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I. Introduction

This is the story of a transformation in the Kilimanjaro Christian Medical Centre (KCMC) Eye Department.  The numbers of cataract blind in poor countries are increasing at an alarming rate as populations increase and age while hospitals fail to keep up. In Kilimanjaro region we were falling woefully short of meeting the needs of the population.  In a survey in late 2002, we discovered that fewer than 10% of people with cataract living within one hour of the hospital had received surgery. We wanted to see if we could reverse this trend. It was our belief that it would take something more than just a bigger injection of money to solve the problem.  Over the years there had been lots of money given by donors to the KCMC Eye Department. We had no shortages of essential supplies or doctors.  There was even money generated by the eye department, sitting in a bank account waiting to be spent.       

We needed to change the low numbers of patients and the heavy dependency on donors.  Not only did we want to increase dramatically the number of patients getting cataract surgery at our hospital, but we wanted to develop a system to do it that would not be entirely dependent on donations from the outside.  We wanted a system that had a chance of surviving, even if the inflow of donor money decreased.   

There are many who believe that such a possibility is completely unrealistic in Africa.  But we were inspired by what we had heard about two hospitals in Asia, namely the Aravind Eye Hospital in India and Lumbini Hospital in Nepal, which both provide large numbers of poor people with high quality eye services without large injections of money and materials from donors.  We began to wonder to what extent this might work in Africa.  KCCO (the Kilimanjaro Centre for Community Ophthalmology) was a new centre dedicated to eradicating avoidable blindness and interested in sustainability.  The International Eye Foundation had experience and funds to support sustainability planning.  Several key leaders at the KCMC Hospital voiced their willingness to see the Eye Department serve as a model for change.  How should we start?  How do institutional makeovers happen?   

Table 1 shows some of the changes at KCMC Eye Department since the transformation began.  This monograph is a description of the process we went through in making the changes, the problems and solutions we encountered in trying to transform an organization.  We often felt that it would have been simpler to start from scratch, but that was not an option.  The process of change is like juggling – it requires several balancing acts to be underway simultaneously.  As we started to analyze the information from our baseline assessment, identify specific problems, and prepare to convince others of the need to change we often felt overwhelmed by the complexity and magnitude of the problems we faced.  It required discipline, perseverance, optimism, and a strong sense of where we wanted to go to keep on track. 

We haven’t yet reached our goals.   We still don’t know what proportion of our costs we can eventually recover in the Eye Department.  We haven’t finished making all the changes we need to make and only time will tell how sustainable the changes will be.  However, one important lesson we have come to learn is that we never will finish.  WE have learned that one requirement of a successful institution is the commitment to changing, to continuously look for ways to improve the existing system.  This requires monitoring and feedback and continued leadership dedicated to improvement. 

We hope that reading about our experiences may help others.

Table 1

	Indicator


	2001
	2004

	# cataract operations at KCMC*
	752 
	2026

	# total surgeries at KCMC
	1,420
	3005

	Regional CSR
	402
	1,124

	Cataracts /staff surgeon at KCMC*
	188
	506*

	# department staff


	47
	58

	# trainees
	5 residents, 4 cataract surgeons
	10 residents, 5 cataract surgeons

	Management Information system
	Yearly reports produced by nurses
	Monthly reports  from clerks used to monitor progress toward goals

	Cost recovery
	No system to calculate
	Monthly reports of income and running expenses show approximately 45% recovery


*This includes all adult and paediatric cataracts operated at KCMC.   The Eye Department also provides about 750 cataract surgeries/year on surgical outreach, which are not shown in the Table. 


II. The Process of Change

In Leading Change (Harvard Business School Press 1996), author John P Kotter writes that his study of successful change initiatives in organizations has revealed two important patterns: (1) successful changes are usually associated with a series of steps that “create power and motivation sufficient to overcome all the sources of inertia;” and (2) the process requires high quality leadership to be driven effectively. 
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With some adaptation, the series of steps he describes is shown in the box. 

This is a neat list for a very messy process.  As Kotter explains, while each of the steps must occur, more-or-less in this order, they are unlikely to occur in a perfect stepwise fashion.  Pieces of each step may be occurring at any given time.  For example, early in the process certain key decision makers need to join or support the guiding coalition, but some preliminary suggestions of a better alternative may need to be presented before key people are convinced to support the change.   Sometimes the vision is already there and it is a matter of convincing people at all levels that it is realizable, but the more involved the staff is in developing the vision and the strategies to achieve it, the better its chances of success.  

There will probably be a constant but shifting undertow of resistance, which may appear when least expected.  Most workers feel threatened by changes, and this is especially so in some cultures.  All workers will not understand or “buy in” to the vision at the same time -- and some never will.  Some staff who are enthusiastic initially may become skeptical when they begin to see the implications of the vision.  With implementation of new procedures, new problems will arise; if the staff are engaged in the process, they will have ideas for solving problems.   This is good, even if some of the solutions they suggest are not.  Patience and tact from leadership are critical to ensure that staff feel part of the process while they are being guided gently in particular directions.  It’s a mistake to imagine that all the answers and ideas in successful change initiatives come from the leaders.  Staff who feel appreciated will come up with good ideas and solutions to many specific problems; doing so empowers them and increases their enthusiasm. 
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All this pushing and pulling may alter the vision and it will certainly alter details of the strategies selected to achieve the vision. A good vision statement needs to be specific enough to provide guidance, but general enough to accommodate some evolution and flexibility in strategies.  

Kotter emphasizes the need for good leadership and notes certain characteristics found in most good leaders.  At the head of the messy process of change must be someone with a clear view of where the organization is headed and the skills to keep it going in the right direction.  

It is up to leadership to keep the vision alive, remind staff of it, reinforce it at every possible opportunity, and refer back to it to guide staff in a myriad of daily activities and problem solving.   Leadership motivates and inspires, and will have a tremendous impact on the attitudes of the staff.  Good leadership may not always guarantee successful outcomes but poor leadership will nearly always guarantee failure.

III. Background on the IEF and the transformation project

The International Eye Foundation (IEF) has been involved in prevention of blindness in developing countries since it was established in 1961.  Over the years, it has evolved from providing doctors for clinical services and training to helping eye hospitals and departments develop financially and organizationally sustainable systems.  In 1999, the IEF was awarded a USAID cooperative grant (SightReach©Management) in order to assist eye hospitals in sustainability planning and the development of related methods and tools for planning, monitoring and evaluation.  Seven institutions in six countries  (Egypt, Malawi, Tanzania, Guatemala, El Salvador, and India) were selected as partners.   The scope of work varied among the sites, but included such activities as assessment of needs, vision building and planning, improving physical infrastructure, clinical training for medical staff, training in administration and management, and development of monitoring systems.  

In January 2002, working through the newly established Kilimanjaro Centre for Community Ophthalmology (KCCO), the IEF began support for “sustainability planning” for the Eye Department at the Kilimanjaro Christian Medical Centre (KCMC) Hospital.  The KCCO is dedicated to blindness prevention throughout eastern Africa and serves in a consultative role to the Eye Department at KCMC.  Although the KCCO was a new organization and the IEF had not previously worked in Tanzania, both organizations believed that the enthusiasm and commitment to improvement shown by the Head of the Eye Department and the Executive Director of the Good Samaritan Foundation (the GSF, governing body for the KCMC Hospital) justified an investment in the KCMC Eye Department.  

The IEF agreed to support Dr. Susan Lewallen, co-Director of the KCCO, to spend 40% of her time on this project. Working closely with the KCMC Hospital and Eye Department, she would be responsible for seeing that objectives were accomplished and for reporting on progress.

The original objectives for phase 1 were as follows:

1. Establish a project team

2. Develop  a sustainability plan of action with KCMC

3. Establish knowledge sharing mechanism and disseminate information

In retrospect, this was a bold operation for many reasons.  The KCCO itself was a completely new organization and its relationship with the KCMC was untested.  A baseline assessment of potential for sustainability had not yet been done so there were a number of important unknowns. Finally, although IEF and the co-Directors of the KCCO had many years of experience in working in Africa, neither had worked in Tanzania before.  

Nevertheless, the risk was taken.  The baseline survey, completed in year 1 (Appendix A), produced information that allowed us to develop ideas and the skeleton of a work plan for the changes needed in the Eye Department to foster sustainability.  Our objectives for phase 2 were:

· To establish an efficient medical record system, part of a larger computerized management information system in the Eye Department 

· To introduce screening outreach camps to recruit cataract patients in the Kilimanjaro region.

· To recruit a Department administrator and train him/her at Aravind.

· To introduce a multi-tiered pricing and cataract service (based on variable level of ward accommodations) and a ‘high pay’ out patient clinic.

As with most projects, the stated objectives guided but did not entirely dictate the scope of the work.  Many “sub projects,” documented in the appendices, had to be developed.   The outcome of the IEF- sponsored transformation project after 3 years is the subject of this monograph. 

IV. Financially “sustainable” cataract services- Africa and Asia

The challenge of providing financially sustainable cataract services is a complex one with many aspects to consider.  Prevention of blindness leaders recognize that the numbers of cataract blind are increasing; addressing this problem is a priority of the Vision 2020 Initiative.  Donors are making a large push to get more cataract surgeries done, without always paying much attention to what it may cost.  Forward looking organizations including IEF are asking how these services will be paid for and sustained over time.  They are systematically trying to learn more about the potential for cost recovery through user fees and experimenting with other ways to pay for all the cataract surgery that needs to be done.  

The idea that cataract services in poor countries can become financially sustainable from patient fees while still managing to serve the poorest is based on several principles.  In a well-run system, unit cost decreases as volume increases. Some high-volume eye  hospitals  have shown that it is possible to decrease the unit cost for surgery to a level that most people can afford. This may be combined with a tiered pricing system, where some patients pay above unit cost and the profit is used to subsidize the poor who pay below cost. Such efficiency opens the potential to offer cataract surgery to even the poorest patients. Following these principles two well-known eye hospitals, Aravind and Lumbini (in India and Nepal respectively) have both managed to become financially sustainable from user fees.  However, it is not clear to what extent this model may be replicated in eastern Africa or sub-Saharan Africa in general.  IEF, at the Lilongwe Central Hospital in Malawi, and Kwale District Eye Care in Kenya have demonstrated recovery of around  25% and 10% respectively of their running costs.  (Note that Kwale includes the costs of the community programme necessary to bring in patients while Lilongwe does not, providing a good example of the dangers of comparing cost recovery between programmes.)   Table 2 shows some reasons we might question the extent to which the Aravind model may be applicable in eastern Africa.

Table 2

	Key elements in Aravind model
	Considerations in eastern Africa

	Through efficient use of resources (both human and material) the unit cost of high quality cataract surgery can be reduced to US$20-25


	High quality cataract surgery may cost more in Africa than Asia because manufactured and imported goods cost more; management expertise, work culture and productivity may differ. 

	A large enough number of patients who pay at or above cost can be generated to subsidize those receiving surgery below cost  
	There may be a larger middle and wealthy class in Asian countries than in most African countries.  

	People will be willing to pay about one month’s family income for high quality cataract surgery
	Asian cataract patients may be more willing to pay because they are younger and have more earning potential than African patients if they regain vision.  Purchasing power parity is lower across Africa, leaving Africans effectively “poorer” than Asians with the same household income.  Payment for health care is new in some African countries and people are not used to it yet.

	Dense population and a good transportation infrastructure make access to services cheap for large numbers of patients
	Distances are greater (population density less) and transportation infrastructure is less developed in most of Africa compared to Asia. 


An important component of the cost of cataract surgery is getting the patients to the hospital for surgery.  It is well recognized that, for a variety of reasons, the majority of poor cataract patients do not present for cataract surgery, free or otherwise. Briefly, the barriers that lead to underutilization of cataract services in poor countries include patients’ lack of knowledge of services, lack of access to services (e.g. due to distance or high price) and unwillingness to use services (for cultural or social reasons).   Reducing the number of cataract blind in poor countries seems to require that we develop programmes in the communities to overcome these barriers.   Programmes include education, counseling, and often transportation or reduced price to encourage patients to use the services.  Naturally, these add to the overall cost of cataract surgery.   In the Aravind model, the community programmes are paid for by service organizations or philanthropic groups in the community, not by user fees at Aravind Hospital.   It was clear early on that KCMC cataract services were severely underutilized by the surrounding communities, and that we would have to identify the problems and address them.  An effective community programme was needed to meet eye care needs in the community and to feed KCMC with cataract patients.  The Direct Referral Site Programme (DRS) was developed for this purpose.    It is outside the scope of this report, however, to discuss the development and costs of the DRS programme.  Instead we will focus on the processes in the Eye Department itself that had to change in order to serve more patients with greater efficiency.   

An important part of our vision was to increase financial sustainability in the Eye Department. To us, that meant increasing the extent to which cataract surgery could pay for itself through user fees.  There are other ways that funds might be generated to sustain cataract services; for example: selling spectacles or eye drops, a community insurance scheme, or even something outside eye care altogether.  We have not ruled these out and they might be good options for some facilities.  After doing the baseline assessment, however, we chose to concentrate first on determining how much cost recovery we could achieve by lowering cost through increased volume and efficiency and by using a tiered system of charging for cataract surgery. 

V. The KCMC Hospital and Eye Department

KCMC Hospital was established by the Good Samaritan Foundation of Tanzania (GSF) in 1971.   It serves as a referral hospital for the regions of Kilimanjaro, Tanga, Arusha, Singida, Manyara, Mara and Mwanza, (total population 10 million).   It serves the whole nation as a teaching centre in medical, paramedical and nursing education.  In 1976 an eye clinic  (outpatient department or OPD) was opened and in 1980 a 50 bed eye ward and operating theatre opened.  These units plus administration now comprise the Eye Department.

Very shortly after opening in 1971, the Tanzanian Ministry of Health took over the running of KCMC.  In 1994 they asked the GSF to resume control and it is now under that body.

From its opening the Eye Department has received substantial support from Christoffel Blindenmission (CBM).  This has included regular annual support for one or more expatriate ophthalmologists, including a Head of Department (HoD); salaries and “top ups” for local eye doctors, nurses and medical officers; equipment for theatre and OPD; vehicles; most consumables; training expenses and allowances for medical officers and residents; and funds to make “outreach” surgical visits to other hospitals.  In addition CBM has provided a number of  “one time” grants for specific items not in the annual request.  SightSavers International (SSI) has also provided some funds for “outreach” surgery.  This generous support means shortages of equipment and supplies have rarely occurred in the Eye Department.

The Eye Department is part of the KCMC Hospital; there are limitations to its independence regarding finances, personnel, and structure.  The HoD reports to several busy Hospital Directors who report to the  busy Executive Director of the GSF.  We  had to balance the need to inform and win approval for changes from the Directors with the need to move ahead in a timely fashion.    We often put plans for changes in the form of project proposals to the central administration; this kept them clearly informed and forced us to plan more carefully.  Several of the proposals are included in this report as appendices.

In line with health sector reform, in 1993, the KCMC Hospital began to charge patient fees  for consultation in the OPD, ward stays, and surgical procedures.   By agreement between the Hospital and CBM, the Eye Department set up the “sustainability account.”  Fifty percent of the fees paid for cataract surgery  were given to the central Hospital/GSF and the remaining revenue went into the sustainability fund.  (The rationale for the proportion is not clear; the actual costs of running the Eye Department or providing cataract surgery were not known.)  The money in the sustainability account was to be used to support Eye Department work at the discretion of the HoD with approval of the Executive Director of the GSF.  However, use of the funds was not tied to a budget nor analysed according to any plan.

Relationship between KCMC Eye Department and the KCCO
The IEF contracted with KCCO for sustainability planning; thus it is important to understand better the relationship between the KCCO and the KCMC Eye Department.  The KCCO is funded by a number of different donors on a project-by-project basis.  KCCO has a memorandum of understanding with the Eye Department in which it agrees to serve in a consultative role to develop programmes, provide training and supervise research, subject to available funding.  It is run by two co-Directors and is not administratively a part of the Eye Department, although it is housed within and works very closely with the Eye Department.  The HoD,  Dr A Hall, has been committed to the concept of sustainability from the beginning, but due to the many roles he must fill (head of clinical services,  head of the training of residents and cataract surgeons,  administrative head,  and providing vitreoretinal services for much of East Africa) he has limited time for change management.  He enthusiastically supported Dr Lewallen to take the role of leading changes in the Eye Department; however, authority over staff in the Eye Department came only through Dr Hall.  The Directors of the KCMC Hospital, to whom Dr Hall would report, rightly insisted that all initiatives and proposals for changes be channeled through Dr Hall.  This, no doubt, was necessary to prevent misunderstandings about authority within the department.  Although it sometimes slowed processes and added an extra burden to Dr Hall, it was a minor impediment since there was daily communication between Drs Lewallen and Hall.   Nonetheless, when the primary leader of change is a consultant from outside the department, rather than the recognized head of the department, there is potential for conflict or confusion.. ( was my role as passive as that)
About the DRS (community outreach programme) in Kilimanjaro Region


As remarked above, to get large numbers of patients in most African eye hospitals, it seems necessary to develop special programmes to provide a “bridge” between rural communities and the hospital service, at least until the hospital gains such a good reputation that rural poor will seek it out.(has this happened elsewhere in Africa) The IEF recognized the need for a community programme to serve KCMC, but it was agreed early on that the KCCO would develop and find financial support for a community programme for KCMC Eye Department from other sources.  With financial support from the Seva Foundation, Seva Canada, and Sight Savers International, a successful programme, the DRS (Direct Referral Sites) was developed with the KCMC Eye Department, the Ministry of Health, and local Lions Clubs.   We will not describe the development of the DRS here but we need to stress that  many changes made at the hospital occurred only because of the pressure put on the Eye Department by increasing volumes of cataract patients expecting service. 

VI. The baseline assessment 

Between December 2001 and February 2002, an initial assessment was completed using the 14-page LAICO (Lions Aravind Institute for Community Ophthalmology) baseline assessment form. This form is designed to be used by any eye department or hospital, so not every question is relevant everywhere.  Answering each question in as much detail as possible, proved to be an excellent way to become familiar with Eye Department resources and problems. Our original report is in Appendix A with added comments (in boxes) to supplement the findings and describe our experience in obtaining the information.   This gives a detailed picture of how the Eye Department ran and what it provided when we started. 

Cooperation from the Eye Department staff in gathering the information was generally good although not universal.  Lack of understanding by the staff as to the purpose of the assessment was sometimes a hindrance; better communication beforehand could have eased this.   Financial information was particularly hard to get (even with the authority of the HoD) because what we wanted was not collected systematically and was months out of date.  Staff were not accustomed to  delivering reports in a timely fashion nor to anyone taking interest in the accuracy of their data collection. 


On the positive side, the assessment demonstrated that the department had ample space, good modern equipment, and high surgical standards.

We spent about 3 months gathering the baseline information into a draft report; the final version was sent to the Executive Director in November 2002.  

VII. Establishing a sense of urgency, forming a guiding coalition, building and communicating a vision
Understandably, donor and development agencies like to emphasize how much they have accomplished; unfortunately, this “happy talk” can result in complacency, making it difficult to motivate people to change.  We had to start with convincing Eye Department staff and Hospital Directors that there was a problem. 

The Vision 2020 initiative has produced a number of useful tables and fugures.  These show how far short the developing countries are now and will be in the year 2020 from dealing with cataract blindness unless we make some radical changes in the way we deliver services.  The figures require interpretation for those unfamiliar with them but the data demonstrate dramatically the need for change.   Local data is even more convincing.  We estimated the cataract surgical rate for Kilimanjaro Region to show how far short it was from meeting the needs of the Region.    
We analysed population-based data on blindness and visual impairment gathered by the KCCO from a large district served by KCMC.  This demonstrated the poor usage -- only about 6% of the cataract blind within 50 km of KCMC were using the services.  Demonstrating that we were operating on only a small fraction of those who need cataract surgery each year within our own Region was intended to unsettle health workers. The natural reaction was for them to wonder, “why are people not coming to KCMC?” It was not hard to find individual cases of patients who had received unfriendly treatment or suffered indignities and we talked about these.  We asked an ophthalmology resident in the Eye Department to go into the community and talk to groups of pastors and village leaders to learn what problems the community experienced in using KCMC Eye Department.  Focus groups revealed the same information over and over again- patients feared KCMC and felt they weren’t treated kindly there.  All this information was used to prepare a case that we needed to change the way we took care of  patients in the Eye Department, paying more attention to “customer satisfaction.” 

It’s not enough just to point out the problems.  We frequently used the “Aravind model” as an inspirational example of how it is possible to provide a high quality, high volume cataract service at affordable prices in a poor country.   

We prepared a number of presentations targeted at different groups (e.g., the Directors of the Hospital, senior nursing staff, the regional representative for CBM) showing the unmet need in our population and how we could change this.  We had to educate the audiences about unit cost and its relationship to volume and efficiency.   We showed theoretical calculations of what we might achieve in terms of cost recovery (Appendix H).  We determined that we needed to be providing around  3000 cataract operations each year to meet Vision 2020 goals in Kilimanjaro region.  This shocked the Eye Department staff, who had been feeling overworked doing 750 or fewer for many years.  But when it was broken into how many operations per day had to be done and how many beds we needed to do it, it became easier to imagine.  We tried to anticipate the arguments we’d meet from different audiences and we prepared for them.  We admitted freely that what worked in India might not work in Tanzania, but maintained a relentless optimism that we must try.

We used guest speakers from outside the hospital to try to disrupt complacency.  Dynamic presentations to the Eye Department by David Green, John Barrows, and Suzanne Gilbert on successes at Aravind and Lumbini Hospitals and the work of the IEF and the Seva Foundation helped expose the staff to new ideas.   Of critical importance, the Executive Director came to hear these and his imagination was fired. 

Vision building presented a great challenge because most of the staff had no examples of efficient systems in health care, business, or government and no experience with long range planning for major changes.   The idea that cataract surgery could be made affordable to the poor, or that one surgeon and 4 assistants could perform 40 cataracts in a day was viewed skeptically - lectures and presentations don’t convince everyone.  Demonstrating the lack of appreciation for the magnitude of the changes needed, after a presentation one day, a senior nurse asked, “Will the programme start next week?”    The vision and scope of the changes needed was simply  beyond the imagination of many staff. 

Around July 2002, when we thought that staff were beginning to catch on to the changes needed in the Eye Department, we sponsored a contest.  A small prize was offered to whoever could come up with the best name for our transformation.  The winner was “Karibuni Macho” which loosely means, “welcome to the Eye Department.”   Although we intended the contest just to try to raise interest,  it turned out that having a name for the overall change initiative made it much easier to discuss and refer to it.  As time went on and we won increasing approval for the process, we could even invoke “Karibuni Macho” as the rationale for making more changes. 

Recognizing the importance of vision in transforming organizations, IEF encouraged and supported (with LAICO) a visit for a team from KCMC to Aravind.  The team included the Executive Director of GSF, the HoD, nursing heads of theatre and ward, the new coordinator of the community outreach programme (a KCCO position) and S Lewallen.  The trip, in November 2002, was essential in building a vision and fostering a team spirit.  

During the team visit to Aravind we were able to develop more specific ideas for how we might change the Eye Department.  This rudimentary work plan is shown in Appendix J.  The two nurses agreed to try to inspire their colleagues with what they had seen.  A few more members of the Eye Department began to feel this was their project.

Although expensive, the opportunity to see Aravind first hand was a very effective way to inspire a vision for the KCMC.  Selecting respected nurses who could be counted on to lead others after the visit was important.

VIII. Planning and implementing the changes

On return from Aravind, there was an increased enthusiasm for the prospect of improvement in the Eye Department but the hard work of attacking the problems and making real changes loomed ahead. 

We held many meetings with each unit in the department (OPD, ward, OT) looking for solutions to constraints we’d identified in the baseline assessment.    We tried to get the team who had been to Aravind to lead these meetings whenever possible. We asked nurses and doctors who showed some enthusiasm to come up with plans to solve specific problems.  Of course, some suggestions were impractical or not in line with the goals we were developing. When it came to human resource problems, “hire more staff” or “raise salaries” were offered as solutions to everything.   We had to strike a balance between encouraging openness and participation and encouraging realism, always guiding gently in a particular direction.  

The new administrator (who had been through a one month training course at Aravind) needed considerable supervision and training to build basic skills and was not in a position to implement major changes.  Twice weekly meetings were scheduled between the administrator and S Lewallen to discuss needed actions and progress.  The basic strategies we planned and worked on over the next 2 years are described briefly here.

Implement a computerized registration system

The need for this was clear from the baseline assessment when we found patients spending two or three hours to register at the central hospital, obtain a file (patient record), then make their way to the Eye Department.  The advantages of a record and registration system specifically for the Eye Department were something everyone in the Department agreed upon.  However, previous attempts to obtain agreement from the central Hospital for a separate system had met with failure.  Many Eye Department staff were pessimistic about the chances and there were many arguments within the central administration against such a system.   The proposal that eventually won approval was the implementation of a computerized system, supplied and supported by IEF and LAICO.   A proposal (Appendix B) was made to the central administration that the Eye Department could pilot test the system and, if it worked well, it could be expanded for use in the rest of the hospital.


We used the IHMS (Integrated Hospital Management System) programme, developed by LAICO.  We needed to modify it to meet our needs, which required an intense week in India in November 2002 for S Lewallen, the HoD, and the acting head of the KCMC computer unit.  We planned that KCMC Eye Department would get a copy to “practice” and train with for several months before implementation.  For various reasons (installation problems, key KCMC staff on leave) this didn’t happen.  It became clear that we’d need a consultant from LAICO to come to the Eye Department for implementation.  The date had to be pushed back several times because the renovations (paid for from the sustainability account) necessary to accommodate the system in OPD met with obstacles.    Contractors didn’t meet deadlines and the pharmacy in the Eye Department refused to exchange rooms.   The pharmacy would get the same floor space plus new counters and cabinets, but (an important lesson) they didn’t share the Department vision and they put up a great deal of resistance to the move.  A large expenditure of time and energy was required to sort this out.

With help from LAICO we started running the system in June 2003.  We invited the press and senior KCMC officials to a grand opening and registered them in the system. Although we had numerous small (not unexpected) problems over the next 6-9 months, most were gradually sorted out.  For months, doctors and nurses, used to the old system, still hung on personally to the files of patients who were asked to return within a week in order to save the patient the trouble of registering again.   

We made an error in not involving the medical records department at KCMC earlier.   They could have helped us in several ways if they’d felt they were part of the process.  Furthermore, our error created some ill will.  Asking the question, “Who will be affected by this change?” is a good way to decide who needs to be brought into the planning process; if we had done this early on we would have saved trouble later. 

In spite of difficulties, however, the implementation of this system was viewed by the entire department as an important victory, winning over more staff to the Karibuni Macho initiative.  It also allowed us to bring patients in from the community programme in the late afternoon and have them registered and admitted for surgery the next day.  Previously, patients had to be at the hospital before 2:00 pm, when the central registration closed, which limited our ability to bring in patients from rural areas.  The new registration system cut down on grumbling from patients and allowed nurses in OPD to spend more time in clinic and less time managing patient files. 

By March 2004 we had identified a few consistent problems with the monthly reports from the system. The head of the computer unit at KCMC went to India for a month to take training to deal with the problems.  

At this point, a year and a half after implementation, the system is regularly providing most of the basic statistics we need.  We still are not taking full advantage of all it could provide and the Eye Department may need to hire and train its own computer support (as opposed to relying on the busy central hospital computer unit) to improve this.    We have 3 full time clerks to run the system.  We have undergone a successful transition from the first head of registration (who was overqualified) to a new head with less education who is doing the job well.  The basic costs of implementation are listed in Appendix C.

 Develop an accounting system to monitor income and expenses

Naturally we couldn’t monitor cost recovery unless we had a system to account for all Eye Department income and expenses.  In the baseline assessment, we learned that no such system existed.  Accounting in the Eye Department was driven by donor requirements, for their purposes, rather than for planning by the Eye Department.   To move beyond this we needed help.  We wrote a proposal (Appendix D) to hire an outside consultant with skills in   financial management and computerized accounting systems. Paid for by money in the sustainability account, we proposed that he should advise us on a computerized system, then set it up and train the Department accountant to use it. 

Inviting an outsider to come into the hospital to look at finances can be sensitive and it required several months to get approval from the Directors.  Then the activities were slowed by a number of problems including extended leave by key Eye Department personnel, lack of respect for deadlines in performing activities, continued problems with getting information from the registration system, absence of a department system to monitor stock usage, limited basic computer skills in the department, and computer glitches, among others.  In retrospect, we were quite unrealistic in estimating the number of hours we would need the consultant.  Gradually, however, we began to get financial reports.  Each month new problems or issues cropped up with the reports so that we approached our goal very slowly.  At one point we were asked by the central hospital administration why the process was taking so long.  We carefully prepared a presentation to explain the issues, but, ironically, the central hospital personnel did not come for the meeting – a good example of the very work culture that hindered our progress.   

We now have a computerized accounting system (TAS) that, theoretically, can be programmed to produce a variety of reports.  We have concentrated on getting 2 monthly reports.  One is the cost recovery report that lists all earned income and running expenses (see Appendix E). We include salaries of all department personnel (except the HoD) regardless of the source of the money,  the value of all the donated or purchased medical and non medical consumables from a monthly usage report (which needs improvement), costs of equipment maintenance and repair, and an estimate of costs for accommodation and food on the ward.   We plan to review this report with the entire department every quarter so that they will begin to understand better the financial realities of cost recovery.  The second report is simply an itemized account of the sustainability fund, in a format that can be quickly taken in by the HoD and management team in the department.  

Of course, reports from a computerized system are only as accurate and timely as the data that goes into them. The prevailing work culture allows for considerable tardiness and this is still a constraint to better reports. Furthermore, the department administrator and accountant need to gain skill in analyzing reports (both financial and otherwise) for internal consistency before submitting them.    

Implement a tiered pricing system for surgery and outpatients

One of the problems identified in the baseline survey was that patients receiving the same service (ECCE with PCIOL in standard accommodation) paid different amounts, depending on how they came to hospital (see Appendix A, patient fee schedule).  This created confusion and suspicion among patients on the ward and in the community. The Department also offered phaco surgery and private rooms for those willing to pay more.   We obtained approval in February 2003 from the central hospital to let us standardize the price of ECCE/IOL with basic accommodation at a level we thought most people could afford.   

For outpatients, we decided to establish a high pay “appointment clinic.”  Patients who want to see a specific doctor without a wait may telephone and make appointments, paying 10,000 Tsh for the privilege.  Appointments are available in the afternoon, to avoid conflict with busy morning clinic work.  One person was hired to coordinate this clinic.  We posted a few signs around town and expected word of mouth to bring in patients.  Report from the registration system in June 2004 showed that only 85 patients had used the clinic in the previous year.  This is only 10% of what we anticipated (see Appendix F).   We need to reevaluate our assumptions regarding this clinic; are there few people willing to pay for this service or is the problem lack of awareness due to inadequate advertising? 

 

Phaco surgery revenue is critical to our cost recovery plan, which encouraged us to ensure that local staff become proficient in the technique.   We have just started to experiment with a “class B” accommodation.   We need to develop a counseling system at the hospital (it already exists on the DRS) so that all cataract patients are presented with the options for surgery (phaco vs ECCE) and accommodation (class A, B, or C).  With proper monitoring, the Eye Ward at KCMC could serve to help us learn more about the amenities that patients are willing to pay extra for.  This knowledge could help us and others towards the goal of increasing financial sustainability in eye care programmes.  

Implement better purchasing and stores systems

The lack of an efficient purchasing and stores system was a serious problem we should have addressed earlier.  Long delays with procurement of both common and specialized items were a continuing source of frustration to the HoD; such delays sometimes resulted in poor outcomes for patients.   The procedure for purchasing is described in the baseline assessment and no doubt it was implemented to prevent abuse.  However it was time consuming and required many steps, any one of which could cause delay.    In practice it depended on the HoD to remember what was ordered and to constantly ask the administrator or accountant about it and often to follow up with companies himself.  We needed a more systematic approach that gave responsibility to the administrator and freed the HoD.  A simple notebook dedicated to purchasing where orders are listed, along with a “bring forward” file, which the administrator uses to track progress of each step in the process helped. The most critical step, however,  was that the HoD  clearly delegated this task to the administrator, empowered her to do the job and expects to receive an oral report every week on the status of orders.  The system works to the extent that meetings and reports are required and that the administrator is capable of communicating with international companies.

One of the reasons the stores system wasn’t addressed earlier is that several people in the Eye Department insisted that an adequate stores system already existed. But when we got around to requesting standard monthly reports, showing what was used and what was left it became clear that the system didn’t really function.  Consumables sat in a closet on the ward, with a manual bin card system, which was not monitored or checked for accuracy. The vast majority of these were donations from one NGO.  The HoD estimated what he’d need for the next year and made a request for these items. The donations arrived in one large batch, up to a year after they were requested.  No one expected an accounting of how they were used nor enquired whether productivity was consistent with consumption.    Spare equipment was kept  in another storeroom where  we found boxes of instruments that had never been used, stacked among broken and out-of-date equipment. The only written documentation was incomplete and hadn’t been updated for over a year.  

It is easy to be critical of the disarray in stores.  However, it is unlikely that anyone ever actually showed the nurses in charge what needed to be done and there was no supervision of the system.  Why prepare reports if no one ever asks for them or uses them?  This was a clear instance where consistent, supportive supervision was needed to make even the simplest system work.   

At this point the administrator works with the nurses to produce a monthly usage report, which we believe is reasonably accurate; this is used in calculating monthly cost recovery.   A well functioning, accurately monitored stores system, however, will require more input from outside the Eye Department in future.  

Improve human resource management

Human resource management continues to be a great weakness.  In the baseline assessment it became clear that many things did not work well because staff were not supervised regularly (e.g. stores management), there was uncertainty about who was responsible for tasks, policies were impractical or unclear, higher ups did not delegate effectively nor follow up, and doctors and nurses spent lots of time doing menial tasks well below their capacity; all these problems fueled staff dissatisfaction and low morale.  The prevailing culture and laws make it difficult to get rid of employees who do not perform, or even to give a staff less than the top mark on an annual assessment.  The nurses, who comprise the largest group of workers in the Department, are responsible to a central hospital matron regarding leave, continuing education, advancement, discipline, or assignment to different departments in the hospital.  It is not unusual for one or more of them to be away from her Eye Department post for a week or two for “training” that may not be relevant to Eye Department goals.   Their official responsibility to the HoD is unclear and it has not been tested.  Fortunately, there has been enough good will between the nursing and medical staff that a major crisis has not occurred, but this depends only on the personalities involved and could change.   Including the head  Eye Department nurse in the weekly management meetings (see box) is an improvement in the system, but more needs to be done to ensure that the goals of Karibuni Macho are considered a priority by nursing staff, not just in theory, but to inform decisions.   


Lack of good quality supervision at all levels is still a critical constraint to increased productivity.  The concept of supportive supervision, where a supervisor regularly meets and asks specific questions with a “how-can-I-help-you-do-this-better” attitude seems to be foreign in the work culture at the hospital. When staff think no one cares what they do, they lose motivation.  Nursing staff had a reasonable supervisory structure among themselves but there was poor communication among doctors, nurses, and administrative staff.  When things went wrong, there was a mixture of anger, fear, attempts to assign blame, sighs of resignation, and above all, crippling frustration.  

A continuing area of concern is discipline.  There is no procedure in place for getting rid of workers with consistently poor performance.  This could be a constraint in how much the Department will be able to continue to increase productivity and cost recovery.    

Human resource management requires dedicated time and disciplined follow up.  Few doctors are trained to do this and even fewer enjoy it; it will always be put second in importance to direct patient care or teaching. But poor staff management makes it impossible to provide good patient care or teaching.    Doctors cannot be expected to head departments effectively without good management support; good management requires a level of authority that many doctors are unwilling to grant a “mere manager.”  Some shared system of authority is needed in which doctors take decisions on medical issues while trained managers take other decisions.   Good management is essential to put systems (e.g. accounting, patient statistics, staff evaluation, stores etc) into place and keep them operating.   All the good will in the world within a department won’t result in success unless there are structures in place.  Good people can’t do good work in bad systems.  

Improve nursing skills and cooperation 

The Eye Department was burdened with a number of poorly trained “nurse attendants” who served mostly as cleaners, although a few had real potential to learn more.  The trained ophthalmic nurses spent too much time on clerical work and many hadn’t used their clinical skills in years.  We felt a sense of helplessness about improving this because of the reporting structure of nurses, mentioned above.  However, several strategies helped.  

· We actively sought ways to involve nurses in more planning and decision making; this improved some attitudes

· The HoD included the Eye Department head of nursing in his weekly meetings with the accountant and the administrator. Not only did this provide a forum to work out problems, but it increased her confidence to lead the other nurses.

· We won the approval of the matron  (proposal in appendix G) to have an external eye nurse come to assess procedures and provide on-the-job upgrade training.    This could have backfired, causing resentment, but it worked because it was presented in a non threatening way and the external nurse was tactful and experienced.  The report she produced after her first visit led to agreement to train some of the better nurse attendants; the KCMC Eye Department nurses designed and ran this training themselves. The external nurse returned to teach specific skills (e.g, biometry, keratometry, phaco maintenance) to senior nurses, who responded with pride in their new duties. 

Streamline ward and OT procedures

The need to make ward and theatre procedures more efficient became critical only when the community programme started bringing in large numbers of patients, especially late in the day.  We decided to make it the responsibility of the counselor (a trained nurse) at the DRS to record vital signs and complete consent forms in the field, as well as educate the patients.  Thus there was less for ward nurses to do.  New forms, designed by the external nurse consultant with the Eye Department head nurse also saved time. 

In the theatre the task of streamlining fell largely to the HoD and the senior OT nurse (who had been to Aravind).  It was partly a matter of clearing unnecessary equipment and supplies from the OT so that an extra operating table could be put in.  It also required many discussions with the doctors as to how OT should be run, and the importance of starting on time.  Again, the pressure put on the OT by the increased number of cataract patients coming from the DRS provided an incentive to change.  As the HoD frequently pointed out to staff- if we have 20 cataracts we get them done in the day and if we have 5 cataracts we get them done in the same time.   Led by the nursing coordinator and provided with  feedback and praise by the  HoD, more nurses began to take pride in their accomplishments; this was another tiny step forward in achieving better attitudes and motivation.  


IX. Overcoming resistance to change and motivating staff

Resistance to change is inevitable.  In the Eye Department there was an entrenched work force that had worked much the same way for the past decade or more; most expected that they were hired for life.   The concept we wanted to bring in, “continuous quality improvement,” a practice of always looking for ways to improve things, was not part of the prevailing work culture.  Our main ally was the Executive Director of the GSF, a man with integrity, drive, and a vision for improving Tanzania and KCMC.   His support was essential, but not sufficient to ensure change.  

Explanation and negotiation worked in some cases, such as convincing nurses that ward and outpatient procedures could be changed.  Appealing to the better nature of individuals may be helpful; most people want to feel good about the work they do.   In the case of the recalcitrant pharmacy, however, these techniques failed and we eventually had to rely on a hospital Director to order the move.

Over and over, when we asked staff about the problems they faced in doing their jobs well, we heard that they were underpaid.  Salaries of doctors and nurses in Tanzania are low and this is a never-ending source of complaint from staff in the Eye Department.  When we were trying to find solutions for specific problems that caused frustration (e.g. procurement) I sometimes asked staff to imagine that all salaries would be doubled tomorrow.  Would the problem be solved?   Usually not, and this realization sometimes brought rueful grins.  Slowly and often unconsciously, staff began to see that there were some things that could be done to improve working conditions besides raising salaries.   

We never developed a workable scheme to give monetary rewards for improved productivity, although we discussed it frequently, especially in the beginning.  In August 2003, we decided to give a one-time bonus, using some money from the “sustainability account.”  We expressly stated that this was in celebration of the new monthly cataract surgery records being set in the Department.   We asked the department administrator who should get the bonus and how much it should be.  She suggested that everyone in the department should get it since singling out good work might imply that others did bad work.  Then she named a sum, which, when multiplied by the number of workers in the Eye Department was completely unrealistic, amounting to half a year’s payroll.  It was a good reminder of how far we still were from a completely shared understanding of our goals.   We finally divided the sum we had available by the number of workers and gave that.  The administrator hinted that it was paltry but agreed that something was better than nothing.  The HoD gave out the money in a small department ceremony and we never heard much more about it.  Was it a good idea?  It probably wasn’t a bad idea and perhaps it made a few staff feel appreciated.

The salaries are low for doctors and nurses in poor countries; the salaries of Aravind nurses are about the same as Tanzanian (although cost of living is less in India). ** tells us that money accounts for only 40% of the workers’ motivation; the rest is desire to do a good job, be part of a working community, and please others.  This may be true in the industrialized countries, where salaries are high enough to afford a basic standard of living but is it true in poor countries?  Our experience supports the idea that, to some extent at least, it is true.  In view of the seemingly unsolvable problem of low salaries it was heartening to see staff respond to intangibles such as more concerned follow up from supervisors, recognition and praise, the chance to use new skills in a better-organized less- frustrating environment, and the sense of camaraderie that develops when people work towards a common goal. These intangibles can be provided by good leadership, which is only effective with good management support.  It is unlikely that even the most dedicated workers will perform well under indifferent and disorganized leadership.  

X. Summary and Acknowledgements 

The data on Table 1 are real and demonstrate how much has changed.  Some people look at the table and ask, “How did you do this?” as though we’ve discovered a magic bullet.   We certainly have not; the process was slow, we made mistakes, and it frequently felt like nothing was happening.   We will venture to offer 3 caveats, however.  (need to rewrite this!)
· The changes we made, over the time we made them, could not have been effected “after hours” by a doctor with a full clinical and teaching load.  It was essential to have someone who was dedicated to the task at a high enough level to make decisions, plan, and receive respect from staff even if not officially in charge. 

· Change, especially changes in attitudes of staff, is slow and often occurs imperceptibly.  A few distinct “victories” along the way (like the new registration system) helped to maintain enthusiasm and show doubters that change was possible.  But the drive to push through a major change initiative must come from wise committed leadership – and leadership must be supported by good management systems. If they aren’t in place, then it is the job of leadership to find ways to put them in place  

· It seems to us that, whether in a high or low socio economic environment,  the key to better productivity,  staff satisfaction and cost recovery is good management- and the key to good management is to realize that it is often  a simple matter of applying time tested but often ignored basic principles.  Simple application of the principles of supportive supervision, good communication, follow up, accountability, and  planning  can work like  magic – but they take time and have to be applied consistently.

Many individuals and organizations deserve acknowledgement for this work.

The International Eye Foundation has the vision to undertake change initiatives like Karibuni Macho in a systematic way.  In 2001, there was no plan on the horizon for the KCMC Eye Department and it is safe to say that without IEF support the department would not have arrived where it did 2004.   IEF experience with “sustainability planning” in other developing countries was essential to KCCO.

The staff at LAICO and Aravind Eye Hospitals in India provided a superb example for the KCMC Eye Department.  Their warmth, enthusiasm, and the good advice they dispense so humbly went a long way towards motivating and inspiring us in Tanzania.  Mr Thulasiraj  took time to visit personally, answered  endless questions, and managed to stay realistic and optimistic at the same time. 

Other organizations played important roles.  We commented on the necessity of community programmes bringing in larger numbers of patients  to drive change at the hospital.  Much of the support for the DRS programme came from Seva Foundation and Seva Canada directly to KCCO.  DRS are also supported directly by the MoH and local Lions Clubs, and indirectly by grants to the Eye Department from Sight Savers International and CBM.  

Support from the KCMC Hospital Directors was essential.  The KCMC Eye Department is part of a bigger hospital and although it enjoys a certain degree of autonomy it is not an independent unit.   With all its advantages and disadvantages, it is likely to remain this way. 

Christoffel Blindenmission (CBM) supports the head of the Eye Department and has also  provided substantial financial support in the form of salaries, supplies, and equipment to the Eye Department for many years. They also supported the external nurse consultant to help KCMC Eye Department.

Individuals such as Dr Larry Schwab, JoAn and Michelle Maurer  (who to name here?)  volunteered their time specifically to help with DRS and Karibuni Macho.  We are grateful to everyone who visited the Eye Department and KCCO and helped with training which, one way or another, contributed to improved quality in the Department during this period.  

And of course, it is the nurses, doctors, trainees, and administrative staff in the Eye Department who provide the services.  They all supported this initiative in various ways.  Their basic good manners, decency, and wish to improve Tanzania for Tanzanians are admirable qualities that many countries could learn from.

Some constraints to increased sustainability identified in the baseline assessment





lengthy, complicated system for patient to be registered for OPD or admission


nurses spending more time on clerical duties than nursing


lack of standard clinical protocols for common problems (e.g. cataract).  


no comprehensive accounting system or financial management reports


ineffective, non-participatory system for staff performance evaluation 


absence of long range planning or target- setting in department.


infrequent management meetings without clear identification of actions to be taken 








Karibuni Macho


The Vision: We will increase cataract operations at KCMC to 3000 while increasing organizational and financial sustainability





Characteristics of good leaders





They are risk takers, willing to put themselves out of the comfort zone


They practice humble self- reflection, honestly assessing their own successes and failures- especially the failures


They solicit opinions, aggressively collecting information and ideas from others


They listen carefully to others


They are open to new ideas
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Work expands to fill the time available.  Why think about efficiency if there are only 5 patients on the list?  Improvements in efficiency frequently need to be driven by pressure- such as a queue of patients bussed in from the community programme!
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Better Human Resource Management





Regular weekly meetings impose a structure to help ensure tasks are done.  These meetings, among the HoD and 3 key staff (Eye Department head nurse, accountant, administrator, and KCCO sustainability planner),  replaced long quarterly meetings where the  complaints of approximately 20 nurses and doctors were recorded.   The output of the new briefer meetings is a written list of who will do what and by when.


Specific reports (financial and patient statistics) are expected within the first week of each new month for the previous month.  There is follow up if these are not forthcoming.


Participatory performance evaluations were initiated.  (Fortunately, this was started throughout the hospital, so the Eye Department didn’t have to petition to start these alone.)  Volunteer management consultants spent several weeks in the Eye Department training staff in the system.  This is too new to evaluate but in theory it is a step in the right direction.


The administrator was given a clear guideline on how much money she can personally authorize to be spent.  This allows her to make many minor decisions that used to be referred to HoD
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Value of visiting Aravind Hospital





KCMC staff saw for themselves that Aravind patients were also poor


KCMC staff saw how nurses bustled around. “You don’t see them standing in the hall chatting!” was the comment of an astonished KCMC theatre nurse.


A link between key personnel and leaders at the two hospitals was established.


Theatre staff saw the system in action that allows cataract patients to be turned around very quickly 


KCMC staff noticed the pride taken by Aravind workers in their work 


KCMC staff had the opportunity to ask all the questions they wanted and got honest answers- Aravind staff did not pretend that they had answers when they did not


KCMC began to develop its own action plan








A computerized registration system can drive efficiency by


Freeing nurses for patient care


Streamlining registration and admission 


Generating critical statistics for feedback in a timely fashion





Why people resist change





They fear losing their jobs or having more work to do 


They fear their inadequacies will be exposed or they will not be able to learn new skills


They think the status quo is just fine


They have low expectations and, with lack of exposure to outside ways, they have no vision of a better way to work


The “crisis”  that will result if the status quo is maintained is too remote to motivate change





Recommendation


One person should be dedicated to this job and it should be someone who can work independently, has enough authority to obtain information, and enough initiative to follow up when information is difficult to obtain.











Steps in change


Establish a sense of urgency


Form a guiding coalition


Develop a vision and strategy


Communicate the change vision(is this a phrase- do we need to insert  in)


Empower and guide staff to develop an action plan and implement strategies


Plan some short-term victories


Consolidate gains to produce more change


Anchor the changes in the organizational culture
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