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1. BACKGROUND

USAID is providing support to the MOHP Hospital Autonomy Program, for strengthening
central hospital management systems and institutional development. USAID support is
funded through the project “Reducing Child Morbidity and Strengthening Health Care
Systems in Malawi” and Management Sciences for Health is the prime contracting agent.
Health Partners Southern Africa (Pty) Ltd is contracted to MSH to provide technical support
to the Hospital Autonomy component of the project.

The JIP Sub-committee on Hospital Autonomy is overseeing and monitoring the
implementation of the MOHP Hospital Autonomy Program. On the 7th November 2003 the
JIP Sub-committee approved the two year Roadmap Work Plan for Hospital Autonomy,
based on the understanding that quarterly and annual activity plans would be flexible enough
to accommodate changing needs and priorities as the rolling work plan evolved.

A critical component of the Roadmap Work Plan was the undertaking of baseline surveys at
QECH and LCH. The first survey was scheduled for November/December 2003 and focused
on addressing those management systems that could be strengthened prior to passing
legislation on hospital autonomy. The second survey, which will be conducted in the latter
part of 2004, will focus on the specific management systems that would need to be changed
to enable the central hospitals to be managed as autonomous institutions, subsequent to the
legislation having been passed. This would include hospital governance, financial and
human resources management.

2. OBJECTIVES

The broad objectives of the baseline survey are to:

e Develop a thorough understanding of central hospital management systems that
are critical to improving the overall performance of the hospitals

e Provide baseline information for assessing the impact of the Hospital Autonomy
Program and to identify key performance indicators that can be used to monitor
progress

e Formulate proposals and an implementation plan for strengthening central hospital
management systems in each hospital over the next twelve months

3. METHODOLOGY

A team of three external consultants jointly conducted the Baseline Survey with key
members of the management teams of Lilongwe Central Hospital, with each consultant
assessing different functions over the same time period. The external consultants have
extensive experience in hospital services appraisal and management, and relevant
experience in conducting similar hospital baseline surveys.

The hospital management team was fully involved in all stages of the situational analysis,
and through this, have developed the necessary skills to conduct surveys and to monitor the
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progress in the future. Selected candidates will undergo facilitator training in the Peer and
Participatory Rapid Hospital Appraisals (PPRHA), which is an international development
programme. The selection criteria for candidates will be based on the level of knowledge
and practical application of the learned skills.

The first baseline survey addressed the following eight main areas:

a) Decentralisation of management (both from MOHP to central hospital and from hospital
management to cost centres)

b) Strategic and operational planning and performance management
c) Financial management

d) Human resource management

e) Documentation of hospital management systems

f) Management of equipment, drugs and medical supplies, and dental, radiographic and
medical laboratory supplies

g) Care delivery improvement
h) Hospital management information system

There is considerable overlap between some of these areas and it was addressed in a
consistent and integrated manner.

In order to effectively monitor the improvement in management systems, the baseline survey
identified and assessed several measurable indicators, with proposed target dates, all of
which are included in the implementation plan for Lilongwe Central Hospital.

Finally, this survey was not intended to be an exhaustive study of all management systems,
as the timeframe did not allow for it. Given the time constraints, the team’s approach was to
identify the most critical interventions to address that will have a significant impact on the
overall performance of the hospitals.

4. DECENTRALISATION OF MANAGEMENT

4.1. Activities
The survey focussed on the following issues:
e Establish the level of delegation of responsibility to hospital management from MOHP

e Establish the level of delegation of responsibility to cost centres from hospital
management

e Identification of the constraints and obstacles to the delegation of responsibility from MoH
to hospital management and from hospital management to cost centres

e Propose key interventions that will strengthen cost centre management
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o Identify key performance indicators for development of cost centre management in central
hospitals, establish baseline and formulate realistic targets for strengthening cost centre
management

The level of delegations was analysed within the context of the following areas:
e Financial management

e Personnel management

e Procurement of equipment and supplies

e Entering into service contracts
4.2. Key Findings

4.2.1. Decentralised Management from MOH to Hospital

The decentralisation from MoH to hospital management is limited, and the hospital
management function at operational and coordinator levels. As the decision-making is
centralised at MOHP, the hospital management have little control over the financial,
operational and strategic management of the hospital. At this point in time, the issues
relative to decision-making cannot be addressed until legislation has been passed:

4.2.1.1.0rganisational development & review

The organisational structure is developed at central level with inputs from the hospital. The
hospital is not able to align their organisational structure with its strategic objective in terms
of both service delivery and managerial lines of responsibility and communication.
Organisational development largely depends on the way that a hospital is structured but the
current hospital organogram doesn’t identify the reporting, managerial and professional
relationships of all hospital staff members. A senior manager within the organisation
(probably the Human Resources Manager) should have the responsibility for reviewing the
organogram annually to ensure that it is aligned to the strategic objective and accurately
reflects changes in accountability and responsibility at ground level.

4.2.1.2.Personnel administration

The lack of authority of both hospital and human resource managers within the hospital
provides no incentives for efficient personnel management. The centralised personnel
management systems are so cumbersome, slow and unresponsive that managers frequently
give up attempting to manage their most important resource. This leads to man-hours lost
and low productivity levels throughout the hospital.

4.2.1.3.Medical stores

The hospital manager cannot achieve acceptable levels of service delivery without essential
drugs. The continuous “out of stock” items are increasingly and adversely impacting on
patient care, which also affects protocols. Hospital managers cannot obtain critical drugs and
the current centralised medical store system is seen to be very slow, inefficient and
unresponsive, and it is clear that no effective interaction or communication exists between
the hospital and the central medical store. However, the central medical stores are bound to
the percentage of budget allocated to each of the hospitals, by the MOHP. This illustrates
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that the consumption of drugs and medical supplies are not the main driver in budget
allocations or drug distribution to hospitals.

Drug and medical supply donations are creating more chaos in terms of the over-supply of
stock which hospitals are either not able, or need to use.

4.2.1.4.Financial management

No sophisticated financial infrastructure exists due to the current level of management
responsibility delegated to the hospital. Basic and minimal procedures exist for setting an
annual budget, which needs prior approval by the MOHP. Although information on
expenditure against budget for some areas is provided on a monthly basis, it is not clear if all
financial transactions comply with the Malawi Department of Treasury regulations on
Financial Accounting practise. The financial manager accountable for the hospital financial
management is not in a position to sign a statement to the effect that he has read,
understood and will comply with the Malawi Department of Treasury regulations and
instructions on financial accounting and practise. In addition, the hospital does not have the
authority to take responsibility for the management of salaries, internal audit, and cash
management, amongst others.

4.2.1.5.Procurement

The hospital has authority to purchase up to the amount of MK300 000 for goods, and up to
MK450 000 for services, with three quotations required. The process of obtaining approval
for the invitation of tenders on services and goods takes too long and impacts negatively on
service delivery in terms of patient care. Patient care requires rapid response time when it
comes to stock items such as food supplies, equipment and cleaning materials. All
requirements above MK300 000 must go out on tender approved by GCOU (Government
Contracting Out Unit).

4.2.1.6.Clinical service contracting

The contracting of services is also centrally managed which often results in the hospital
being without specialised and/or essential services. The laboratory service contracts expire
at the end of January 2004, and while the hospital has submitted its recommendations and
motivations to the central office for approval well in advance, it has to date not received any
feedback or response. It is unreasonable to expect the service provider to wait until the last
minute for the MOHP, and will no doubt accept business elsewhere, leaving the hospital
without an essential service for the patients which severely impacts on the service delivery
and quality of care to patients.

4.2.2. Decentralised Management from Hospital to Cost Centres

The hospital organisational structure does not allow for cost centre management. The
following aspects, which are critical for effective unit operations, are centralised:

4.2.2.1.Hospital centralised budgeting and insufficient expenditure reviews

The Hospital Budget Committee compiles five different annual budgets for the hospital. The
minimal procedural guidelines should be in place for providing information and reports on
expenditure against budget, to the different units on a monthly basis. This area is not
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adequately addressed through the current procedures. Unit supervisors are requested to
submit their specific requirements, which are then costed by the Hospital Budget Committee
and prioritised by the Internal Procurement Committee. Units are therefore not entirely
aware of budget allocations and expenditures against their respective budgets, and unit
expenditures are not reviewed or analysed in relation to their budgets, hospital objectives
and outputs. This means that the overall hospital performance can therefore not be
measured.

4.2.2.2.Poor personnel management

Some units are not in control of their personnel, as staff rotate between units without a
coordinated scheduling control mechanism. No attendance registers are maintained and
individual employees can therefore stay away from work without being identified. Given the
existing staff shortages this has a severe impact on patient care and service delivery. The
lack of appropriate leave management and absenteeism systems also contribute significantly
to staff being away from their workstations without proper leave planning, and compounded
with the critical staff shortages, has a major negative effect on service delivery. Personnel
administration is done centrally with no local control mechanisms in place, which creates
ideal opportunities in certain cases, to either stay away from, or not perform properly, in all
categories and levels of staff.

4.2.2.3.Inappropriate revenue management

The hospital does not set any revenue targets for its paying wards. Without determining
potential revenue estimates, the hospital cannot review its performance of revenue
generation and collection. This also limits the hospital's ability to evaluate billing and debt
collection. The current revenue management is done centrally and units are not informed on
the criteria and procedures for revenue distribution.

4.2.2.4.Insufficient performance review

Virtually no hospital performance reviews are done. Effective analysis of resource allocation
per unit according to performance can therefore not be done. Over-resourced units will retain
their status quo and those units that are struggling will keep on struggling unless the system
IS rectified.

4.3. Critical Area for Intervention: Development of Cost Centre Management

4.3.1. Intervention: Development of Cost Centre Management

The selection of an appropriate intervention for decentralisation of management was made
on the basis of identifying the critical area that can be changed prior to legislation being
passed. The intervention is also proposed because it can be implemented by/with in the
hospital and will have a significant impact on service delivery and improve patient care. By
establishing cost centres the various units can be managed as individual cost centres with a
clearly defined service delivery framework, specific workload related staff allocation,
appropriate budget allocation, and expenditure and performance reviews. The hospital
management can do accurate planning and identify critical problem areas through cost
centre analysis. Cost centres will also form the base for implementation of certain of the
other interventions proposed.
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The creation of cost centre management will have a positive impact on all clinical units
because of resources being allocated appropriately. Administrative units and logistical
support units will benefit because they will be able to do accurate costing of resources used
and allocated to each cost centre. The hospital management will benefit because cost
centres will enable them to do adequate planning for service delivery and this will also put
them in the position where they are able to do accurate budgeting and performance reviews.
The patients will ultimately benefit the most from cost centre creation because of streamlined
and appropriate workload-related resource allocation.

4.3.2. Performance Indicators: Development of Cost Centre Management

Milestone/ Performance Description Target Month

Indicator

Cost Centre Organisational | Completed organogram based on the | February 04

Structure Developed cost centre principles.

Cost Centre Resources Staffing and budget allocations done March 04
Allocated according to cost centre structure

5. STRATEGIC AND OPERATIONAL PLANNING AND PERFORMANCE

MANAGEMENT

5.1. Activities

The survey focussed on the following issues:

Status of business planning and management cycle

Action plan for strengthening business planning and management cycle that will be
facilitated by mentors

Identify key performance indicators for business planning and management cycle in
central hospitals, establish baseline and formulate realistic targets for strengthening
business planning and management cycle

Compile composite list of all key performance indicators for monitoring quality and
efficiency of hospital services proposed by different sections of baseline survey. Select
core list of indicators that will be monitored routinely by hospital management

Phased action plan for development of an Integrated Performance Management System
(IPMS) which will include prioritising integration of various datasets, phased development
of reporting function and development of an appropriate software tool
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5.2. Key Findings

5.2.1. Hospital Business Planning

The hospital does strategic planning from a budgetary point of view, and all strategic
objectives and goals are aligned with the budget compilation process. Although the MOHP
has a strategic framework, the hospital does not have a consolidated annual business plan.
However, they do have a strategic financial plan which incorporates sections of personnel
budget, capital development budget, maintenance budget and recurrent expenditure budget.
There is no annual hospital performance review report with the hospital business plan used
as a baseline.

5.2.2. Integrated Service Delivery Framework

The number of beds within the various clinical units do not relate in any way with the number
of patients and the number of admissions in specific units. For example, patients are
admitted to the paediatric ward, which has 50 beds, but is currently holding 80 inpatients. An
integrated service delivery framework defines the type, level and the quantity of services to
be delivered in a unit and links logistical and clinical support service units with clinical units to
ensure optimal service delivery. In turn, this has a significant effect on the expenditure of the
units in relation to their workloads. The lack of operational planning may result in
inappropriate expenditures in clinical areas, and also contributes to ineffective performance
management in terms of service delivery protocols. The hospital renders all levels of care
within the health system probably at inappropriate costs. It is subsidising District Hospital
Services and Health Centre services. Without a clear integrated service delivery framework
the hospital will continually demonstrate high expenditure and inappropriate levels of care.

5.2.3. Availability of Accurate Information

For any hospital to do adequate strategic, service and operational planning, it needs
accurate and readily available information. Currently a wide range of data sets are available
but the accuracy and relevance thereof is questionable, which means that hospital planning
is not always reliable or valid.

5.2.4. Hospital Performance Management

Virtually no hospital performance management is done, as performance is not measured
against set objectives and benchmarks are not in place. Expenditure is also not analysed
against workloads within the various clinical and other units, although selected analysis is
done within certain units, but not to the extent of measuring performance. No integrated
system or approach exists for hospital performance management, and managers do not
have a set of key hospital performance indicators that can be used for hospital performance
reviews.
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5.3. Critical Area for Intervention: Hospital Business Planning

5.3.1. Intervention: Hospital Business Planning

The term “business planning” is used to refer to the overall annual strategic and operational
planning exercise for the hospital. The hospital must be managed as a non-profit business,
which means that all aspects of business planning should be addressed when strategic and
operation planning is done. It is however critical that the planning cycle and plan format be
established and developed because the hospital business plan needs to be aligned with all
strategic planning frameworks within a national context. The following areas should be
incorporated in the hospital business plan:

e Hospital mission and vision

e Short- and medium-term objectives

e Service delivery and quality of care framework
e Human resource management and planning

e Capital planning framework

e Hospital information system framework

e Organisational development framework

e Budget forecasts and planning

¢ Risk management

The establishment of a business planning cycle and appropriate business plan format will
have an impact on the organisational development and long-term planning of the hospital.
Resource management will be done according to the business plan, which will also be the
baseline for performance reviews in terms of expenditure and patient care. A comprehensive
business plan will enable hospital management to manage the hospital as a business,
optimising resource utilisation in relation to outputs or service delivery. The MOHP will
benefit from the hospital business plan because it illustrates the hospital's strategic intent
and profile, and will also provide them with a baseline for reviewing the hospital’'s
performance and achievements against set goals and targets.

5.3.2. Performance Indicators: Business Planning

Milestone/ Performance Description Target Month
Indicator
Business planning cycle Business planning process & time March 04
established frame established and approved.
Business plan format Business plan format approved and April 04
developed available for distribution.

5.4. Critical Area for Intervention: Hospital Performance Management
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5.4.1. Intervention: Hospital Performance Management

In order for any hospital to undertake effective performance management, it needs
accessible and accurately processed information that is a true reflection of the operational
activities in the hospital. Currently there are several information systems operational within
the hospital, but each one has its own purpose and specific outputs addressing specific
requirements. These outputs are not all accurate and are not processed into a format that
management can use for effective decision-making. Management’s requirements are: being
able to access all information sets that are already processed and analysed on a single
integrated dataset. The development of an integrated performance management system
(IPMS) through the incorporation of all existing information system outputs and establishing a
user-friendly reporting interface would address these management requirements.

Through the IPMS, both the day-to-day and strategic management of the hospital will
improve significantly. With set performance indicators processed and measured through
IPMS, hospital management will have a hands-on, real-time decision-making tool providing
them with all relevant information they need to manage the hospital.

5.4.2. Performance Indicators: Hospital Performance Management

Milestone/ Performance Description Target Month
Indicator
Information systems All existing information systems April 04
Interface Established (MASH, PMIS, HMIS) interface with
IPMS
Hospital performance Integrated performance management | September 04
management system system (IPMS) development
developed completed and piloted.
Hospital performance IPMS implemented and rolled out. December 04
management system
implemented

6. FINANCIAL MANAGEMENT

6.1. Activities
The survey focussed on the following issues:
e Financial management of cost centres
¢ Feasibility of revenue management system and the management thereof

e Assessment of the management accounting system for hospitals (MASH) and
formulation of a plan to incorporate MASH into a comprehensive integrated
performance management system (IPMS)
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e Identify key financial performance indicators that will be utilised in expenditure and
performance reviews of central hospitals to be initiated in the second year

6.2. Key Findings

6.2.1. Budgeting Process, Cycle and Format

The hospital's centralised budgeting process creates a gap between the budget allocation
and expenditure of units. Units are not aware of the funding brackets available or the
allocation thereof. The hospital has a committee that meets on budget compilation and an
internal procurement committee that prioritises needs submitted by the various units. From
the submitted needs, a budget is compiled. The hospital has five different budgets:

e Recurrent expenditure budget

e Personnel budget

e Capital planning/maintenance budget

e Drug and medical supplies budget (not hospital based)
e Supplementary recurrent expenditure budget

Although units are represented on the budgeting committee they are do not set budgets for
their own respective units. Units do not have comprehensive budgets against which they can
monitor expenditure. They are therefore unable to do analyses of expenditure against
workloads and set objectives.

6.2.2. Revenue Management

The hospital has no formal revenue management system in place. Analysis is done on the
fluctuation of revenue which is collected on a quarterly basis. Analyses of potential revenue
that can be collected, revenue identified (billed), and actual revenue collected against paying
patient workload is not done. Annual revenue targets are not set. This is critical, especially
with the MOHP policy that the retention of 80% of revenue collected has been approved and
implemented. There are various developments underway on the patient classification
structure and patient fee structure system. However, once these structures are approved
they need to be implemented within the context of optimizing the system through
identification, billing and collection of revenue as well as the setting of revenue targets. The
implementation of these structures without having an appropriate revenue system to
implement it with, will not achieve the anticipated increased effectiveness in the revenue
management process.

6.2.3. Expenditure Reviews

The existing expenditure reviews are not adequate in addressing the various areas of
expenditure containment. Expenditures from the various units are not analysed in relation to
their outputs/workloads. There are no means of identifying inappropriate expenditure other
than the internal procurement committee prioritising the needs submitted by the units. These
priorities are not always aligned with the service delivery outputs of the units. There is a
general feeling that not all of the unit supervisors are appropriately trained for effective
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financial management. This is given as the main reason why the finance function is
centralised to such a large extent.

6.2.4. Management Accounting System for Hospitals (MASH)

The Management Accounting System for Hospitals was recently developed and introduced
at Lilongwe hospital. The MASH system was used patrtially in assisting the hospital with its
human resource audit process. The MASH system is designed as a very comprehensive
system, which incorporates almost all aspects of hospital information and human resources
systems. This could be used as a costing tool that can calculate expenditure per unit and
per item. However, MASH is too complex a system for establishing the basic management
inputs and outputs required to support day-to-day decision-making. The PMIS, HMIS, PAM
and DHIS all provide information that can be incorporated into MASH. Currently not all the
required data fields within the MASH system are captured because it requires immense
detailed analysis and costing e.g. square meters utilised by a person, costing each pen,
paper and whatever equipment was utilised. This is too detailed for the existing information
systems and could only be activated once the systems “feeding” MASH are producing
accurate information reflecting the true nature of each specific area. There are, however,
specific utilities within the MASH system that can be utilised with minimal inputs. These
basic areas of the system will be incorporated into the IPMS.

6.3. Critical Area for Intervention: Strengthening Revenue Management

6.3.1. Intervention: Strengthening Revenue Management

The main focus for this intervention will be to strengthen the management of revenue through
the development and implementation of a revenue management model. The revenue model
will incorporate the patient classification structure, patient fee structure and the procedure
description. The incorporation of the above into the model will generate the following outputs
by analysis of these structures in terms of actual patient workloads:

e Accounts/Cash raised (Revenue identified)
e Revenue collected

e Cash fees collected

e Potential revenue (Target)

e Percentage of potential revenue claimed

e Percentage of potential revenue collected
e Percentage of identified revenue collected
e Approximate % of cash fees collected

e Total revenue lost

From the above outputs the hospital can monitor and manage revenue effectively. By
analysing the various revenue indicators with assistance of the model, it will be possible to
highlight where problems are occurring in revenue management.
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Improvement of revenue management is crucial, especially now that the hospital can retain
80% of all revenue collected. Patient care can be improved significantly if the hospital can
invest 80% of revenue collected in the upgrading of facilities and the ward environment. This
will attract more paying patients, which again will increase the revenue.

6.3.2. Performance Indicators: Strengthening Revenue Management

Milestone/ Performance Description Target Month
Indicator
Revenue management Incorporation of patient classification January 04
model developed and patient fee structure into the
revenue model.
Revenue model Revenue model implemented, users March 04
implemented trained and outputs monitored.

6.4. Critical Area for Intervention: Expenditure Review Improvement

6.4.1. Intervention: Expenditure Review Improvement

The hospital submits budgets to MoHP annually, which then allocates a specific amount for
the financial year for the hospital. This budget allocation from MoHP is not necessarily the
amount requested by the hospital and in most cases is less than the approved monthly
budget. The hospital must prioritise all needs according to specific criteria.  Without
expenditure control in the form of reviews, hospital management will not be able to manage
expenditure effectively. Through establishing a financial review format, hospital management
and cost centre supervisors will be able to have hands-on control over expenditure per unit.
This will have a significant impact on cost control if implemented as part of cost centre
management.

6.4.2. Performance Indicators: Expenditure Control Improvement

Milestone/ Performance Description Target Month
Indicator
Format for financial review | Financial review formats and May 04
established establishing financial review sessions
with managers.
Cost centre managers Financial review principles and June 04
trained formats workshops for all cost centre

managers conducted.

7. DOCUMENTATION OF HOSPITAL MANAGEMENT SYSTEMS
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7.1. Activities
The survey focussed on the following issues:

e Establish current status of the documentation of hospital management systems in
each hospital in terms of written policies/ procedures/ and processes. This includes
procurement and financial management systems (including revenue management),
personnel administration, patient administration including PMIS, monitoring and
evaluation systems including HMIS, governance, quality assurance, clinical support
systems (including X-ray, laboratory, dental, pharmacy, rehabilitation) and non-clinical
support systems (including PAM, transport, catering, laundry, waste disposal).

e Assess availability of documents to hospital managers.

e Identify priorities for documentation (and improvement in accessibility) to facilitate
hospital autonomy.

e Propose an action plan for documentation of management systems in each hospital.

e Identify key performance indicators for documentation of management systems in
central hospitals, establish baseline and formulate realistic targets for strengthening
documentation of management systems.

e Contribute to the selection of a core list of key performance indicators that will be
monitored routinely by hospital management and proposal on phased action plan for
development of the IPMS.

7.2. Key findings

Policy documents are issued by the MOHP and other Ministries on an ad hoc basis that are
relevant to most management systems. However, these documents are not readily available
to all employees that are required to implement them.

There is a general lack of documentation of management processes and procedures and
virtually no formal management manuals exist. The lack of procedural guidelines means that
there is in general no framework within which to operate and that performance cannot be
measured as norms and standards have not been set. The policies, as determined by the
MOHP, should be used as the basis from which to work, and the procedures that outline the
step-by-step process to follow should emanate from these policies.

The lack of procedural documentation for both clinical and non-clinical services could hamper
effective day-to-day hospital management and service delivery. The majority of the current
systems are run manually, often without the correct mechanisms in place for optimal
expenditure and cost management. Sections appear to be run on a “silo” approach and
information is not consolidated.
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7.3.

Critical Intervention: Documentation of Management Systems

7.3.1. Intervention: Documentation of Management Systems

In order to improve day-to-day hospital management, policy and procedure manuals will
need to be developed for all management systems in both Clinical and Non-Clinical Support
Services. The necessary forms and documentation should be developed and/or upgraded
and based on a systemic approach to hospital information management. Manuals need to
be developed for the following systems:

e Procurement and financial management systems (including revenue management)

e Human resource management (Refer to next section)

e Patient administration including PMIS and monitoring and evaluation systems such

as HMIS

e Governance (Deferred till strategic framework approved)

e Quality assurance (Incorporated in each system)

e Clinical support
rehabilitation)

systems (including X-ray,

laboratory,

dental, pharmacy,

e Non-clinical support systems (including PAM, transport, catering, laundry, waste

disposal).
7.3.2. Performance Indicators: Documentation of Management Systems
Milestone/ Performance Description Target Month
Indicator
Framework for Financial and Collect documentation, design April 2004
Procurement policy and framework, identify development
procedure manual designed requirements
Financial and Procurement Develop manual with August 2004
policy and procedure manual documentation of policy, processes
developed and procedures
Pilot run of Financial and Key Financial and Procurement Oct 2004
Procurement policy and staff, management and other users
procedure manuals trained
Select key clinical support and | Identify and prioritise key clinical July 2004
clinical services for manual policy, procedures and guidelines
development required
Develop policy and procedure | Clinical policy, procedures and Nov 2004
guidelines manuals for selected | guidelines developed
clinical support and clinical
services
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Milestone/ Performance Description Target Month

Indicator
Implement selected clinical Clinical staff trained and system Feb 2005
support services and clinical implemented
procedural guidelines in
hospitals
Select key non clinical support | Identify and prioritise key policy, May 2004
services for manual processes, procedures and
development guidelines required

Develop policy and procedure Non-clinical policy, procedures and | September
guidelines manuals for non- guidelines developed 2004
clinical support services

Implement non-clinical Non-clinical support services staff | Jan 2005
procedural guidelines for non- | trained and system implemented
clinical support services in

hospital
Design a new Transport Collect documentation, design April 2004
System framework, identify development

requirements
Transport policy and procedure | Develop transport manual with June 2004
manual developed documentation of policy, processes

and procedures

8. HUMAN RESOURCES MANAGEMENT

8.1. Activities
The survey focussed on the following issues:

¢ Review Human Resources management policies, procedures and processes currently
available at central hospitals;

e Identification of crucial deficiencies in Human Resources management that hinder
efficient utilisation of human resources at central hospital level;

e Proposal of an action plan for strengthening Human Resource management in each of
the central hospitals;

e Identification of key performance indicators for Human Resource management in
central hospitals, as well as the establishment of a baseline and the formulation of
realistic targets for strengthening care delivery;
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e Assessment of in-service training programmes of health workers with regard to
management systems, and recommendations on the impact of effective
documentation of management systems that can be incorporated into training
materials and training programmes;

e Make recommendations on the compilation of a senior hospital manager’s “toolkit” that
will assist managers in optimal hospital management.

8.2. Key Findings

8.2.1. Lack of Human Resources policy and procedure manuals

There is a general lack of human resource policy and procedure manuals, and what is
available, is not always up to date. Certain Human Resources documents are available but
the forms only record data, without the necessary means of recording, verification, analysis
and consolidation.

8.2.2. Human Resource Management

Human Resources management is loosely run and the function is not integrated with the
strategic and operational hospital management. Human Resources statistical data is not
always available or consolidated and reports provide fragmented information.

8.2.3. Performance Management

No Performance Management System is in place and the annual salary increases are not
subject to any formal performance rating or evaluation. No performance agreements or other
performance-related documents are available. There is no mechanism in place to identify
training needs, or to track individual development plans.

8.2.4. Human Resources Plan

There is no Human Resources Plan in place.

8.2.5. Post and Job analysis

Job Descriptions are not in place, and what are available, needs to be upgraded.

8.2.6. Regqistry System

The Registry Office lacks procedural guidelines and does not have an effective mail or staff
filing management system. Incoming and outgoing mail is not recorded; mail is not collected
or delivered to the various sections in the hospital.

Salary slips are not always delivered or signed for by the section heads or the individual
employees, and are often left lying around in the Registry. Employee numbers are not
recorded on the personnel files and each file has been assigned another number, located in
a different register. Finding files is therefore time-consuming and the files contain large
volumes of information.
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8.2.7. Human Resources Development and Training

There is no Human Resources Development and Training policy and procedure manual, and
no training-related information or documentation is available. Training Needs Analyses are
not conducted, individual development plans are not in place, and there is no Skills and
Competency database.

8.2.8. Staff Attraction and Retention Strateqy

No Staff Attraction and Retention Plan is available, nor is there a specific strategy in place for
the employment of foreign-qualified doctors. There appears to be no Memorandum of
Agreement with local or international academic institutions at the hospital level.

8.2.9. Leave Management System

The Leave Management system is not functional and there is no procedure or documentation
in place. The current leave records are not up to date and the leave application form reflects
what each individual states the leave balance to be. No leave reconciliation is done and no
monthly leave reports are generated for verification by each individual.

8.2.10.Development of the Manager’s Toolkit

There are no guidelines for managers and no Management Development Programme is in
place for management, other than the centrally arranged block of training that clinicians
attend prior to commencing duties at the hospital, and documentation on this was not
available.

8.3. Critical Intervention: Human Resources Policy and Procedure Manuals

8.3.1. Intervention: Human Resources Policy and Procedure Manuals

Of critical importance are the development of the HR policy and procedure manuals as well
as the development and/or upgrading of all the relevant forms and documentation. This will
provide management and staff with an established framework and guidelines within which to
optimally manage human resources. The current system consists of a series of circulars sent
to the hospitals for distribution.

Training, coaching and guidance will on an individual basis, or for no more than three people
at any given time. Empowerment through this process should result in increased levels of
knowledge and motivation.
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8.3.2. Performance Indicators: Human Resources Policy and Procedure Manuals

Milestone/ Performance Description Target Month
Indicator

Human Resources policy and | Develop Human Resources policy | April 04
procedure manual developed and procedure manual with

documents
Pilot of Human Resources Key Human Resources staff, June 04
policy and procedure manual management and other users
completed trained
Roll out plan developed Training and implementation plan | July 04
formulated

8.4. Critical Intervention: Human Resource Plan

8.4.1. Intervention: Human Resource Plan

An Integrated Human Resources Plan that is aligned to the Hospital Strategic Plan will be
written and implemented. This will incorporate all critical factors and will have measurable
outputs for each year, and the contents thereof will be presented in section-based
information workshops, including management.

8.4.2. Performance Indicators: Integrated Human Resources Plan

Milestone/ Performance Description Target Month
Indicator

First draft Integrated Human First draft finalised and discussed | February 04
Resources Plan framework with key role players for input
developed
Second draft Integrated Input from key role players July 04
Human Resources Plan incorporated and presented to
framework completed Management for acceptance

8.5. Critical Intervention: Registry System

8.5.1. Intervention: Reqistry System

A new Registry System will be developed and implemented, with procedure manuals on the
different sub-sections in Registry. This will incorporate revised management systems for
mail, staff files, payslip registers, attendance registers and management of all hospital
documentation and archive systems.
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8.5.2. Performance Indicators: Reqgistry System

Milestone/ Performance Description Target Month
Indicator
Registry system designed Mail management, new staff files Mar 2004

(with sub-files) and payslip
management systems.

Policy and procedure manual Formulation of procedural May 2004
for Registry developed guidelines completed

Pilot run of new Registry Systems in place and registry staff | July 2004
System completed trained in registry management

8.6. Critical Intervention: Human Resources Development and Training

8.6.1. Intervention: Human Resources Development and Training

The Human Resources Development and Training policy and procedure manual will be
developed. This will include new and/or revised documentation for training. A
comprehensive Training Needs Analysis will be conducted and management and staff
training needs, current competencies and skills will be incorporated into a consolidated Skills
Database.

Individual Development Plans will be drawn up and incorporated into the Performance
Management System. A Management Development Programme will be developed that
incorporates both in-house and external education, training and development as part of
individual Career Path development and Succession Planning.

8.6.2. Performance Indicators: HR Development and Training

Milestone/ Performance Description Target Month
Indicator
Human Resources Training HR Training and Development September 04

and Development policy and | policy and procedure and relevant
procedure manual developed | documents, forms and records in

place
Human Resources Training Human Resources Training and November 04
and Development policy and | Development procedures
procedure manual implemented and users trained

implemented
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8.7. Critical Intervention: Staff Attraction and Retention Strategy

8.7.1. Intervention: Staff Attraction and Retention Strateqy

This will be developed and presented to management as part of the Human Resources Plan
and will incorporate inputs and collaborative agreements with the relevant academic

institutions.

8.7.2. Performance Indicators for Staff Attraction and Retention Strateqy

Attraction and Retention
strategy

management and users trained

Milestone/ Performance Description Target Month
Indicator
Develop strategy to retain Presentation of first draft of strategy | February
current staff and to attract to management, get inputs and do 2004
new staff final draft.
Implementation of Staff Strategy implemented and April 2004

8.8.

Critical Intervention: Leave Management System

8.8.1. Intervention: Leave Management System

The Leave Management system will be developed and implemented, together with new
forms and documentation. The generation of accurate leave printouts, annual leave planner
template and updated records on each employee’s file must be implemented.

8.8.2. Performance Indicators for Leave Management System

Milestone/ Performance Description Target Month
Indicator
Leave Management policy Collect documentation, design March 2004
and procedure manual framework, identify development
designed requirements
Leave Management policy Leave Management procedures, May 2004
and procedure manual and documents, template, records and
documentation developed reports developed
Pilot run of new Leave Leave procedures and June 2004
Management System documentation implemented and
completed users trained
Roll out and training plan Training needs identified and July 2004
developed implementation plan formulated
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8.9. Critical Intervention: Development of the Manager’s Toolkit

8.9.1. Intervention: Development of the Manager’'s Toolkit

Development of the Manager’s Toolkit is quintessential to successful management in both
non-clinical and clinical support services. The toolkit will contain management and
leadership guidelines on human and other resources management:

e Synopsis of the most important human resources policy procedures
e Guidelines on the Staff Performance Management System

e Framework for dealing with disciplinary and grievance matters

e Guidelines for effective conflict resolution

e Mentoring, management and leadership framework

e Guidelines on effective interpersonal skills

e Framework for effective communication and meetings

o Effective people management guidelines

e Guidelines on motivating staff

The contents of the Toolkit will be explained to managers through small individual coaching
and/or small workshops of no more than three people at any given time.

The Toolkit will be an essential aid for the Management Development Programme, which will
provide the framework for individual development, career path and succession planning is an
essential part of management development.

8.9.2. Performance Indicators: Manager's Toolkit

Milestone/ Performance Description Target Month
Indicator
Management Toolkit designed Collect documentation, design April 04

framework, identify development
requirements

First Version of Management Key guidelines developed and June 04
Toolkit developed first version produced
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9. HEALTH MANAGEMENT INFORMATION SYSTEM:

9.1. Activities

The survey focussed on the following issues:

Establish current status of the HMIS in each hospital. This will include the capacity
to provide timely and reliable information that can be used for management
purposes.

Propose an action plan for strengthening the HMIS in each hospital.

Identify key performance indicators for HMIS in central hospitals, establish
baseline and formulate realistic targets for strengthening HMIS.

Make recommendations on how key information from HMIS can be integrated into
the IPMS

9.2. Key Findings

Significant progress has been made in terms of the collection and collation of data from the
various units within the hospital. This is emphasised by the following observations:

The HMIS dataset is almost complete (data from ICU is missing, but Dr Burmeister
indicated that she was more than willing to provide data);

Feedback reports have been provided by Ms Kaima to various departments, and
some specialists/departments have commented on them (even though in many
cases the comments stated that this data did not accurately reflect the situation in
the hospital, or alluded to the missing gaps in the data);

Some financial data has been entered into the system;

The PMIS is a very exciting development and appears to be very promising. It is
well used and has being expanded to other sections in the hospital. The use of the
system in the paediatrics ward was extensive and impressive;

There is some awareness of the value of information, and a growing appreciation
that this aspect needs to be improved.

There is also a recognition that data is not of a high quality, does not reflect the
picture accurately, and that the disease profiles are not accurate.

It is believed that with very small time investment, some significant steps can be
taken to strengthen the system and improve the quality of the data. In order to
understand these aspects, the following diagrams were drawn to highlight the
issues:

In figure 1 we see the process of a patient entering the hospital, and either being admitted or
sent home. From the outpatient encounter, data is recorded in the OPD/Casualty Register,
and this is consolidated on a quarterly basis in a report that is submitted to the HMIS office
for data capture into the District Health Information System (DHIS).
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From the in-patient encounter, two sources of data are used (the admissions register, and
the ward record book) to complete the quarterly ward report.

In the HMIS office this data is entered into the DHIS.

Problems occur in the flow of data from the various sites where patients are seen, to the time
when the data is entered into the DHIS. These problems are highlighted by the thick (red)
arrows, and generally reflect problems in data collection and transcription of numbers
(aggregated data).

9.3. Critical Area for Intervention: Strengthening Hospital Management Information
System

9.3.1. Intervention: Strengthening Hospital Management Information System

It is envisaged that the quality of data can be improved, firstly, by:

e Clarifying flows in OPD/casualty, and making sure that all points are well covered
in terms of recording patient data (stopping the gaps in the system)

e Clarifying data elements needed (wards and OPD) — there are some data
elements that are seldom used, or which record highly inaccurate information. This
step involves prioritizing those that are considered important for each department,

Patient Flow Info component
Patient enters system !
ﬂ OPD/Casualty OPD/Casualty
Register = Report
Initial outcome: ﬂ
/ X [ HMIS
Home Admission Ward Admissions ﬂ

ﬂ Register \
Ward Report

Diagnosis Ward record
ﬂ book / I
Separation \

Figure 1: Areas where data quality can be improved
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clarifying their definitions, and mechanisms of recording the information.

Refining data collection tools — for example, a simple midnight census form would
improve data on the numbers of in-patient days

Interfacing the PMIS with the DHIS would eliminate a number of steps in which
inaccuracies enter the system.

The above steps will ensure that the primary sources of data collection are improved.
Following this, the collation through the reports from the wards and OPD needs to be
strengthened. This will ensure that accurate data flows into the HMIS, following which we will
pay attention to the generation of reports and feedback to the wards. This latter step will

entail

Use of DHIS report generator functions to make reports available on a regular
basis

Participating in review meetings on HMIS to ensure that heads of departments are
satisfied with reporting format and data accuracy

The proposed process for this will be based on the following:

Developing close linkages with the HMIS team (Ms Kaima and ward staff) at the
hospital so that their ability to manage the system is developed;

Working closely with heads of department in each of the departments to clarify
their needs;

Working closely with the ward and OPD staff responsible for the primary data
collection to make sure that they understand the principles and importance of
accurate information.

9.3.2. Performance Indicators: Strengthening Hospital Management Information System

Milestone/ Description Target Month
Performance
Indicator
PMIS interfaced with | Through interfacing the two systems March 04
HMIS electronically errors in the transcription of
data are reduced

Quarterly reports Through discussions with management and | April 04
produced and clinical heads of department a format for
circulated production of quarterly reports based on the

HMIS is determined and implemented

Improved accuracy of | Through the process of clarifying data flows, | May 04
HMIS data and data elements and indicators required,

the data set will reflect more accurately the
service delivery profile of the hospital
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10. MANAGEMENT OF EQUIPMENT, DRUGS AND MEDICAL SUPPLIES, AND
DENTAL, RADIOGRAPHIC AND MEDICAL LABORATORY SUPPLIES

10.1. Activities
The survey focussed on the following issues:

e Establish current status of standardization and specification of essential equipment
for each clinical and support service.

e Propose key activities for strengthening management of equipment in collaboration
with PAM project.

e Make recommendations on how key information from PAM software can be
integrated into the IPMS.

e Establish current status of drugs and clinical/medical supplies management.

e Propose key activities for strengthening drugs and clinical/medical supplies
management in each central hospital.

e |dentify for these areas key performance indicators, establish baseline and
formulate realistic targets.

10.2. Key Findings: Medical Equipment Procurement and Maintenance

From discussions with heads of Departments and staff within the PAM team, it was apparent
that there is a

¢ Need to implement the policy on Physical Assets Management within the hospital
e Lack of standardization of equipment both within and between departments
e Absence of prioritization of equipment needs

e Lack of standardised specifications for equipment detailing compatibility
requirements, etc

e Need for greater co-ordination between departments

e Concern, raised by staff, that Malawi does not necessarily have the expertise to
deal with sophisticated equipment

The result of this is that in many instances, donated equipment may in fact, be not needed,
contrary to specifications and therefore if parts break, they may not be able to find
replacement parts. It was also apparent that in some instances, donations consisted of
defunct and out-dated equipment. Because the policy on accepting equipment donations,
and the conditions attached thereto, has not been applied, the Hospital and MoHP is forced
into the category of being a passive recipient.

Based on discussions with the staff at the PAM unit, at this point there is no urgency to
interface the PLANAH database with that of the HMIS. There are however benefits to be
obtained from close collaboration with them on the development of databases, utilisation of
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common facility lists and equipment specifications, and the on-going maintenance of the

system.

10.3. Critical Area for Intervention: Strengthening Medical Equipment Procurement
and Maintenance

10.3.1.Intervention: Strengthening Medical Equipment Procurement and Maintenance

Based on these aspects, it is recommended that:

The linkages with PAM team and processes be strengthened

The policy on dealing with donated items be translated into a guideline document
for the hospital

Standards for equipment be developed — these standards should take into account
the Malawian context

Hospital equipment needs be prioritised

In order to address these areas, it is suggested that either the existing equivalent of a
“Hospital Equipment Committee”, or a committee be established in order to:

Prioritise equipment needs in the hospital

Link with the PAM unit

Co-ordinate equipment purchases, maintenance and condemning
Determine specifications for future equipment purchases

Ensure the application of the policy on Physical Assets Management
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10.3.2.Performance Indicators: Strengthening Medical Equipment Procurement and
Maintenance

Milestone/ Performance Description Target Month
Indicator

Hospital Equipment Committee | Committee established to prioritise | Feb 04
is established and meets on a needs, determine specifications

regular basis and implement PAM policy
Prioritised equipment list This will enable hospital April 04
developed management to direct donations
according to needs
Guideline document on Policy on physical assets June 04
acceptance of donated management translated into
equipment developed for guideline document for hospital
hospital
Action plan developed for Hospital management and clinical | August 04
determining specifications for heads of department will have an
equipment purchases action plan that can be used to

guide the development of
specifications for equipment
purchases/ donations

10.4. Key Findings: Pharmaceutical Supplies

Most departments express frustration regarding the way in which the Regional Medical
Stores and CMS operate. They felt that these units were not providing the kind of service or
support that they should provide to the hospital — items were often out of stock, ordered in
insufficient quantity, and often not in accordance with the specifications or needs of the
clinicians.

LCH pharmacy also has periods where certain key items are out of stock. One department
head doubted the ability of the pharmaceutical department/CMS ability to respond to data on
the seasonal variation in pharmaceutical requirements, even if this kind of data was provided
in advance as an aid to planning (e.g. as in the malaria season).

As a result of the inefficiencies in pharmaceutical supply, almost all departments have
developed coping mechanisms that allow them to provide some essential drugs to patients in
the event of the system not being able to meet their needs. This involved getting containers
of drugs from other countries, having special funds, which could be used to purchase special
items, etc.

Hospital Autonomy Program Page 29



10.5. Critical Area for Intervention: Pharmaceutical Supplies

10.5.1.Intervention: Pharmaceutical Supplies

Since there are a number of initiatives to improve controls and management of the CMS and
Regional Medical Stores, it is proposed that as an initial step, the HMIS tracking system that
tracks the out of stock items at pharmacy be strengthened. In addition, it is felt that a policy
framework for using internally generated revenue (IGR) to purchase critical items from other
sources, or to purchase items from cheaper sources be developed. In addition, after
discussions with the CMS, it became apparent that a system to determine usage of items is
needed in order to enable CMS to accurately predict needs over a year.

In order to effect these recommendations, the following is proposed:
e Strengthen system for tracking out of stock pharmacy and stores items
e Policy developed for purchasing supplies using IGR

e Investigate and develop system for determining usage by cost centres

10.5.2.Performance Indicators: Pharmaceutical Supplies

Milestone/ Performance Description Target Month
Indicator

Regular reports received from Management able to quantify the | April 2004
pharmacy on out of stock items | out of stock items

Policy for purchasing supplies Hospital management and clinical | June 2004
using IGR developed heads of department will have a
policy to guide the purchasing of
supplies using IGR

Action plan for implementation Plan available detailing August 2004
of system to determine usage of | requirements to develop cost

drugs by cost centres centre budgeting for

developed pharmaceutical items

10.6. Key Findings: Dental and Radiography Services

These departments were both visited and discussions with the persons in charge held.
Issues that became apparent are similar to those described in the section dealing with
clinical services and quality of care issues.

In terms of information systems, the same problems that were identified in the above section
are relevant, and will be addressed through the interventions on the information system. This
means that both radiology and dental services will evaluate their data collection systems, and
their data elements and indicators, and appropriate report formats.
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Issues relating to the purchase of supplies are similar to that for the other clinical
departments, and will need to be addressed through the broader strategy to improve
availability of drugs and supplies.

10.7. Key Findings: Laboratory Services

The findings in this section can be summarized as follows:

e Insufficient financial allocations, especially in terms of funding maintenance
contracts for machines/equipment

e Quality control standards were not being applied

e Poor quality services, with many basic tests not available because of mal-
functioning equipment, or absence of reagents

e A very basic information system was being consolidated by the short term Pfeizer
scholarship incumbent — this would assist in determining reagent needs and tests
processed;

e Huge inefficiencies demonstrated by fragmented lab services provided by various
laboratories in the hospital, with little collaboration, or support between one
another. In reality, it appeared as if they in fact competed with each other, and
regarding staff in particular, the “non-ministry” labs were able to attract Ministry
staff because of higher remuneration rates. This inevitably resulted in loss of staff
to these laboratories, which compounded the problems in the hospital laboratory.

10.8. Critical Area for Intervention: Laboratory Services

10.8.1.Intervention: Laboratory Services

It would appear that the most important issue to address regarding laboratory services is
around the fragmentation of lab services. It is suggested that the Hospital Autonomy
Program should initiate a high level (involving hospital management and MoHP) discussion
around the provision of laboratory services in the hospitals. A guideline document needs to
be developed which will spell out the position of the MoHP in terms of:

e supporting integrated laboratory services in the hospital;

e suggest mechanisms for providing an integrated service which ensures availability
of a minimum set of lab tests/investigations;

e ensures adherence to quality control standards in laboratories;
e prevents recruitment of staff from already depleted MoHP services;

e the conditions under which additional laboratory services will be accepted as part
of projects, spelling out in detail the types of agreements that might be negotiated,
the relative contributions to be made by each party, and the mechanisms that will
be put in place to ensure maximum benefit to the health services and achievement
of economies of scale in the provision of laboratory services;
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e how revenue can be generated from the provision of laboratory services and how,
even if this is ‘contracted out”, the ministry can still benefit from this source of
funding and continue to ensure access to quality laboratory services by the
indigent population.

Other areas of intervention relate to:

e Improvement of the information system (which will be addressed through the
intervention on Hospital Management Information System)

e Determination of laboratory expenditure by cost centre (which will be addressed
through the intervention on Hospital Management Information System and that
related to Financial expenditure reports for cost centres)

10.8.2.Performance Indictor: Laboratory Services

Milestone/ Performance Description Target Month
Indicator
Improved information system for Information system for June 2004
laboratory laboratory available and

reporting regularly

Guideline document on provision Guideline will help to co-ordinate | Dec 2004
of laboratory services in Central lab services and achieve
Hospitals produced economies of scale

Provision of regular reports on lab | Management will have access to | Dec 2004
expenditure by cost centre reports on lab tests/expenditure
by cost centre

11. CLINICAL SERVICES AND QUALITY OF CARE

11.1. Activities
The survey focussed on the following issues:
e Review quality assurance in clinical departments.

e Review progress in implementing infection control quality assurance programme at
central hospitals.

e Propose an action plan for strengthening quality assurance in clinical departments

¢ |dentify key performance indicators for care delivery in central hospitals

11.2. Key Findings: Clinical Services
During discussions with the clinical departments, it was apparent that

e The lack of quality of care in many departments was a shared concern
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A vicious cycle existed between staff shortages, lack of equipment, and patient
overload, and that these contributed to an inability to try to improve the quality of care

Departments need to clarify their core functions and levels of care (this despite the
fact that quite an extensive exercise had been undertaken some time back to clarify
the levels of care that each department would provide). It was pointed out that in many
instances, while the hospital claimed to be providing tertiary care, it was in fact hardly
able to deal with the load placed on it by patients requiring primary care services.
Once these issues were clarified, staffing needs could be determined, equipment
needs relevant to the level of service could be developed, and clarification of other
needs would follow.

The priority areas for developing quality of care programmes were the infection control
program (which had already been initiated) and certain departments had identified a
need for developing standard treatment guidelines.

Discussions during the feedback session highlighted the interdependency between hospital
services, and primary health care services in the district. To this end it was recognised that:

11.3.

Hospital functioning was influenced by the quality of referrals from PHC services;
Poor quality services in PHC would place a load on the hospitals;

That drug supply to clinics was now expected to improve because the CMS were
supplying direct to the clinics and not going through the district offices;

A single entry point for all patients was required at the hospital (at present patients
were entering the system from all over). By establishing this process, it would be
easier to ensure that only referred patients accessed the hospital.

Critical Area for Intervention: Clinical Services

11.3.1.Intervention: Clinical Services

Define levels of care. This should be done along with an evaluation of services
provided in the PHC sector;

Implement mechanisms to monitor level of care provided to patients. This included
steps such as establishing a common entry point to the hospital for all patients, the
acceptance of definitions of levels of care, and attempts by departments to provide
services appropriate to their status as a tertiary care centre;

Strengthen the infection control programme

Support the development of clinical guidelines where requested
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11.3.2.Performance Indicators: Clinical Services

Milestone/ Performance Description Target Month
Indicator
Levels of care defined and A basic requirement in order to Feb 2004
accepted by hospital determine type of care, equipment
management and clinical and staffing needs at the hospital
heads
Indicators determined to Indicators to monitor types of April 2004
monitor provision of admissions taking place and
appropriate level of care. whether they are appropriate for the
level of care
Action plan clarified for A plan is available for strengthening | April 2004
strengthening the infection the infection control programme
control programme.
Strategy for supporting Strategy for clinical guideline June 2004
development of clinical developed available
guidelines developed
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APPENDIX 1: COMPOSITE LIST OF INDICATORS/MILESTONES FOR LILONGWE

CENTRAL HOSPITAL

Milestone/ Performance
Indicator

Description

Target Month

DECENTRALISATION OF MANAGEMENT

Cost Centre Organisational Completed organogram based on the | February 2004
Structure Developed cost centre principles.
Cost Centre Resources Staffing and budget allocations done | March 2004

Allocated

according to cost centre structure

STRATEGIC AND OPERATIONAL PLANNING AND PERFORMANCE MANAGEMENT

Business planning cycle Business planning process & time March 2004
established frame established and approved.
Business plan format developed | Business plan format approved and March 2004
available for distribution.
Information systems Interface All existing information systems April 2004
Established (MASH, PMIS, HMIS) interface with
IPMS
Hospital performance Integrated performance management | September
management system developed | system (IPMS) development 2004
completed and piloted.
Hospital performance IPMS implemented and rolled out. December
management system 2004
implemented
FINANCIAL MANAGEMENT
Revenue management model Incorporation of patient classification | January 2004
developed and patient fee structure into the
revenue model.
Revenue model implemented Revenue model implemented, users March 2004
trained and outputs monitored.
Format for financial review Financial review formats and May 2004
established establishing financial review sessions
with managers.
Cost centre managers trained Financial review principles and June 2004
formats workshops for all cost centre
managers conducted.
Hospital Autonomy Program Page 35




Milestone/ Performance
Indicator

Description

Target Month

DOCUMENTATION OF HOSPITAL MANAGEMENT SYSTEMS

Framework for Financial and Collect documentation, design April 2004
Procurement policy and framework, identify development
procedure manual designed requirements
Financial and Procurement Develop manual with documentation August 2004
policy and procedure manual of policy, processes and procedures
developed
Pilot run of Financial and Key Financial and Procurement staff, | Oct 2004
Procurement policy and management and other users trained
procedure manuals
Select key clinical support and Identify and prioritise key clinical July 2004
clinical services for manual policy, procedures and guidelines
development required
Develop policy and procedure Clinical policy, procedures and Nov 2004
guidelines manuals for selected | guidelines developed
clinical support and clinical
services
Implement selected clinical Clinical staff trained and system Feb 2005
support services and clinical implemented
procedural guidelines in
hospitals
Select key non clinical support Identify and prioritise key policy, May 2004
services for manual processes, procedures and guidelines
development required
Develop policy and procedure Non-clinical policy, procedures and September
guidelines manuals for non- guidelines developed 2004
clinical support services
Implement non-clinical Non-clinical support services staff Jan 2005
procedural guidelines for non- trained and system implemented
clinical support services in
hospital
Design a new Transport System | Collect documentation, design April 2004
framework, identify development
requirements
Hospital Autonomy Program Page 36




Milestone/ Performance Description Target Month

Indicator
Transport policy and procedure | Develop transport manual with June 2004
manual developed documentation of policy, processes

and procedures

HUMAN RESOURCES MANAGEMENT

Human Resources policy and Develop Human Resources policy and | April 2004

procedure manual developed procedure manual with documents
Pilot of Human Resources Key Human Resources staff, June 2004
policy and procedure manual management and other users trained
completed
Roll out plan developed Training and implementation plan July 2004
formulated
First draft Integrated Human First draft finalised and discussed with | February 2004
Resources Plan framework key role players for input
developed
Second draft Integrated Human | Input from key role players July 2004
Resources Plan framework incorporated and presented to
completed Management for acceptance
Registry system designed Mail management, new staff files (with | Mar 2004
sub-files) and payslip management
systems.
Policy and procedure manual Formulation of procedural guidelines | May 2004
for Registry developed completed
Pilot run of new Registry Systems in place and registry staff July 2004
System completed trained in registry management
Human Resources Training and | HR Training and Development policy | September
Development policy and and procedure and relevant 2004
procedure manual developed documents, forms and records in
place
Human Resources Training and | Human Resources Training and November
Development policy and Development procedures 2004
procedure manual implemented | implemented and users trained
Develop strategy to retain Presentation of first draft of strategy to | February 2004
current staff and to attract new | management, get inputs and do final
staff draft.
Milestone/ Performance Description Target Month
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Indicator
Implementation of Staff Strategy implemented and April 2004
Attraction and Retention management and users trained
strategy
Leave Management policy and | Collect documentation, design March 2004
procedure manual designed framework, identify development
requirements
Leave Management policy and | Leave Management procedures, May 2004
procedure manual and documents, template, records and
documentation developed reports developed
Pilot run of new Leave Leave procedures and documentation | June 2004
Management System implemented and users trained
completed
Roll out and training plan Training needs identified and July 2004
developed implementation plan formulated
Management Toolkit designed Collect documentation, design April 2004
framework, identify development
requirements
First Version of Management Key guidelines developed and first June 2004
Toolkit developed version produced
HEALTH MANAGEMENT INFORMATION SYSTEM
PMIS interfaced with HMIS Through interfacing the two systems March 2004
electronically errors in the
transcription of data are reduced
Quarterly reports produced and | Through discussions with April 2004
circulated management and clinical heads of
department a format for production of
guarterly reports based on the HMIS
is determined and implemented
Improved accuracy of HMIS Through the process of clarifying data | May 2004
data flows, and data elements and
indicators required, the data set will
reflect more accurately the service
delivery profile of the hospital
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Milestone/ Performance
Indicator

Description

Target Month

MANAGEMENT OF EQUIPMENT, DRUGS AND MEDICAL SUPPLIES, AND DENTAL,
RADIOGRAPHIC AND MEDICAL LABORATORY SUPPLIES

Hospital Equipment Committee | Committee established to prioritise Feb 2004
is established and meets on a needs, determine specifications and
regular basis implement PAM policy
Prioritised equipment list This will enable hospital management | April 2004
developed to direct donations according to needs
Guideline document on Policy on physical assets June 2004
acceptance of donated management translated into guideline
equipment developed for document for hospital
hospital
Action plan developed for Hospital management and clinical August 2004
determining specifications for heads of department will have an
equipment purchases action plan that can be used to guide

the development of specifications for

equipment purchases/ donations
Regular reports received from Management able to quantify the out | April 2004
pharmacy on out of stock items | of stock items
Policy for purchasing supplies Hospital management and clinical June 2004
using IGR developed heads of department will have a

policy to guide the purchasing of

supplies using IGR
Action plan for implementation Plan available detailing requirements | August 2004
of system to determine usage of | to develop cost centre budgeting for
drugs by cost centres pharmaceutical items
developed
Improved information system for | Information system for laboratory June 2004
laboratory available and reporting regularly
Guideline document on Guideline will help to co-ordinate lab Dec 2004
provision of laboratory services | services and achieve economies of
in Central Hospitals produced scale
Provision of regular reports on Management will have access to Dec 2004

lab expenditure by cost centre

reports on lab tests/expenditure by
cost centre
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Milestone/ Performance Description Target Month
Indicator
CLINICAL SERVICES AND QUALITY OF CARE ISSUES
Levels of care defined and A basic requirement in order to Feb 2004
accepted by hospital determine type of care, equipment
management and clinical heads | and staffing needs at the hospital
Indicators determined to Indicators to monitor types of April 2004
monitor provision of appropriate | admissions taking place and whether
level of care. they are appropriate for the level of
care
Action plan clarified for A plan is available for strengthening April 2004
strengthening the infection the infection control programme
control programme.
Strategy for supporting Strategy for clinical guideline June 2004
development of clinical developed available
guidelines developed
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APPENDIX 2: BRIEF REPORT ON PRESENTATION AND DISCUSSIONS AT LILONGWE
CENTRAL HOSPITAL ON FRIDAY 5 DECEMBER 2003:

1. The Hospital Director, Dr. D.D. Kathyola, opened the meeting and welcomed the participants to the
presentation. Introductions were made by all present and the MSH Health Autonomy Project Team Leader,
Dr. Rodion Kraus, advised the agenda.

2. Dr. Kraus informed the meeting that the three consultants would report on different aspects of the baseline
survey at Lilongwe Central Hospital, as set out below:

Mr. Michael Siebert Decentralisation of management
Strategic and Operational Planning and
Hospital Performance Management
Financial Management

Ms. Karen Campbell Documentation of Hospital Management systems
Human Resource Management
Dr. Vincent Shaw Hospital information systems

Management of clinical and clinical support services
Care delivery improvement
3. Mr. Michael Siebert outlined the methodology of the baseline survey, namely

e Familiarisation with documents

e Interviewing key individuals

e |dentification of problem areas

e |dentification of critical areas for intervention

4. The process used in the presentation was that each consultant presented on the relevant section, and then
questions and responses were invited from the participants. Ideas and issues emanating from the
participants were noted on a flip chart, and are noted below.

Human Resources

¢ Human Resources Management is very relevant to the hospital
Effective management of leave for proper leave planning
Ring-fencing of the leave grants [‘owings and dues”]

HR policy and procedure manuals need to be developed
Job descriptions need to be developed

Performance Management system needs to be developed
e Nursing clinical procedure manuals must be developed

e The Registry system must be revamped

e Capacity-building across the board with skills matrices

e Training in financial and human resources management
Strategic and Operational Management

The importance of strategic Plans, cost centre and financial management was strongly emphasized
Revenue collection system needs to be developed

Improved budgeting cycle

Development of cost centres and training workshops

Viability of donor-funding for the different units in the hospital

There needs to be a paradigm shift prior to passing of legislation

Availability of consolidated financial information to management and to the cost centres
Determination of cost centre norms, standards and staffing
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e Hospital performance indicators to manage “business units” / cost centre

e Financial training in reading financial statements and reports for cost centres

¢ Importance to focus on procedures that can make a difference now, rather than having to wait for
legislation to be passed first

e Creating awareness amongst the public that people who can afford to pay, can make a financial
contribution and not “abuse” the system

Clinical Management

Discussions during the feedback session highlighted the interdependency between hospital services, and
primary health care services in the district. To this end it was recognised that:

e Hospital functioning was influenced by the quality of referrals from PHC services;

e Poor quality services in PHC would place a load on the hospitals;

e That drug supply to clinics was now expected to improve because the CMS were supplying direct to the
clinics and not going through the district offices;

e Asingle entry point for all patients was required at the hospital (at present patients were entering the
system from all over). By establishing this process, it would be easier to ensure that only referred patients
accessed the hospital.

When we were talking about the management of cost centres, and the need to be able to manage resources

During the feedback presentations this area elicited quite a lot of discussion. Comments were made that
often hospitals were forced by political agendas to accept donations that were recognised as being useless
(e.g. expired drugs, out-dated equipment, etc). It was difficult to change these agendas, but if there was a
policy that had been developed, then perhaps this could be used to create greater awareness about the
futility of accepting items, which had no use within the system.

In order to create a more favourable context in which donations can be accepted, it is envisaged that the
hospitals should:

e Set the agenda (prioritise the areas in which support, equipment, etc are needed)
e Set the terms for co-operation
¢ Improve linkages/co-operation between departments

5. After the three presentations were finished and the respective issues noted, the participants jointly planned
the way forward, as outlined below:

Strategic and Operational Plans must be developed

Cost centres need to be created in the hospital

Formulation of policy and procedure manuals and guidelines
Hospital performance indicators need to be developed
Organisational structure and organogram to be developed
Integrated management information system

Appoint task teams to contribute to manuals and guidelines
Provide performance indicators and regular progress reports
Develop budgetary and expenditure control mechanisms
Develop Human Resource policy and procedure manuals

6. The Hospital Director thanked the consultants and all of the participants and officially closed the meeting.
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