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Status_of Christian Medical Work - Present_and Future

(A Study of Member Institutions of CMAT)

SALIENT FINDINGé_AND RECOMMENDATIONS

One of the priorities of the CMAI, mentioned in the policy
statement is leadership development. This is a felt need of most[
of the inétitutions. Training programmes should be organised for
untrained hospital administrators, directors and medical
superintendents on management of hospitals and health programmes.
Before an young graduate 1is posted as head of any hospital, as the
exposure to management and administration is very limited dufing
the +training leading to MBBS degree, good training programme
should be organised which includes both theoretical and practical
o

aspec of management. Special emphasis should be given on the

(42}

role of committees; 1its composition, the method of making best use

of the committees, and the advantages and disadvantages of
different types of persons constituting the committee. For
example, when a politician is a member of a committee the method

of getting governmental and politcal support to the institution
through that member should be taught. Similarly when clergy is
included in the committee the way of deriving benefits from the
church and its members through the clergy should be taught. The
tact of give and take in the committee, and using it to the Dbest

advantage of the institution should also be emphasized.



The problems experienced by the respondents regarding

management are mostly those arising at the higher level in -

management, . More specifically the major problem pointed out by
many 1is the difficulty to convince the higher level management
body or commitfge about the needs and priorities of their
institutions. According to the respondents this difficulty occurs
mainly because most of the members of the management body or
governing body are not from health or medical profession. They
are mostly clergy or lay persons who have very little experience
in hospital administration. These persons should also be given
orientation towards the role of hospital and health centres, the
role of committees in the management of health institutions, the
part played by each member in promoting health through this
institution and also the special nature of administration of
health institution and the problems arising in dealing with
hospitals, their staff and patients. A refresher course for the
management body could be a solution for this, followed by visiting
all administrative personnel from the CMAI. This course can be

conducted at the time when CMAI conference takes rlace.

It is found that among general hospitals, small hogpitals
have more problems in the management process than big hospitals.
Probably the big hospitals had undergone this propblem stage and
then stabilised. This means small hospitals with upto 100 beds,
wﬁioh are the pattern of most of the CMAI affiliatd institutioﬁs,
need guidance for management. . Those who are posted for these

small hospitals should be given proper training in management

ol
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process before they take charge of these hospitals. .The CMAI can,
for this purpose, prepare guidelines for management process oq

small hospitals and keep some model institutions which are good in

management and patient load but small enough to serve as
replicating centres and use these institutions for giving
practical training to the future heads of small hospitals. The

guidelines should also give a model staff service rules and
information regarding tackling +trade union activities. Some
aspects of the human resources development, staff training, making
use of students and other trainees for the best advantage of the
hospital should also be included in the guidelines or training

programme.

One of the major problems spelt out by the respondents is
lack of finance. This may mean two things, firstlthey may not
know the various agencies which are giving funds for medical and
health care, and secondly they may not know how to approach tﬂe
agencies and how to make a case for their own institution to geﬁ
adequate funds. The refresher course or the orientation course
must also include training on how to write a successful “project
proposal., The CMAI Jjournal can publish, the addresses of various

funding agencies and their interests.

" Many institutions say that they lack experienced senior
staff. CMAI can help by grouping some bigger hospitals with
smaller ones so that the senio: members of the bigger hospitals

can, on a regular basis, visit the smaller hospitals and give

[
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training to the staff of smaller hospitals. They can also discuss

with them about their problems of management.

One area of concern 1is generating funds internally, it 1is
heartening to find that quite a good number have enough funds for
maintenance through patient fees and other internal sources. The
hospitals may be encouraged to introduce paying beds so that these

heds generate some income to the institution.

The views expressed by the respondents about non-medical

administrators are quite interesting. Those who have not had any

experience of having non-medical administrators in their
institutions do not favour such administrator. At the same time,
a large proportion of respondents who had non-medical

administrator with them would like to have such person in their
institutions and also they have favourable views about them. This
reveals that not only non-medical persons should be given training
on hospital administration but also the senior medical personnel
should be given orientation about the role of non-medical hospital
administrator and the advantages of having them. The major
advantage of having non-medical administrator is releasing’seniox
medical personnel for medical work. They will not be tied up witl
too much of‘administrative work. It is a common sight to see tha

in small medical institutions, good senior medica} personnel ar

tied up with manifold administrative mattérs and thus are not abl

to make themselves available for medical work.
.



Similar to the experience of non-mediacal administrators is
the response on matters relating to sponsorship. Most of the
institutions who had enough experience in aponsoring for various
courses, express the views that the sponsored persons would return
back and work. They also indicated that the aponsored candidates
would be useful. At the same time a good proportion of these who
had no experience in sponsoring their staff have mentioned that
sponsoring 1s not good and sponsored candidates do not return back
and work. Such institutions should be educated on the value of
SPONSOYring proper selected staff to £fil) in their future

vacancies.

Institul.ions with low emphasis on community health
programmes said that they did not have proper manpower to manage
and carry out community health programmes. in eeneral the
approach of both preventive primary health care and appropriate
referral hospitals should be emphasized as stated in the policy
statement of the CMAT. This means every institution should be
encouraged to have a component that involves community health
based on participation by the community and working with the
community. A good training for management of such programmes is
carried out by RUHSA under the name, Diploma course in Community
Health and Management. Candidates who have undergone the diploma
in Community Health and Management can motivate the staff,
generate support, work among the people and «tart or revitalise

the community health program on proper foundation. Once this is

vy
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done, agencies who could finance specific programs can be
approached for funding either general community health program or
financing special project which would involve specific areas of
community health. The hospital will function as referral centre
‘n whatever capacity it may be for the community. The CMAI can
help in publicising the course and offer scholarship for persons

from small institutions to fake up this course. The training
leading to diploma in community health and management will go a

long way to solve this problem.

The problems of getting adequate committed staff and the ﬁ

problem of turnover of staff are mentioned very frequently.  This
ig the problem faced by all institutions, both small and big. So,
constant sponsoring of local candidates who have shown promise of
returning back and working in the hospital must be done taking
into account the future needs of the institution. The problem of
institutions situated in very remote areas are that ;the staff are
not getting either proper quarters to stay and / or have no good
facilities for the education of their children. Education of
children of staff, a welfare programme, should be a concern of
the institution. The CMAI may select atleast one good schgol in
each region and enter into agreement with the school authorities
for admission of c¢children of staff who are working in remote
areas. It may also be necessary for CMAI +to obtain hostel
facilities for such students. This would reduce staff turnover,
especially of experienced staff because of lack of education

facility for their children.
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In all institutions we find that more than 99% of the
community served are the people belonging to the local area, viz.,
.Hindus in Hindu dominated area and Muslims in Muslim dominated
area. S0, these 1institutions serve all religious groups and

community group without any distinction which is in accordance

with the policy statement expressed by CMAI. This character of

these institutions serving all people should be encouraged.

Another encouraging aspect is that all institutions‘extend
free or concessional treatrment to a large number of patients.
Froper agencies 1including the government may be approachedl to
reimburse the money spent on free or concessional treatment. Some
of the institutions which have been successful in getting such

funds can share their experiences with other institutions.

Although most of the training programmes fortify medical
care facilities, many new train programmes are mentioned by
various 1institutions which will indirectly increase the health
status of the community. Such training courses aim at increasing
the economic and social level of the community in genefél and
upliftment of the poor and the vulneravle group in particular.
CMAT can evaluate these new programmes to find out the usefulness
and if they are found useful these courses can be advocated +to
other institutions. This would go a.longway towards providing a

better life for the poor and weaker sections of our country.

September 1986.
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Status of Christian_Medical Worlk - Fresent and Future

(A STUDY OF MEMBER INSTITUTIONS OF CMAT)

Objectives of the Study

In response to the reguest of the Christian Medical
Association of India(CMAI) a study was conducted of 3ll member
institutions of the CMAI to find out the =status of Christian
Medical work done by them. The specific objectives of the " study

are to find out

a. the ownership / management and leadership

of the institutions

b. services offered by the institution and

thieir training programmes

o. broad areas of source of finance

d. staffing pattern and their needs

e. contact with the community served

f. religious activities

g. targets, goals and future plans



T

o ————

_9_

o. Institutions included in t he study

A directory containing the addresses of all member
institutions of the Christian Medical Association of India was
used to identify the institutions covered by the study. All the
; 85

312 current member institutions situated in 22 States and Union M

Territory of India were sent a questionnaire.

Four questionnalres, (three in Andhra Pradesh and one 1in
Tamil Nadu) were returned back with a note stating that no senior
staff was available to £i11 out the details. After excluding
those four hospitals, the total number of eligible institutions
from which we expected answers was 398. Of these, the largest

[a)

number 43 (14.¢%) was in Kerala and 40 (13.0%) was in Tamil Nadu.

¢

The four southern States have 140 (44.5%) institutions. Thes

e

{

o

four States along with Maharashtra covar h6.5% of the

institutions.

The total number of filled out gquestionnaires received (up
to 1-4-86) was 240, which 1is 77.9% of the total eligible
institutions (Table 1). West Bengal, Himachal Pradesh, Delhi,
Jammu & Kashmir and Mizoram returned 10@% of the questionnaires.
However these states have very small number of institutions.
Nagaland which has only two institﬁtions has not returned any.

Among the states with many institutions, the percentage of



TABLE 1 RECEIPT OF FILLED QUESTIONNAIRES AS OF 1-4-1986

No. of No.of filled % of filled
S.No, STATE Eligible Questionnaires Questionnaires
Institutions received received
1. Andhra Pradesh 38 35 92.1
2, Assam 14 7 50,0
3. Bihar 16 13 B «3
4, Nelhi 2 2 100.,0
5. Gujarat - 8 6 75.0 _
6. Haryana 3 2 66,7
7. Himachal Pradesh 6 6 170.0
B. Jammu & Kashmir 1 1 100,0
9. Karnataka 19 17 89,5
10. Kerala : 43 i 74,0
11. Madhya Pradesh 28 21 75.0
12, Maharastra 34 25 74,4
13. Manipur 2 1 50.0
14. Meghalaya 3 2 66,7
15, Mizoram . 2 2 100,0
16. Nagaland 2 0 0
17, Orissa 8 5 62,5
18. Punjab 5 3 60,0
' 19. Rajasthan 3 2 66,7
' 20, Tamil Naduy 40 35 87.5
. 21, Uttar Pradesh 26 18 . 69,2
22, Uest Bengal 5 5 170.0

g Total 308 240 7.8
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response  Was, Andhira Pradesh 92%, Karnataka 89.5%, Tamil Nadu

8

3

5%, Madhya Pradesh 75%, Kerala 74% and Uttar FPradesh 69%.
Tliose who have not responded included some women’s Home/project,

institutions for leprosy, dispensaries and small health centres.

The types of institutions vary widely, ranging from small
dispensary (with only outpatient facility) to specialised hospital
such as chest hospital (Table 2). General hospitals with various

bed strength are 185 (81.2%); soO majority of the institutions are

of this category. Development projects in the rural or urban
areas arve 3. These include 3 centres with no beds (one is

situated in an urban area), a welfare centre with 65 beds and @&
non-medical welfare centre (Seva Mandir with no medical work).
Altogether there are 3% Institutions treating leprosy. Twenty
of them are also doing leprosy community health work, one is doing
ophthalmic and leprosy work and the remaining 9 institutions are
‘Leprosy hospital and Home' which do not have any commﬁnity health
worlk. Among the six specialised hospitals, two are hospitals for
women and one each of opthalmic hospital, Tuberculosis hospital,

Chest hospital and Psychiatric hospital.

Nearly a quarter of the institutions (24.2%) have 21 to 1%
beds and another quarter (26.6%) have 51 to 103 beds. A little

over one fifth of the institutions (22.9%) have 101 to 200 beds.

Big hospitals with more than 2@@ beds are only 26 or 10.8% . So
mostly +the inzstitutions are small. Among  the 195 general

hospitals, a little over half the institutions (54.1%) have up to
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TARLE .2

TYPE OF INSTITUTION

Type No., of {nstitutions
No. o
General Hospital 195 81.2
Development Projects (Rural/Urban) 9 3.8
Institutions for leprosy patients 29 1247
Other specialised {nstitutions 7 RaD
“;_‘ Total 240 100.0
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a5y of all their beds as private heds and 27.0% of the
institutions do not have any private bed at ail.

9. Ownership/Management

These 24¢) institutions are owned and/or managed by Churches

or diocese or Mission Trust or a Board, Association ov Fellowship

or Ashvam. In other words they are owned by registered
organisations. A  large number of these institutions are run by

the Church of South India (49, 20.4%), and the Church of North
ITndia (24, 10.68%) . The Leprosy Mission {(and Trust) runs 17

(7.1%) institutions and Methodist Church of India runs 14  (5.8%)

institutions,

Answers indicating  management ayslen ia provided by 235

respondent.s. 0f  those 16.1% have two tier system, 55.@% have
three tier system and a5 7% have more than 3 tier system.

&

Similar situation 1is reported for the decision making process.

Tt iz good to find that 140 institutions (62.8%) are not
having any bottleneck in the management process (Table 3). Only
83 (37.2%) have some problems or bottlenecks in the management

process. (This information is not given ULy 17 institutions).

Among general hospitals  there is an indication that small
hogpitals (with less than 5@ beds) hive more problems of

manacenent  than big hospitals. As the nunber of beds in  the

hospital increases the percentage of institutions with problems in

<
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Table 3

Bottleneck or Problem in Management Process and tyoe of Instituticr

——— ———— " —————

o —————— - ——— — -

- — —— ——— ————— - -

Any Rottle neck or frohlems in
Management Frocess ;

Tyne of Institutions

Yes No Not Recorded Tot al
a,_Seneral "'ospital
1 - 50 bheds No. 30 28 8 66
% 45,5 42,4 12.1 100.0
51 - 100 beds No, 21 29 3 53
% 39.6 - 54,7 B 7 100,0
; 101 - 200 beds No. 18 23 2 43
; G 41,9 53.5 be T 100.0
fhove 200 beds No, 5 19 0 24
' 7. 20.8 79,2 n 100,10
‘ Total for a No., 74 99 173 186
‘ ;A 39.8 53,2 7.0 100.0
' b, Hosnital and
3 Rural Health Centre No, 0 8 1 9
4 0 88.9 1.1 10,0
c. Nevelooment prcject
and Welfare centre No, 3 6 N 9
g 33,3 66.7 0 100.0
;%
g Total for b & c No. 3 14 1 18
= 1647 77.8 545 100.6

contd,..
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7aALE 2 (contd.)

Yee No Not Recorded Total
d., Lenrocsy with
Community Health No. 5 18 1 1
a 23,8 71.4 4,8 1000
e. Leorcsy Yosonital
and Yome No. 0 A 1 9
Total for d & e No . S Zz3 2 30
p 16.7 76.7 6.7 100.0
f, Specialised
Hoepnital No, 1 4 1 6
=% 16.7 666 16.7 100.0
Total No, B3 140 17 240
e 34,6 585 7.1 10,0
( % 37.2 62.8)*

Lo o oo

B

* porcentage taken including 17 cases which

have not given this information
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management process decreases. (More over the pervcentage O £
institutions which have nat given this information is also high
for small hospitals and low for big hospitalsy.  Ho, Auring the
process of expansion the management problem:s settle down  paving

way towards sthoot L functioning. Therefore smaller hospitals w ith

less than L% heeds  which are the pattern of mant. of  the CHMAIL

&r

affiliated institulions need suidance for mansgomen The persons

in charge «f these have to be trained te take care of  small

N

hospitals and also members of management commil tes should be given

orientation in the management af these institutions.

Not. all big hospitals are free of problems. Nearly one fifth
of the general hospitals with more than 208 L=ds have problems in
their management PpProcess. There are two groups of institutions
which do not have this problem. They are small  hospitals with
Rural Health Centre and ‘Leprosy Hospitals and Home’ . Although
small in number, one third of the institutions which are
classified as duVW1§pmenL project and welfare centre and also
about one fourth of the inslitutions classified as 'leprosy with
community health' Thave problems. The solution may be to help
tackle each institution o«f this category goparately after

ascertaining their specific problems.

A tot2l of 95 problems or bottlenecks in managem=nt process
is given by thase 83 respondents. The problem freguently

mentioned by most of the reapondents are related to thiee management



process at the higher level in management. The major problem
mentioned by many of these is the difficulty to convince  the
higher level management hody or committee about the needs and
priorities of their institutions. Thizs difficulty occurs mainly
secause most  of the membaers of the management body or governing
body lknow little about health or medical care delivery. They are
mostly c¢lergy and they have little experience on  administration
and management. Specifically they do not understand hospital
management  field. Next is the delay at higher level in decision
making. The current management process does not allow decisions
to be taken by the local chief such as medical superintendent or

business manager. They have to wait for the decision from higher

level even for essential aspects like appointment of staff,
getting funds for medicine and so on. This interferes in the

smooth functioning of institution. The reasons for this delay
are, the decision making process at the higher level 1is very long,
indecision and postponement of many items at the higher level,
infrequent meeting of the board, because the board members are
living far away and scattered over a large area and hence
the difficulty to convene a meeting at a short notice, lack of

understanding and co-ordination and lastly lack of understanding

of the local needs by the management committes.

The bottle-necks or problems at local level are, Church

politics spilling over hospital administration, interference of
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Church authorities in the runting of hospital, pﬂrswnality nlashes

among  bhe different members at the local level, no demarcation of
duties and reﬂponﬂlbilities o f different administrativ& members atbt
local level . Apart from these the Medical HuperinLﬁndent whao
1ikes GO be ipvolved in profossional activities has to gpend more
time in administrutive work. In some jpnstitutions, the existence

of gap between managenment zsind staff, interference of labour anion

Nz

in the nospital aﬂminieraLimn, 1ack of spirit of dedication and

problemns which have net  been solved for O jong time Aare

T T

contributing for this. T o few institutlonm untrainnd businass

mAanager, 1ack of physicnl tacilities also contribute reo  problems

in managument‘ right rnapondents have sald thoat financial

contraints are the bottIM~necks.

W asked whether senlor staflf e available in Lhe
inatitution and L1f 8© how many were there. In most of the
institutions mxperiencud senlor staff are aradlable. In fact, in
about —oue third of the institutions (33, 9%) canlovr members with
more than 2K years of experience are available. In another 15.4%
of the institutions theve are senior membe s having 21 to 25 years
of experience. The seniov members who lead the institutions are
having only © years (or 1ess) experience in 412 institutions.
For the question whether there 18 a eyrained hospital
administrator'in the inmritution g3 (23.3%) answered affirmatively
and 174 negatively (72.5%) . Therefore there is  an overwhelming

majority without & t.yained hospital administrator. They are

most v amall hospitals. .



Amcong  the general hospitals, those with higher number of
beds have higher percentage of trained administrators thaun
hospitals with lower number of beds. In fact, general hospitals
with less than 50 beds have trained administrators only in 1¢
institutions (15.2%), whereas 237.5% of general hospitals with more
than 200 beds have trained administrators. The  category  of
institutions classified as Development Froject and Wel fare Centre

do not  have any trained siministrator. T strengthening of

~

hospital administration throwrh trained hospital administrators is

desirable.

Among  all  respondents 4T% have favonrable views about
non-medical  administrator and 32.6% have definite nufavourable
views . 59 4% of the hospitals with trained administrator have
favourable wiews about nen-medical Thospi .21 administrator in
comparizon to 32.2% of the hospitals without a trained hospital
adminiastrator. 19.3% of the institutions with A hospital
administrator have unfavourable views in comparison to 37;;% of

the institutions without. a hospital administrator. When

J

respondents were asked to write whether more hospitals should be

i . - § e 8 =
encouragec to have a non-medical hospital administrator, 127
(58.5%) said yes and 76 (35.00%) said no. Ouly 7 respondents said

that it depended on the size of the hospital. (A total of 23

nstitutions did not answer this gquestion). Thoss  who have

(=0

trained hospital administrators said that more hospitals should be

"encouraged to have trained hospital administrator. To put it




...2@_

e

precisely, TT7% of the hospitals with a Lrained hospital
administrator and 51.3% of hospitals without a trained hospital

administrator. g

It is found that in inztitutions where » bLrained hospital
administrator is  available  the proportion with problems in
management process is  less. 30.5% of the iustituticons with

trained hospital administrator has problems in  the management.
process compared to 39.9% of the institutions without any trained
hospital adwministrator.

4. Serv

The  catehment area (in terms of porulation) of these
institutions vary from 2000 to ‘all over India’. Many
institutions specified the area of one district; some have said
four States and some of them might have taken into account the
longest distance from which the patients come to their
institutions. In general, many institutions do not have defined

catchment area.

Most of the institutions provide general medical services.
Table 4 gives community health services classified according to
the type of institution. Of the 224 institutions answered the
question on community health services, 2003 (9€.6%) have some kind
of community health services. Among the gencral hospitals a
majority has community health services. Hospitals with lower

number of beds, involve less frequently in community health



TABLE 4

Commaonity Health Service and Type of Institution

' I ‘ .
‘Tyoe of Institution Community Yealth Services

Yas No Not Recorded Total
8. Gensral HYospital
1 - 50 beds No. 53 10 i, 66
% 80,3 15,2 4,5 100.0
51 - 100 beds No. 45 ) 3 53
% 84,9 9,4 57 100.0
101 - 200 beds No . 41 - 2 43
% 95.3 hnd é.? 100.0
ibove 200 beds No. 22 2 - 24
Total for a No, . 161 17 . a 186
4 86.6 9.1 4,3 100.0
jb. Hospital and Rural
; Health Centre No. 9. - - 9
& 100.0 - - 100,0
bc. Development oroject
' and Welfare Centre No, 9 - - 9
% 100.,0 - - 100,0
Total for b & ¢ No, 18 - - 18
' i 100.0 = ~ 100,0
[ contd, .

0 1487

COMIMIUNITY HZALTH CELL
47)1, (First Fioor)s.. Marks Road
BANGALQAE - 5uv 001
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TABLE 4 (cnntd)
Yes No Not Recorded Tot-al
d. Leprosy and
Community Health Noe 20 - 21
% 95,2 - 4.8 100.0
e. Lenrosy Hospital
and Home Noe 1 3 5 9
% 1141 33,3 5546 100,0
Total for d & e No. 21 3 6 30
% 70.0 10.0 20,0 100.0
f. Specislkded
Hospital No. 3 1 s 6
% 50,0 16.7 33,3 100.0
Total No. 203 21 16 240
% 8&.6 “* B.B % 6.7 100.0
(00,6 (9,4%)

* Fercentace excludina Mot

Recorded Cases
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services than those with mors beds. The percontames of thegse
hospitals involved in community health services canges from §@.3
to 91.7%. The population covered by community health service was
less than 10,000 in 36. v of the institution: and from 10,008 to
25 @A in 13.6% of the institutions.

The nature of the problems in carrying out community

oo

health programpes were summarised and listed in tahle 5. 3
institutions said that they never had any problems and one
Inatitution =said that it necded more time to avaluate. Majority
of them are problams regavding finance, lack of funds to carry out
community  programwmes. Next to that is lach of ataff; the need
field staff or resualar full time staff for community health work,
and the staff of the base hospital neither have good training for
village work nor £ind time to be away from the baswe hospital.
Another wmain problem was ihe motivation of staftf or commi tment, of
staff for commanlity health work. One of the responses was . that
there was lack of infrastructure for the staff such as quarters,
sducation fTacilities for the children (when they arc posted in
very small rural areas). Besides finance and staff, the next
problem is the community itself. The ocommunity is neijther
interested nor oco-operat ive and also unot participat ing in their
programmes . Some re:sponses highlighted social taboos,
superstitioon and cultural beliefs of the community which act as

barriers for the modern community health programme. Eight
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TABLE 5

Frcblems in Comuunity Health Programme

-——_—_—_-——.._...._...—__...____—_.—...———-_—-————-——_—-———_——-—_—--—_—-—-———————--— - -

Problems No. of problems/Institutions
a3, Finance No, X
Funds 53 22,4
b, Staff
Qualified/full time staff for village work 42 17.7
Motivation of staff/committment of staff 11 4.6

No infrastructure for staff
9.9.51 education of children
2) No accommodation for Nurses 2 O.e

| C. Planning & Orqganisation

No‘expert te lead & plan 4 1.

Lack of day to day planning 1 .

No organization 4 .

More patients at baseg hospital 1 0.4
' d, Physical Environment

Poor road 5 2.1

Hostile terrain 6 2:58

No transport facilities/No vehicle 25 10,5

No building at periphery 2 0.8
le. Supplies

No vaccines from Government for

imnunization programme 5

Lack of educational aids 1 0.4
f, Community

Illiteracy . 3.8

Expects everything free 8 3.4

Poverty &/unemployment 12 5.1
. Expects a hospital ! . Gl
' Not interested/not co-operative/
§  not participating 22 9.3

e

contd,

S—

b e ———— 4




. TASLE 5 (contd.)

f. continued

No. 3
i{Social taboos/superstition/ ’
" cultural beliefe 16 6.8
Exploitation by the well-to-do 3 Y3
Resistance of local indigeneous
‘practitioners 1 0.4
People do not unddrstand 1 .4
B. Others 2 0.8
Total prcblems 237 100,0
Needs more time to evaluate 1
Institutions with no problems 32

Institution not given the information 40




respondents said that the community expects everything to be given
free. In fact "It is always take not give". Foverty,
unemployment  and illiteracy of the villagers are also considered
as  problems in carrying out community health programme. Because
of the illiteracy they could not understand the importance of
health. Special type of education which does not involve written
script 1is necessary to teach them health matters. Physical
environment such as poor road and hostile terrain and lack of
transport facilities were also mentioned as problems by a large
number of respondents. Non-receipt of supplies such as vaccines
from the Government for immunisation programme was mentioned by
five respondents. Only a very few respondents mentioned that lack
of planning, or no expertise to lead them to proper organised
comnunity health programme as the problem. All these show lack of
expertise on organisation and management of community health

programmes .

D00

The guestion on rehabilitation services was answered by 222

institutions and only 79 (31.5%) institutions offer these
services. Some  Institutions have specifically mentioned their

nature of the rehabilitation programme (such as Talloring, cottage

industries and some institutions have mentioned the diseases for
which rehabilitation programmes are offered. Among the specific
programmes offered, cottage industries, and agriculture are

frequent and among the diseases, rehabilitation for leprosy 1is



the most frequent. Special mention must be made of the
rehabilitation programme for alcoholics and drug addicts conducted

by two institutions.

In all institutions all religious groups are setrved. Its
distribution depends on the religious composition of the
population residing around these institutions. Except: in 2

institutions where 90% of the community groups are muslims and in
another 3 institutions where 99% of the community around them are
Christians, in all other places the majority served are Hindus.
All these institutions serve people of all communities including
scheduled caste and scheduled tribes. Almost all (97.7%)
institutions have offered free treatment to deserving cases. All
hospitals of ‘leprosy with Community Health’ and institutions with
Rural Health Services have provision for free or concessional
treatment. Among general hospitals 95.8% of the institutions with
more than 2000 beds in comparison to 89.8% of hospitals with less

than 5@ beds have provision for free or concessional treatment.

Only 14 institutions are situated in areas where no

other private practitioners operated. So these areas are served
by only these member hospitals. There are 19 institutions (8.2%)
in whose area one more private practitioner operates. In 9.9% of

the institutions’ area, 2 to 4 private practitioners are also
operating. It is really revealing to find +that in 191

institutions’ area (43.6%) many (4 or more than 15) private




practitioners have been working. There are instances where the
facilities of the member hospitals are shared by other private

practitioners.In 93 institutions no private practiticoner shares

the facilities. In 37 (17.2%) institutions one private
practitioner shares the facilities. In 11 institutions (5.1%)
many private practitioners share the facilities. The number of

hospitals which are situated in places where no other Government

14 (5.7%). In areas where 146 hospitals are

(4]

Hospitals exist 1
functioning, a Government Hospital is already functioning within
1-3 miles distance. This shows that in a majority of the areas
served by the member institutions Government hospitals or medical
institutions run by other organisations are also existing. There
seems to be a trend among general hospitals. That 1is, the
percentage of medical institutions run by other organisations in
that area is low in areas where general hospitals with 50 beds are

functioning and high for those with more than 2000 beds.

5. Training Programmes

Courses offered by the institutions range from highly
formal specialised post graduate courses in medical sciences to
nonformal courses such as adult literacy and sewing course.
(Table 6). Some of the institutions, although do not run basic
M.B.B.S. course, by virtue of their specialization, are recognised

for training of medical post graduate candidates (either full

course or part of the course). Medical officers and also medical
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TARLE 6

Courses offerred by the institution

No. of Section

T f
pem ab cRuRss institutions Total

A, Medical | f 21

M.B.B.Se

P.G. Courses

Housemanship

Madical Officer Training
Medical Students Training
m,.Sc., (Non olinical)

- = = = O N

B. Nureing 71
General Nureing

Post Cert. B.Sce
B.S5Cs

Mm,S5c.

G.G.A.A. Nursing
Anaesthesia Nureing

(4]
~

Step ladder Nureing
Opthalmic Nursing
Practical Training in Nursing

N N =@ =2 (3 2 =2 =N

Advanced Midwifery

C. A.N.M. and Oail Training etc, 42

A.N.M, 28
Dais Training

Nursing Aids

Nursing Assistants Course
Ward 8id Course

First Aid Training
Hospital Auxilary

A N = 3 O =

contdy
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TABLE 6 (contd.)

T ¢ R No. of Section
ype of course ' Institutions Total
"D, Physiotherapy (Occupation Thegggx} 8

-—

Degree Course in Physiotherapy(B.P.T.)

Degree Course in Occupation
Therapy (B.0.T.)

Physiotherapy Technician
Physiotherapy Polio Technician

K = N -

Physiotherapy Technician (Leprosy)

E., Paramedical Courses ' 51

All Paramedical Courses
Non medical Supervisor
Paramedical Leprosy Worker
Theater Technicians Course
Splint Technician

Leather Techniclan

Radio diagnosis

N\a_a..;.abm_a

OLlploma in Pharmacy

Diploma in Health Statistics/
Dietetics/Hospital Administration

Medical Record Technician 2
Bachelor of Medical Record Sciencs 1

-

Laboratory Technician 26

Fo Health and Management 34
Community Health & Management
Community Health Guides
Community Eye Health Field Workers
Basic Health Worker
Village Health Worker
Wholistic Health
MeP.HoW,

Health Staff
Health Worker
Village Level Worker

LN @ =2 ON = =2

contd



Type of course

No., of
Institutions

Section
Total

G, Others

Business Management
Office Management
Vocational Training
Animator

Creach running

Adult Literacy

Sewing Courss
Carpentary

Handicrafts

Training the Trainees
Transactional Analysis
Advanced Transactional Analysis

-_ e e ewmd = ] e A D D D D

14

TOTAL
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TABLE 2 7

TYPE OF COURSES WHICH ARE RUN BY INSTITUTIONS THEMSELVES

———-——_—-—.——-—-——-—..._———...———___-—.—-

Nursing/Nursing aid

Practical Training in Nursing
Opthalmic Nursing
Advanced Miduifery

Nurses aid Training

K = =N

Nursing assistant coursses

Paramedical Cources

Physiotheraphy Technician 1
Laboratory Technician 3

Theatre Technician

Health and Management

Community Health & Management
Community Health Guide

Community Eye Health Field Worker
Basic Health Worker '
Village Health UWorker

Villane Lsvel WYWorker

Health Staff

PEEN NG T @ » R e

Others

Advanced Transactional Analysis

Transacticnal Analysis

Creach running

1
1
Training the trainee 1
1
Carpentary 1

1

Seuing Course

-—_-——_—.-—.—-————_—_-——.——-.-———--—-——-_....._




students from other colleges come to such special institutions for
short-term training. Of all the courses run by the institutions,
nursing  courses  are conducted by a large number of institutions
(run by 71 institutions). General nursing is the mozst  frequent
among all coﬁr5ﬂ5. Among nursing courses General nursing  stands
first (57 institutions offer this) next is ANM training (28
institutions @ffer this), unext is laboratory technician’'s course
(2 institutions offer this). Thirty four courses are related to
community health, ranging from community health and management to
training of village level worker. Courses on social and economic
development  aspects of the poor people, such as adult literacy,
handicraft training are given by only a few institutions. 9.1% of
these courses are affiliated with an organization/organ of the
State  Government, 24.5% of the courses with CMAI, 23.7% of the
courses  with Nursing Council and 4.1% of the courses with an
organisation at the Al]l India Level. The courses  run by  the

institutions themselves is 15.8%. These courses are innovative,

[

of short duration and of informal type (Table 7).
Of all the training courses, 39% are of one to two  years
duration and another 30.7% are of less than 12 months duration. In

43.6% of the courses the number of students admitted per year is

10 or less and in another 28.8% of the training courses 11, to 29

students are admitted.
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Trend of out patien

TARLE 8

+ attendance during the lact five years

Trend of out patients

Number of Hospitals
. o

over last five years No. 7
Ingreasing 82 37.6
Decreasing 29 133
Fluctuation 107 49.1
(No definite trend)

Total 218 100.0
Not Recorded 22 9,2
Total 240 100,0

TABLE 9

Trend of inpatients over last five years

Trend of inpatients Number of Institutions

over last five years No . %
Increasing 74 36.6
NDecreasing | 25 12.4
Fluctuating 103 510
(No definite trend)

Total ' 202 100.0
Not Recorded 38 16.5

Total ' 240 100.0




The institutions vary in turnout of patients considerably.

They range from less than a thousand to more than one lakh out

patients per year. About one third of the institutions have out
patients between 14,000 and 25,000 per year. Six institutions
(2.7%) get more than one lakh out patients a year. In 4@.4% of

the institutions the sex distribution of outpatients were not
available. Among the institutions from which such statistics are
available, 59.4% of the institutions have more female patients
than male patients. The trend of outpatient attendance (Table 8)
indicates that 37.6% of the institutions have increasing trend of
outpatient attendance, 13.3% of the institutions show a decreasing
trend, and in a large proportion (49.1%) there is no definite

trend. An oscillating trend may also indicate oscillating income

through outpatients.

Similar to out patients, the number of female inpatients is
higher than the male inpatients in 58.1% of the institutions. (Sex
distribution of inpatients are not available in 39.6% of the
institutions). Just like outpatients in half of the institutions
(51%), there is no definite trend of inpatients over the last five
years. It 1is encouraging to note that, in 36.6% of the

institutions there is an increasing trend (Table 9).
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Among the general hospitals 4 institutions had less than
thousand out patients during 1984. Among bthe hospitals ‘with

less than 5 beds, 4@.9% have 19009 to 10,000 out patients in a
year. Another 34.8% have 10,000 to 25, (30 out patients.
Hospitals with larger beds, as anticipated, had large number of
out patients. We find that 29.2% of hospitals with more than 204
beds have 25,00 to 5@, 0@ out patients and another 25% have more
than 1,900,003 out patients in 1984. More over larger proportion
of bigser hospitals show an increasing trend of out patients
during the last b years than the hospitals with less than 5@ beds.
The number of institutions and percentage of institutions which do
not show steady trend, are distributed nearly equally among
hospitals with lass than 200 beds. The number of inpatients
during the last five years showed that there was no t,rend over the
size of hospitals. Nearly a large perasntage of all size
hospitals showed jrregular fluctuations in the trend. This is not
a healthy situation for  these hospitals, because it is very

difficult to plan for future if no proper trend is visualised.

Among the States with more than 1% institutions, the
highest proportion of the institutions (18.4% for inpatients and
28.9% for out patients) with decreasing trend of inpatient and

out patient attendance is in the Andhra Pradesh.

The bed occupancy shows that 38.1% of the institutions have

/

more than 75% of occupancy and 34% have 51% to 75% occupancy.
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Only a few (11.6%) have occupancy less than 25%. From this it

inferred that mést of the institutions do not have full occupan
»f  their beds. Usually a bed occupancy of around 85% is taken :
full occupancy. (A total of 84 (35.0%) institutions did n«
supply ocoupanéy rates, probably because they either'do not kne
how to calculate bed occupancy or do not keep the need:
statistics). The average length of stay of inpatients 1s les
than 5 days in 21.7% of the institutions and 6-10 days in 50.9% ¢
the institutions. It is encouraging to find that 72.86% of tl

institutions have average length of stay less than 1@ days.

Blood examinations were done in 185 (77.1%) institution:

Facility for stool examination exists in 181 (75.7%) institutions

n

A total of 183 (76.2%) institutions have facilities for urir

examination. 165 (68.7%) institutions have facilities to ¢
sputum examination. 151 (62.9%) institutions have facilities t
take X-Ray. Only 82 institutions have facilities to take ECC

Facilities for doing surgery exist in 184 (76.6%) institutions
Diagnostic aids such as facilities for blood examination, urir
examination and so on do not exist in greater proportion amor
smaller hospitals compared to bigger hospitals. This mear
strengthening of diagnostic aids 1is necessary at the smal

hospital level.
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TARLE 10

Main Sources of Income for Capital Expenditoee

Number of Institqtiona

Main Spgurce No. %
1. Self supporting 2 0.9
2, Fees, House rent etc
(Hospital generated
income) 59 26.6
3e Fees,donations & grants
from government 13 * 5.9
4. Church/Mission (Indian) 23 10.4
5, Indian Mission with ‘
International connections 22 9.9
6, Gifts and donations ‘ 31 14.0
7, Foreign gifts/donation 56 25.2
8. Investment by one
member (private) 1 0.4
9, No definite source 15 6.7
Tobtal 2224 100
(92.5%)

Not Recorded ' 1

8 o
(7.5%)
Total 240

# Includes loan from bank = 1




cmal
TASLE 11

— s

Main Sources of Income for Maintenance (Recurring) Budaet é

- No, of Institutions

Source of Income No o
1. a.Patients Fees 115 55,3
b.Patients Fee and Local
contribution/Local Income 20 7.6
c.”atients Fees and Occasional
Foreign Donation 15 7.2
2. From 2Abroad 11 5.3
%, Church/Synod/Ashram/Head cuarters 25 12.0
4, Nonations anrl Gifts _ ) 5 2.4
5. Lenrosy Missicn 17 8.2
Total 208 100.0

Specific Furpoce Grant/Fee

CrAal 8
CRM 9
OXFAM 1
Sovernment 7
RFY 1

1

TEAR Fund

—— v — —— —— — i b o St - e . i i et . o 4 A o s - = = s o=
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7. Finance

The main source of income for capital expenditure is given
in Table 1@, Two institutions have declared that they are
self-supporting. The next category of 59 institutions (26.6%)
generate their income from fees, house rent and so on. All other
institutions get some financial help from other sources. Foreign
gifts and donations are the main source for another 56 (25.2%)
institutions. Indian Missions with international net worlk such as
the Leprosy Mission, SDA are the main source for 22 (9.9%)
f institutions. Indian Church/Mission or Diocese is the source of
income for 23 (10.4%) institutions. No definite source is
available for 15 institutions. Thus the majority of the

institutions depend on gifts, donations, grants etc. either

internally or from abroad for their capital expoenditure.

The main source of income for regular maintenance of the
institution (recurring expenditure) was given by 208 respondents
(Table 11). It is gratifying to note that more than half of +the
institutions (55.3%) meet all their maintenance expenditure
through patient fee alone. In addition to these institutions 2@
respondents have said that they meet all their maintenance
expenditure through patient fees and local contribution or local
income. Moreover 15 institutions completely rely on patient feesg
and occasional foreign donation. In other words 72.1% of the

institutions have patient fee as the main source of income. The

T ST VR
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second main source of income is the parent Church or Synod or the .
parent. Society. This category of institution is 25 (12.90%). 17
institutions said that they get the main income for maintenance
from Leprosy Mission India and Leprosy Mission International.

Very few institutions get their income for maintenance from abroad

(11 institutions, 5.3%) . Some of them are running specific
projects with grant earmarked for them. General funds and gifts
are the main sounrces for 5 institutions. Apart from this, these

institutions get earmarked grant or fee (for service) from various
international agencies and organisations such as CMAI for
tubectomy cases, CBM for eye services, Government for tubectomy

beds and so on.

The information on the proportion of total income
contributed by patients is given by 173 institutions. 16 (9.2%)

institutions reported that there was no contribution at all by the

patients. 99 institutions (52.0%) reported that they had
received more than 76% as contribution by the patients. Moreover,

in the majority of the cases contribution by local people is
either nothing or negligible. In fact 59.6% of the institutions
reported that they had no contribution by local people and another

22.3% have reported that the contribution by the local people is

negligible. Similar situation exists regarding contribution by
churches and congregations. .Altogether 73.3% of the
institutions recorded either no contribution or negligible
contribution from the churches and congregation. No substantial

income was got through other services in most of the institutions.

= TR, 2 “_Iﬁ
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Frecuency of preparation of audited statement

of accounts

Audited statement Number of Hospitals

of accouhts No. © %
Twice a year 2 0.9
Cnce a year 219 97.3
Mot once a year 4 1.8
Total 225 100,0

Not Recorded 5 242
Total 230 100,90

TAGLE 13

Year for which the last statement of accounts

was prepared

_ Number of Hospitals
Year NO, %
1985 43 19,7
1984 167 76.6
1983 4 1.8
1982 2 0.9
1981 1 0.5

be fore 1980 1 0.5
Total 218 100.0
not Recorded 22 9,2
Total 240 100.0

_ -~ =



Audited statement of accounts are prepared by 230
institutions and only two institutions do not prepare this. (10
members have not given any information regarding this.) 219
institutions have replied that the audited statement of accounts
have been prepared every year, and two institutions have said that
the statements are prépared twice a year (Table 12). 43
institutions prepared the last statement of accounts for the year
1985. 167 members have prepared the last statement for the year
1984 (Table 13). It is interesting to note that only 125 (57.9%)
institutions make provision for depreciation. It is equally
interesting to find that 106 (47.3%) have received help from the

Government. Mostly they received help for family planning work or

for an earmarked project.

The strength of doctors in these institutions vary
considerably. Most of the institutions (61.8%) have doctors up to
5. 26.6% of the institutions have up to 5 nurses. 47.2% of‘ the
institutions have 6 to 25 staff nurses. 118 institutions have up
to 5 paramedical workers and another 37.1% have 6 to 25
paramédical workers. In a majority of the institutions (69.4%)
more than 70% staff are Christians. The distribution of category
of staff turnover is given in table 14. 30.7% of the institutions
said that they had turnover prohlem of doctors, nurses and

paramedical workers. Apart from this the singl-. category in which

A o A v
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CMAI

Category of staff in which turn over

problem experienced

Category Number of Hpospitals
No. %
Doctor | 16 BoS
Nurse , 33 17,5
Paramcdical S 2.6
Administrator 2 161
Doctcr, Nurse &
Paramedical 58 307
Teaching staff 4 2,1
All 12 6.3
Others 14 7.4
No problem : 45 23.8
Total 189 100,0
Not Recorded 51 2143

Total 240 100,0
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CMAT
TAGLE 15

Return of Sponsored persons for work

0o you sponsor anybody Jo the sponsored persons/staff return

(for course) with the promptly and work

alm of adding to the

staff Yes No Most of Not desi-~ Total

them/usually rable

Yes No. 131 17 14 2 164
% 79.9  10.4 8.5 1.2 90,1

No No. 4 12 0 2 18
9 22,2 B647 0 11.1 9.9

Total No. 135 29 14 4 182
« 7442 15,9 Te? 1.1 100,0




turnover problem 1 &xperienoed frequently is nurses (17.5%) - 12
institutions (6.2%) have sald that they have turnover problem of
all category of staff. Tt is good to note that 23. 8% of the
institutions report. no turnovear problem. (.Tnfu,t"n\:\t.ion on this
aspect is provided only by 189 institutions.) The member
inst.itutions were asked ‘whether they experience any difficulty in
getting fully trained staff and they were asked to specify the
category of the staff. 1t 1is reported Lhat.  14.5% of the
institutions have: difficulty in getling all category of staff.

Another ng 5% said that they have difficulty in cetting doctors,

nurses and paramedical workers. Apart from these two categories,
a group which 1is difficult to get was nurses. Only two hospitals
reported that they were not able to get fully {rained

administrator. (This information is provided by 224 institutions).

Tt ia reported that 64.2% of the institutions have
adequately trained senior <taff. Most of the institutions have
recorded that there is & need for further training of the staff
through refresher course or update course for various category.
Nearly half of the institutions recorded that all staff (or
doctors, nurses and paramedical workers) need refresher courses.
Apart from +his the single highest catesgory which needs refresher

course 1s the doctor.

Most of the institutions sponsored persons for training

courses with the aim of adding to the staff. Hospitals which
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sponsored =taff (or some ather persons) for various ~ourses with
the aim of absorbing them are Cross
classified with their experience on the return of sponsored
persons Lo the institution for worlk. This is given in Lgblg 15.
This table clearly sliows  that those institutions who have
sponsored persons for studies have said that a large proportion of
them return and work. In fact 88.4% have said that they have
returned promptly for work (this includes the answer yes, most of
thenm, and usually). Among the institutions which have - not
sponaorad anybody 66.7% have told that they do not return promptly
and work. This suggests that there is a feeling in the latter
institutions that if they ponsor gsomebody they may not come back
and Jjoin. In fact as far as the experience of the institutions
which sponsored persons, 1¢3.4% have said that they do not return

promptly and worlk. ;

86 institutions (4@.6%) have said that they have staft
development programme and 126 have said that they do not have any
staff development programme. Written staff gservice rules are
available in 197 (86.4%) of the institutions. In 31 institutions
no written service rules are available. In most of the
institutions (76.4%) the salary of the atnff was lower than the
Government salary. T some institutions r12.8%) it 18 equal to
Government. salary for some categories. The institutions 1in which
the salavy of staff is higher than Governi nt salary 13 negligible

oy ooy
[ -..xn) .



9. Contact W ith ¢ ommunity

In 79O institutions (33.6%) there 1o 2 local committee
reprnﬁtht\nﬁ the community caerved by those institutions. In 156
jnatitutilons there 18 no cuch committee. 79 8% have said that
such & committee 1s not advantageous. Moraover those Who have
pxperience in having local committees s5ay that it is advantageous
to have such & ~ommittee in A higher proportiun (87.5%) than those
who do not have & local committee representing community (30.6%) .
In fact, 58.3% of institutions without local committee and 2.68% of
the institutions with a local committee zaid that it is not
advantageous (or it is a hindrance) to have such a committee in
the institution. 8.5% of those having logal commi ttee said that

it is both advantageous and hindrance to the institution to have

such commlittee.

The role of local committee repreﬁenting community wWas
\
spelt.  out bv those who have & local commi ttee. Many are common
and some are specific for those institutions. Most, of the roles
can  be classified andatvr the title tGeneral help and Guidance OF
Advice to the management Or director’ . { Many respondents might
have thought that the local committee was the Hospiotal
admini%trativw committee in which local leaders are members) .
Next Lo this 1s the role of the committee as far as commurnity

ik

health 13 concerned. 16 times (21.9%) the role of helping in
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TanLE 16

Jetaile ~f Tarqets or goale of 170 Institutinns uhich have tarqgets

— ———

No, of Institutions

No. % out of 170

Target or aqoal

Improvement of health care 30 17.6
Providing imnroved medical care 24 14,1
Up aqrading/exnansion 21 12 .4
To develop full fledged Community

Hoalth Pronramme/ Centre 2N 11.8
To shouw Love of Jesus Christ and

to nhey Hic commands 18 10,6
Family Plznning and Community Health 15 8.8

To improve care in enecialiced

department 15 R,B
Trainina/ﬂducntion 14 3.2
Lenrosy Chntrol/treatment etc. 14 8,2
Self supnorting 13 7.6
To meet the neede of poor tribals

and hackuward peools 6 3eD
To develop louw cost health care 3 1.8
Indienizatinn of Hosoital Staff 1

Establish Cordial relations betueen 1.2

staff & mananement 1

N N

Total t=rnetc/qoals _ 195
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g times (11.9%) the

asked) .

written targels. The 17¢ (78.7%) insti

itens as targets or goal

mentd oned 195

(17,6%) institutions have target to i

health care. Next to this is the targe

role of maintaining

planning and implementation of community health programme:s is
mentioned. (This 1is the real aim for which this question is

public relations

or to lkeop UP so~operation of the people and  gaining community
participation is mentioned. Only once, getting feed back {yrom the
community is mentioned. The other roles are related to the
institution and 1ts functioning.
10. _Tarmets or 8 als sel _.f.9¥i_~th'§_:l_f_1.§§LELLLL““

The number of institutions which have replied for the
question on targets and goals 1s 216. Out of this A6 (21.3%) have
said that they do not have any target fixed oY they do not have

tut.ions which have targets,

(Table 168). Among them 20

mprove the quality of the

t to improve the quality of

medical care, which includes all aspects of patient care including
love and concern. Upgrading thelr jnstitution and expansion
sither bV adding physjcal facilities such as building, equipment
and sc on OF by increasing diagnostic facilities or extending the
care for a larger population is the target or goal of 21 (12.4%)
institutions. To develop 2 oomprehensive community health
programme 0¥ to provide community health centre with all aspeclts
including community partioipation is the target of 20 (11.8%)
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Role of Cleray in the Mananement Procecss®

“n. of Institutions

Role Nev, “ out of 141%

Chairman/President of Manaqing Committee/
Governing Seard etc. 21 14,9

Vice Chairman nf Mananinao Commlttpe/
rOUBTﬂlﬂQ Roard stc. A 2.8

Mlember of "anaging “oard/Administrative
Committer/Executive Committee/
Medical %pard etc. 67 47,5

Renresentative at Diocese level 4 2.8

Mananer/General Superintendent/
Administrative Officer 14 9.9

Role of adviecor, quide and
qiving sunnestions 12 A.5

Very minimal involvement in

management 5 345

Mananement co-ordinator 1 D7

Participates in Mananement as a

staff member 1 Ne7

To help reduce difference between

the Church and the hospital 1 N.7

Chaplaincy services only = Ng

mananement involvement 26 18,4
Total 156

* 156 rolee were mentioned hy 141 institutinns.

OlL &2
g4} : ‘ 30
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institutions. 16 (1@.6%) institutions have recorded that the
target or goal 1s to show love of Jesus Christ and to obey His
command. 15 (8.8%) institutions have written targets either of
their own oY that of fixed by the Government for family planning
and community health services. The target or goal fixed by 15
institutions (7.7%) is to improve patient care in specialised
departments. These institutions fixed targets for each speciality
departments like obstetrics, gyneacology, intensive care,
tuberculosis, surgery and SO on. Emphasis on training (both

training the staff and also training new persons in paramedical

services) 1is mentioned by 14 institutions. The institutions
serving leprosy patients have got clearly defined targets. Some

of the other targets are to develop low cost health care, to meet
the necds of poor tribal people and backward people, to Indianise
hospital staff and to establish cardial relations between staff

and management.

11. Religious Activities

72 . 5% of the jnstitutions have a chapel. Mostly the
chapel 1is used for daily prayer and special religious programmes.
ctaff, students and patients participate in thogse activities. 123
(52.6%) institutions have a Chaplain and 44 (19.1%) institutions

have neither a chapel nor A2 chaplain.
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Religiocus aétivitien zuch as prayer and special religious
programmes have héen conducted in all the institutions whether
éhese institutions have a Chapel or not.

1325 institutions answered the question on acumenical
services rendered by them. Of those answered, 52.5% have said

that they render ecumenical services and 3@.4% have said that they

do not do any type of ecumenical service.

0f all the 24@ institutions, the role of clergy was given
by 205 (85.4%) institutions and nothing was recorded by 35

institutions.

Of  the 205 respondents who specified Lhe role of clergy in
the management process of their institutions, 64 (31.3%) recorded
that. clergy Jdo not have any role at all in their institutions. The:

remaining 141 institutions, gave 156 answers which are given 1in

17. A total of 25 (17.7%) have written that clergy is  the

o+

iy

able

|

i

“hairman or President or Vice President of the Naﬂaginq Committee
or Governing Poard of their institutions 67 (47.5%) have said
that the clergy are members of Managing Board or Administrative
Committee or Executive Committee or Medi~al Board of their
institution. This is the largest group. In four instances they
have said that clergy at the diocese level has representation in
the management committee and boards. A total of 14 (9.9%) have

recorded that clergcy were Manager, General Superintendent  or



Rpspanse for Lhe ouestisn "uhat are theplans nd nripritics

——

for next five years?!
) o { pennNoes
Flan / Priorities LumjLﬁO]F B ERAAERS
1. Strenothen Community Health 98 721
(i) Comnunity health project 56
(ii) Out reach proqramme 16
(iii) Improve health centres 26
?. Develop a particular Yepartment ® qo® 1.7
7., Improve Patient Services 149 25.0
(i) Imorove the Juality of Service 46
(ii) Extend more facilities to patients 27
(iii) Leprosy Contraol 15
(iv) Maternal and child health 12
(y) Surnical services 1M
4. Increase Snecialities Services 18 ' 041
(i) Introduce specialities 1M1
(ii) Intensive care !Init 5
(iii) 9iaanostic fruinment
5, Finance ‘ _ a7 Ged
(i) Attaining eelf sufficienty : 35
(ii) Reducina Foreign Subcitly 2
6. Training Pronramme 32 7.7
(i) Start trainina Programne 27
(ii) Troining the Paramedicals 5
7. fBuilding Proqramme® 54 17.2
8. Others 4?2 9.5
(i) Satiafy the needs of ctaff 19
(ii) To Ruild a Healing Zomnunity 11
(iii) Family Flanninng 3
(iv) Increasina ctaff 3
(v) "ehabilitation 1
Tntal Lbth 1N19.0

Jpt 4ils are in tahle 18,4,
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Vet ails of Plansand friorities classifien

"Jevelan 2 TQSJJ;Qii_:E;ujjjﬁﬂﬁiuﬁﬂﬁ_nlﬂi;gif‘

Qevelf_:o 2 farticular denartment -_____________.in_'_-_____
1. Peadiatrics 6
2. Medicine 2
2. Surnery 1
4, Tentictry 2
5. Obstetrics & Fynecology 1
£. ENT 2
7. Opthalmolony n
A, FPsychiatry 1
9, Fatholony 1
10. "Microbiology 1
11. Maternity Yard 1
12, Neuro=Surnery WYard 1
2. Physiotherapy Services 2
14, Rehnhilitation Centre ?
15, ‘lenhrolonyv 1
16, [Micro-surnery dnit 1
17. Neuw Cobalt Unit 1
18. Sunecer Speciality Qepartments 1
19. lUpara‘inn the Institution 1
20. Ante-Natal “linic 1
21, X-ray Unit 4
22. B8lood Bank |
2%, MNursing Schnol 4
24, Community 'ralth Pronramme 1
25, Lenrosy Moenital 1
26, Institute of Health Services 1
27. Developina Sub centres 1
Total 0z

contd, ..



nyilding

1. Staff “uarters 1?
2 Neuw penital ThninleX 6
7z, 0.0 buildina ‘ 5
4 s Makternity qlnck/Labour Jard 4
5, Madernizing the buildinne 3
(. Extencive huilrinn pronranme )
i ranetruction of clinics in villanes 2
n, Pealiatrics huilding 2
0, \dministration buildina 1
10. Community Hgalth Juilding 1
11. Emeraency block | 1
17 » Community hall 1
13, X-ray nlant 1
14, Inpatient puilding 1
16, Canteen 1
16, Isolation Uard 1
7 Optholmic Unit 1
18, Mursing School 1
19. FPrivate ronms/ ward 2
s, Senara'®e Lenfecy fomplex 1
24. Dparation Theatre 3
22. campound Wall 1

Total 54

e o+ -




Administrative Officer of their instﬁtutions. The role of adviser
or guide has been played by clergy in 12 institutions. Although
they do not have much authority in 3 institutions they have been
used as management co-ordinator, participant in management as a
staff member and also as a management co-ordinator. In &
institutions the clergy play a minimal role in management. In 26
institutions clergy involve themselves only in chaplaincy services
but not in management. Additionally the respondents  said that
active and useful involvement by the clergy was noticed 1in one

n 2 instances as member of

(=5

instance as member of Managing Board,
Administrative Committee, in one instance as Chairman of
Management. Committee (and in four instances in ‘Advisory and
supportive role’). It is also mentioned that the clergy playved an
unfriendly or incompetent role as members of Managing Board in 2
instances, as representative of diocese at one instance and as an
Administrative Officer at another instance. Apart. from these, the

rest of the roles mentioned above are not specific as to the

direction (positive or negative) of the role of cleray.

12. Future Flans

The details of plans and priorities for next 5 years are
given in Table 18. Altogether a total of 444 were mentioned by

213 institutions. The main aspect of it is improvement. of patient

services which is mentioned by 111 (25.@%) of the institutions.



Next comas strengthening community health (98). Development of a
department of the institution is the priority of 52 institutions
(11.7%). Asain attaining self sufficiency and reducing forelgn
subsidy 18 the priority for 37 institutions and priority for

training programme is given by 392 respondents (7.2%) .

187 respondents gave information on Commitment on Community
Health. OQut of them 49 (26.7%) recorded that they do not have any
commitment. on Community Health. Another 45 (24.1%) have said that
they have been committed to a full community health programme
which includes 3 small curative programmne (The comprehensive
communi by health programme covers immunisation, maternity and
child Thealth, Home visit, Health education and A development
prngrammw). n1  institutions (27.3%) recorded that they have
committed to community health programme, but their programmes are
not.  full programmes  as the previous group. They have sither
immunication programme O mobile clinic programmes for . villagers
or weekly visit by nurses to the villages and so on. 1@
institutions have only a minimal or very 1imited programmes.

Apart from this 7 institutions have recorded that they have

community programme related to leprosy controul.

It s heartening Lo find that 5T 26 . 2%) are already
self-supporting, another 198 (49.5%) have plans to make theilr

inatitntions snl f-supporting. Unfortunately 13 (6%) institutions
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TABUi[i

Material needs of the nof the

—-————-——————.——_——.—.——-————_.—

——-..._.—.—.—.._—-———_.—_————————

Finance
Medicine/drug

Building
Buildinqgs

5taff Quarters

Hostel for Nurses/staff
Guest house for visiters
Modern Operation Theatre
Accomodation for patient
Comp ound Wall

Labour room

Operating room

Chapel

Auditorium

Ward

0.,T.Nard

Indoor kitchen

Canteen
Unit

Intensive care unit
Dialysing Unit
Dental Unit

ENT Unit

Cobalt Unit

Lab services

ECG services

X-Ray services

attendent

Inst

.-....-—.—.-—--——

No. %
48 9,2
10 1.9
116 22.4
12 203



‘ TABLE 19 (contd.)

No. %
| Equipment & Instruments 17¢ 32.9
Plastic surgery equipment 1
Surgical instruments 12
Modern equipments 21
Lab equipments 13
Culture & Sensitivity test facilities 1
Radiotheraphy eauipment 1
Beds 3
Cradles h
Endoscopic instruments 1
Diathermy set 1
Radient heat 1

Wax bath apparatus 1
Cardiology eauipment 1
Dressing material/Linen 6
Delivery Table 1
X-Ray equipment ‘ 30
Physiotheraphy equipment @
Operation instruments for tubectomy 2
Laproscope 3
Diagnostic equipment

Heavy grinding machine

Surgical Table

Orthopedic operating Table

ECG | 1
pedestal Shoe Finishing machine

Suction apparatus
Bayles apparatus for Anaesthesia
| Ofthopaedic operating instruments

s Microscope

Endoscones
Gastroscope

Bronchoscopes

o ; Calorimetre

:ﬁ | Radium

Infant Incubator
Neuromytone

Autoclave

Delivery kits




) TABLE 19 (contd.)

‘;~£fMonitorg
Cardiac monitor 3

Faetal monitor

= N

Ultrasound monitor

dlStaff facilities
T Schocl for staff children
Staff sponsership
Education materials
Allowance/PF/Gratuvity

N = = N

Generator 16
Refrigerator 2
Vehicle 17
Ambulance 19
AN ideo player '

Projector

Calculator

Still

Water cooler

Water/Water tank 1
70 mm X-Ray films (not roll type)

- - - N W

w

Transformer

Motor cycle

Bicycle

Auto-Trailer

Oxygen cylinders

Oxyagen supply

Recreation facilities

2 Furniture

Replacement of furntiture
School ~ for Leprosy children
Bore well for agriculture

— = = ~ B = = = = N -

Planting more trees
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TABLE 19 (contd. )

Location for Hospital

Pumps, Fitter and pipes etc for the water
supply scheme

Better road

Medical surgical stores! supplies
Internal Communication system
Stationery

Books and Periodicals for library
Laundry soap/section

Fence

Typewriter

Computer for accounts

Mixing mill for Microcellular rubber
Repair of building

Repair of Vehicle

Furnishing of Lab, Ward, OT

Loan for Private Housing

Techniciang

Renovation of chest clinic

Recurring grant
‘Trained and dedicated christian staff
Linen,blankets, bed sheet etc
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