finely baancing theinputs essentialy reducesthetimewasted
by the surgeonsor nurseswaiting for instrumentsor equipment. Thesame
principlecan be applied to other Situationsa so.

5. c. Equipment and sustainability

Although keeping costslow can contributeto thefinancid viability of a
programme, cost cannot betheonly consideration in purchase decisions. Other
factorsto consider arequality, performance, reliability of supply, after-sales
Service, etc.

» Grouppurchasing

Pooling therequirementsof severa organisationscan helpin negotiating
better pricesand can a so significantly reduce the cost of purchasing. The
group-purchasing organi sation can regularly do quality auditsto ensuregood
quality purchases. It canasoinvestin high calibre personnel for materiads
management, which may not be possiblefor eachindividual hospita todo. This
would however requireahigh level of coordination and cooperationfrom
participating hospital swith respect to paymentsand lifting committed quantities.
* Inventory management

Effectiveinventory management meansnot spending money on equi pment
that will st for long periodsof timein closets. It meansknowing when supplies
will run out, and when instruments are expected to wear out. Inventory control
isanother facet of planning, whichisnecessary for thelong-term survival of a
Cataract surgery programme.

» Choosing modelseasy to serviceand repair

Second-hand and refurbished or reconditioned equi pment might save money.
But thisisonly trueif theequipment iseasy for staff or local trades peopleto
serviceand repair. When thereisan option, purchasing adomestic product
fromalocal service centrewill probably make more sensethan purchasing or
even getting adonation from another country.
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Modern technology
combined with spiritual
consciousnessis the
need of the day,”

Dr. Venkataswamy has
said, and many who
visit Aravind remark on
the sanctity of its
operatingrooms.

-Ronald F. Thiemann

I10Ls have
revolutionised eye care
delivery, especially to
poor peopleindevelop-
ing countries. Now,
instead of going blind,
people come when
cataracts beginto
interfere with their
vision. They are able to
pay for the IOL and get
back to work withina
week after surgery.

- Dr. G. Venkataswamy

» Appropriatetechnology

What roledo newer technologiesplay in sustainable cataract surgery
programmes?How do you decideif anew technology isappropriatefor your
programme? Each decisonwill need to beevauated individually, dways
keeping in mind that the programme’sgoal isto providethe most appropriate
servicesfor thecommunity asawhole by striking abalance between what is
best for individua patientsor staff membersand what will benefit thewhole
community.

Thisisnot to say that al new technology isinappropriate. Thereare severd
technology optionsfor both the administrative and clinical functions.
Computerisation, for example, could lead to better efficiency and cost reduc-
tionsthuswould be better than manua information systemsin settingswhere
computerscan be serviced easily. Phacoemul sification may be appropriatein
settingswhere patients have paying capacity and seek cataract surgery at an
early stageand want to return to work immediately. YAG laser versusneedle
capsulotomies, viscod agticsversusair in cataract surgery, and cleaning ma-
chinesversus manual sweeping and mopping are other examplesof technology
options. Therearea so quality implicationsand each divisonwill haveto be
made on acase-by-case basisgiving due consideration to all factors.

New technologies cost money. Patient |oad and rate of returns should also be
takeninto account in the purchase decisions. For ahospital doing very few
ECCE-IOL surgeries, it would be more cost effectiveto refer apatient to
another centre (if that isan option) thanto ownaYAG laser. The samereason-
ing should apply to investmentsfor general anaesthesiaor retina services. It
would also be prudent to have appropriate skill devel opment and training
precedeinvestment in new technologies.

Community needson one hand and patient satisfaction on the other should
drivethe selection of gppropriatetechnol ogy. For long-term sustainability, itis
extremely important to have thissort of perspectiveinfocus.

Theintraocular lens (I10L) isagood example of atechnology more appropri-
ate than aphakic spectaclesunder most circumstances; it isof lower cost tothe
patient or the programmein thelong run and increases patient satisfaction.

a. Cost

Cataract extraction with posterior chamber 0L isthe standard surgical
procedurein all developed countries. However, in devel oping countriesthe
Investment in operating microscopesand additional equipment, the high cost of
IOLs, andtherdatively small number of ophthalmologistsskilled inthisproce-
dure haveresultedin high pricesfor IOL surgery, henceitisaminority of
patientswho benefit from thisnew technology. The cost of |OL sprevents
governmentsand charitable organisationsfrom making |OL surgery availablefor
free. Theadditiona cost of the |OL reducesthe scope of community eyecare
servicesto thosewho can afford them. Thisisadilemmathat most developing
countrieshave been discussing for the past severd years. A solutionliesin
making IOL surgery availableat acost that isaffordableto the patient. (See
Financia Sustainability Module.)

© Aravind Eye Hospitals and Seva Foundation
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With modern masscommunicationsliketelevison, awarenessabout IOLsis
quite high, even among the poor and rural patients. They seemto be aware of
the better quality of vison provided by IOLs. They arethereforewillingto pay
areasonable amount. Motivating them to comefor early surgery, whenthey are
still economically productive, makesit possiblefor them to pay amodest
amount towardsthe surgery. Here pricing becomesacriticd factor influencing
demand and keeping the costslow. Such pricing becomesthe challengefor
ensuringfinancia viability.

b. Patient satisfaction

Theadlternativeto 0L surgery — | CCE/ECCE with aphakic spectacles—
isnot particularly attractivefrom the patient perspective. Asaresult, the patients
with only thisoption prefer towait until their vision becomes 3/60 (20/400) or
less. It seemsthat apositive trade-off for cataract surgery with aphakic glasses
isfelt only whenvision dropsto thisleve of blindness. By thistimethe patients
have stopped being economically productive and are often dependent on their
children, evenfor basic needslikefood, clothing and shelter. Ophthamologists
themselvesarereluctant to advise patientswith vision better than 3/60 (20/400)
toundergothetraditional cataract surgery with gphakic glasses. Duetothe
inherent limitations of aphakic glasses, patientswith better preoperativevision
(>3/60) would be quite unhappy. In contrast, the quality of visonwith 1OL
seemsto encourage patientsto comefor early surgery. Inthe United States, the
number of annual cataract surgeries shot up from about 500,000 to morethan
1,500,000 after 0L implant becamethe standard surgical procedure. InIndia
aswell, paying patientscomeearly for themuch better level of visongiven by
cataract extraction with |OL implant. Hence, |OL seemsto provide an oppor-
tunity for early cataract surgery, when the personisstill economically produc-
tive

At Aravind Eye Hospital, IOL surgery was started in about 1985. When IOLs were still
imported, it was offered to poor patients at Rs. 1,200. Later when the import prices
dropped, the price was reduced to Rs. 800. While about 90% of the paying patients
switched over to IOL during this period, very few free patients made the switch. Aurolab
was established in 1992, which made I0OLs available at low cost (Rs. 250). The price to
the 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
now increased to almost 100%. The same patients who had to be motivated with free
food and transportation to undergo the traditional ICCE surgery are now willing to pay
Rs. 500 for the new procedure with IOL, recognising the superior visual outcome that it
produces.
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6. Policies, systems and procedures

a. High quality

b. Large volume

c. Sustainability

Systems and | ¢
Procedures .

Standardisation
Patient-centred systems
Quality assurance
systems

Review Meetings

MIS

Medical records

Flow of patients,
work, money supplies
Resource utilisation
Micro-leve planning

Clinical effectiveness
Periodic review to
eliminate redundant
systems
Comprehensiveinfor-
mation systems

Patient friendly systems

The whole purpose of
systems and structures
is to help normal people
who behave in normal
ways to complete
routine jobs success-
fully, day after day. It’s
not exciting or glamor-
ous. But that’s manage-
ment.

-John P. Kotter

Introduction

A vita role of management isto set up policies, systemsand proceduresthat
trand atethevision and missioninto actionwhilea so ensuring that high quality
and largevolumesaremaintained in asustainableway. Theserelateto all
aspectsof theeye care programme: demand generation and outreach activities,
human resources(clinical and non-clinical), infrastructure, andinstruments,
equipment and supplies. Furthermore, policies, systemsand procedureswill
need to be constantly reviewed and monitored to ensure that they lead to the
effectiveuseof al of theseresources.

Thepolicies, systemsand procedures (or lack of them) that governclinical
and administrative aspects of the eye care programme can affect quality out-
comes, productivity and costssignificantly. For instance, consider ahospital that
doesn’'t believeinamedical record system. Here, every patient visit will need to
be handled asanew visitinvolving detailed workup, S owing productivity,
costing more, yet providing suboptimal carefor want of accurate disease
higtory.

The systems must be designed to optimise the balance between resources
and to match themto patient load. Systemsor practicesthat increase efficiency
must beintroduced. Similarly systemsor clinical proceduresthat don’t contrib-
uteto clinica outcome, patient satisfaction or efficiency arewasteful and hence
must be dropped or modified. Processesmust bein placetoinvolvethestaff in
decision making asaway of keeping up their motivation and working asateam.
Systems must bein placeto carry out planning for the next day, the next month
and the next year.

6. a. Management systems and high quality

Policies, systemsand proceduresthat increase productivity or lower costs
but threaten clinical quality or patient satisfaction will not be sustainable over the
long term. High quality must waysbethefirst concern. Thefollowing policies,
systemsand procedures help to ensure high quality cataract surgery and patient
care.

© Aravind Eye Hospitals and Seva Foundation
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Standardisation of
procedures and stages
aids inreducing unnec-
essary waiting time
during diagnosis, and
helps to avoid
incompletion of treat-
ment andimproper
handling and zig zagging
of patients. By adopting
the systematic flow of
patients, 1500 patients
can be easily screened
and treatedinaday (8
amto 2 pm)witha
medical team consist-
ing of 5doctors and 12
paramedical staff. This
system can be imple-
mented bothinoutreach
camps and base hospi-
tals to ensure optimum
utilisation of the
medical staff.

-R. Meenakshi
Sundaram, Aravind
Outreach Coordinator

Werealised that
patients like
personalised care and
want theirdoctor to talk
alot with them. Here at
Theni we try to foster
this relationship. At the
same time, sincewe
mustdo agood number
of surgeries and see a
lot of outpatients, we
cannot spend a consid-
erable length of time
with each patient. Sowe
judiciously mix both
institutional practices
and private clinic
atmosphere whereby |
do “just the right
amount” of talking and
leave therest to be
taken care of by other
staff. By this we tend to
increase patient
satisfaction.

- Dr. Datta, Aravind Eye
Hospital, Theni

e Standardisation

Eyecare, being acurative servicewith large volume procedures|like cataract
surgery or refraction, can easily lend itself to standardisation. Cataract extrac-
tion and the prescription of glasses offer many opportunitiesfor standardising
theclinical protocols, for both outpatient and surgical procedures. Standardisa-
tion ensureshigh quality whileleading to greater efficiency and lower costs. All
the employeesknow what to expect and what to do, because aset procedureis
followed.

For instance, if each of the two surgeons in a facility does cataract surgery using
different techniques, it would mean more instruments, more coordination to ensure that
the right instruments are ready for the surgeons, and more learning for the paramedical
staff, who will need to learn and become familiar with two procedures. Standardisation
means that several identical sets of instruments can be purchased and used, and that
paramedical staff need only be trained to assist with one technique.

Standardisation isnot to be confused with aprocess of noimprovement or
inflexibility. It only meansthat at any giventime, al clinical personnel perform
their activitiesfollowing astandard procedure. Thisshould dso extendto the
medi cations prescribed during the preoperative and postoperative periods.
Standardisation makesit possibleto easily compare outcomeswith processes,
which canthenlead toimprovements. Infact, having astandard procedure
makesit easier and quicker to make quality improvementsand changesas
required.

Theprocessof standardisationisnot very easy, asthereareego involve-
mentsand attachment to acertain way of doing things, andit oftenrequires
unlearning and relearning. However, standardising asmany proceduresas
possibleisanother step toward quality improvement, productivity, cost reduc-
tion, and sustainability.

 Patient-centred systems

Inadditiontoworking towardshigh clinica qudity, itisalso necessary for the
hospital to strivefor high patient satisfaction. Thisispossiblewhen administra-
tiveand other systemsand procedures are geared toward the needsand
comfortsof the patientsand redesigned as patient-centred systemsor proce-
dures. More often than not, systemsand procedures are designed to benefit the
organisation by way of better control or lesser use of resources. Whilethisis
necessary from an efficiency perspective, it should not be at the cost of creating
hardshipsfor the patients.

* Quality Assurance Systems (see Appendix 3)

Whilestreamlining andimproving theefficiency of each clinical procedurein
itsimplementation, theclinical effectivenessof these procedureshasto be
evauated aswell. Eachtimeaclinical procedureiscarried out, it should add to
thequality of diagnosisor outcome, patient safety or patient comfort. Thosethat
don'’ tfit thiscriterion should be dispensed with. For example, preoperéative
work-up requiring X-Ray or ECG routinely for al cataract patientsdoesn’t add
to quaity or outcome. Formal quality assurance systemscan be put in placeto
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monitor clinica parameterssuch asintraoperative complicationsand clinica

outcomesaswel | as patient satisfaction.
An emphasis on quality control, at all levels, is a major contributing factor in our
success. We closely monitor the needs of all patients. Since patients must interact with
all levels of staff, the staff is constantly expected to be polite and give accurate
information. There is continuous feedback from the patients regarding their views,
whether it be their outpatient or inpatient care. There is a management team, consisting
of departmental administrative heads (e.g., housekeeping and maintenance). The
administrator heads a team meeting weekly, reviewing suggestions and the functioning
of the institution at various levels. All applicable suggestions are implemented, improv-
ing the services offered to the patient. Constant monitoring of the staff’s performance
is essential.
- Dr. G. Natchiar, Aravind Eye Hospital

* Review medtings

Regular analysisand review of the quality assurance data, suggestion book,
resultsof patient satisfaction surveyshel psto ensure continuousimprovement,
whichleadsto high quality. Thestaff who interact with thepatientsarealsoa
rich sourceof information for improving patient satisfaction.

» Management information system (MIS) (see Appendix 4)

Whilethe best palicies, systemsand proceduresmay bein place, there must
beaninformation system to constantly monitor and evaluatethem, andto see
whether they are performing asthey should or need revising/updating. A good
management information system with regular review meetingswill helpinmain-
taining high quaity. TheMISwill dso hel pintheanaysisand understanding of
key issuesrelevant to programme planning and decision-making and problem
olving.

» Medical records(see Appendix 4)

Medical recordsare documentsthat allow clear, concise exchange of perti-
nent informationamong all staff involvedin patients care. Proceduresmust bein
placeto ensureamedical record system that iscompl ete, properly stored and
secure. A good medical record system provides continuity in careand aso
servesasalinking processfor theactivitiesof variousclinical personnel. In
hospitalsemploying several doctors, very often the doctor who examinesa
patient thefirst timemay not be available during thefollow-up visit. Without the
medical record, either acomplete diagnostic workup will haveto berepeated at
considerable cost and time, or not doing it could result in poorer quality of
clinical work. Aninvestment in setting up amedical records section whereboth
outpatient and inpatient recordsare stored isessentia for improving and main-
tainingadesiredleve of clinica quality.

6. b. Management systems and large volume

Systemsand procedures have astrong impact on productivity. Poorly
devel oped policies, systemsand procedures can easily hamper productivity,
efficiency andlargevolume.
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For instance, thereare hospitalsin Indiawhereasapolicy, surgery isdone
onceaweek or on alternate days. It iseasy to see how thiscan add to the
length of hospita stay and reduce bed utilisation, dueto longer preoperative
stays. Theresultisthat fewer patientscan recelve surgery.

* How

To ensure smooth servicefor large volumes of patients, systemsand proce-
duresmust be put in placethat ensure effective and efficient flow. Expected
flows should be set out and then actual flowsrecorded. These can beanaysed
at review meetingsin order to ensure continuousimprovement.
a Patentflow
b. Work flow
c. Moneyflow
d. Flow of supplies

* Resourceutilisation

It isimportant to analyse how resources are expected to be used, how they
areactually used, and how they could be better used. Some cost-cutting
measures, for example, can lead toinefficient use of staff time. A management
information system can be used to keep track of costsand benefitsof different
choicesand decisions about resources.

* Micro-levd planning

Inadditiontolong rangeor annua planning itisessential to planfor the next
day and ensurethat all resourcesare organised and al concerned staff are
informed. Theavailability of staff, patient |oad and requirement of suppliesare
known beforethe surgical session andin most casesthiscan be ascertained
withahighleve of rdiability the previousday. Thisinformation must beused to
planfor al theinputsrequired-human resourcesand supplies. Thefollowing
formwith suitable modificationsand morerowsasrequired could helpin such
planning.
O.T human resource and supplies planner
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Ithas always beena
process of following the
heart....Our capacity to
follow our hearts and
instincts has more often
than nothelpedustodo
the “right thing”....A lot
has to do with being
alert, beingintouch
with the outside,
sorting through opportu-
nities, and actingon
those that hold the most
promise....most of the
juice comes from the
creativity and respon-
siveness of committed
people.

- R. D. Thulasiraj

6. c. Management systems and sustainability

Any aspect of an eye care programmethat wastes, or leadsto low quality
andinefficiency, or inconveniencesthe patients, or discouragesinnovation and
eventualy affect the programme’s sustainability. Policies, systemsand proce-
duresmust be sustainable, too.

 Clinicd effectiveness

Attention must be given to ensurethat eachtime aprocedureisdone, it
contributesto clinical effectiveness, ineither thediagnostic or thetreatment
process. All clinical proceduresand theway they are donemust be periodically
reviewed, to assesstheir current relevance. Proceduresthat don’t contributeto
thediagnosisor outcometend to waste resources, consumemoretime and
increasethe cost per case.

For instance, one could streamline the refraction process ensuring that the time taken
is minimum and is extremely efficient. However, if the patient is refracted more times
than necessary because of poor medical records, poor quality of refraction or repeat
orders by the ophthalmologist, then the cost per patient goes up in spite of the fact the
cost of each individual refraction is kept to the minimum. Performing a complete
refraction at the time of discharge, when a pinhole vision assessment is sufficient, is
another instance. Similarly, if we believe that a trained ophthalmic assistant can perform
a refraction as well as an ophthalmologist can, then an ophthalmologist doing a
refraction would result in higher costs but not add value to the clinical outcome.

 Periodicreview to eliminate redundant administrative syslems

Aswithcdlinicd effectiveness, administrativeand managerid effectiveness
must be periodicaly reviewed. Doing thingsbecausethey have awaysbeen
donethat way stiflesinnovation and change. In an extremely dynamic environ-
ment, aswearein now, innovation and changearevita for remaining financialy
viable
e Comprehensveinformation systems

Theinformation systemsmust be designed to providetimely information to
Improve day-to-day operations, planning and decision-making. Exceptionsor
deviationsmust bereported asthey occur or at least on adaily basisso that the
causes can be ascertained and corrective actions can be taken. For thisto
happen, itisnecessary that the record keeping be donewithout any delay. In
hospitalswhere computersare avail able, thiscan be achieved by making the
entireadministrative processonline.
» Pdient-friendly systems

Many eye carefacilitiesmaketheir systemsand procedureswork for the
hospital or staff, forgetting that cataract patients often havedifficulty seeing and
getting around. Making thevisit to the eye carefacility easy, convenient and
unthreatening will encourage patientsto return for follow-up and recommend it
to others, leading tolarger volumes. Successful, long-lasting eyecare
programmes arethosethat put the patient at the centre of al their thinking and

planning.
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Appendix-1
Benchmarks for Monitoring Quality, Volume and Sustainability in
Cataract Surgery Programmes

Quality of cataract surgery outcomesisbecoming aconcern, especialy in
view of therecently done cataract outcome surveysin India, Chinaand Nepal,
which showed that 20% to 50% of those operated were still found to beblind
(presenting vision < 6/60 in the operated eye). Satisfactory visual outcomesand
meeting patient expectationsare fundamental toincreasing the uptakefor eye
care services, but desired outcomes have not been adequately articulated. Such
standardswill need to be established for vision outcomes, complications,
productivity and genera service standards. It isimportant that each hospital
establish such standardsin order to measure their own performance. In 1998,
for thefirst time, World Health Organi zation recommended standardsfor visual
outcomesfollowing cataract surgery.

Suggested benchmarks for clinical quality and surgical
outcomes

1. All cataract surgeriesshould be donewith an |OL implant.

2. ECCEwithIOL (customaxid lengths) and sutures should haveat |east
40% of the patientswith 6/12 or better, uncorrected postoperative visual
acuity at discharge.

3. ECCEwithlOL (customaxia lengths) and no sutures (superior incisions)
should have 70% of patients6/12 or better, uncorrected postoperative
visud acuity at discharge.

4. Vitreouslossin ECCE by expression should belessthan 3%.

5. WHO hasset thefollowing asthe standardsfor visual outcomeswith
availableand best correction at thefirst follow-up visit (4-12 weeksfollow-
ingsurgery):

Postoperative Available Best
Visual acuity correction* correction**
Good 6/6 - 6/18 80% + 90% +
Borderline < 6/18 - 6/60 15% - 5% -
Poor <6/60 5% - 5% -

(Source: WHO/PBL/98.68)

* available correction = whatever spectacles the patient is wearing or without spec-
tacles if not wearing any

* pest corrected = full refraction

Benchmarks for volume, productivity, cost and service
standards

1. 6-2010L surgeries/day/ophthalmologist inalargevolumesetting. The
Government of Indiahas set anorm of 750 surgeries per ophthalmologist
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N

>

per year inthe government setting, but more desirableisanumber between
1000 - 1500 surgeries per ophthalmol ogist per year.

80 - 100 surgeries/bed/year

100% cost recovery. |dedlly, after covering all the costsof operating theeye
carefacility, there should be 20%+ of incomeleft for replacementsand
expanson.

Charges should approximate each patient’ s one-month income.

Services should also be provided for the poorest popul ation, underserved
populationsand women. At least 50% of cataract operationsshould be
doneonwomen to equally serve women and men.

Servicesshould be availablewith 100% reliability asper the announced
hoursof operation of theingtitution.

All thosewho come during theworking hours should be seen within 2-3
hoursof their arrival and those who need hospitalised surgery or treatment
should receivethe samewithin 24 hoursof their arrival at theeyecare
fadlity.
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Appendix - 2
Setting Optimum Targets

© Aravind Eye Hospitals and Seva Foundation

20 bed 50 bed 100 bed
hospita hospita hospita
No. of
ophthamologists 2 3-4 6-8
No. of surgeries
per year 1500-2000 4000-5000 8000-10000
No. of cataract
surgeries(mostly IOL) |  1200-1500 3000-4000 6000-8000
No. of surgeries
per bed 75 75-80 80-100
Vision Building *
BeforeVison After Vison Vaiance
Building Building
20 | 50 |100 20 | 50 | 100 | 20 | 50 | 100
%) | ) | (%)
No. of
ophthamologists 4 3 4 4 3 4
No. of I0OL cataract
urgeries 356 | 3249|377 | 1104|4297 (3786 | 210 | 32 | 904
No. of cataract
urgeries 277 | 669 [189 | 823 (1301|3499 (197 | 95 1751
No. of surgeries
perophthdmologist | 89 |1083| 94 | 276 |1433| 947 32904
No. of surgeries
per bed 18| 96 | 4 55 (126 | 38 |210| 32 | 904
Cost per cataract 1921| 466 |NA | 1274|502 |1317|-33 | 7
* EyeHospitals
()
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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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Appendix - 4
Hospital Support Systems and Procedures

Abusiness house earns
money forits perfor-
mance. Unlike business
houses, the perfor-
mance of NGOs cannot
be measured in simple
terms of profit. There-
fore, they have to be
more cost-conscious,
given the temptation to
rest content with the
goodness of the cause.
Further, the money
earnedinbusinessis
its own. NGOs, on the
other hand, are only
trustees of the money
they spend. For these
two reasons, itis
essential for NGOs to
adopt transparent
financialmanagement
systems.

-Pradeep Kashyap

Financia and accounting Systems
Reception and registration
Medical records

Housekeeping

Maintenance

Stores(Materid smanagement)
Security

Pharmacy and optical shop
Dietary Services

Management information sysems(M1S)
Patient scheduling system

ACTIOMMUO®>

A. Financial and accounting systems

Introduction

Financid management (or accounting) isessential inall organisations
that deal with money, regardlessof type or size. The primary purpose of
accountingisto provideuseful financia information about the
organisation’sactivitiesand affairs. Thisinformationisvita for the
interna management of the organi sation and sometimesjust asimportant for
decisonsmadeby partiesexterna to the organisation.

Need for financial management inan eyecare programme
Financia management isadynamic systemthat helpsan eyecare programme
achieveitsobjectivesof highquality, largevolumeandfinancid

sudanability.

» Asaprerequisitefor monitoring and eva uation, financia management
canhelpimprovethequality of variousactivitiesof thehospita. The
"budgeted” andthe* actuals’ are compared, and reasonsmust begivenfor
variances.

*  Financia management can augment the productivity of thehospital by
optimising the use of manpower and infrastructure.

* By providinginformationonal activitiesinfinancid terms,
financid management can helpinthe decision making processfor
guestions such aswhat to do, how todoit, whento doit, how muchto
do, for how much, etc.

Advantagesof afinancid management system

* Makesit possibleto project future plansfor expansion, because growth
can betracked and assured

* Candetermineandfix pricesthat lead to sustainability

* Accountability is99% assured

© Aravind Eye Hospitals and Seva Foundation
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[1]tis possible to
evaluate the financial
performance of not-for-
profit
non-governmental
medical service
organisations. With
uniformityin
accounting for gifts and
in-kind contributions,
comparisons across
such organisations can
be made.[Once the
required informationis
delineated], interested
parties can ensure that
the necessaryrecords
are maintained.

-Leon Ellwein,

R. D. Thulasiraj,

A. R. Boulter and

S. P. Dhittal

* Makestaxesauditsgovernment red tape much easier to ded with
e Trackingdaily cashreceipts= smooth cash flow

Cost centre approach

A “cost centre approach” to the accounting system helpsin better cost
control. Inthisapproach, the accounting system should be ableto identify
money spent in each department. This set of cost data, over atime period, when
compared with the output of each department (for example, in outreach work,
the number of cataract operationsor school children examined) givesthe cost
trendsfor each unit of output. Thismeans.
» thecost per case can comedown only with increasing volumes
» surplusfrom each casetreated beyond the break-even volume can bevery

high.
Accounting Guidelines for Gifts and In-Kind Contributions

An important feature that separates the non-profit or charitable entity from the more
traditional commercial corporation is the presence of gifts and in-kind contributions.
The contributions make take the form of cash for capital expenditure and operating
expenses, or donations of labour, materials, equipment, and physical plant infrastruc-
ture. Accounting for these contributions faces a number of complexities

dealing with both valuation and income measurement. Unless consistent

and similar approaches to valuing in-kind contributions are utilised,

comparisons across facilities or programmes are not feasible.

The contribution of equipment and other physical plant assets should be accounted for
separate from other balance sheet assets in a special contributed capital account.
Contributed capital should not be included as revenue when received, but when the
asset is depreciated; that portion of the asset reported as depreciation expense within
a particular accounting period is reported as revenue in the same period. Gifts of capital
continue to affect future income statements throughout the life of the asset. By
maintaining a contributed capital account within the balance sheet, this revenue
allocation over time is straightforward.

Cash contributions (donations, grants, subsidies) intended to cover current operating
expenses (as opposed to capital investment) are reported as revenue when received.
[However], contributions for operating activities that will take place in future periods
should be treated as balance sheet liabilities when they are received and become
revenue in the period in which expenses are incurred for these activities. It is not
uncommon for large contributions to be earmarked for operating expenses in future
years. Cash contributions intended for an institution’s endowment are treated as
capital inflow, and do not affect measurement of income; however, endowment earnings
used for operating expenses are reported as revenue in the period used. Contributions
to cash reserves intended for capital expenditure are treated as liabilities when received
and reported in the contributed capital account when the expenditure takes place. An
amount equal to depreciation is reported as (offsetting) revenue each year.

Contributions of in-kind consumable materials and supplies [as well as volunteers] are
recorded simultaneously as both revenue and expense in the period in which they are
used. Materials and supplies received in one accounting period but not used in that
period should be recorded as a liability when received and then as revenue and
expense when used.

- Leon Ellwein, R. D. Thulasiraj, A. R. Boulter, S. P. Dhittal
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Valuation Guidelines

Valuation of donated equipment or other capital assets should be based on fair market
value to the recipient at the time of receiving the donation. Gifts of supplies and
medical consumables should also be valued based on local markets. (There may be a
tendency among donors to value in-kind contributions at maximum retail price in the
donor’s locality, rather than the actual market value in the recipient location.) Donated
equipment or supplies that are not usable should be disregarded. Because in-kind
contributions are not necessarily need-based, not all donations will be usable, either
because of uncommon specifications or because the quantity is far greater than what
can be reasonably consumed. The determination of market value should give
consideration to substitutable supplies that may be less costly. Whatever the specific
circumstances, useful donated items should be valued at prices at which they, or an
equivalent product, can be locally procured, or at which they can be competitively
imported.

Valuation of donated personnel time can be based on local salaries and wages for such
work. Valuation of paid work by expatriates should utilise actual salary costs to the
sponsoring organisation for the portion of time devoted to the organisation/
programme being evaluated. (This amount may be higher than that based on local
valuation, but is reflective of actual cost.) Here again it is important to apply the same
rules of usefulness and relevance before assigning a value. Unsolicited volunteers in
programmes are sometimes there for the experience and may not contribute anything to
the program itself.

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

B. Reception and registration

Introduction
Thereception and registration of patientsoften createstheir firstimpression
of aneyehospita. Thisdepartment’srolethereafter avital one.

Attributesof effectivereception and registration

* Ensuresawarmand comfortablewelcometo al patients, attendersand
guests

» Ensuresthat dl arededt with equally, promptly and courteously

» Ensuresthat accurate and reliableinformation and guidancearegiventothe
right people asper their needsand requirements

* Ensuresthat patientswaiting timeiskept toaminimum and that they are
kept informed of possibledelays

» Ensureseffectiveimplementation of admission and discharge processes

* Maintainsconfidentidity and protectsthelegd interest of the patients, the
hospital and itsstaff

» Ensuresthat accurate and complete medical recordsareretrieved, filed and
maintained (see next section on medical records)

C. Medical Records

Introduction
Medical recordsaredefined asclinical, scientific, administrativeand lega
documentsrelating to patient carein which sufficient dataisrecorded — written
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insequenceof events— tojustify and document thediagnosis, treatment and
end results.

A medical recordssystemisorganised to render serviceto the patient,
themedical staff, thehospital administration and thecommunity. Themedical
records department maintainsthese records and documents. Records manage-
ment involvesthefunctionsof creating, administering, retaining, submittingand
archiving or destroying records. Medical recordsareimportant to the hospital
for eva uating itsservicesand improving itsefficiency.

A medical record isthe maor document availablefor clear, conciseex-
changeof pertinent information among the professiond disciplinesinvolvedin
the patient’scare. When the hospital usesthemedical record asabasisfor
communi cation, issues can be highlighted and clarified, and solutionsfor new
problemscan beeaslly initiated. Adequaterecording increasesthe quality of
follow through to relevant resol ution.

Thebasi c principlesinvolved in maintaining asmoothly functioning medica
recordsdepartment aresimilar inal hospitals, regardlessof size. Largeteaching
hospital sthat support training programmesfor interns, residentsand nurses
usudly find it necessary to elaborate onthe basic recordsto fit their needs.

Purpose of medical records

Medical recordsareprimarily for improving thequality of clinical caretothe
patients, substanti ate diagnoses, warrant treatments and accuratel y document
and justify end results. Thisprimary purpose should determinebasic content and
format of themedical record. The secondary purposesof recordscan beto
meet thelegal requirementsimposed on the hospital and the physician, and to
provideclinical dataof interest to researchersand clinical dataresearch sys-
tems.

Format and content of medical records

Themedicd record isthewritten down who, what, when, where, why and
how of patient care. Medica recordsarethevisible evidence of what the
hospita isaccomplishing. Patient careisthe primary purpose of any hedlth care
system. Because of this, the objective of any effectivemedical record system
should definethe content, methodol ogy of organising clinical data, desired
manner and style of recording, set standardsfor adequacy of informationand
timelinessof entries, andjustification for excluson andinclusion of information.

Essentid attributesof medical records

If therecordislegible, compiledinatimely manner, and containssufficient
datato identify the patient, al staff concerned with that patient will bewell
informed of the patient’sstatus. A medical record should giveapictureof the
patient’sillness, together with physical findingsand specia reportssuch as X -
Ray and |aboratory.
e Comprehensble: recordsmust belegibly written, and thelanguage used

should be smpleand understandable.

e Complete: records should bethoroughinorder to be easily understood
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whenretrieved for follow-up care, planning, policy making and decision
making.

» Properly formed: theformat of records should be eval uated and screened
at regular interval sto weed out information not required in future; thishelps
makeinformationretrieval moreefficient.

» Efficient: recordsshould be managed and efficiently and economically in
order to achievemorewith minimum effort and cost. Reducing retrieval
time, for example, isessentid for effective management of alargevolume
programme.

» Accurate: recordsmust be accurateto be useful.

* Timely: recordsmust be kept up-to-date at al times.

Characteristicsof medical records

e Ownership:

Medica records developed inthe hospital or under itsauspicesare consid-
ered to bethe physical property of the hospital. However, inmany jurisdictions,
theinformation contained intherecordsisthe property of the patientsand thus
must beavailableto the patientsand/or their legally designated representatives
upon appropriate request.

» Didosure

Thehospital hastheright to restrict removal of themedical recordsfromits
premises, subject tolegal provisions, and to determinewho may have accessto
their contentsand what information may be disclosed.

o Confidentidity:

Confidentid information and nonconfidentia information arethetermsused
to classify medica recordsfor security reasons. The confidential category
includesreportsinthemedical record that are based on examination, treatment,
observation, or conversation with the patient. Nonconfidential information might
include patient identification and nonmedical facts, usudly found onthecover of
themedical record. Patients havetheright to expect that records pertaining to
their carewill betreated asconfidentia and that the hospital will safeguard their
records against unauthorised disclosure. Theadviceof local legal counsdl is
essentia indetermining lega aspectsof themedica records.

Accesshility:

Medical records should be used within the hospital only and only by author-
ised recipientson aneed-to-know basis. Theresponsibility of disclosure of
medical record information— with or without authorisation of the patient —
should be delegated to hospital personnel who know or understand the
characteristicsof medical recordsand thereliability of recorded information,
and who recogni sethe occasional situation that requiresthe advice of amedical
staff member or the hospita’slega counsdl.

Usesof medical records
The document compiled asthe medical record containsawealth of informa-
tion and hasmany uses, both personal and impersona . Persona userefersto
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usageinwhichtheidentity of the patientismaintained and isnecessary. A
request for copies of portions of apatient’srecord by theinsurance company
that provides hospitalisation coveragefor that patient isan example of personal
usein somecountries. The copiesare provided inorder for theinsurance
company to processthe patient’sinsurance claim and thusprovideaserviceto
theparticular patient.

Impersonal userefersto the situation inwhich theidentity of the patient isnot
retained and isnot necessary. An exampleisthe use of anonymousdatafrom
many different medica recordsinresearch.

Themedicd recordsdepartment must concernitsalf withthisdistinction
because proper authorisation by the patient or alegal representative must be
given beforeinformation can bereleased for persona use.

Themedical recordisused inanumber of ways.
1. Patient care management
e todocument the patient’s condition and treatment during each episode
of care
e tocommunicate between the phys cian and other hedth professionas
providing careto the patient
» toinform health professionasproviding follow-up or futurecare

2. Qudity review
» toprovideabasisfor evaluating the adequacy and appropriateness,
safety and efficacy of care

3. Hinancid rembursement
* tosubstantiateinsuranceclaimsof the health facility and patient, where
applicable
4. Legd dfars
* toprovidedatatoassistin protectingthelegd interest of the patient, the
physician and the hospital, when necessary
5. Education
» toprovideactua casestudiesfor the education of health care profes-
gonds
6. Research
e toprovidedatato expand the body of medical knowledge
7. Publichedth
e toidentify diseaseincidence sothat plans can beformulated toimprove
the hedlth of the nation and theworld

Value of medical records

1. To the patient

A medical record containsdataregarding apatient’s past and present health
and documentsphysical findings, resultsof diagnostic and therapeutic proce-
dures, and the patient’ sresponses. Because physiciansprovidecaretoa
number of patientsduring agiven period of time, they are not expected to
remember thesignificant detail sof each patient’sillnessand trestment. Thusthe
record servesasreferencefor both patient and physician. Therecord certainly
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hel psthe physician who treatsthe patient during follow-up or subsequent care,
so continuity of careisprovided to the patient. It provides substantiation of care
given, whichisneeded for the processing of the patient’ shealthinsuranceclaim
insome countries.

2. To the health care facility

Itisof valuetothe hospital inthat it providesdatato evaluatethe perfor-
mance of the hedth care professionalsworkinginthe hospita andto evaluate
thefacility’ sresources such asspecia diagnostic equipment and servicesoffered
by thefacility. Becausethe medical record documentsthe caregiven, it canbe
used, if necessary, to protect thelegal interest of the hospitalsshould alawsuit
aise.

Medical recordsaso help thefacility to provide moreefficient service.
For example, for patientswith specific problemslike hypertension or diabetes,
bright stickersare placed in their charts so that these patientsare easily be
recognised for specia attention. Another trick istofile case sheetsin numeric
sequenceto simplify filingandretrieval. Theuseof tracer cardsand linking
cardshelpsto track theserecords quickly.

3. To health care providers

Themedical record providesinformationtoassst al professonasin caring
for apatient during the current visit and during subsequent visitsto thefacility.
Therecord documentsthe care given by each professiond, thus protecting their
legd interests. Therecord assistsphysicians, in particular, in providing continuity
of carewhen the patient isdischarged from the hospital andisfollowed upinthe
clinic. All health professiona scan review recordsof patientsfor whomthey
have provided care.

4. To educators, researchers, and public health officials

Themedica record containsinformation that ass stshealth professionalsand
studentsin health professionsin the educationa processwhenthey review the
record for study purposes. Therecord isindispensablein furthering medica
research by supplying adatabasefor eva uating the effectiveness of treatments
for specific diseases. Statisticsdevel oped from datagathered inthismanner
might document the need for local, nationa and world health programmes,

D. Housekeeping

Introduction
Housekeeping isone of the basi ¢ functionsessentia to the operation of a
hedlth careingtitution. Itishousekeeping'sresponsibility to maintainfor the
patient and theemployee an environment that is
»  sgfe and providing maximum bacteriological control throughout the
hospitd environment
e pleasant, with furnishingswhose design and colour arepleasingtothe
patientsand conduciveto their recovery
«  functiond, with everything necessary to the patients' recovery properly
maintained and conveniently arranged.
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Responsibilitiesof the housekeeping department

1. Environmenta sanitationareas

* publicareassuch aslobbiesand reception areas, canteens
e circulating spacessuch ashalls, elevators, stairways

* patientaccommodation

e operatingtheatre(s), outpati ent treatment rooms, laboratory
e tolets

e sarviceand supply rooms

2. Environmentd sanitation procedures

e window washing

* wadlwashing

» floor care(including rug and carpet cleaning, where necessary)
* furnituredusting, washing and polishing, uphol stery cleaning
* lightfixturecleaning

e rubbishremovd

o dignfection

e ensuringcleanlinen

3. Noisecontrol

reduction of noise made by large equipment

»  soundproofing of housekeeping and maintenance equipment
4. Interior decoration

* furniturerepair andrefinishing

*  replacement of furnitureand furnishings

» drapery makingand/or repair

e enauring attractivesurroundings

Cleaning: The cleaning of windows, doors, walls, etc. helps in arresting deterioration
and preserving appearances.

Preservation: With the help of protective coatings of paints, varnishes, waxing of
floors, etc., the building and its furnishings can be preserved.

Replacement and Repair: This involves timely repairs or replacement of sanitation
equipment, water supply, electrical fittings, etc.

Basic cleaning operations
Sweeping

A broomor dry mop ismoved over afloor surface, with repeated strokes,
to brush the surface clean or clear the surface of dirt.
Mopping

A collection of coarseyarn, fastened to ahandle, isrubbed or wiped across
asurfacewith thetechniquethat appliesvarying degrees of wetness.
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Dusting

Dust isremoved by wiping with acloth. In patient areas, the need for infec-
tion control measuresrequiresthe use of damp or treated cloths. Thistechnique
iscustomarily used on surfacessuch asfurniture, equipment, ledges, window
slls, walls, woodwork, light fixturesand anywhere el sethat dust might collect.
* low dusting: when the procedure can be done easily by aworker standing

onthefloor

* highdusting: when along-handled tool or aladder must beused to reach
the surfaceto be dusted

Waxing

A protective coating, often polished by friction, isapplied toasurface. Itis
doneonfloors, furniture, wood-panel ed walls, and other appropriate surfaces.
Somefloor finishescontain little or no natural wax, yet are glossy and nonskid,
requirelittleor no buffing (polishing) and resist marking from shoes.
Quialificationsof Housekeeping Supervisors

Tofulfill theobligation of maintaining asafe, pleasant and functiona environ-
ment for patientsand staff, the person responsiblefor housekeeping should have
thefollowing abilitiesand skills:

» basicknowledgeof hedth care hygieneand sanitation

» ability toplan, administer and develop al phasesof acomprehensive
housekeeping programmethat will provide asuitableenvironment for the
ingtitution’smedica and adminigrativeactivities

* demongtration of personal qualitiesof leadership and skill in coordinating a
mgor activity withintheadminigirative programme

» generd working knowledge of cleaning operationsand interior decoration

» ability toassign, supervise and eva uate thework of subordinate supervisors
andtheir personnel

» ability todevelop the departmenta budget and to direct the expenditure of
monies

| nterdepartmenta Relationships

Therelationship between the housekeepi ng department and other depart-
mentsisinherently intricate. Not only do housekeeping activitiescover awide
range, but thetiming of proceduresisaffected by thework of other depart-
ments. Usually the convenience of housekeeping must be sacrificed to the
convenience of the departmentsit serves. Not one department can bewithout
housekeeping services, yet it might beimpractical for the housekeeping depart-
ment to organiseitsownwork entirely for itsown convenience. One of the most
difficult tasks of housekeeping, then, isto provideitsserviceat theoptiona
convenience of other departments, through highly devel oped coordination and
theefficient performance of providing aclean, attractive, safeenvironment.

Ingeneral, the major cooperativeresponsbilitiesof al departmentsare:

»  Elimination of avoidableinterference with housekeeping work. Every other
department hasafundamental responsibility to facilitate the housekeeping
functionasmuch asispossibleand practical.
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e Appreciation and understanding of thevaueand complexity of
housekeeping work.

e Cooperation by other departments membersin cleaning up after them-
selveswhenthey spill or drop things. Sometimes, of course, thedifficulty of
the cleaning job requiresthat housekeeping be called, or perhapsahouse-
keeping employeeisin theareawith the necessary equipment at hand.

»  Letting the housekeeping department know immediately if something needs
attention.

»  Attending to something as soon aspossibleif the housekeeping department
hasrequested help (from maintenance or administration, for example).

Training curriculumfor housekeepersat Aravind EyeHospitas
Aravind son-the-job training programmefor housekeepersincludes:

» understanding of theneed for highlevelsin hygieneand sanitation

« someclinical knowledge and knowledge of the hospitd (in order to be
useful to patientswho ask housekeepersfor guidance and directions)

» technical aspectsof housekeeping (cleaning techniques)

e humanrdationsand communication skills(for dealing with patientsand
other departments)

e supervisory kills

« fieldwork (visitstolocd ingtitutionsto view their housekeeping procedures)

E. Maintenance

Introduction
Mai ntenance means preserving and keeping thingsin good working condi-
tion, through prevention, detection and correction of faults, damage and wear.
Thebest way to preserveinfrastructure and equipment and keep everything
running efficiently isto do maintenance checksat regular intervalsand repair any
partsthat arelikely to wear out or haveworn out. Theseinspectionsmust be
done by competent and properly trained people.
Importance of maintenance
Maintenanceisimportant to the hospital because:
*  Thebuilding and equipment should beready for useat all times.
e Quality of careaswell asproductivity depend partly onthebuildingand
equipment being in good conditionat al times.
*  Thebuilding and the equipment have been heavily invested in and should be
wel| taken care of to ensurelongevity.

Respons bilities of the mai ntenance department
The maintenance department’ srespong bilitiesinclude:
1. Plant facilities (infrastructure)

e buildng
e dectricd/lighting
*  plumbing

e generators/ power station
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» arconditioning/heating
e communicationsinfrastructure
* transportation/ elevators

e carpentry
2. Equipment
 medicd

nonmedicd (e.g., audio-visud)
office (photocopier, typewriters)

Role of the maintenance department

The mai ntenance department isresponsi blefor the performance and coordi-
nation of thefollowing areas.
1. Routinepreventivemaintenance
2. Equipmentingallationand user traning
3. Emergency (breakdown) maintenance
4. Equipment selectionand acquisition
5. Review of contract maintenance
1. Routine preventive maintenance

Routine preventive maintenanceisdoneonaregularly basis, schedulingis
necessary inorder to ensurethiswork. It isthe cleaning, lubricating, adjusting,
checking for wear and tear, and perhaps replacing of componentsthat might
causetotal breakdown or seriousfunctional impairment of the equipment before
the next schedul ed ingpection. Preventive maintenancewill help eiminate
hazards (and threatsto quality and productivity) beforethey devel op. With
some of today’ s sophisticated el ectronic equipment, there are many problems
that can occur suddenly and therefore cannot be detected or prevented by
routin preventive maintenance procedures. For some equipment, therefore, it
might be necessary to have duplicates on hand so that the spares can be used
whentheorigina pieceof equipment isbeing repaired, onsite or off.

2) Equipment installation and user training

Themaintenance department isoften responsiblefor installing new
equipment or overseeingitsingallation. Thehospital will want to
providetraining to maintenance staff when new equipment isinstalled,
inorder to ensurethat the maintenance department can serviceand
repair it. In case of new equipment the userswill needto betrainedinits
operation and precautionsif any.
3) Emergency (Break down) maintenance

Thistypeof maintenance requiresimmediate action. Themaintenance
department should devel op an efficient referral system so that they areinformed
about new problemsand can take stepsto rectify them asquickly aspossible.
Thiswill help maximisetheoperationa efficiency of the hospital equipment and
reducethe downtime of malfunctioning equipment or infrastructure. Thehospita
should have agenerator to ensure continual electric power. Without agenerator,
every aspect of the hospital’swork will be affected whenever thereisapower
failure. An eectrician should be assigned to monitor the generator and the
electrica system.
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When any equipment
breaks down, all its
parts do not breakdown
at the same time.
Locate the part that has
failed and the piece of
equipment will be easy
torepair.

- Prof. V. Srinivasan,
Head Instruments
Maintenance, Aravind
Eye Hospital

4) Equipment selection and acquisition

The mai ntenance department might be asked to act in an advisory capacity to
both administration and medical taff intheareasof equipment selection and
purchase, safety, reliability, suitability, etc.

5) Review of contract maintenance
Some specialised equipment isserviced and maintained by outsideengineers

onaservice contract. The hospital paysacertain amount per year, accordingto
termsand condition madein the contract, and the outside service engineersdo
regular maintenance and can be called for emergency maintenance. Thehospita
continuesto do the preventive maintenance, if thisisalowed inthe contracts.
These contractsmight includeservicing of:
e arconditioningsystem
e tdephone
e water cooler
e computers, printersand auxiliary egquipment
e photocopier
Useof computer systemsin maintenance
Currently, computerised systems are used in mai ntenance departmentsfor:
1. Work planning
e informationlists
e equipmentligts
* documentation sheets
e inventory control
Reports
3. Serviceorders/work orders

e communication

e edimaing

» gtheduling

* recordkeeping

e  cost containment

*  |abour and materiad control

N

F. Stores (Materials management)

Introduction

In short, material smanagement meanskeeping track of all thehospita’s
supplies. Itistheandyss, planning, implementation and control of carefully
devel oped systemsand programmes desi gned to achieve maximum cost effi-
cienciesinthevariable cost areas of supplies, equipment, servicesand person-
nel, consi stent with organisationa objectives. Materid smanagement includesall
aspectsof purchaseor procurement, inventory managment, and issueand
usage. It might include vendor negotiations, routine purchas ng after sources
have been established, demand forecasting, budgeting for supplies, maintenance/
disposal/recycling of supplies, receipt ingpection and payment, stocking and
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storage, inventory control and loss prevention to minimiselossdueto spoilage
or pilferage.
Importance of stores

Efficient storekeeping hel psto keep productivity high. Materialsmanagement
isoneof thekey factorsfor improving performance of any department. Higher
inventoriesmean higher (avoidable) costs, and they block scarcefundsthat
might berequired by the organi sation for operationsor essential devel opment.

Roleof stores
Thetask of storekeeper relatesto safe custody and preservation of the
materia stocked, to the recel ptsand accounting, and to theissuing of
supplies. The storekeeper’stasksare:
* tomaintainthecontinuity of supply by ensuring that all the materialsare
available at needed timeat an optimum cost
» tofacilitatethe hospita operation by providing high qudity goods
» toreducetheoperating cost
* todecidewhether to makeor buy
» toexercisecontrol over the usage of goods

Principlesof storekeeping

Suppliescan be categorised under three headings: vita, essential and
desirable. Thesethree categorieswill determine how much of eachitem
should bein stock at any giventime. Thereare seven principlesof
material management that must be kept in mind to ensure good resuilts.
The storekeeper in charge must follow these principlesor “ 7 Rs.”
Righttime
Right quantity
Right price
Right source
Right ddivery
Right methods
Right people
Modelsand systemsof storekeeping

Stores departments can be centralised and decentralised. A centralised
materia management network focuseson the suppliesneeded for each activity
or function of theentirehospital. A decentralised material management mode is
onewhere each areaor department performsthe various materia management
functionsitsdlf.

Nouok~owbdpE

G. Security

Roleand respons bilitiesof security department

Security hasavery important supporting roleinthe hospital. The security
department carriesfull responsbility for the safety and security of thehospital
facility, itsproperties, staff and patients. Their dutiesareto prevent congestion
and loitering, and to deter theft, snatching of gold ornaments, and other crimes
at al times. Their presence should act asadeterrent to crime.
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Activitiesof thesecurity department
e Doroundsinall partsof the building (outpatient areas, wards, main gateand
groundsof the hospital) on aregular basis, 24 hours per day.
* Ensurethat al people present are steff, patientsor patients' attenders.
e Checkintounusua happenings.
* Giveguidanceto patientsand their attenderswhen other staff are not
onduty.
Quadlificationsfor security department
At Aravind EyeHospitals, security guardsare ex-servicemenwith basic
academic qualifications. They must show themselvesto bebrave, active,
healthy people. And sincethe security guardisoften thefirst hospital
staff member met by patients, they must al so be service-minded and
courteous.

H. Pharmacy and optical shop

Introduction

The pharmacy and optical shop areamong themost important supporting
departmentsin an eye hospital . Both can contributeto high quality, and sustain-
able cataract surgery programme. To control the quaity of medicationsand
spectacles, both shops should beinsidethe hospital premises. Having them
inhousea so helpsto keep the hospital running by generating additional rev-
enues.

Attributesof an effective pharmacy

e Thepharmacy should be open during extended businesshours, and avail-
ablefor emergency purchasesaswell.

*  Stock should exceed expected demand so that shortages never occur. An
experienced pharmacy supervisor should monitor purchasing and inventory
to minimiselossdueto spoilage. Bulk purchasing will hel p keep costslow.

e Quality must bemaintained very carefully to avoid errorsand to ensure
patient satisfaction and their well being.

o All staff must bewell trained, knowledgeable and courteous.

*  Thepharmacy should be situated for easy accessto patientsor their
attenders.

« Efficient servicewill help ensurethe hospita’ sproductivity and reputation.

Attributes of an effective optica shop

» Accessto postal or courier servicesisnecessary since prompt delivery is
vitd.

» Iflensgrinding occurson site, the manufacturing areashould belocated near
theoptical shopfor quick service.

» Theoptica shop should betreated likearetail business, with regular busi-
nesshours, ample spacefor customer comfort, aswell asfriendly, helpful
and knowledgesbl e staff.

e Quaity must be monitored and maintained to ensurethat patientsreceivethe
correct power intheir glasses.
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* A widechoiceof glassesand frames should be availablefor purchase.
» Allavaladleframesshould behypoallergenic.

H. Dietary services

Introduction

Dietary servicesareimportant in ahospital that providesinpatient care.
Nutritiousand delicious meal shelp ensure patient satisfaction and aid the healing
process. Serviceisusually provided inhouse, but may be contractedtoa
responsiblecaterer. Meal servicewill bedetermined by local customs, hospital
routinesand procedures, and patient preferences. Nonpaying patientscan
receivefreeor low cost meals. Paying patients may expect mealsto beincluded
intheir surgery and accommodation fee.

Attributesof effectivedietary services

* Medsshouldbeavailablewithin hospital premises. Many patientswill
expect room service.

* Foodsmust beof high quality. Patientswith specia diets, such asdiabetics,
must be served appropriate meals.

» Thecapacity of dietary services should match the expected volume of
patients. Inagrowing eye care programme, thismight mean expanding or
renovating the kitchen space, purchasi ng more cooking equipment, and
hiringmoregtaff.

»  Staff must bewell trained and knowledgeabl e about nutrition and specia
diets. Staff should understand the connection between dietary services,
patient satisfaction, large volume and low cost.

» Patient attenderscan bring revenueto the hospital, where appropriate,
through their businessto the canteen or coffee shop.

J. Management information systems (MIS)

Management information systemsplay akey roleinhighquality, large
volume, sustainableeye care stting:
» Patientload (daily)
OP attendance - new and review patients
- admissonsand discharges
- eyecampdatistics
- operationsdone
- operationsscheduled for tomorrow
bed occupancy
. Demand pattern (monthly)
- geographicdigtribution
- sourcesof motivation to cometo the hospital
- morbidity ditribution
- patientload
- growthover previousyear (for themonth and cumulativefor theyear)
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» Financid (daily patient revenue, monthly income& expenditure statements
with vertical anaysisand comparison with previousyear and current year
budgets)

*  Onother resources
- summary of employeeattendance
- vehideutilistion
- purchasesandissuessummaries
- maintenance- building, equipment andvehicle

e Patientsatisfaction
- compliments, complantsand suggestions
- pdientsurveys

e Quadlity assurance
- complications- nature, surgeon and nurse
- deilision

* Report of variationsto set normsinal areas
- lengthof stay
- out-of-stock items

Theseinformation systemsshould helpin theanadys sand understanding of
key issuesrelevant to aparticular programme and decision-making. They should
facilitatefor instance, anaysisof surgeriesper bed, surgeries per surgeon, bed
occupancy, length of stay for each type of surgery, changesin morbidity and
demand pattern. The content and leve of detail would depend on the person
getting thereport. Thechief doctor or the administrator should receive aggre-
gateinformation and areporting of exceptionswhilethe supervisory level staff
would need much greater detail but perhaps|ess scope.

Componentsof MIS
Ontheprocessof monitoringandeval uation, threecomponentsaretobedistin-
guished: informationcollection, datafl ow, andandys sand eva uation.

1. Information collection

e decideWHAT information to collect, WHY, WHO will collect it, from
WHERE (which departmentswill report) and WHEN (at whichtime
intervas)

« theinformation collected must be APPROPRIATE and RELEVANT tothe
problems posed

e theinformation must be ACCURATE

e itshould be FEASIBLEto callect thisinformation without much effort or
cost

e don’'t betempted to ask for too much or too detailed information, asthis
leadsto incomplete or inaccurate reporting, delaysin dataflow, and even
moredelaysin dataanayss, eval uation and feedback

2. Data flow
e datamust gotoacentra point for analysisand evaluation
* dataflow must becompleteand timely, withno delays
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The number of cataract
operations aloneisa
poor indicator. By
relating this figure to
the surgical unit, we
can have abetter
impression of the
efficiency and effective-
ness of these units. By
relating the number of
cataractoperations to
the populationin the
district or state, we can
have a betteridea of
case finding and the
impactand coverage of
the surgical services.
By relating it to the
number of operating eye
surgeons and oph-
thalmic beds, it informs
us on the workload and
utilisation of manpower
andinfrastructure.

Dr. Hans Limburg

Andyssandevduation

» posethesamequestions: WHAT to evduateand WHY, WHOwill doiit,
WHERE (at what level of the organisation, district program or government),
WHEN (how frequently)?

» thelevd at whichanadyssand evauationisdonewill determinethetypeof
information to collect, thereporting units, intervals, etc.

Parametersto monitor
e Quantity - Output
- Number of cataract operations/year
- Number of sight restoration operations
- Cataract Surgica Rate
e Quadlity - Outcome
- Successrate =% eyesachieving VA >6/12vision
e Cost
- Cod/casefinding
- Cost/surgery or service
- Cost of support services
- Priceof theservices

Basic gtatistical measuresused to assessand monitor cataract surgery services

Sourcesof dtatistical data
1. Prevaence(backlog)/Crosssectiona surveys

* people
* gyes
2. Incidence(new caseseach year) Longitudinal (cohort) study
* people
* gyes

3. Cataract Surgica Coverage Rapid epidemiol ogical assessment
»  aphakic/pseudophakic personsx 100
e cataract blind persons+ gphakic/pseudophakic persons
4. Cataract surgical rate Hospital records+ census
e cataract operationsyear
» target populationinmillion
5. Number cataract operations
6. Number cataract operationson blind people/Hospita
7. Number peopleblind after surgery /Records
8. Number peoplewith restored sight (#6 - #7)
9. Successrate Hospital records
*  %of operated eyeswith cataract achieving VA * 6/12 postoperatively

#1 to #6, #8 are indicators of quantity

 #7, #9 are indicators of quality

o #1 to #4 are for planners and policy makers (to assess and monitor
services)

#5 to #9 are for ophthalmic surgeons (self-evaluation and monitoring)
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In the manufacturing
industries, variability in
demand can be handled
by the use of inventory.
Unfortunately, in the
delivery of health care
services this optionis
not available. Health
care services cannotbe
produced and stored for
later delivery. The peak
indemand cannotbe
met by storing health
care services produced
in the slow periods.
This means that other
creative strategies
mustbe used to cope
with the inherent
problem.

-Vinod D. Sahney

K. Patient scheduling system
Introduction

A patient scheduling syslemwill helpin the management of demand variabil-
ity. [twill so:

reduce congestion in the operating theatre area

lead to more personalised service

alow gtaff toinform patients of thetime of their surgery (aswell asthename
of their surgeon and expected date and timeof discharge)

devel op specifictiming for preoperative procedures

reduce the number of staff needed in the blockroom and OT.

Managing demand variability

Some alternative strategies for smoothing the demand generation process:

Reservation systems (avoiding long patient wait times by use of an appointment
system, with either individual or block appointment times)

Complementary demand (ensuring that inpatients and outpatients use the same
facility at different times; for example, if outpatients are usually sent to the X-ray
Department between 10 am and 2 pm, be sure that inpatients needing x-rays are sent
before 10 am and after 2 pm)

Shifting demand (changing patient behaviour, for example, by displaying a large
chart indicating when the longest wait times occur in the clinic, allowing local
patients to plan their outpatient visit for a slow period)

Demand triage (assign different priority to different categories; for example, if lab test
results must be returned in a timely manner before inpatients can be scheduled for
surgery the next day, ensure that inpatient results take priority over outpatient
results)

Merging demand (create flexibility so that pooling two streams of demands can
occur; for example, allow the two staff members assigned to registering new patients
and review patients to combine their efforts if one is busier than the other)

Splitting demand (sometimes the service required to satisfy demand during peak
times can be reduced by doing certain tasks during slow periods; for example,
patient counsellors can check that all tests have been done before an outpatient is
admitted, thereby relieving the nursing staff from having to do this next morning in
the rush to prepare patients for surgery)

- Adapted from Managing Variability in Demand: A Strategy of Productivity Improve-
ment in Health Care Services, by Vinod D. Sahney

Some alternative strategies for altering the service capacity:

Part-time employees (if there is a predictable peak in demand during certain hours of
the day or certain days of the weeks, hire part-time employees who work only a limited
number of hours per day; offer them fair benefits)

Overtime (in some settings the demand fluctuations are not predictable in advance;
in these cases it is clearly more economical to pay overtime to someone working an
extra hour or two than to add a new staff member)

Incentives (encourage employees to take their vacation or training during slow
periods such as festival or harvest times; offer a bonus, if necessary, as extra
incentive, since many employees are hesitant to take time off during slow periods
since the work pace is easier then)
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Thereis aconstant
monitoring in the
outpatientdepartment
at Aravind’s nonpaying
hospital of the flow

of patients and avail-
ability of manpower. If a
bottleneckin the patient
flow occurs at any
stage, additional staff
are mobilised whenever
possible to maintaina
smooth patient flow.

-Raheem Rahmathullah

+ Labour cross-training (the key is to match services in departments where the highest
demand occurs at different times of the day, and cross-train personnel to help each
other during the peaks)

—Adapted from Managing Variability in Demand: A Strategy of Productivity Improve-
ment in Health Care Services, by Vinod D. Sahney

Datacollection
To scheduletomorrow’ s operations, datamust be collected on:

* doctorswho areoperating

» estimated throughput per hour (theworkload of surgeonsvaries, but
averages4-5 cases per hour; more experienced surgeonswork faster than
their junior colleagues, hence can accomplish more surgeries per hour; less
complicated surgeriesare givento traineesunder the guidance of asenior
surgeon)

» listof patientsfor surgery, grouped by
- typeof anaesthesaand surgery
- diabetic, cardiac, asthmatic, hypertensive, fasting blood sugar cases,

and culturerequirement
Dataprocessing
To scheduletomorrow’ s operations, datamust be processed to create:

» schedulefor dilation and checking preoperative preparations

» schedulefor mobilising patientsfromwardsto OT

* ensuredarriva of patientsat OT

* postingfor surgeons

Schedulingguiddines

o ward by ward (or floor by floor) basis

* hourly basis

» schedulesothat doctors start with ssmple cases and work toward more
complicated cases

» firgtbatch: clinicaly normal cataract, |OL, phaco, glaucoma

» second batch: asthmatic, hypertensive, cardiac, diabetic

 third batch: diabetic (fasting blood sugar), culture, cornea

» generd anaesthetic caseswill be scheduled inthefirst batch (and areusualy
dilatedinthe OT)

* reting, orbit (and paediatric, whereavailable) schedulingisautonomous
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Appendix - 5

Quality Assurance in Eye Care Programmes

The needs are so high.
Go after one third of the
need in your commu-
nity. If your current
targetis 2000 cataract
surgeries next year, go
after 10,000 the follow-
ing year. Once you’ve
done ten thousand,
20,000 will be easy.
Unless you keep your
targets up, you won’tbe
able to achieve your
vision.

- Dr. G. Venkataswamy

Our visionis to create a
model eye care centre
for high quality services
to all the members of
our community.

- Vision statement of
Lions Eye and Blood
Centre, Mombasa,
Kenya, April 2000

Introduction

Quiality assurancemust beanintegral part of every aspect of medica and
adminigtrative activity inan eye care programme. Quality assurance hel pshealth
care professionalsand organi sationsprovide carein the most efficient, effective
and economical way.

Definition of quality assurance

Quality assuranceisnot synonymouswith sophisticated procedures,
superspeciaisation, or thefanciest new technology. Simply, theaim of quality
assuranceisto establish quality control systemsand proceduresfor monitoring
and evauating the quality of careand for ensuring that service of the highest
possible standard is provided effectively and at reasonable cost.

Steps to quality assurance (QA)

1. Quality assuranceasavision

Theinitiativefor any quality assurance programmeisashared “vison” of
quality. Top management must fedl convinced that high quality isanimportant
andintegral part of theorganisation. But thisisnot enough. Employeesat dl
levels, from sweeper to ophthalmol ogist to administrator, must shareacommon
vison. It becomestheresponsibility of top management to communicateand
reinforcethisvision continuoudy. Thewholeorganisation should aigntowards
thecommon vision. Thevision should beafeding that accompaniesal employ-
eeswhileexecutingtheir jobs. A clearly refined visonislikealighthouse, lighting
theright pathand theright decisions.

Moving from talk to action
Vision is important for simple, concrete reasons. A vision is the most fundamental
impetus in empowering people to serve customers. It can inspire the people you work
with to new heights of excellence. Without it, employees have little inspiration to do
their best. And they lack the unifying ideas that help the people in great organisations
join their efforts to achieve seemingly impossible common goals. A shared picture of
what the organisation should be fosters independent action, wisdom, empowerment,
and willingness to take risks to do the thing that is perceived as right....All employees
need a clear vision as a guide in managing their own actions in a manner consistent
with the company’s goals. The ideal vision statement is...

- cClear
- involving
- memorable
- aligned with the organisation’s values
- linked to customers’ (patients’) needs

seen as a stretch — that is, difficult but not impossible.
From Richard C. Whiteley, in The Customer-Driven Company: Moving from Talk to
Action.
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The hard partis impart-
ing the vision to all the
peopleinan
organisation so that
they will share a
profound commitment.
The leader makes the
vision real. He or she
communicatesit
constantly, establishes
challenging, often
seemingly impossible,
concrete goals that are
driven by the vision,
encourages othersin
the organisation to
create theirown
compatible visions for
their parts of the
business, and embodies
the vision in day-to-day
behaviour.

- Richard C. Whiteley

If performance stan-
dards are not set at the
outset, then it will be
impossible to deter-
mine whether the
activity has been
successfully carried out
or effective.

- Dr. Hans Limburg

2. Quadlity assuranceteams

Onceabroad visioniscreated, the second stepisto form aquality assur-
anceteamthat will beresponsiblefor monitoring the organisation’sactivitiesto
seethat everything issteered toward the qudity vision. Theresponsbilitiesof
theteam areto communicatethevision of the quality assurance programmeas
well asto plan, implement, monitor and evaluate all the processes associated
withthe programme. Thisteam should includetop management aswell asthe
staff deemed crucia to theddivery of quality service. Theteam canalsoinclude
sub-committeessuch asclinica quality and medical audit.

Introducing quality assurance
« Elicit definitions of high quality service from department staff.
« Elicit suggestions and ideas for improving quality in their department
ideas involving a specific job
ideas to improve service not related to a specific job
ideas related to the department’s image.
+ Examine each suggestion to determine which quality issues are involved
- helpfulness/service orientation (does the idea relate to how helpful the depart-
ment is seen to be?)
- accuracy (does the idea relate to how accurately the work is done?)
- efficiency (does the idea relate to how quickly the work is done?)
- other (does the idea relate to how other departments work? or to how departments
communicate and interact?)
* Prioritise the ideas and agree on what the department will improve on first.
- Dawn Leighfield

Although theteamisaccountablefor reinforcing the concept of quality
assurance, everyone on staff isresponsiblefor assuring quality; theteam’sroleis
to provideeffectiveleadership. Theplaceto start iswith assessing current
standardsfor quality, moving into acontinuous quality improvement process.
Controlling and checking deviationsfrom set standardsistheresponsbility of
managersand department heads, but if the common visioniscommunicated
properly and continuoudly, theintensity of control required will belower be-
cause each staff member will feel they haveapart to play in assuring quality.

3. Designfor qudity assurance
For theimplementation of quality assurancein an eyehospita, thethird step

istheformulation of quality policiesand objectivesthat are oriented and com-
municatedtodl levelsof saff andtodl individualsintheeyecareddivery
system. Obvioudy, ophtha mologists, d ong with ophtha mic assistants,
refractionistsand other paramedical personnel, havealot todoin ensuring QA.
But other support staff area so critical inthe process. Aneyehospital in south
Indiadiscovered theindispensablerole played by sweepersand cleaners, for
example, when these employeeswent on strike.

1. Document al activitiesof each department inaprocedure manud.

2. Ligtall problemsencountered at each activity level.

© Aravind Eye Hospitals and Seva Foundation
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Monitoring and evalua-
tion is one way of
finding out whether we
are on theright path,
whetherourhealth
programmes and
activities are meeting
the needs they were
designed to meet. It
provides necessary
information for effec-
tive decision making.
Monitoring and evalua-
tion are essential for
planning of future
health activities.

- Dr. Hans Limburg

3. Solveeach problem with decisionsthat will support thecommonvision
of quality.

4. Implement the solutions, monitor, and make adjustments.

4. Continuous monitoring and improvement
Designing and implementing asystem that produces high quality hospital

servicesisagresat chalengeto any administrator. But ensuring that high stan-
dardsare maintai ned through aprocess of continuous monitoring and improve-
ment, thefourth step, isan even greater challenge.

Monitoring refers to the continuous follow-up of activities to ensure that they are
proceeding according to plan. It keeps track of achievements, staff movements and
utilisation, supplies and equipment, and the money spent in relation to the resources
available. This way, if anything goes wrong, immediate corrective measures can be
taken. A good monitoring system helps in

- establishing standards of performance

- measuring actual performance, and

- comparing actual performance with established standards.

Success of monitoring depends on developing quantitative indicators of the input,
activity and output level of the blindness control programme. Indicators must be
comprehensive, reliable, valid and simple.

Dr. K. C. Premarajan

Dimensions of patient satisfaction in eye care

Thepoliciesand objectivesfor high quality eye care should takeinto account
two mgjor dimensionsof patient satisfaction, asindicatorsto steer thewhole
programmeintheright direction.

*  Visud outcomes(post-surgical improved visua acuity, withno or low
postoperative complication andinfection)

» Dédlivery systems(efficiency, dignified treatment, patient-centred proce-
dures)

Visud outcomes

The* product” or ultimate aspiration of any eye careserviceistorestore
useful vision asmuch as possibleto asmany patientsaspossible. Thebetter the
restoration of vision, the better the*product.” Hence, aspart of the quality
assurance programmein any eye caredelivery system, ophthamologistsand
other staff involved inthe cataract surgery should measuretheclinical visua
outcomes on acontinuousand regular basis (preferably every month). Evalua-
tion of thevisual outcomesthen follows and necessary actions should betaken.

Ddlivery systems

Certainly clinica quality will serveasanimpetusfor quality assurance, but it
doesnot servethewhole purpose. Equally important arethenonclinical aspects
of the eye care programme such asadmitting and discharge procedures, house-
keeping, and physical comforts.

Patient satisfaction hel psto market the hospital’ seye care servicesand
increasethe number of patientsutilising them. Research has shown that one

© Aravind Eye Hospitals and Seva Foundation
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satisfied patient can beasource of about 10 more patients. Itisthereforevery
vauabletoinvest considerabletime, effort and resourcesinto ensuring patient
satisfactioninnonclinical areas. Thiscan beachievedto alarge extent by
standardising thevariousactivities, both clinica and nonclinicd, that make up
cataract surgery. The setting of standards must lwaysaimtoimprovevisua
outcomesand delivery systems, hence patient satisfaction, inthe most cost
effectiveways.

Quality as the patient defines it

Aseyecareproviders (bothindividua sandinstitutions), wetend to define
quality by our own perceptionsand thentry to deliver high quality services
based on the criteriawhich weview toinfluence quality. Infact, we must choose
adifferent paradigm: Qudity iswhat the customers—inthiscase, the patients—
value. Itistheir perception of quality, not ours, that mattersin quality assurance.
For example, behaviour that isviewed asefficient by staff could beviewed by
patients as brusque and uncaring. Or, while hospitalswork hard to keep their
floorsand wallsscrubbed clean, patientswill complain of adirty hospital if they
must stare up a astained ceiling fromtheir beds; staff, however, might never
think tolook up during their work day. Also, the hospital might improveupon
the physical appearance of atreatment room, but if patientsval ue staff
behaviour morehighly than physical surroundings, they will judgetheingtitution
onthebehaviour of itsstaff. Itis, therefore, helpful to study the criteriapatients
usetodefinethelr satisfaction.

Factors in patient satisfaction (in order of ranking by patients)
¢ Medical care

¢ Cleanliness and maintenance
Nursing care

Clear information

Behaviour of staff

Physical facilities
Charges/fees

Waiting time

Support services
Responsiveness to complaints
Image and integrity of hospital
Personal attention and care

- Aravind Eye Hospital, 1998

Patient expectations

Petient expectationsarerel ative, changing from patient to patient and within
the same patient over time. What some patientsexpect of an eye carefacility
will bedifferent for others. All will havedifferent criteriafor quality:

*  Urban patientsversusrura patients

» Paying patientsversusfreepatients

» Educated patientsversusilliterate patients
e Confident patientsversusfearful patients
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e “Experienced’ patientsversuspatientswho have never beeninahospital
* Younger patientsversusolder patients
e Pdatientswho live nearby versus patientswho have comefrom far away
*  Womenversusmen
e Childrenversusadults

Onceweknow exactly what our patientsvalue, we can start delivering
qudity intheright direction.

What Patients Expect What Patients are Concerned About
Short waiting time Long waiting time

Good medical care Poor treatment

Excellent hospitality Rumours, misinformation

Credible assurance Corruption

Affordable charges Exorbitant charges

Courteous behaviour of staff Fear about outcome of disease and effects
Perfect coordination of activities Availability of specialist

Personal attention Partiality in medical care

Discipline Language barriers

Cleanliness Pollution and nosocomial infections
Pleasant atmosphere Fear of communicating with doctors
Good nursing care Emergency situations

Good cooperation of the staff Fear of surgery

Accountability & responsibility of staff
Clear communication and information

Tools for measuring patient satisfaction

Therearemany toolsfor measuring thelevel of patient satisfaction, including
scrutiny of patient complaints, suggestion booksor boxes, direct interviews,
observation, focusgroup discussions, etc., but the most commonly used method
of callecting and anaysing dataon patient satisfactionisby survey, using closed
guestionnaires.

Surveyswill beableto show givethe current performance against the stan-
dards, so asto determine stepsfor reaching thevision. The model questionnaire
isdesignedtodicit patient level of satisfaction with each nonclinical aspect of
their hospital experience. Thereisno oneright way to prepareaquestionnaire,
however thefollowing tipsmight be helpful :

e Sinceitisnot possibleto survey dl patientswho visit thehospital, asample
Isselected at random. The number and size of the sample can vary accord-
ingtothedesiredlevd of reiability of thesurvey. Scientific Satistical meth-
ods can be used to determine the sample size, but surveying 10% of the
total number of patientsutilising the hospital’sservicesinamonthwill supply
much useful information.

* Therearenorulesabout how often to administer apatient satisfaction
survey, but every threemonthswill ensure continuous quality improvement.
Frequent eval uation may lead to chaos dueto incorporation of frequent
changesintheplanned or ongoing activities.
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When to evaluate? Once
ayear, preferably before
the action planfor the
following yearis
finalised. At the most, if
felt necessary, a mid
year evaluation canbe
carried out. Any tempta-
tion to carry out more
frequent evaluations
should be resisted since
it will not be possible to
incorporate frequent
changes in the planned
orongoing activities.

- Dr. Raj Kumar

* Theprimary datarequired can be collected by asking patientstotick the
appropriateanswersin aclosed format using aLikert'sfive-point or seven-
point scaleof satisfaction.

For example, the values for Likert’s five-point scale could be:

Highly Dissatisfied 0
Dissatisfied 1
Moderately Satisfied 2
Satisfied 8
Highly Satisfied 4

» Leavingroomfor written commentswill eicit specific detailsthat will help
the quality assurance team pinpoint the source of problems.

* Inthecaseof patientswho cannot read and write, the person collecting the
datacan usethe questionnaire asan interview guide and tick the patients
responses.

» Thescopeof thesurvey should extend to outpatients, inpatients, patients
from screening camps, and patientsutilising the hospital’ sservicesfor any
other reason.

The preparation of patient satisfaction questionnairesisusualy based on
textbook instructions, formsfrom other hospitals, and one'sown percep-
tions. Inthisprocess, thereare somepitfalls:

* theuseof existing models perpetuatestheir shortcomingsor limitations

e cultura and socia variationsare not adequately addressed

» thesurveysoftenreflect the service provider’s perspective of factors
influencing patient satisfaction, rather than the patients .

Collecting some additiond information on the patient satisfaction question-
nairesuch asage, gender, educationa background, annual income, treatment,
roomtype, and length of stay can facilitate better analysisof theresponses,
leading to morefocused decisionsfor improvement.

Process of measuring clinical visual outcomes

Stepl Setstandardsfor visual outcomes(see”Benchmarks’ in Appendix 1)

Step2 Recordthevisua outcomesof patients

Step3  Compilethedatarecorded inacomprehensivefashionfor easy
anadysi's, including typesand numbersof complications, infections, etc.

Step4  Measuresurgica performances, by surgeon or by technique

Step5 Anaysereasonsfor deviationsfrom visual outcome standards

Step6  Brainstorm solutionsfor resolving deviations

Step7  Sdectfromamongthedternativesandimplement

Step8  Evauatetheimplementation by review meeting, and reset standards
for visua outcomes, if necessary.
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Conclusion

Thecriteriaof quality devel oped in one hospital or programme cannot be
generaisedtoall situations, but the processit quality assuranceisapplicable
everywhere. Every hospital needsto determinethe expectationsof “their
patients’ since perceptionsregarding satisfaction can changefrom placeto
place, Situationto Situation, and person to person. Measuring, andysingand
Improving upon patient satisfaction and visua outcomewill havedirect impact
onthequality of servicesand theviability of eye care programmes. Enclosed are
Aravind EyeHospitd’ sinpatient questionnaire.

Once a quality assurance programme is in place it should provide the following

benefits:

- it will help identify training needs

- it will help measure the accuracy, efficiency, and service orientation of each depart-
ment

- performance appraisals will be able to be done on both individuals and departments

- each department will be able to see how they contribute to the overall goal and
vision, as well as to patients and to other departments

- Dawn Leighfield
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ARAVIND EYE HOSPITAL
INPATIENT FEEDBACK FORM

Aravind EyeHospita iscommittedtohighquality medica careandqudity
service. Inorder toassessour performancewewouldlikeyoutotakeafew
minutestocompl etethisquestionnaire.

a. Name: b. Agee ——— Sex: Male/ Female
c.M.R.No:

d.Roomno.:

Pleaseanswer al thequestionsby circlingthenumber youfeel tobeappropriate.
If youwouldliketoadd any commentsor makesuggestions, pleasecompl ete
theseinthebox at theend of thequestionnaire.

Excelent=1 Good=2 Average= 3 Poor=4 Couldnotdecide=5

1. Youropinionaboutdoctor(s) andmedical care:
Doctors competence 1 2 3 45
Doctors attitude& behaviour 1 2 3 45

Adeguate Inadequate

Listentomy problems |
Timespent by thedoctor |
Explanationabout my healthandtreatment |
Explanationabout any specificprocedure/treatment |
Dalyvigt |
Privacy whileexamining | | | |

2. Your opinionabout nursesandnursing care:

Smilingface/ polite/friendly 1 2 3 45
Attitudeandbehaviour 1 2 3 45
Promptnessinmestingtheneeds 1 2 3 45
Explainedtheprocessof treatment & progress 1 2 3 45
Provided psychol ogical support/ reinforcement 1 2 3 45
Enquiredaboutfood/nightrest/discomfortifany 1 2 3 4 5
Medication/trestmentintime 1 2 3 45
3. Howwouldyouratethechargesand cost of servicesat thehospital ?
[ JHigh [ ]Reasonable [ ]Low [ ]Don’tknow
4. Howwouldyouratetheattitudeandbehaviour of theward coordinators/
receptionists?
1 2 3 4 5
5. Howresponsivewered| thestaff toyour needs?
1 2 3 4 5
6. Howwouldyouratethelevel of communicationandinformationyoureceived
atthehospital ?
1 2 3 4 5
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7. Howwouldyouratethegenerd cleanlinessof theward?
1 2 3 4 5
8. Howwouldyouratethecateringor food serviceat thehospital ?
1 2 3 4 5
9. Howwouldyouratethefacilitiesat thehospital (refreshment, pharmacy, etc)?
1 2 3 4 5
10. Howwouldyouratethefacilitiesat theward/room (space, furnitureetc)?
1 2 3 4 5

11. Inwhichplacedidyouhavethelongestwaitingtime?

12. Wouldyourecommendthehospital tofriendsandrel atives?
[ ] Srongly [ ] Hestatly [ ] Willnot [ | Don’'tKnow

13. Overall, howwouldyouratetheservicesoffered at thehospital ?

1 2 3 4 5

14. Pleaseadd any further commentsor suggestionsyouwouldliketomake:

THANKYOUFORTHEVALUABLEFEEDBACK
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