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ABSTRACT 

 

 

 

Blindness is one of the most debilitating health disorders and avoidable blindness is a 

major international health problem. The World Health Organization has estimated that 

globally, there are 45 million persons who are blind – a figure that is expected to increase 

to approximately 76 million by the year 2020. Approximately 80% of blindness is avoidable 

and can be prevented or cured with appropriate service delivery efforts. Research 

suggests that the combined annual global GDP loss from blindness in 2000 was more 

than $40 billion. Yet blindness has received relatively little attention in worldwide efforts to 

promote health and it is not at present a high health priority in many countries. 

Consequently, unless there are alternative and more efficient and extended endeavours 

to address this situation and model an approach that will provide a long-term solution, 

avoidable blindness will continue. 

 

In recent years, eye care service delivery organisations have assumed a greater level of 

responsibility for addressing the problem of avoidable blindness. A number of successful 

approaches have been designed and implemented to expand the delivery of eye care 

services. The approaches have focused on the development of organisational capacity 

and on sustainability, and they have effectuated a reduction in avoidable blindness in 

particular target populations. However, despite their importance, contemporary eye care 

service delivery models have largely been neglected in the literature and few formal 

organisational approaches to eye care have been developed and documented. There are 

few definitive independent studies available that outline the bases of these approaches 

and no explicit and standardised methodologies that can assist service delivery 

organisations to replicate the approaches. Objective and comprehensive research is 

accordingly required to promote current and new approaches to eye care and to develop 

ways of facilitating their adoption. 

 

The thesis attempts to address this problem by developing a theory-based, case study-

supported practical methodology to identify, support the progression of, and measure the 

strategic and operational objectives of eye care service delivery organisations. The 

research seeks to identify the issues relevant to the management of eye care service 

delivery organisations and subsequently evaluate whether they can be incorporated into a 

distinct and explicit management framework. It seeks to present the value of the process 



 

and the possibility that it can be accomplished elsewhere and in dissimilar organisations. 

By developing a widely applicable management framework, the research’s primary 

contribution is that it extends eye care organisational management theory to assist in the 

facilitation of blindness reduction.  

 

A conceptual management framework is developed in the thesis which unifies 

contemporary eye care organisational approaches with the Balanced Scorecard 

management framework. The framework was devised for and evaluated by undertaking 

two case studies – one in India and one in South Africa. The significance of developing 

such a framework is demonstrated at various points throughout the thesis. The research 

process reveals the potential applicability of the framework – the Strategic Management 

Framework (SMF). The research concludes that the SMF is able to support and enhance 

organisational development, performance management, and scenario analyses in eye 

care service delivery organisations operating in developing countries. Although the 

framework developed in the thesis is specific to eye care organisations it is flexible 

enough to be transferable to other healthcare organisations in developed countries.  

 

The final conclusion of the thesis is that, while the SMF is not in itself a solution to the 

problem of avoidable blindness, it is an appropriate and practical management tool which 

will improve existing, and assist in the establishment of new, eye care service delivery 

organisations. In this context, the research makes a number of significant and original 

contributions to prevention of blindness literature and theory. 
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CHAPTER 1 

 

INTRODUCTION 

 

 

 

1.1 OBJECTIVE OF THE RESEARCH 

This study is about the elimination of avoidable blindness in developing countries. The 

study will investigate approaches used by eye care service delivery organisations to 

sustainably reduce preventable and curable blindness. Its objective is to develop and 

evaluate a management framework for eye care service delivery organisations operating 

in developing countries to underpin the sustainable reduction of avoidable blindness 

through the enhancement of organisational development and performance management 

efforts.  

 

The management framework will be based on the case study research of two eye care 

service delivery organisations, and analysis of contemporary eye care approaches and 

organisational management theory. The framework will be designed to be adaptable and 

able to exploit existing and planned operational structures and processes. It will be 

suitable to be adopted and cost-effectively implemented by organisations of dissimilar 

size, structure, background, capacity, and location. The key drivers that empower and 

enable success in eye care service delivery organisations will be identified, and 

conclusions made about how these drivers can be appropriately and productively 

managed. A case study approach will be utilised to develop and evaluate the functional 

capability and applicability of a management framework for two disparate organisations. 

 

The research commenced because efforts to eliminate preventable and curable blindness 

– avoidable blindness – in developing countries have proven insufficient to adequately 

address the problem. The key issue is that the level of eye care services being delivered 

does not match the prevalence and incidence of avoidable blindness in developing 

countries. This is partially because blindness is generally not regarded as a high health 

priority by governments of these countries, but also because of the inadequacy of eye 

care delivery systems. In many countries though, organisations such as community 

hospitals and Non Government Organisations (NGOs) have been established to augment 

the delivery of eye care services. The approaches adopted by a number of these 
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organisations have resulted in significant improvements in service delivery efforts and a 

reduction in avoidable blindness. The successful approaches have applied contemporary 

eye care management theory, which embodies a structured approach to service delivery. 

However the problem is that they have not been sufficiently replicated on a global scale 

because an appropriate framework does not exist to assist in their widespread 

implementation. The intention of this research is to present a new management approach 

for use in future organisational development efforts which will assist in the augmentation 

of eye care service delivery, thereby advancing eye care organisational management 

theory. 

 

1.2 BACKGROUND AND RATIONALE 

Eyesight is one of our most valuable senses and its importance in our lives is axiomatic. 

The loss of eyesight, and the subsequent inability to perform simple activities, is one of 

the most severe and restrictive disorders that a person can suffer. Yet for the many blind 

and visually impaired people in the world it is a part of their everyday lives. The World 

Health Organization (WHO) (1997) estimated that there are 45 million persons who are 

blind globally and a further 135 million people who have low vision and are at risk of 

becoming blind. There are some 7 million new cases of blindness each year and, despite 

every intention and existing interventions, blindness in the world is still increasing by 1 to 2 

million cases a year.  

 

Aside from the excessive numbers of blind persons globally, a significant regional 

imbalance exists. Estimates indicate that in excess of 90% of blindness occurs in 

developing countries, with Sub-Saharan Africa and India accounting for a large proportion. 

Approximately 80% of the blindness encountered in developing countries is avoidable and 

could be eliminated if resources were mobilised and systematic action undertaken (WHO 

1997, p 1; Thylefors, Negrel, Pararajasegaram and Dadzie 1995, p 119). With an 

increased deployment of skills and resources, certain forms of blindness, such as 

cataract, trachoma, glaucoma, and onchocerciasis, can either be cured or prevented 

through surgical treatment and the provision of appropriate drugs.  

 

The broad field of research addressed in this thesis is the elimination of avoidable 

blindness in developing countries. The specific nature of the research – organisational 

approaches to service delivery – has evolved primarily from a personal interest and 

background in the broad field of research, but also because of its importance on a number 

of theoretical and practical grounds. Whilst the magnitude of avoidable blindness alone 
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provides sufficient justification for undertaking the research, a number of other compelling 

considerations support the rationale, as follows: 

 

1. The social and economic implications of blindness 

Avoidable blindness is responsible for significant social and economic implications both at 

the individual and global level (Section 2.3). The direct and indirect social constraints 

facing the blind include diminished employment options, a loss of social status and self-

esteem, the inability to perform simple physical activities, the deterioration of interpersonal 

relationships and depression. Essentially, the quality of life and even the life expectancy of 

the individual are adversely affected. These social dimensions tend to impact more 

severely on disadvantaged groups and people in developing countries. 

 

In addition to the effect on individuals, blindness and visual impairment have significant 

economic implications and can be a major impediment to economic development, 

particularly in rural communities in developing countries. There are direct financial costs of 

blindness including the costs of rehabilitation and care, as well as the indirect costs 

resulting from the loss of productivity. Recent research by Frick and Foster (2003, p 475) 

reports that the combined annual global GDP loss in 2000 from blindness ($19,223 

million) and low vision ($22,764 million) was more than $40 billion. Unless a more 

targeted approach to blindness prevention and cure is established on a global scale this is 

estimated to increase to approximately $109 billion by the year 2020. 

 

Whilst the socioeconomic costs are common to both developed and developing nations, it 

is the latter that have more limited health and social care facilities and fewer economic 

resources to address the problem. In this context, the need for eliminating avoidable 

blindness is a public health priority. Sight-saving interventions and research are 

opportunities for investment with a worthwhile return in both humanitarian and economic 

terms. The qualitative and quantitative aspects of blindness will be referred to and 

referenced in more detail throughout the thesis and in particular in Chapter 2. 

 

2. Relative neglect of eye care services and infrastructure by governments 

Despite the significant social implications and economic costs associated with blindness, 

governments in developing countries do not provide adequate resources for its prevention 

and treatment. Many governments typically focus on more prominent and politically 

sensitive health problems such as HIV/AIDS, often to the detriment of other health 

problems such as avoidable blindness. Research has demonstrated though, that the 

increased economic productivity following treatment of avoidable blindness is significantly 
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more than the cost of treatment (Section 2.4). The cost-effectiveness of its prevention and 

cure is substantially higher than many other heath disorders. The WHO (2003) has in fact 

recently urged its member states to commit themselves to blindness prevention more 

forcefully (Appendix 1: World Health Assembly Resolution). 

 

Research leading to increased information about avoidable blindness might have two 

important outcomes. Firstly, by demonstrating the social and economic benefits of 

investment in eye health, researchers may influence the priorities of health care policy 

makers in favour of blindness prevention. Secondly, if it is assumed that the governmental 

contribution towards blindness prevention will remain limited, organisational approaches 

to service delivery, such as that proposed in this research, may be required to more 

effectively respond to the problem.    

  

3. Evaluation and comparison of contemporary organisational approaches to eye care  

A number of successful organisational service delivery models have in fact been 

developed in recent years (Section 2.7), primarily in India. The models have focused on 

the development of organisational capacity and on sustainability, and they have 

effectuated a reduction in avoidable blindness in their target populations. However despite 

their relevance, these approaches have largely been neglected in the literature. There are 

few definitive independent studies available that outline the bases of these approaches 

and no explicit and standardised methodologies that can assist other service delivery 

organisations to replicate the approaches. 

 

Although new approaches have been designed and implemented in a number of 

countries, the prevalence of avoidable blindness continues to increase, leading to a 

number of valid questions. Why for example, if particular regional approaches have 

successfully operated at the local level for a number of years, has no global solution 

evolved? Are these approaches actually relevant in the overall context of the prevention of 

blindness? How can existing or new organisational models be promoted on a large scale 

while at the same time appropriately addressing regional conditions and peculiarities – 

socioeconomic, political, cultural or otherwise?  

 

A greater emphasis on the evaluation of existing organisational models of eye care 

service delivery is required. Assessment of whether current approaches actually promote 

the improvement of the economic status of the community and provide quality health 

services to individuals will help shape future efforts. This research provides a distinct 

opportunity to fill a research gap through the evaluation and comparison of approaches to 
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eye care service delivery by existing sustainable organisations (Section 2.7 and Chapters 

5, 6 and 7). 

 

4. The need for new organisational approaches to eye care service delivery 

If eye care service delivery organisations are to accept greater responsibility to reduce the 

prevalence and incidence of avoidable blindness, new approaches to organisational 

management are required. Objective and comprehensive research is accordingly needed 

to promote current and new approaches to eye care and to establish ways of facilitating 

their adoption. There is a clear opportunity to fill this research gap to increase the 

effectiveness of services at the organisational level (Thulasiraj 2003, p 3) and thereby 

contribute to the global eradication of avoidable blindness. According to Ellwein and 

Kupfer (1995, p 688): 

Fortunately, models of high-volume and high quality surgery at low cost exist, several institutions 
within India providing a good example. As we better understand the critical factors for their 
success, widespread replication with appropriate adaptation will be facilitated. This is necessary if 
we are to reach the turning point in lifting the burden of avoidable cataract [and other forms of] 
blindness. 

 

A framework to identify and manage these critical factors and assist in the widespread 

adoption of existing – and the development of new – organisational approaches is 

required. Seshubabu (1997, p 81) points to the importance of developing an appropriate 

organisational management framework: 

a model paradigm shift towards optimal utilisation of available resources efficiently and effectively 
is needed. 

West and Sommer (2001, p 247) concur: 

the blindness-prevention community needs to develop imaginative models to make cataract [and 
other] surgical programmes self-reliant while covering all socio-economic classes of patients. 

 

5. The need for sustainability in eye care services 

It is increasingly acknowledged that there are limited resources – financial and otherwise 

– available for the long-term support of eye care service delivery organisations. Hence, 

organisations and programmes that are self-sufficient and not reliant on external 

resources may be more effective in the long-term. A central theme of this thesis is 

sustainability of eye care service delivery (Section 2.6), which encompasses resource 

self-sufficiency and long-term effectiveness. The review of avoidable blindness literature 

suggests that sustainable approaches to reducing blindness are required but have not yet 

been widely established or embraced. This deficiency further demonstrates the need for 

focused research, development and evaluation of sustainable approaches.   
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6. Relative neglect of the field of research 

In spite of the acknowledged need for the development of models of sustainable 

organisational eye care service delivery in developing countries, few studies – published 

or otherwise – address the issue in detail. Whilst the broad subject of prevention of 

blindness in developing countries has been addressed exhaustively in the literature, 

certain topics relating to service delivery approaches require further investigation. These 

include for example, the assessment and evaluation of existing organisational approaches 

to eye care service delivery and ophthalmic interventions (Sommer 2002), and the 

identification and development of organisational management frameworks.  

 

The paucity of published research and the undeniable research gaps provide sufficient 

justification for this research. Resnikoff (2001, p 3) believes there is a clear need for 

expanded research endeavours in conjunction with monitoring and evaluation efforts, 

which are also addressed in this thesis: 

Monitoring, evaluation and operational research are the three interconnected elements to which we 
should rapidly turn our attention, if we are to preserve our credibility while improving our efficacy at 
all levels. 

Resnikoff and Pararagasegaram (2001, p 255) confirm this view, stating that operational 

research should form a key component of needs assessment and programme 

management. The researchers argue that: 

Individuals who, by virtue of their knowledge and skills, can make a major contribution to meet this 
challenge have not only a professional but also a moral responsibility in this respect. 

 

7. Usefulness of potential applications of the research findings 

The findings of this research have the potential for practical application in a number of 

areas. For example, the management framework devised in the research may become a 

template for eye care organisational development and performance management 

purposes. The framework may assist in the establishment of new eye care service 

delivery organisations in developing countries, and may also be refined for use by other 

health or socioeconomic development organisations in developing countries. Finally, the 

research may contribute to sustainability through strategic management becoming the 

development paradigm for comprehensive eye care service delivery in developing 

countries. The potential to apply the framework in various settings provides significant 

impetus to undertake the research.  
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1.3 METHODOLOGY  

This thesis examines and makes comparisons of organisational approaches in South Asia 

and Africa in order to gain insight, advance knowledge, promote interpretation, and build 

organisational theory about the development of and sustainability in eye care services in 

developing countries. To fulfill the broad research objective a flexible research approach 

was adopted and built around a field-based case study methodology.   

  

The effects of community-based prevention programmes (Tellis 1997a, p 1), ophthalmic 

interventions (Murthy and Gupta 1999; Francis 1993, p 18), and health care services in 

general (Keen and Packwood 2000, p 51) have been widely investigated using case study 

approaches. A qualitative case study methodology examining contemporary real-life 

situations providing the basis for the application of ideas and extension of methods (Soy 

1998) was viewed as being the most appropriate and flexible approach to realise the 

research objective. Such empirical evaluative studies in health care services are 

concerned with placing a value on an intervention, and typically involve forming 

judgements about the appropriateness of the intervention for those concerned. They also 

examine whether the outputs and outcomes of the intervention are justified by the inputs 

and processes (Keen and Packwood 2000, p 51). This study uses the particular 

experiences of a number of eye care organisations (cases) to provide relevant data for 

paradigmatic responses. The resulting management framework – the Strategic 

Management Framework (SMF) – will assist in determining the relationship between 

critical outputs and outcomes (organisational sustainability and maximum reduced 

blindness) and inputs and processes (strategic and operational). The framework may 

therefore assist us to better understand existing – and to develop new – successful eye 

care service delivery approaches.  

 

The overall research methodology comprised a number of distinct but interrelated stages 

outlined at Figure 1.1: SMF Development Methodology. The broad basis of the approach 

was to firstly develop a conceptual management framework based partly on the literature 

and partly on initial case study data. The conceptual management framework was then 

applied and revised through the first case study in India, and then further applied and 

revised through a second case study in South Africa. The basic principle underlying this 

approach is that the two case studies would act as both inductive concept/dimensional 

developers and also vehicles for evaluating the implementation functionality of the 

resultant management framework. 

 

The first key stage of the SMF development methodology, the literature review (Chapter 2 
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and Section 3.3), assisted in the identification and delineation of the research objective. 

The review firstly provided a background to the problem of avoidable blindness, and then 

established the need for a new approach to strategically manage eye care service delivery 

organisations in developing countries (Section 3.2). The review encompassed existing 

organisational approaches to eye care service delivery and contemporary eye care 

management theory (Section 2.5 to 2.7). Existing generic management frameworks were 

examined to form the structural and functional foundation of the conceptual eye care 

management framework (Section 3.3.2 and 3.3.3). 

 

In the second key stage of the methodology, the development of a conceptual 

management framework, consideration was given to how a management framework 

appropriate to such organisations could be established. The objective of this stage was to 

develop a literature-based, case study-supported conceptual management framework as 

the foundation for the eye care SMF. A number of frameworks used in the fields of 

socioeconomic development (Section 3.3.2) and business were researched and assessed 

(Section 3.3.3). The review illuminated the strengths, weaknesses, and functional 

capabilities of a diverse range of organisational development and performance 

management frameworks. The criteria required for the eye care management framework 

were established concurrent with the review process (Section 3.3.1). The Balanced 

Scorecard (BSC) was ultimately selected as the basis from which to develop a new eye 

care management approach. The process initiated the development of the framework 

structure (Section 3.5), which was revised and refined through the various iterations of the 

SMF’s development and application. 

 

The third stage involved the case study fieldwork to apply and refine the literature-based 

conceptual framework. The first case study was undertaken at the Aravind Eye Hospital – 

Theni (AEH-Theni) in India's Tamil Nadu state (Section 3.4 and Chapter 5). Two visits 

were made to the organisation. The purpose of the initial site visit was to ascertain the 

appropriateness of the AEH-Theni for the research, to establish contacts willing to assist 

in the research, and to collect initial case study data. The data collected during this visit 

contributed towards the further modification of the conceptual management framework 

structure for suitability with an eye care organisation. A number of instruments and 

techniques, including interviews and documentation analysis, were designed to facilitate 

the collection of the required information (Section 3.4). The framework structure was 

completed following the initial site visit to AEH-Theni (Section 3.5). The development 

process synthesised and relied on a variety of theories, methods and tools. This involved 

remodelling the BSC by identifying organisational Strategic Goals, Strategic Objectives 
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and Critical Success Factors using data from the initial fieldwork. The data collection 

instruments were subsequently modified to reflect the framework structure and for 

eventual use in the intensive case study fieldwork.  

 

A conceptual management framework – the Strategic Management Framework (Chapter 

4) – was devised. The structure and implementation functionality of the conceptual SMF 

was based partly on the Balanced Scorecard, and partly on existing contemporary eye 

care management theory and approaches. The design was also driven by initial case 

study data from AEH-Theni. 

 

The second, intensive fieldwork visit to AEH-Theni sought to apply the conceptual 

framework to the organisation using available qualitative and quantitative information 

collected from various sources (Chapter 5). The application process enabled the 

conceptual framework to be developed for and evaluated in a practical case study setting. 

 

The fieldwork for the second case study was conducted at the Eastern Cape Blindness 

Prevention Programme (ECBPP) in South Africa (Section 3.4 and Chapter 6). The 

objective of this stage of the research was to apply, further refine, and evaluate the 

functional capability of the SMF at an entirely distinct eye care service delivery 

organisation.   

 

Following the development of the ECBPP SMF, a process was undertaken – 

supplementary to the core research objective – to extend the framework to include a 

scenario analysis function (Chapter 7). Although supplementary the process ultimately 

enhanced the research by extending the functional capability of the SMF. 

 

Although this overview suggests that a structured and linear format was adhered to in 

order to develop the conceptual management framework and then apply the SMF, in 

reality the approach was more integrated and the stages were somewhat interconnected 

and occurred in parallel. Chapter 3 outlines in detail the various stages of the SMF 

development methodology. 
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Figure 1.1: SMF Development Methodology 
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1.4 OUTLINE OF THE THESIS 

The topic of this thesis – the development of a management framework for eye care 

organisations – is addressed in the following seven chapters. A review of the literature 

pertaining to the broad field of research is presented in Chapter 2. The review provides a 

detailed background to the thesis by examining the available literature dealing with the 

prevention and cure of avoidable blindness in developing countries. To develop the 

argument a number of fundamental issues are discussed. These include the magnitude 

and impact of blindness, the concept of avoidable blindness, the global distribution of 

blindness, the cost-effectiveness of its treatment, the concept of sustainability, and 

organisational approaches to eye care service delivery. These topics provide the 

necessary background for the research objective demarcated in Chapters 2 and 3 and 

addressed in the subsequent chapters.    

 

Chapter 3 details the research methodology adopted to realise the research objective. 

The chapter argues that new approaches are needed at the organisational level to assist 

in the elimination of avoidable blindness. A summary of the research methodology is 

outlined and the specific stages discussed. The concept of management frameworks is 

defined and a number of existing management frameworks that appear in the literature 

are reviewed. The criteria desired in the conceptual management framework are 

presented to underpin the ensuing methodological discussion. Next, the case study 

selection, research principles, and data collection techniques adopted in the research are 

discussed. Finally, the structural and functional foundations and development 

methodology of the SMF are presented in detail. 

 

The SMF working model is introduced in Chapter 4. The structure of the chapter is 

consistent with the structure of the framework itself. First, its Strategic Objective 

foundation is outlined, followed by the Critical Success Factor and Performance Indicator 

levels. The key strategic and operational elements are also discussed in detail. 

 

Chapters 5 and 6 provide an appropriate background for the research discussion, 

including a description of the field research undertaken and a background of each case 

study organisation. An outline of the SMF developed for and applied to each case study is 

presented to reveal the arguments relevant to the research objective. The findings are 

presented in terms of the core dimensions of the SMF.   

 

The functional capability of the SMF and its potential value to eye care service delivery 

organisations is evaluated in Chapter 7. This is achieved by developing a framework for 
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scenario analyses as an extension of the SMF. The development process is detailed in 

the first part of the chapter. A number of scenario analyses are then undertaken and the 

results analysed. The analyses are based on research conducted at the two case study 

organisations, and represent actual scenarios faced by these organisations. 

 

Chapter 8 presents a summary of the research findings and their contribution to eye care 

management policy and practice. The chapter outlines limitations in the findings and 

identifies a number of areas for further research before the final conclusions of the 

research are made.  

 

1.5 DEFINITIONS 

Definitions adopted in the literature and elsewhere are rarely uniform. Key and 

controversial terms used in this thesis are defined below. 

 

This research attempts to devise a management framework that is applicable for a diverse 

range of organisations active in eye care service delivery. These organisations may 

include eye care programmes and public and private hospitals. As such, a number of 

terms – specifically, organisation, programme, and hospital – are often used 

interchangeably in the thesis to describe the eye care service delivery entity. Eye care 

organisations may assist, promote, teach, provide direct eye care, and carry out research 

in ophthalmology and blindness prevention (Schwab 1990, p 181). 

 

The WHO definitions of blindness and low vision are used (WHO 1997a, p 1) (Appendix 2: 

ICD-10 Definition of Blindness): 

Blindness is defined as visual acuity of less than 3/60 (0.05) or corresponding visual loss in the 
better eye with the best possible correction (visual impairment categories 3,4 and 5 in ICD-10). 
This corresponds to loss of walk-about vision. 

Low vision corresponds to visual acuity of less than 6/18 (0.3) but equal to or better than 3/60 
(0.05) in the better eye with the best possible correction (visual impairment categories 1 and 2 in 
ICD-10). 

 

The etiology of blindness studies why people are blind – the various causes of blindness 

such as cataract or glaucoma – whereas the epidemiology of blindness is the science and 

study of the distribution of the diseases (Schwab 1990, p xvi). Two terms related to 

epidemiology require further clarification. The incidence of blindness refers to the number 

of new cases within a specified period of time. The figure is usually divided into the 

number of persons as risk within the period. The prevalence of blindness refers to the total 
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number of cases present at any one time. It does not refer to development of new cases 

over a period of time (Schwab 1990, p 15-16).  

 

Avoidable blindness, in this thesis, refers to any form of blindness that can be prevented 

or cured – and is therefore avoidable – with either treatment or surgery. The WHO defines 

avoidable blindness as any form of blindness that results from conditions that could have 

been prevented or controlled if the available knowledge and interventions had been timely 

applied, or treated with the sight restored (WHO 2000, p 2).  

 

Blindness prevention is a broad category of eye health activities including ophthalmic 

medical and surgical therapy, control of infectious diseases, improved nutrition to cure, 

prevent, or forestall blindness, and public health education (Schwab 1990, p xiii). 

 

Ophthalmology is the science and study of medical and surgical therapy of the eye 

(Schwab 1990, p xx). 

 

The term developing countries used repeatedly in this thesis is not definitive or singular. 

According to the World Bank (2003), developing countries are low- and middle-income 

countries in which most people have a lower standard of living with access to fewer goods 

and services than do most people in high-income countries. There are currently about 125 

developing countries with populations over 1 million; in 1998, their total population was 

more than 5.0 billion. 

 

Non Government Organisations (NGOs) are defined by the World Bank (2003a) as: 

private organizations that pursue activities to promote the interests of the poor, protect the 
environment, provide basic social services, relieve suffering or undertake community development. 
NGOs often differ from other organizations in the sense that they tend to operate independent from 
government, are value-based and are generally guided by principles of community and 
cooperation. 

 

Sustainability is a core concept discussed throughout the thesis and in detail in Section 

2.6. At the broad level, sustainability refers to the continuing ability of a project or 

programme to meet the needs of its community and embraces the concept of doing 

without the long-term assistance of donor funding. At the organisational level, technical, 

managerial, and financial sustainability are the primary factors promoting capacity 

development (Thulasiraj and Priya 1997). Further definitions are provided in Section 2.6.  

 

Social marketing is defined by a number of researchers. Kolter (1975) cited in Alcalay and 
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Bell (2000), for instance, defines social marketing as the design, implementation and 

control of programmes seeking to increase the acceptability of a social idea or practice in 

a target population. Social marketing is a method of motivating people to adopt health 

services such as eye care, combining education and communication to market the 

benefits and existence of specific services. Social marketing has been used extensively in 

international health programmes to influence social behaviours not to benefit the 

marketer, but rather the target population. 

 

Community outreach programmes are programmes such as health screening, training and 

education, and community rehabilitation, designed to reach the community at large by 

bringing services away from the central hospital into the community (Sundaram 2000, p 1-

3). 

 

Strategic management is used to describe the focused and continual planning, 

management, and governance of an organisation using set decisions and actions to 

achieve long-term objectives, and to deliver services (Wolff, Suttenfield and Binzen 1991, 

p 351). The term management framework is used to describe performance measurement 

or assessment frameworks, organisational development frameworks, or institutional 

strengthening frameworks, among many others. In simple terms, a management 

framework could encompass any formal and coordinated methodology that facilitates the 

realisation of organisational objectives (Kaplan and Norton 1996, p 77).  

 

The terms model and approach are used in this thesis – sometimes interchangeably – as 

the term for the specific set of strategic and operational activities employed by an 

organisation to achieve objectives and provide eye care services (see Dandona, 

Dandona, Shamanna, Naduvilath and Rao 1998). A model in this context represents a 

more formal and structured approach. Both differ from a management framework. 

 

There are many definitions of the concept of organisational capacity. In this thesis, the 

term relates to the ability of an organisation to realise its goals and objectives, including 

the internal potential for growth, development, or accomplishment (Grand Valley State 

University, 2004). Organisational capacity encompasses the extent to which these are 

achieved efficiently and effectively. Organisational capacity development therefore, is the 

process of building the organisation’s capability to achieve its goals and objectives. 

Capacity development refers to the investment in people, organisation and practices that 

will ultimately enable countries to achieve their development objectives (World Bank 

2003a). Capacity is synonymous with the concept of organisational development. 



Chapter 1 ♦ Introduction          15 
 

 

Organisational development relates to the concept of change, such as a change in an 

organisation’s strategic mission, or a change in operating procedures and policies (Philbin 

and Mikush 1999, p 2). Organisational development typically embodies the ongoing 

identification and management of the core organisational and operational constituents 

required for strategy realisation. 

 

The concept of performance management relates to an organised approach to 

performance measurement that facilitates performance improvement through collection, 

analysis, and dissemination of process and/or outcome measures of performance 

(University of Washington 2000, p 12). 

 

1.6 CONCLUSION 

Blindness is one of the most debilitating health disorders and avoidable blindness is a 

major international health problem. Yet blindness has received relatively little attention in 

worldwide efforts to promote health and it is not at present a high health priority in many 

countries. Consequently, unless there are alternative and more efficient and extended 

endeavours to address this situation and model an approach that will provide a long-term 

solution, avoidable blindness will continue to be a global health problem. 

 

The intention of the research is to present a new management approach for eye care 

service delivery organisations operating in developing countries. The resulting 

management framework will be based on the case study research of two eye care service 

delivery organisations and analysis of contemporary eye care approaches and 

organisational management theory. The framework will be designed to underpin the 

sustainable reduction of avoidable blindness through the enhancement of organisational 

development and performance management efforts.  

 



 

CHAPTER 2 

 

AVOIDABLE BLINDNESS 

 

 

 

2.1 INTRODUCTION 

Blindness is a major international health problem with significant costs for both individuals 

and communities. Yet a considerable proportion of blindness is avoidable and can be 

eliminated through a range of cost-effective preventative and curative treatment initiatives. 

Diseases such as cataract can be cured by simple and effective surgery. Other disorders 

such as endemic trachoma, glaucoma and Vitamin A deficiency can be prevented or 

controlled through programmes that improve diet and hygiene and through the provision 

of drugs. Somewhere between 50% and 80% of blindness is avoidable through such 

initiatives. But despite the fact that efficient, effective and well-proven interventions are 

available, the prevalence and incidence of blindness continue to grow.  

 

Developing countries such as India and South Africa are most affected by the problem. 

These countries are typically characterised by high population growth, demographic 

changes, and insufficient and maldistributed resources, infrastructure, facilities and 

manpower. It is generally accepted that approximately 90% of blind people live in 

developing countries. In many of those countries approximately 85% of those who are 

blind live in poverty, in resource-deprived rural areas where access to health care is 

severely limited. The backlog of avoidable blindness is substantially higher in these 

regions. In this context, the outstanding global ophthalmological challenge is to reduce or 

eliminate the backlog and control the incidence of blindness in developing countries.  

 

A number of effective organisational approaches have been developed in recent years to 

expand eye care services and engender sustainability in service delivery organisations. In 

spite of their success, these approaches have not been widely adopted and blindness 

remains a compelling problem. It is evident that new organisational approaches are 

required to facilitate sustainability and maximise the reduction of avoidable blindness in 

developing countries.  

 

A significant body of literature addresses the problem of avoidable blindness. This chapter 
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provides a review of the literature relevant to the argument underpinning the research. An 

outline of the problem of avoidable blindness and a number of the fundamental challenges 

associated with its prevention and cure provide a background to the topic. The review 

demonstrates the need for the development of new approaches to eye care service 

delivery in developing countries. 

 

2.2 EPIDEMIOLOGY OF BLINDNESS AND EYE DISEASE 

2.2.1 Magnitude and Causes of Blindness 

Evidence exists that suggests the global prevalence and incidence of blindness is 

increasing (Thylefors 1998, p 90; Resnikoff and Pararajasegaram 2001, p 223; West and 

Sommer 2001, p 244) to the point of being overwhelming (Brian, Cohn, Cooper, Cooper, 

Le Mesurier and Cochrane 1999, p 101). The global number of blind has been estimated 

on several occasions, but according to Thylefors (1992, p 89) it has always been with a 

large margin of inaccuracy due to the scarcity of epidemiologically reliable data and the 

ambiguity in the definition of blindness.  

 

Various clinical definitions of blindness have been adopted worldwide as follows: (i) 

distance of visual acuity at presentation of less than 6/60 or central visual field of less than 

20° in the better eye; (ii) distance visual acuity at presentation of less than 3/60 or central 

visual field of less than 10°; (iii) best corrected distance visual acuity of less than 3/60 or 

central visual field of less than 10° in the better eye. Limburg (1996) defines visual acuity 

as the sharpness of vision, measured as the maximum distance at which a person with 

normal eyesight can see the same object. A visual acuity of less than 3/60 means that the 

person examined cannot see, at a distance of 3 metres, the character that a person with 

normal eyesight would be able to see at 60 metres.  

 

In 1972 the WHO Study Group on the Prevention of Blindness was convened to collect 

data on blindness and propose uniform definitions of blindness and visual impairment 

(Thylefors et al 1995, p 115). Despite being criticised – notably by Jernigan (n.d.) for 

recognising in medical and measurable terms something which must be defined not 

medically or physically but functionally – the WHO definitions of blindness and low vision 

are adopted in this thesis (WHO 1997a, p 1): 

Blindness is defined as visual acuity of less than 3/60 (0.05) or corresponding visual loss in the 
better eye with the best possible correction (visual impairment categories 3,4 and 5 in ICD-10). 
This corresponds to loss of walk-about vision. 

Low vision corresponds to visual acuity of less than 6/18 (0.3) but equal to or better than 3/60 
(0.05) in the better eye with the best possible correction (visual impairment categories 1 and 2 in 
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ICD-10). 

Blindness is, simply, the impairment or loss of vision. Visual loss occurs when the 

individual has no perception of light. Visual impairment is the partial loss of vision. 

Blindness through visual loss or impairment can be irreversible, but also treatable through 

preventative or curative initiatives. Treatable blindness can be defined as avoidable 

blindness (Section 2.2.2). 

 

The WHO Study Group on the Prevention of Blindness developed a simplified population-

based assessment methodology for visual loss and its causes, resulting in a standard 

method for low cost, small-scale field surveys. Application of this methodology in an 

increasing number of countries has led to an accumulation of epidemiologically reliable 

data, and thereby more accurate estimates. In recent years the WHO has estimated that 

globally there are 45 million persons who are blind and a further 135 million people who 

have low vision and are at risk of becoming blind (Pararajasegaram 1999, p 359; WHO 

2000, p 1; Thulasiraj and Muralikrishnan 2000, p 30; West and Sommer 2001, p 244). The 

number of blind is referred to as the prevalence of blindness.  

 

It is further estimated that there are some 7 million new cases of blindness each year, and 

that despite every intervention, blindness in the world is still increasing by 1 to 2 million 

cases a year (Thylefors 1998, p 90). The number of new cases is referred to as the 

incidence of blindness. Frick and Foster (2003, p 474) recently estimated that unless 

existing and new resources are used more effectively, global blindness would increase to 

approximately 76 million by the year 2020. 

 

Using the WHO’s internationally accepted ICD-10 definitions of blindness and 

standardised data collection methodologies, Thylefors et al (1995, p 117) outlined the 

following primary causes of global blindness: cataract (41.8%), trachoma (15.5%), 

glaucoma (13.5%), onchocerciasis (0.9%), and other causes (28.3%). Among many 

others, the WHO (1997b) has outlined the major causes of blindness.  Cataract (p 67-73) 

is generally defined as an opacity of the crystalline lens of the eye, displayed in Figure 

2.1: Cataract Blindness. Extensive opacities interfere with light passing through the 

crystalline lens and cause distortion of, or considerable reduction in, the light rays falling 

on the retina. Factors contributing to the onset of cataract include poverty, age, injury, 

inflammation of the uveal tract, metabolic conditions, intraocular disease, congenital 

cataract, exposure to sunlight, poor nutrition, acute diarrhea and certain drugs (Schwab 

1990, p 42-23). By the age of 90, most people will have developed cataract (Taylor and 

Keeffe 2002, p 29). 
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Trachoma (WHO 1997b, p 40-48) is a chronic inflammation of the eye leading to red, 

thickened membranes covering the inside of the eyelid and opacity of the cornea. The 

causative agent of trachoma is Chlamydia trachomatis, a bacteria-like micro-organism 

common in overcrowded, dirty living environments. 

 

Glaucoma (WHO 1997b, p 81-88) includes four distinct entities, with the common but not 

obligatory feature of intraocular pressure high enough to impair the functioning of the optic 

nerve and cause visual field loss ultimately leading to blindness. The different disease 

entities are congenital or infantile glaucoma, primary angle-closure glaucoma and 

secondary glaucoma.  

 

Blinding Malnutrition (p 49-60) is the result of a prolonged lack of vitamin A, often 

combined with general malnutrition and deprivation. Vitamin A is necessary for synthesis 

of the photosensitive pigments of retinal cells and for normal differentiation of mucus-

secreting epithelial structures. Severe deficiency results in night blindness, xerosis and 

keratinization of the conjunctiva and cornea, and ultimately corneal ulceration and 

liquefactive necrosis. 

 

Onchocerciasis (WHO 1997b, p 61-66) is a blinding parasitic disease causes by a filarial 

worm, Onchocerca volvulus, which is transmitted from person to person by the bite of the 

blackflies of the genus Simulium. Diabetic Retinopathy (p 89-93) is characterised by 

microaneurysm formation (localised dilation of capillaries) and the presence of small 

haemorrhages such that the retina shows scattered red dots. 

 
Figure 2.1: Cataract Blindness 
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2.2.2 What is Avoidable Blindness?  

Somewhere between 50% (Smith and Smith 1996, p 61) and 80% (Potter 1991, p 922; 

Thylefors 1991, p 78; Thylefors et al 1995, p 119; WHO 1997, p 1; Resnikoff and 

Pararajasegaram 2001, p 223) of global blindness can either be cured or prevented with a 

reasonable deployment of skills and resources (Thylefors 1991, p 78; WHO 1997b, p 3) 1. 

Preventable and curable blindness are termed avoidable blindness.  

 

The WHO (1997b, p 3) summarised the concept of avoidable blindness by outlining the 

basic preventative and curative strategies of its major causes: 

Blindness of infectious or nutritional origin can easily be prevented, and visual loss from cataract 
can be restored by simple surgery. 

Specifically, endemic trachoma and associated infections can be controlled through 

hygienic measures such as face washing, the application of antibiotic ointments in 

children and corrective lid surgery in adults. Vitamin A deficiency cannot be isolated as a 

disease because it is only one aspect of generalised malnutrition, but can be prevented 

through programmes which improve dietary habits and agricultural practices (Schwab 

1990, p 5).  

 

According to Potter (1991, p 922), community-targeted public health interventions that 

seek to overcome ignorance of the available services enhance the efficacy of such 

preventative eye care service delivery mechanisms. Control of onchocerciasis can be 

achieved through the administration of the drug ivermectin to target populations (WHO 

1997b, p 4).  Blindness due to ocular trauma can be controlled by preventative measures 

at the community level. Such measures include early and appropriate treatment (WHO 

1997b, p 4), education programmes and enforced safety regulations (Schwab 1990, p 4). 

Glaucoma is not directly preventable, however following diagnosis prevention of further 

loss of vision and blindness is possible through early case detection, education, medical 

treatment and surgery (Schwab 1990, p 4).  

 

The surgical treatment of cataract with reference to developing countries is discussed 

exhaustively in the literature (Sandford-Smith 1991; Apple, Ram, Foster and Peng 2000; 

Brian and Taylor 2001). Two primary surgical techniques are used for treating cataract in 

developing countries (Appendix 3: Cataract Method of Correction and Section 2.5.3). The 

first treatment involves removing the entire lens including the thin capsule that contains 

the lens. This method is termed Intracapsular Cataract Extraction (ICCE) and requires the 

                                                           
1 Estimates vary significantly in the literature due to the lack of available and accurate population-based 
blindness data in developing countries. 
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patient to use glasses. The second treatment, often favoured because of its superior 

patient outcomes, is Extracapsular Cataract Extraction (ECCE) with Intraocular Lens (IOL) 

implantation. The process is simple and involves removing the opaque lens and leaving 

the capsule behind. An IOL is then implanted into the capsule2. Cataract surgery with IOL 

implantation has been described as the most successful surgical procedure ever devised 

(WHO 1994, p 2).  

 

Cataract is perhaps the best example of a specific yet monumental challenge to modern 

eye care. Vision can be restored by simple and effective surgery to remove the clouded 

lens (WHO 1997b, p 3) and efficient, effective and well-proven interventions have been 

established (Porter 1998, p 44). However current efforts are simply unable to keep pace 

with the emergence of millions of new cases each year (Enoch, Barroso and Huang 1993, 

p 986; Apple et al 2000, p S26; Prajna and Venkataswamy 2001, p 260, Taylor 2001, p 

44). The current WHO estimate of 17 million people blind worldwide due to cataract will 

increase to 40 million cases by the year 2025.  

 

The literature reveals the enormity of the global avoidable blindness problem. Unless 

immediate steps are taken on a global scale blindness and visual impairment will 

conceivably double by the year 2020 (Pararajasegaram 1999, p 359; West and Sommer 

2001, p 244; Resnikoff and Pararajasegaram 2001, p 225; Frick and Foster 2003, p 471) 

based on population growth in general and ageing populations in particular (Taylor 2000, 

p 1). 

 

2.2.3 Global Distribution of Blindness 

Several researchers have quantified the leading causes of blindness in different regions. 

Recently Apple et al (2000) used the same definitions of blindness as Thylefors et al 

(1995, p 117) to provide updated estimates of causes of worldwide blindness3. The first 

estimates are displayed in Table 2.1: Causes of Blindness Worldwide, Year 2000, and the 

second in Table 2.2: Estimates Global Distribution of Blindness, by Major Cause and 

Region. Both estimates demonstrate a pronounced regional imbalance of blindness 

prevalence. Thylefors et al (1995) estimated, in Table 2.3: Regional Distribution of 

Blindness, that in excess of 90% of blindness occurs in developing countries, with Sub-

Saharan Africa and India sharing the highest burden. Their research included the most 

                                                           
2 Intraocular Lenses are made from a variety of materials including hydrogel, acrylic, silicone, perspex and 
PMMA. 
3 The WHO updated its estimates of total worldwide blindness from 38 million (as reported in Thylefors et al 
1995) to 45 million in 1999.  



Chapter 2 ♦ Avoidable Blindness          22 
 

 

comprehensive estimates of blindness yet undertaken and forms the basis of more recent 

estimates extrapolated by other researchers. The data suggests that in excess of 75% (p 

119) of world blindness currently occurs in Africa and Asia alone, and that the increase in 

global blindness is occurring almost exclusively in those regions. Apple et al (2000) 

estimated the regional distribution of blindness for the year 2000 based on projections 

from previously published surveys (p S24) (Appendix 4: Estimates for Number of Blind 

People, Year 2000). The estimates are consistent with the fact that the number of blind 

people is significantly skewed towards Africa and Asia (p S21). 

 
Table 2.1: Causes of Blindness Worldwide, Year 2000 Estimates 

Disease Blind (Millions) % 
 

Trend 

Cataract 25.0 50 Increasing 
Glaucoma 8.0 16 Increasing 
Diabetic Retinopathy 3.0 6 Increasing 
Age-Related Macular Degeneration 2.0 4 Increasing 
Corneal Scar/Trachoma 5.0 10 Decreasing 
Vitamin A Deficiency 0.5 1 Decreasing 
Onchocerciasis 0.5 1 Decreasing 
Leprosy 0.5 1 Decreasing 
Refractive Errors (<20/400 bilateral) 2.0 4 Stable 
Childhood Blindness (excluding VAD) 1.0 2 Stable 
Trauma 1.0 2 Stable 
Others 1.5 3 Stable 
Total 50 100  

 
Source: Apple et al 2000, p S25 

 
Table 2.2: Global Distribution of Blindness, by Major Cause and Region 

 Number of blind (x10,000) from: 
Region Cataract Trachoma Glaucoma Onchocer- 

ciasis 
Others Total 

Established Market 
Economies 

84 - 180 - 2,136 2,400 

Former Socialist 
Economies 

91 - 74 - 935 1,100 

India 5,120 865 1,141 - 1,774 8,900 
China 2,166 1,174 1,514 - 1,846 6,700 
Other Asia and Islands 2,314 1,362 973 - 1,151 5,800 
Sub-Saharan Africa 3,101 1,380 853 358.5 1,407.5 7,100 
Latin America and the 
Caribbean 

1,326 158 183 1.5 631.5 2,300 

Middle East 1,627 927 205 - 841 3,600 
Total and percentage 15,829 

(41.8) 
5,866 
(15.5) 

5,123 
(13.5) 

360 
(0.9) 

10,722 
(28.3) 

37,900 
(100) 

 
Source: Thylefors et al, 1995, p 117 
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Table 2.3: Regional Distribution of Blindness 

Region % of global population  
(A) 

% of global blindness 
burden (B) 

Regional Burden of 
Blindness  

(B/A) 
Established Market Economies 15.1 6.3 0.41 
Former Socialist Economies 6.6 2.9 0.44 
India 16.1 23.5 1.46 
China 21.4 17.6 0.82 
Other Asia and Islands 13 15.3 1.18 
Sub-Saharan Africa 9.7 18.8 1.93 
Latin America and  the Caribbean 8.4 6.1 0.72 
Middle East 9.6 9.5 0.99 

 
Source: Thylefors et al 1995, p 117 

 

Both Thylefors et al (1995) in Table 2.2 and Apple et al (2000) (Appendix 4) provide 

consistent estimates of the causes of blindness. Clearly, cataract, trachoma, glaucoma, 

onchocerciasis, and vitamin A deficiency are more predominant in developing countries 

where there is a scarcity of resources, manpower (Chirambo 1992, p 81) and technology 

(Lim 1987, p 375). These estimates are supported by various other studies (WHO 1997c; 

Thylefors 1992, p 90-94). Even though cataract was only recognised as a priority in the 

WHO’s prevention of blindness programme from the 1970s (Wilson 1987, p 158), it is by 

far the greatest cause of blindness in the developing world according to the American 

Academy of Ophthalmology (1996, p 2). Estimates suggest cataract accounts for up to 

50% of all blindness globally (Thylefors et al 1995, p 118; WHO 1997c, p 1; Apple et al 

2000, p S25; WHO 2000, p 1).  

 

The literature indicates that the majority of the world’s blind live in rural areas (Christy 

1990, p 141; Thylefors 1990, p 13; Thylefors 1995, p 229) of developing countries 

(Schwab 1990a, 16; Thylefors 1991, p 78; Enoch et al 1993, p 986; Potter 1994, p 682; 

Thylefors et al 1995, p 117-120; Balasubramanian 1997, p 5; WHO 1997a, p 1; WHO 

1998, p 1; Apple et al 2000, p S21-S24). It is widely recognised that in general, blindness 

prevalence in these areas is directly proportional to socioeconomic status (Dandona and 

Dandona 2001, p 1488; Ho and Schwab 2001, p 656). Both Thylefors and Schwab have 

undertaken detailed research into the regional disparities. The former (1990, p 12; 1991, p 

78; 1992, p 90) has identified three different global environments. Firstly, developing 

countries with predominantly rural populations and inadequate eye care systems. Here, 

endemic diseases have not been controlled, and unoperated cataracts have accumulated. 

The average blindness rate is approximately 1% of the total population. Secondly, 

countries at an intermediate stage of development, where preventable eye diseases have 

been brought under control, but due to the lack of adequate eye care services unoperated 

cataract remains a problem. The average blindness rate is approximately 0.5% of the total 
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population. Thirdly, developed countries where both preventable and curable blindness 

has largely been controlled. Blindness rates are approximately 0.2% of the total 

population. 

 

Thylefors suggests the growing number of blind in the world is due mainly to population 

growth and ageing in developing countries (1992, p 94). This is additional to the already 

high numbers of blind people due to the lack of resources in general and inadequate 

numbers of trained personnel in particular (1992, p 90). He believes irrational resource 

utilisation and insufficient political commitment (1991, p 85) have further impeded 

blindness control efforts. Thylefors (1990, p 15) summarises: 

A review of the present situation in most developing countries reveals that the major obstacle to 
blindness prevention is the scarcity, or maldistribution, of personnel trained in eye care at various 
levels. At the primary level, the training of community health workers in simple eye care has started 
in many countries, but the lack or inadequacy of a referral structure, particularly at the intermediate 
level, often causes problems. At the tertiary level, some resources are usually available in most 
countries, but specialized ophthalmic personnel tend to be found only in urban areas or capital 
cities; this makes the situation in the rural areas, where the major proportion of avoidable blindness 
exists, even more difficult than it need be. 

 

Schwab (1990a) discusses some of the intrinsic problems associated with cataract 

blindness and its treatment in an overview of cataract blindness in developing countries. 

He points to poverty, political will, and the medical profession as the primary factors 

causing the unacceptably high numbers of blind people in developing countries (p 18). He 

states that the disparity between the industrialised and developing countries is a paradox 

not atypical of the so-called ‘north-south’ gap (p 17): 

As ophthalmic surgical technology continues to develop and eyesight is restored at great cost to a 
small percentage of cataract blind who are living mostly in wealthy countries, the total number of 
human beings blind from unoperated cataract continues to increase in the developing world. 

 

In later research Schwab (1994, p 150) contrasts eye care delivery systems in developing 

countries and the United States. He discusses the lack of economic infrastructure 

development and imbalanced governmental health priorities contributing to the increase in 

eye disease in developing countries. Sanford-Smith and Hughes (1994, p 1) believe the 

unfortunate reality is that:  

Despite all the advances in medical care and technology and the increasing number of doctors and 
medical schools around the world, the majority of blind people live in the rural areas of the 
developing countries of the world. 

  

The lack of accurate population-based blindness data in many developing countries has 

meant that estimates of epidemiology and etiology of blindness have varied in the 

literature. Nonetheless there is consensus that the prevalence and incidence of blindness 
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is a critical global health problem. This is certainly the case in aging populations (Abdullah 

and Abdullah 2002) in rural areas of developing countries. There is also general 

agreement that a considerable proportion of blindness can be prevented or cured and is 

therefore avoidable. 

 

2.2.4 Blindness in India 

India is a clear example of a country in which blindness is a major problem. The exact 

magnitude of the problem is unknown because there are no current nationwide 

population-based data on blindness or the causes of blindness (Dandona, Dandona, 

Naduvilath, McCarty, Nanda, Srinivas, Mandal and Rao 1998, p 1312). The formulation of 

effective policies to address the problem is therefore complicated. According to the most 

recent National Programme for the Control of Blindness (NPCB)/WHO survey of blindness 

(1986-89) – reported in Jose (1997, p 5) and displayed in Table 2.4: Statewide Prevalence 

of Blindness and Estimated Blind Persons in India – there are approximately 12.5 million 

blind persons in India. The figure has increased from 1.40% of the population in 1973 to 

1.49% (Malik 1994, p 86).  

 

Although cataract is the most common disease responsible for avoidable blindness in 

India, researchers including Thomas and Kuriakose (2000, p 1) assert that estimates of 

cataract blindness may be overstated. They believe increasing pressure to clear the 

cataract backlog has in some cases placed emphasis on numbers only. In an editorial in 

the Journal of the Tamil Nadu Ophthalmic Association, Thomas (2000, p 109) argues: 

There is no question that the backlog needs to be addressed. But we tend to use the backlog as an 
excuse for everything: as an excuse not to perform routine pre and postoperative slit lamp 
examination. As an excuse not to procure instrumentation to manage the most common 
complication of cataract surgery. 

Thomas and Muliyil (1998), Dandona, Dandona, Naduvilath et al (1998), Dandona, 

Dandona and John (2001), and Dandona and Dandona (2001a) maintain undue focus 

may be being placed on eliminating cataract blindness at the cost of other prominent 

diseases. Rajasekaran (2001, p 61) suggests: 

Blindness is not a question of cataract blindness, although it constitutes the major cause of curable 
blindness. Accordingly, if our efforts to eliminate blindness due to cataract only continue without 
regard to other causes of visual impairment . . . we will not have accomplished much in the way of 
eliminating most of the causes of blindness. 
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Table 2.4: Prevalence of Blindness and Estimated Blind Persons in India 

State/Territory Population (1991) Prevalence 
/10,000 Population 

Estimated 
Blind Persons 

Andhra Pradesh 66,508,008 150 1,088,000 
Arunachal Pradesh 864,558 123 13,500 
Assam 22,414,322 134 300,000 
Bihar 86,374,465 128 1,066,000 
Delhi 9,420,644 63 62,000 
Goa 1,169,793 203 25,000 
Gujarat 41,309,582 144 583,000 
Haryana 16,463,648 113 183,000 
Himachal Pradesh 5,170,877 87 45,000 
Jammu and Kashmir 7,718,700 280 21,000 
Karnataka 44,977,201 129 559,000 
Kerala 29,098,518 131 367,000 
Madhya Pradesh 66,181,170 201 1,322,000 
Maharashtra 78,937,187 164 1,252,000 
Manipur 1,837,149 65 11,000 
Meghalaya 1,774,778 22 3,000 
Mizoram 689,756 na - 
Nagaland 1,209,546 38 4,000 
Orissa 31,659,736 172 538,000 
Punjab 20,281,869 73 140,000 
Rajasthan 43,997,990 224 938,000 
Sikkim 406,457 45 3,000 
Tamil Nadu 55,858,946 165 92,000 
Tripura 2,757,205 118 34,000 
Uttar Pradesh 139,112,287 158 2,098,000 
West Bengal 68,077,965 96 654,000 
A and N Islands 280,661 67 19,000 
Chandigarh 642,015 189 11,400 
D and N Haveli 138,477 na - 
Daman and Diu 101,586 na - 
Lakshadweep 51,707 89 400 
Pondicherry 807,785 na - 
Total 846,302,688 143 12,435,200 

 
Source: Government of India 1993, p 42 

 

The debate about priorities in the treatment of avoidable blindness does not alter the 

concern about the prevalence of cataract in India (Srinivasan, Rahmathullah, Blair, 

Murphy, Beck, Wilkins, Whitcher and Smolin 1997, p 896). As noted by the World Bank 

(1994, p 2): 

The economic and social costs associated with blindness are especially high in India because of its 
high prevalence and the early-age onset of cataract which affects economically active individuals. 

Table 2.5 Leading Causes of Blindness in India shows that up to 80% of blindness in India 

is caused by cataract (Brilliant, Lepkowski, Zurita and Thulasiraj 1991, p 584; Kumar 

1993, p 269). The figure has increased from approximately 55% in 1973, due mainly to 

trachoma control, the eradication of smallpox (Venkataswamy 1993, p 171), and the large 

degree of aging and growth in the population (Limburg, Kumar and Bachani 1996, p 951; 
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Murthy, Gupta and Talwar 1996, p 62; Gupta 1997, p 2). It has been estimated that 3.8 

million persons become blind each year from cataract (Minassian and Mehra 1990, p 341; 

Kupfer 1994, p 361). Whilst the annual level of surgical performance has increased from 

around 0.5 million to between 1.6 (Jose and Bachani 1995, p 35) and 2.4 million cataract 

operations (Limburg 1996, p 4), the number would have to increase to at least 3 to 4 

million annually to have a material impact on the current backlog. Recent research 

conducted by Dandona, Dandona, Anand, Srinivas and Rajashekar (2003, p 30) suggests 

that: 

To eliminate cataract blindness in India, an estimated 9 million good quality cataract surgeries are 
needed every year during 2001-2005, increasing to over 14 million surgeries needed every year 
during 2016-2020 on persons most likely to go blind from cataract. 

 
Table 2.5: Leading Causes of Blindness in India 

 
 
Cause 

Indian Council of Medical 
Research Survey (1971-73) 

(%) 

NPCB-WHO Survey 
(1986-89) 

(%) 
Cataract 55.0 81.0 
Trachoma 5.0 0.0 
Small Pox 3.0 0.0 
Malnutrition -  
    Vitamin A Deficiencies 

 
2.0 

 
0.04 

Injuries 1.5 na 
Glaucoma 0.5 2.0 
Corneal Opacity na 3.0 
Refractive Errors na 7.0 
Other Infections 15.0 na 
Other Causes 18.0 7.0 

 
Source: Venkataswamy 1993, p 172 

 

Until recently cataract has been a low priority health problem in India. This legacy has 

been partially responsible for the increase in the number of blind people. Inadequate 

treatment capacity (Limburg, Kumar, Indrayan and Sundaram 1997, p 1049) and the 

under-utilisation of existing qualified ophthalmologists (Kumaraswami 2000, p 116) have 

together negated much of the positive efforts (Vaidyanathan, Limburg, Foster and Pandey 

1999, p 104). The rural population continues to have a disproportionately higher 

prevalence than the urban population (Natchiar, Robin, Thulasiraj and Krishnaswamy 

1994, p 987; Limburg 1997, p 15), and imbalances persist between the states and social 

classes. Venkataswamy (1989, p 931) states: 

Scarcity of ophthalmologic care in the poor, remote rural areas, due to problems of communication 
and lack of transport facilities, has made it difficult for these people to get an early diagnosis and 
treatment of eye disease. Consequently, there is a high prevalence of blindness in the country. 

The Government of India (1993, p 3-4) indicates: 

In all states, except in Bihar and West Bengal, the prevalence of cataract is more in rural than in 
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urban areas . . . although the cataract problem is universal, the way people from different 
socioeconomic backgrounds react to the situation varies. The urban population as compared to the 
rural has more access to medical facilities. Persons living in urban areas given their income levels 
and literacy levels are more conscious of disease and take immediate steps to seek professional 
advice . . . poverty [in rural areas] is generally more wide spread and most persons are engaged in 
agricultural operations or agricultural labourers. Since there is an absence of the organized sector 
in rural areas they do not have reimbursement or captive hospital service facilities . . . the absence 
of a needs based approach has led to a concentration of facilities in some areas as compared to 
others. 

 

Other forms of blindness are undoubtedly prevalent in India in large numbers. The 

NPCB/WHO survey (1986-89) cited glaucoma, corneal opacity, and refractive errors as 

the other primary causes of blindness. The WHO global survey, discussed in Thylefors et 

al (1995, p 117), confirmed trachoma is also a serious problem. Dandona and Dandona 

(2003, p 133) and Limburg (1996, p 2) also reported refractive errors and corneal 

blindness. 

 

The Government launched the NPCB in 1976 as its primary public eye care service 

delivery organisation (Bhattacharjee, Devadethan, Sharma, Saini and Datta 1996, p 207; 

Vaidyanathan and Kumar 1997, p 17). The NPCB has contributed to blindness control in 

various ways, notably at the district level (Gowda 1997, p 33) in the form of mobile eye 

clinics, screening eye camps, and district and eye hospitals (Jose 1997, p 5). There have 

been advancements in eye health education and training initiatives through the 

establishment of additional medical colleges and regional eye institutes (Malik 1994, p 

87). The NPCB has been responsible for the number of annual cataract operations 

increasing substantially over the past twenty years, as exhibited in Table 2.6: Number of 

Cataract Operations in India. Yet despite this progress, the prevalence of blindness has 

increased overall. Eye care treatment capacity continues to be inadequate, surgical 

performance is deficient, and lack of awareness among the target population remains a 

problem. 

 

The failure of the NPCB to adequately address these issues, and the blindness problem in 

general, led the World Bank in 1994 to fund the most focused eye care scheme to emerge 

from within India, the Cataract Blindness Control Project. The broad objectives of the 

project were to upgrade the quality of cataract surgery, expand services to underprivileged 

sectors, and reduce the backlog of untreated cases (World Bank 1994, p iv). The 

International Development Association (IDA) allocated US$117.8 million under the project 

to reach 11.03 million cataract patients in Maharashtra, Uttar Pradesh, Madhya Pradesh, 

Orissa, Rajasthan, Andhra Pradesh and Tamil Nadu. These states account for 

approximately 65% of all blindness in India and 25% of the world’s blindness (Jose and 
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Bachani 1995, p 35). The seven-year project aimed to enhance the public and NGO 

sectors and sought to utilise the surplus capacity amongst private practitioners to bridge 

the gap between the current level of cataract services and the proposed level. The project 

aimed to strengthen India’s capacity to provide high volume, high quality and low cost eye 

care (Jose and Bachani 1995, p 35) by developing and strengthening training facilities and 

upgrading health and management skills for eye care personnel. The project was largely 

dependent on NGO participation, as discussed in more detail in Section 2.5.1. 

 
Table 2.6: Number of Cataract Operations in India 

 
Year 

Target 
(Millions) 

Performance 
(Millions) 

 
Percentage 

1981 - 0.55 - 
1982 1.34 0.90 68.00 
1983 1.26 1.07 85.00 
1984 1.28 1.13 89.00 
1985 1.38 1.23 88.00 
1986 1.38 1.21 87.00 
1987 1.23 1.19 97.00 
1988 1.23 1.19 95.00 
1989 1.28 1.05 81.54 
1990 1.28 1.18 92.13 
1991 1.99 1.46 73.46 
1992 2.00 1.61 80.50 
1993 2.43 1.97 81.07 
1994 2.43 2.20 90.53 
1995 2.65 2.43 91.67 

 
Source: Limburg 1996, p 4 

 

Bachani and Jose (2003) reported that key advancements were made in India between 

1993 and 2002. The number of cataract operations in the country increased from 1.5 

million in 1993 to 3.8 million in 2002 – although there was a corresponding rise in 

population figures. There have been improvements in the uptake of eye care services, 

and the adoption of Intraocular Lenses has led to qualitative improvements in visual 

outcomes. IOL implantation has increased from 3% of all cataract surgeries in 1993 to 

77% in 2002. The researchers point to a number of activities which have supported these 

advancements. These activities include the training of eye surgeons in ECCE/IOL surgery; 

an increase in institutional capacity for eye care; initiatives to improve quality of cataract 

surgery; expanding coverage to underprivileged areas; decentralisation of implementation; 

and creating an enabling environment for NGOs in eye care (p 5-6). The Government of 

India has subsequently committed further resources – Rs4,450 million – to maintain its 

eye care focus (Bachani and Jose 2003). 

 

However despite the advancements in the eye care service delivery sector and the 
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emergence of numerous successful service delivery models, the challenges confronting 

the Indian ophthalmic community remain. The increasing prevalence of cataract blindness 

suggests that eliminating the backlog is the priority, and as indicated above, much of the 

literature confirms this belief. Researchers have argued that the continued debate of the 

last few decades over reducing blindness in India has not yet yielded a universally agreed 

approach. Dandona, Dandona, Shamanna et al (1998, p 263-264) propose that:  

The major reason for this failure has been the absence of a holistic approach which would take into 
account the various aspects that result in this high magnitude of blindness. Such an approach 
would have to include understanding how people perceive eye health so that preventative 
strategies can be evolved, developing reasonable quality eye care services with adequately trained 
manpower, and understanding well the various epidemiological aspects of blindness so as to plan 
for the present and the future. 

 

Other researchers, including Limburg et al (1996), Vajpayee, Joshi, Saxena and Gupta 

(1999), and Dandona (2000), have proposed similar strategies. Kothari (1994, p 209) 

believes:  

The challenge is to develop eye health education and care for communities, and also to allocate 
resources according to priorities that will allow a substantial reduction in the number of people who 
are blind. 

Venkataswamy (1994, p 279-283) emphasised the need to provide large-volume cataract 

surgery, to optimise manpower utilisation, to reach the rural poor, and to provide self-

supporting, sustainable services. The challenge of eliminating avoidable blindness in India 

is clearly complex. 

 

2.2.5 Blindness in South Africa 

There are many other developing countries that face similar challenges. South Africa for 

example, has at one level a more advanced health care service and infrastructure than 

India. Yet it too is addressing an extensive blindness problem. There are clear disparities 

in services available to people of different socioeconomic status, and urban and rural 

populations. Like other sub-Saharan African countries (Foster 1987 and 1994; van der 

Windt and Chana 1993, p 265; Yorston, Gichuhi, Wood and Foster 2002, p 543), South 

Africa has an obvious need for the augmentation of eye care services. However the 

literature includes very little information about blindness in South Africa from which 

appropriate strategies can be designed. Accurate population-based blindness surveys for 

the country as a whole have not been undertaken, and so estimates of blindness vary. 

The South African Department of Health (2001, p 2) estimated in its published guidelines 

for cataract surgery that there are approximately 260,000 blind people in South Africa, a 

prevalence of 0.75%. Another recent estimate indicates that there are approximately 
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300,000 cases of blindness, 80% of which could be treated or cured (Bermudez, Graham, 

Marta and Srinivasan 2000, p 22). As evidenced by population-based surveys conducted 

in 1988 and 1993 and reported by the Government, women have a higher prevalence of 

blindness than men (p 2). 

 

The etiology of blindness in South Africa is similar to that of many other developing 

countries. Whilst there are no definitive statistics, particularly relating to childhood 

blindness (O’Sullivan, Gilbert and Foster 1997, p 1692; Dandona, Gilbert, Rahi and Rao 

1998, p 117), it is recognised that age-related cataract is the leading cause of blindness 

(Cook and Stulting 1995, p 29; Rotchford and Johnson 2000, p 1030). Cataract blindness 

accounts for approximately 60% of blind people according to a number of estimates 

(Cook, Knight and Crofton-Briggs 1993, p 590; SANCB 2000, p 1; Government of South 

Africa 2001, p 4), with around 32,000 people becoming blind each year (van Dijk, Cook 

and Razum 2000, p 991). These estimates compare with the WHO’s estimates of 

blindness in English-speaking Africa (2000a, p 1). Hence, van Dijk et al (2000, p 991) 

affirm: 

In order to eradicate blindness caused by cataract each year in South Africa, it would be necessary 
to do 96,000 cataract surgeries per year. 

This target is clearly much higher than the approximately 50,000 that are currently being 

undertaken annually (Bermudez et al 2000, p 42) – 25,000 of which are performed by the 

public sector (SANCB 2000, p 1). 

 

A range of factors has complicated the problem of providing adequate eye care services 

in South Africa. Blindness in South Africa is largely a condition of poverty (Fred Hollows 

Foundation 2001, p 1) and geography. A high percentage of the largely black indigent 

population is located in rural areas (Murray and Terblanche 1991, p 511) where health 

services are limited (Rotchford and Johnson 2000, p 1030). A number of barriers exist 

which compound the problem. The insufficient availability of appropriate services (Murray 

and Terblanche 1991, p 511) restricts patient access to eye care (Yorston and Abiose 

2001, p 257). Socioeconomic impediments, such as those outlined below in 2.5.2, prevent 

the appropriate utilisation of the services that are available. According to Bermudez et al 

(2000, p 40), eye care services are a mix of first and third world standards, and although: 

every citizen has the right to eye surgery through the public health programs . . . the ease with 
which those services are obtained varies. 

Rural residents are generally reliant upon services provided by the government, and yet of 

the 275 ophthalmologists in the whole of South Africa (WHO 2000a, p 3): 

250 of them work in the private sector catering for the needs of 8 million people, whilst only 25 work 
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in the government practice that services 32 million. 

Nonetheless, Bermudez et al (2000, p 35) suggest:  

The output of the public sector surgeons is much higher than their counterparts in the private 
sector. The public sector completed 27,200 cataract surgeries in 1999 . . . The private sector 
completed approximately the same number of surgeries, but with almost ten times the number of 
doctors. 

 

There are few public or private specialist eye care hospitals serving the rural population, 

and whilst several NGOs have attempted to redress the imbalance, the rural sector 

continues to be largely underserved. A pressing issue is the lack of available and 

appropriately trained medical staff in the public sector (De Beer 2003, p 5). 

Ophthalmologists are attracted to the private sector and overseas positions and 

ophthalmic nurses are poorly remunerated. People’s work ethic clearly varies (Bermudez 

et al 2000, p 35) and there is discontent among staff in public hospitals who are 

overworked, underpaid, and provided with few career development opportunities. 

 

Recognising the importance of appropriate eye care, the Central Government Department 

of Health has recently established a number of initiatives including national guidelines for 

the prevention of blindness (Government of South Africa 2002) and cataract surgery 

(Government of South Africa 2001). Eye care has also been included in the Governmental 

Strategic Plan as a core health priority (Government of South Africa 1999, p 24). The 

objectives of the National Prevention of Blindness Programme include supporting the 

provincial Prevention of Blindness Programmes. Specifically, this includes building the 

capacity of Primary Health Care (PHC) clinics and community health centres to provide 

primary eye care and protect and promote the rights of blind persons. The goal is to 

reduce the prevalence of blindness in the country from 0.75% to 0.50% by the year 2005 

(Government of South Africa 2002, p 5). A broad set of strategies, including proposals for 

set resources and facilities, has been established in preliminary stages to achieve these 

objectives. The programme specifically targets cataract, glaucoma, childhood blindness, 

diabetic retinopathy, and refractive errors. 

 

Despite the governmental initiatives, it is largely through the efforts of a range of NGOs 

that progress is being made. Population-based and rapid-assessment blindness surveys 

have been conducted in KwaZulu-Natal (Cook et al 1993; Cook and Stulting 1995; 

Rotchford and Johnson 2000; van Dijk et al 2000), by organisations such as Edendale 

Hospital in Pietermaritzburg. Edendale Hospital has also experimented with a range of 

methods to increase awareness of and demand for eye care services in rural areas. In the 

Eastern Cape Province, the Fred Hollows Foundation (FHF) has undertaken an 
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exhaustive review of cataract services and statistics (Garwood 2000) to underpin the 

planning of the Eastern Cape Blindness Prevention Programme (Chapter 6). A number of 

other domestic and international organisations are active in eye care provision in 

underprivileged areas, including the South African Bureau for the Prevention of Blindness 

(SABPB) (Douglas 1994), Lions Clubs International, Christian Blind Mission, and the St 

John’s Foundation.  

 

Whilst NGOs have aided in the establishment, management, and evaluation of eye care 

programmes and some progress has been made, additional services are required to make 

further inroads. In particular, according to Murray (2000, p 1001): 

In order to achieve an adequate cataract surgical rate, high-volume cost-effective cataract surgical 
services will need to be introduced to secondary level facilities. As these surgical eye care 
programmes are introduced the surgical outcome as well as the effectiveness of the programme 
should be monitored. 

 

2.3 THE IMPACT AND COST OF BLINDNESS 

The literature dealing with the impact of blindness is extensive. As well as addressing the 

obvious financial costs, researchers have considered a range of other direct 

socioeconomic consequences of blindness (Enoch et al 1993, p 988; Kupfer 1994, p 62; 

Mishra, Bhatlawande, Jotkar and Bhagoorkar 1995, p 3; Livingston, McCarty and Taylor 

1997, p 574; Shamanna, Dandona and Rao 1998, p 172; Snellingen, Shrestha, Gharti, 

Shrestha, Upadhyay and Pokhrel 1998; Dandona, Dandona, McCarty and Rao 2000, p 

65; Gilbert and Foster 2001, p 227; Cunningham, Lietman and Whitcher 2001, p 180). 

Mohan (1989, p 6), referring to the socioeconomic consequences of blindness, defines 

blindness as the inability to do any kind of work, industrial or otherwise. The WHO (1997c, 

p 1) suggests the quality of life, and even the life expectancy of the individual is affected, 

stating: 

The person who is blind and his or her family face important social constraints. Both directly and 
indirectly, visual impairment interferes with various activities of daily living. Blind children have to 
face developmental challenges. In adult life, employment opportunities for the visually disabled are 
extremely limited and their participation in a host of leisure activities is seriously hampered. In 
addition, in many societies visual impairment results in the loss of status and self-esteem….A study 
in the UK indicated that visually disabled people were poorer on average, had lower educational 
levels, lower employment and less social life than sighted people. 

Thylefors (1990, p 13) points to the social and economic consequences of blindness, as 

well as the obvious human suffering: 

Experience in Africa has shown that blindness may be associated with increased mortality, 
presumably reflecting the difficulty of surviving with a severe handicap in an often hostile 
environment. 

Angra, Murthy, Gupta and Angra (1997, p 312) outline the loss of productivity, the 
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breakdown of interpersonal relationships, depressive manifestations, the loss of self-

esteem, isolation and humiliation associated with blindness.  

 

An exhaustive study by the Government of India (1993, p 3) suggested that these social 

dimensions tend to more adversely and obviously impact on women (see also Lewallen 

and Courtright 2002; Courtright and Bassett 2003; Nirmalan, Padmavathi and Thulasiraj 

2003) and the poor: 

Based on several micro-level studies available, it is possible to conclude that the poor suffer more 
than [the] affluent. The poor have low nutritional status, work for long hours outside the house, 
generally neglect disease during the early stages and do not have access to health services. Given 
these factors, cataract prevalence can be expected to be high among poor and particularly rural 
poor. 

Vajpayee et al (1999, p 88) argue:  

the typical cataract blind individual in rural India is illiterate, hails from the lower socioeconomic 
strata, does not have an independent source of income and is generally confined to the four walls 
of the house. 

 

The direct financial costs associated with rehabilitation and care, as well as the indirect 

costs resulting from the loss of productivity have been identified, broadly by Thylefors 

(1990, p 13), and more specifically by the WHO (1997c, p 1) and Shamanna et al (1998). 

The first reference reports a study from India in 1989 in which the aggregated costs of 

blindness to the national economy were conservatively estimated at US$4.6 billion per 

year. The second study calculated the cost of blindness in India in pure economic terms. 

Their estimates suggest that the net loss of GNP in India for the year 1997 due to 

blindness was US$4.4billion4 – 1.45% of the total GNP and approximately 72.5% of 

government spending on the health sector per annum (p 171). The study estimated that 

the cost of treating cataract blindness, which accounts for approximately half the 

blindness in India, would be US$0.15 billion (p 171). 

 

A study in 2000 by Frick and Foster (2003, p 475) measured the annual global GDP loss 

from blindness ($19,223 million) and low vision ($22,764 million). They estimated that 

without a more targeted approach to blindness prevention and cure the combined 

economic loss would increase to approximately $109,000 million by the year 2020. Other 

studies examined the economic aspects of blindness more broadly and with implications 

on the cost-effectiveness of treatment (Drummond 1988 and 1994; Marseille 1996; Singh, 

Garner and Floyd 2000; Porter 1998; Javitt 1993), as discussed in Section 2.4.  
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Regardless of the existence of such data, blindness is not typically considered to be a 

high health priority by the governments of many developing countries (Schwab 1994, p 

150; Potter 1994, p 683). While the social and economic costs are common to both 

developed and developing nations, the WHO (1997c, p 3) has suggested that it is the 

latter that have more limited health and social care facilities and economic resources to 

bear the burden of avoidable blindness, adding:  

In this context, the need for eliminating avoidable blindness should become a public health priority. 
Sight-saving interventions should be seen as opportunities for investment with a worthwhile return 
in both humanitarian and economic terms.  

 

2.4 COST-EFFECTIVENESS OF BLINDNESS CONTROL 

There is a global perception that blindness, and in particular cataract, is expensive to treat 

and primarily affects older people, and so the cost of treatment outweighs the benefit. 

However this belief has been dispelled by research that quantifies the benefits associated 

with treatment. The WHO (1997c, p 1) argues: 

There is a growing trend worldwide to evaluate disease and disability prevention on the basis of 
costs incurred and benefits accrued. Public health interventions to prevent blindness are 
particularly revealing in this respect, as cost savings and return on investment accrue, because of 
the avoided rehabilitative costs, on the one hand, and the gains in productivity, on the other. 

 

It is difficult to quantify the loss of basic health given the broad range of associated social 

consequences. Various methodologies have been described in the literature, many of 

which focus on the cost-effectiveness of blindness prevention and cure. Cost-

effectiveness is a concept akin to a cost-benefit ratio. However it is not purely a financial 

measure, and includes more subjective, non-monetary measures of benefits (Gilles, 

Perkins, Roemer and Snodgrass 1992, p 259). Researchers Ellwein, Lepkowski, 

Thulasiraj and Brilliant (1991), Jamison and Mosley (1991, p 18), and Smith and Brown 

(2000, p 797), argue that cataract surgery is one of the most cost-effective health 

interventions known. This is because, unlike many other diseases, the costs associated 

with prevention are only a small fraction of the expense of rehabilitation (WHO 1997b, p 

5). Pointedly, Javitt (1993, p 1615) states: 

The cost-effectiveness of treatment is substantially less than that of dealing with malnutrition and 
with the infectious diseases that are commonly associated with public health priorities in the 
developing world.  

 

A number of studies have focused on quantifying the cost-effectiveness of blindness 
                                                                                                                                                                                
4 The direct loss of GNP due to blindness was calculated as US$4.0 billion. The indirect loss for both adults 
and children was calculated to be US$0.7 billion. The economic productivity of blind persons was calculated to 
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treatment initiatives. Health economists Murray, Lopez and Jamison (1994) argue that an 

accurate measure for evaluating the cost-effectiveness of health interventions would 

incorporate a comprehensive assessment of the amount of ill health (premature death and 

disability) attributable to specific disease and disabilities. The World Bank (1993) has 

undertaken detailed research utilising such a comprehensive framework as part of an 

exercise to assess the cost-effectiveness of various diseases. The disability-adjusted life 

year (DALY) measurement was used to calculate the cost of achieving one additional year 

of healthy life by combining healthy life years lost because of premature mortality with 

those lost as a result of disability. Murray et al (1994, p 495) suggest the DALY concept:  

provides an integrative, comprehensive methodology to capture the entire amount of ill health 
which will, on average, be incurred in one’s lifetime because of new cases of disease and injury. 

Essentially, the lower the unit cost of a DALY, the greater the value for money offered by 

the intervention.  

 

A set of figures was produced which enabled comparisons to be made of the cost-

effectiveness of different health intervention schemes. Over one hundred disease 

categories were measured to assist the World Bank identify its leading public health 

priorities. Cataract surgery was found to be one of the fifteen most cost-effective 

interventions. It was included in the same class as several widely advocated and readily 

funded public health interventions such as vaccination for measles, polio, and tetanus, 

and treatment of tuberculosis and sexually transmitted diseases (Javitt 1993, p 1615). The 

cost per DALY – less than $25 – compares favourably with interventions in 

cerebrovascular disease5 (in excess of $1,000 per DALY saved), and ischemic heart 

disease (between $250 and $1,000), and is the only surgical procedure in the top 

category of favourable cost-effectiveness (Sommer 1994, p 12). 

 

Whilst the use of DALYs has been criticised for not solving the problems of prioritisation 

and resource allocation (Sayers and Fliedner 1997, p 383; Paalman, Bekedam, Hawken 

and Nyheim 1998; Williams 1999, p 1-8), it remains an effective tool to aid in health 

resource allocation. Murray and Lopez (1997, p 377) believe its use:  

enhances informed debate on the social values that influence resource allocation, identifies health 
problems that may be neglected, and points to the strengths and weaknesses of existing health 
information systems.  

 

Various other studies of cost-effectiveness concur with the World Bank study. Marseille 

(1996, p 322) in fact proposes that cataract surgery may be even more cost-effective than 

                                                                                                                                                                                
be US$0.33 billion. 
5 Cerebrovascular disease is a leading cause of healthy life years lost in developing countries. 
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the World Bank had previously believed. Drummond similarly found that the returns in 

terms of increased economic productivity following cataract surgery are substantially more 

than the cost of surgery in the first year (1994, p 157-169). He concluded that more 

resources should be directed to cataract surgery compared to other health care 

programmes. In a study in rural India, Javitt’s research (1993a, p 635) reveals:  

Individuals undergoing cataract surgery demonstrated increased productivity amounting to a 1,500 
percent annual return on the cost of the surgery. 

 

Whilst cost-effectiveness is recognised as a valuable method of identifying which health 

interventions deserve the highest priority for public action, Musgrove (1994, p 7) argues 

that it is sometimes criticised:  

for attempting a fully objective measure of something that is inherently subjective, thereby ignoring 
people’s feelings about their health.  

He proposes that both objective and subjective elements would be included in any 

measurement. Objective elements include how many people the disease affects, at what 

age it begins, how long it lasts, and whether it ends in death or full or partial recovery. 

Subjective elements include degrees of incapacity or suffering, and the relative 

importance of healthy life at different ages of a disease. Shamanna et al (1998, p 169) 

also stress the importance of societal considerations: 

In an environment of competing resources, justification for higher priority by policy makers would 
depend on such estimates of cost-effectiveness. However, it is important to remember that while 
economic analysis is one important way of prioritising meagre resources, it should not be the only 
method of doing so. It is conceivable that some health-care interventions which are relatively less 
cost-effective may in the long term have broad beneficial effects on societal development. Societal 
values and felt needs of the community, apart from economic analysis, have to be taken into 
account while determining allocation of resources. 

 

Reflections of this nature are a reminder that, in addition to the combined societal and 

economic impact, the statistics relating to global avoidable blindness directly represent the 

unnecessary suffering of afflicted individuals. So aside from the arguments of cost-

effectiveness, this alone is a catalyst for further investment in eye care service delivery 

approaches. However even with cost-effective services, organisations face a range of 

other obstacles to the long-term effective delivery of eye care services. 

 

2.5 PARTICULAR CHALLENGES IN EYE CARE SERVICE DELIVERY 

There are many challenges associated with the reduction of global avoidable blindness. 

Also, there is uncertainty about how best to provide adequate eye care in developing 

countries (Schwab 1994, p 152), and to develop and maintain delivery systems that 
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improve the lives of the blind. Schwab (1990a, p 17) argues there are no simple solutions 

to these problems. The development of local capacity through innovative local solutions 

that are self-reliant, efficient, responsive, and reflective of local ownership (Brian et al 

1999, p 101) is increasingly seen as being an appropriate paradigm. Mobilising resources 

at the service delivery level (Sabur 1999), paying particular attention to the needs of the 

local community, and utilising the skills and expertise of partner organisations, are all 

important factors in the provision of an efficient and cost-effective service. The long-term 

success of blindness prevention programmes in developing countries may be reliant on 

the establishment of such delivery systems. 

 

The outstanding global challenge, as evidenced by the cases of India and South Africa, is 

to reduce and eliminate the problem of blindness in developing nations (Thylefors 1991, p 

83; West 1992, p 1). It is not only an ophthalmological, technical challenge, but also a 

public health and community development challenge (Thylefors 1992, p 90), requiring 

holistic infrastructure utlisation, comprehensive technology management, and patient 

centred care (Thulasiraj 2001 p 230). Natchiar et al (1994, p 987) note the need for:  

new programs incorporating local customs and efficiently using available resources to be created to 
prevent the escalation of blindness and to rehabilitate patients already disabled.   

Unfortunately though, establishing and maintaining effective eye care programmes and 

service delivery organisations has proven to be a complex task. A number of challenges 

complicate their design, implementation, and long-term management. Issues such as the 

role of partner organisations, barriers to service delivery, and conflict between quality and 

quantity, each require detailed consideration.  

 

2.5.1 The Role of Partner Organisations 

A range of organisations are involved in blindness prevention initiatives, including 

governmental and community organisations and International Non Government 

Organisations (INGOs). The formulation and management, together with the degree of 

sustainability of the initiatives is often dependent on the effectiveness of these partner 

organisations. The nature and role of partner organisations varies. For instance, some 

successful programmes have been characterised by responsible government policies 

(Black 1990, p 5132) and WHO structural coordination and models (Tukai 1994, p 37). 

Partner NGOs have provided funding and expertise for local infrastructure and capital 

development, management and clinical training, technical expertise, systems and capacity 

development, and ongoing operational resources. Associations with private corporations 

have yielded scientific and technical support, donations, and financial contributions to 
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research, education, and training projects (Gmunder 1994, p 275).  

 

Effective cooperation and collaboration between partner organisations is important at all 

levels of blindness control (Johns 1990 and 1992; Spivey 1999; Resnikoff and 

Pararajasegaram 2001, p 223; Thylefors 2001, p 25; Naumann 2001, p 17; Spahn 2004, p 

2). The constraints to achieving service delivery priorities have been attributed to a lack of 

collaboration between and across eye care programmes and associated organisations 

(Kadel 2001, p 8). Effective coordination, known as ‘twinning’ (Nagpal 2000, p 66), can 

assist in the formation of a platform for strategic planning at a policy-making level. A 

diversified network combines the strengths of the different NGOs (Carey 1994, p 249), 

such as technical skills, primary health expertise, and secondary and ground level 

expertise (Garms and Foster n.d., p 29). Depending on their strength, these links have the 

potential for a mutually reinforcing and beneficial impact on avoidable blindness. Jenkyns 

(1994, p 274) stresses that the maintenance of cost-effective service delivery relies on a 

strong and objective partnership in which solid foundations are developed over time 

allowing the local service delivery organisation to become self-sustaining. 

 

An example of such a partnership is the Indian World Bank Cataract Blindness Control 

project referred to in Section 2.2.4. The project depended upon NGO participation and 

collaboration between partner organisations. The World Bank anticipated that the project 

would eliminate most of the cataract backlog in India by reducing the blindness 

prevalence by 50% in the project states. In excess of $357 million in lost wages and 

injury-related health care expenditures would be saved over the course of the project. The 

project aimed to substantially improve the quality of eye care, develop local capacity, 

promote private sector development, improve the quality of life for the individual, and 

expand services to the disadvantaged rural population that suffer a higher prevalence rate 

(World Bank 1994). Established NGO foundations and operational experience were 

pivotal in the evolution of the project and ultimately its degree of success. 

 

The World Bank proposed tapping into existing – and promoting new – arrangements with 

NGOs to expand the coverage and intensify the output and quality of cataract surgery 

(1994, p 10). The provision of surgery through screening and service delivery camps was 

the principal NGO activity. During the project, collaborating NGOs received governmental 

reimbursement for each surgery undertaken. In some states this arrangement has 

continued following the completion of the project with support of state governments. 

Although the payments are well below the actual cost of the surgery, the incentive was 

created for an increased effort within the sector. To ensure that quality services were 
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maintained, 50% of the reimbursement was received after the surgery, and the balance 

following post-operative follow-up (Jose and Bachani 1995). In states such as Tamil Nadu, 

increased collaboration between the government and service delivery organisations 

noticeably expanded surgical services in areas of need. Awareness increased and 

demand was generated. The success of the programme was largely due to effective 

collaboration between its various partner organisations to deliver services and address 

constraints to service delivery. 

 

2.5.2 Barriers to Treatment 

Successful initiatives such as the World Bank project have paid attention to the condition 

and needs of the local community. Robin, Natchiar, Thulasiraj and Venkataswamy (1997, 

p 571) believe that planning for long-term sustainable policies for the prevention of 

blindness requires study of the infrastructure of the local health delivery system. In this 

way, it is possible to identify and plan strategies to overcome the barriers that are likely to 

impede the uptake of eye care services. An assessment of the potential obstacles to 

effective service delivery is also vital in order to formulate strategies to optimise the use of 

available resources (Natchiar et al 1994, p 988; Fletcher, Donoghue, Devavaram, 

Thulasiraj, Scott, Abdalla, Shanmugham and Murugan 1999, p 1393; Rabiu 2001, p 776). 

Flexible strategies enable the changes and developments that societies are subject to 

over time to be appropriately addressed.  

 

According to Donoghue (1999) a diverse range of psychological, social, cultural, 

economic, and practical factors influence people’s utilisation of eye health services. 

Schwab (1990a, p 18) has identified three categories of barriers: poverty, political will, and 

the medical profession. He argues that overcoming the human elements associated with 

poverty such as illiteracy and fear – so as to encourage patients to seek eye care and 

agree to treatment – is required for blindness prevention projects to be entirely successful. 

He believes the medical profession has contributed to the overall problem by protecting its 

own interests, concluding: 

Until the control of avoidable blindness becomes a very real political priority worldwide, the burden 
of avoidable blindness is certain to increase. 

   

Among those who have identified more specific impediments are Ellwein et al (1991), 

Thylefors (1992, p 90), and Lewallen and Courtright (2000). The former argues that a lack 

of technology, and also the economic, psycho-social and educational characteristics of the 

blind patient are the dominant systemic and resource barriers, each of which (p 175):  
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must be overcome if the surgical backlog is to be eliminated with resources presently available for 
primary eye care. 

By contrast, Thylefors identified population growth, demographic changes, resource 

availability and the limited number of trained personnel as key obstacles. Lewallen and 

Courtright point to the cost of surgery, distance to hospital, cultural and social barriers, 

knowledge of services, and trust in the outcomes of the surgery as being primary barriers 

in developing countries. Dandona, Dandona, John, McCarty and Rao (2001, p 100-101) 

found that awareness is a primary impediment to effective service delivery. Their study 

concluded: 

There is an urgent need for health education in order to increase the level of awareness and 
knowledge about common eye diseases. This is particularly true in a developing country such as 
India. Increasing the awareness and knowledge of common eye diseases could lead to an increase 
in understanding and acceptance of the importance of routine eye examination for early detection 
and treatment of such conditions, thereby reducing visual impairment and cost of eye care. 

 

Micro-regional studies have isolated a number of crucial factors affecting the service 

delivery in several communities. Heldt and Wessels (1988) identified explicit economic 

constraints in Pakistan such as the scarcity of specialised facilities, appropriate equipment 

and trained manpower, the geographic remoteness of blind people from treatment 

centres, and the prohibitive cost of eye care. They also point to cultural constraints such 

as fear of examination and treatment, a fatalistic attitude toward life in general and toward 

blindness in particular, an ignorance of the availability of eye care, and of the reversibility 

of the visual handicap. Saikumar, Sasikumar and Naved (2002, p 2) concluded, through a 

community examination in Kerala, that the primary reasons for poor acceptance were old 

age and indifference. Sabur (1999) focused on accessibility, as did Thulasiraj (1994, p 1) 

who suggests that in the delivery of eye care services: 

while it is necessary to know about the clinical nature of eye diseases in the community it is even 
more important to know about the barriers to access. 

 

Pointing to the urban concentration of facilities, difficulties in travel logistics, a lack of 

information, socioeconomic constraints, and health behaviour as being the predominant 

barriers to access in his community, Thulasiraj (p 1) contends that:  

The issues relating to accessibility start with the process of creating awareness, motivation and 
finally delivery of eye care services with necessary follow-up.  

The specific constraints are outlined in Table 2.7: Socioeconomic Barriers to Treatment. 

The World Bank (2002, p 6) argues that ignorance, low levels of literacy, poverty, and lack 

of motivation have adversely affected the utilisation of available eye care services in its 

cataract programme in India. 

 



Chapter 2 ♦ Avoidable Blindness          42 
 

 

In a review of cataract services in East Africa, Yorston and Foster (1999, p 901) conclude: 

The greatest obstacle to increasing the number of cataract operations in Africa is the reluctance of 
patients to come for surgery. This is the result of several different factors including a scarcity of 
trained eye care providers, the isolation of the rural population, the cost of transport and treatment, 
and the lack of adequate facilities and materials. Another important barrier is the population’s 
attitude to cataract surgery. People may not be aware that cataract is treatable, or, even worse, 
they may be aware that an operation is possible, but believe the outcome is so poor that surgery is 
rarely justified. 

In a similar study in rural South Africa, Rotchford, Rotchford, Mthethwa and Johnson 

(2002) found that the poor uptake of cataract services could be primarily attributed to 

reasons such as fear of surgery, the belief that the problem is untreatable, no perceived 

need, issues of cost, and family dynamics (p 289-290). In order to overcome these 

barriers, the authors suggest that (p 291): 

Efforts should be directed at confronting patients’ anxieties at initial presentations, at providing 
facilities able to deliver high quality rather than high volume care, and persuading those who have 
to have surgery to spread the message among others. 

 
Table 2.7: Socioeconomic Barriers to Treatment6 

Reasons For Not Undertaking Cataract Surgery 
 

% of Blind Population 

No one to bring me to surgery 25.1 
No need or desire for surgery 20.7 
Unable to afford surgery 16.5 
Afraid of surgery 16.5 
No time to attend surgery 13.7 
Do not know where to go 5.2 
Able to see adequately 3.4 
Cataract not mature enough 1.7 

 
Source: Thulasiraj 1994, p 1 
 

It is clear from a review of the literature that affordability is one of the most significant 

barriers to accessing eye health services in developing countries (Kyndt 2001). Shrinking 

relative health care budgets and the emergence of life threatening diseases in many 

developing countries means governments have limited capacity to deliver appropriate eye 

health services (Silva 1994). Consequently, community eye care service delivery 

organisations have greater responsibility to provide the required services. Such 

organisations must be able to offer eye care services at prices affordable to the target 

population. The challenge to the organisation is to contain costs in environments in which 

there are inflationary pressures and continual advances in medical technology. The 

challenge is made complex by the fact that a high proportion of the target population in 

developing countries have limited disposable income for elective health services. The 

                                                           
6 These figures are based on an operations research study (Brilliant, Lepkowski, Zurita & Thulasiraj 1991) 
conducted in 1986 on a sample of 19,260 households from a population of 5 million people in southern India. 
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ability to pay for treatment is therefore a primary barrier to the uptake of eye care services. 

According to Sommer (1994, p 11) though:  

Affordability is a relative issue and a societal decision of enormous complexity – it depends as 
much on the cost of preserving sight as it does on the degree to which sight is prized. Affordability 
is not entirely an issue of wealth. 

 

The implementation of a successful strategy to overcome blindness will be based on 

understanding the specific barriers that are unique to a region, as well as the broader 

obstacles faced by health systems and prevention of blindness programmes in general. 

The primary socioeconomic barriers include awareness, motivation, accessibility and 

affordability. There are also a number of barriers related to the capability and capacity of 

the service delivery organisation to provide sufficient and appropriate services, such as 

financial and human resource restrictions, inefficiencies, mismanagement, equipment 

supply, and infrastructure. So even if the prevalent socioeconomic barriers are overcome 

and demand for services is generated, eye care organisations may not be able to 

overcome other institutional obstacles to meet this demand. 

 

2.5.3 High Volume or High Quality? 

A number of eye care organisations have been able to address the prevalent barriers to 

treatment so successfully that they are now faced with an entirely distinct issue which is 

partly operational and partly ideological – the issue of volume versus quality (Wormald 

1999, p 889). The World Bank (1994, p 6) notes in its appraisal report of its cataract 

control project in India that certain blindness control programmes have:  

focused primarily on increasing the number of cataract operations without assessing the quality of 
outcomes or patient satisfaction. 

The issue has attracted debate. Many argue that the quality of the visual outcome should 

be the most important consideration in the choice of surgical procedure, but that the focus 

has sometimes obviously been purely quantitative – to clear backlogs. Pararajasegaram 

(2002, p 49) suggests: 

For too long, emphasis has been placed on the quantity of surgical operations performed, rather 
than the outcome of such surgery, as an indicator of the performance of cataract surgical services. 

Pokharel, Selvaraj and Ellwein (1998, p 610) believe: 

In the quest to reduce cataract blindness much more attention should be given to improving 
surgery outcomes. 

 

The choice between two cataract surgical modalities – ICCE and ECCE with IOL – is a 

related debate (Young and Schwab 1989; Taylor and Sommer 1990; Johnson 1992; 
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Yorston 1998; Tielsch 1998, p 754-755; Sandford-Smith 2000; Verma 2001). Until very 

recently the more widespread surgical technique in many developing countries has been 

ICCE with spectacle correction of the resultant visual deficit (Murthy et al, p 62). ECCE 

with IOL implantation has not been the favoured technique (Brown, Brown and Wessels 

1994). Essentially, the shorter duration of ICCE and the minimal basic facilities required 

make it eminently suitable for clearing the backlog as it can be done in makeshift theatres 

(Tewari, Murthy and Gupta n.d. p 2). ICCE has often been recommended to better serve 

large numbers of patients mostly living in rural areas (Sandford-Smith 1991), particularly 

given the low numbers of ophthalmologists per head of population. ECCE with IOL 

requires increased surgical skills, an operating microscope, special instruments, and an 

Intraocular Lens, which to date is more costly than aphakic7 spectacles (Ellwein and 

Kupfer 1995, p 681) that ICCE require. Given the insufficient resources available for the 

prevention of blindness, the higher cost associated with ECCE with IOL implantation can 

be an added disincentive.  

 

There is a recognition though that although the initial capital costs of ECCE with IOL 

implantation are higher, these costs are compensated for by the fact that spectacles do 

not need to be replaced repeatedly (Tewari, et al, p 1), as well as the superior visual 

outcome. Pararajasegaram (1995, p 610) argues that: 

While cost-effectiveness is an important consideration in the choice of technology, it should remain 
subordinate to considerations of safety and effectiveness. Thus, the real challenge is to achieve the 
best eye health that a nation can afford and sustain for the foreseeable future. For example, IOL 
versus no IOL will continue to be a real issue at some levels of society unless the costs of these 
new interventions become affordable for most of the population. 

 

With these considerations in mind, ECCE has been increasingly adopted as the preferred 

method of lens extraction for cataract surgery (Gupta and Ellwein 1995, p 3). Although 

ICCE is still widely adopted, it is no longer taught. With qualitative concerns prevailing 

over quantitative, ECCE with IOL implantation is generally recognised as the more 

desirable surgical technique (World Bank 1994, p 3; Tewari et al n.d., p 2), providing 

superior visual rehabilitation (Gupta and Ellwein 1995, p 3). ECCE does not have the field 

of vision and fusion problems (Ellwein and Kupfer 1995, p 683) associated with ICCE and 

does not require the use of spectacles which are often damaged or broken leading, 

effectively, to further visual loss. The WHO (1991, p 657) states: 

The introduction of IOLs in developing countries depends on their having adequately trained 
manpower and facilities (equipment and supplies, including IOLs) for surgery. This will inevitably 
increase the cost per operated case which, despite the scare resources for cataract surgery in 
many developing countries, may be justified by the improved restoration of the patient’s vision. 

                                                           
7 An eye that has had its lens removed is known as an aphakic eye. 
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A 2003 study of visual outcomes after high volume cataract surgery in Pakistan by Malik, 

Qazi and Gilbert demonstrated (p 937): 

that it is possible to obtain good results with IOL surgery in the developing world. Increasing 
cataract surgery with IOL implantation should reduce the number of eyes with poor functional vision 
after cataract surgery. More attention should be directed towards ensuring that successful 
outcomes are indeed being realised by continued visual monitoring postoperatively. 

A study by Gogate, Deshpande, Wormald, Deshpande and Kulkarni suggested alternative 

techniques such as manual small incision cataract surgery (MSICS) are also safe and 

effective techniques for treatment of cataract patients in community eye settings (2003). 

 

Clinical outcomes (Cook 2000; Ellwein 2000; Dandona and Limburg 2000; 

Pararajasegaram 2002; Wilson, Pandey and Thakur 2003), case selection and monitoring 

(Seshubabu 1997, p 81; Chirambo 2002; Yorston et al 2002, p 547), and qualitative 

considerations – including both product and service (Muralikrishnan 2000) – are crucial all 

in the design of any organisational approach. However Brian and Taylor (2001, p 253) 

advise: 

The surgical act plays only a small part in the cure of cataract. It must be supported by a whole 
gamut of linked activities: training and ongoing development for surgeons, nurses and 
administrators; equipment purchase, maintenance, and replacement; the ordering and supply of 
consumables; cost recovery with patient cross-subsidization so the very poor have access; 
improving management capability and commitment; planning; and fostering recipient ownership. 
Integration and coordination of all these activities, as well as many others, are required. 

 

2.6 SUSTAINABILITY IN EYE CARE SERVICES  

Another major obstacle confronting eye care organisations is the availability of sufficient 

operating resources to fund and manage their service delivery in the long-term. Many 

organisations are supported by partners in the short- to medium-term, but receive 

insufficient long-term assistance. A common approach by governmental organisations and 

NGOs in developing countries has been to adopt a typical development model by 

supporting the establishment and medium-term operations of service delivery 

organisations. Their objective is to provide resources for a finite period after which the 

recipient organisation assumes the ongoing resourcing responsibility. There are few 

instances though, where such an approach has been underpinned by appropriate 

strategies that ensure the service delivery organisation is able to become self-sufficient or 

sustainable.  

 

Sustainability is a key concept in the discussion of eye care service delivery organisations. 

There is a general recognition in the literature that these organisations must be 
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sustainable if avoidable blindness is to be addressed. However, the literature indicates 

that sustainability is interpreted in various ways and a number of categorisations have 

been proposed, such as financial independence and organisational independence. 

Several researchers, including Green (2000 and 2001), Sommer (1994-95), Thulasiraj 

(1995), Berger and Kazdan (1999), Dandona, Dandona, Shamanna and Rao (2001), El-

Maghraby (2001) and Srinivasan (2001), have emphasised the importance of 

sustainability but have not proposed a commonly agreed definition. Thulasiraj and Priya 

(1997, p 1), for example, suggest: 

In the field of public health, programmes such as maternal and child health and eye care have to 
exist forever, in one form or another until such time as the diseases in these areas are completely 
eradicated – if it is possible to eradicate. It is in this context that long term sustainability of such 
programmes becomes critical to meet the stated public health goals and the needs of the 
individual’s wellbeing.  

 

Many definitions of sustainability place major emphasis on financial independence. Smith 

and Smith (1996, p 61) state that: 

If blindness prevention and treatment initiatives are to be successful in the long-term, they must 
cease to be dependent upon external sources of assistance and become self-sustaining and self-
supporting. Exactly how, and at what pace, this goal should be achieved remains the source of 
great debate, although several possibilities are now emerging. 

Potter (1998, p 1451) indicates that the ability of an eye care organisation to operate 

independently financially is critical: 

The long term sustainability of medical work in impoverished communities can never be 
guaranteed if external funding is always required. 

Shamanna, Dandona, Dandona and Rao (2001) believe that in order to provide quality 

eye care services to communities in the long-term, eye care organisations and 

programmes must be financially sustainable within a reasonable period of time. Because 

of this focus in the literature sustainability is often taken to mean total financial 

independence. 

 

A number of successful eye care organisations have demonstrated that it is possible to 

achieve financial independence through cross-subsidisation models – whereby operating 

costs are met by operating revenues with cost recovery through user fees. However these 

models may not be appropriate in all regions. Woods8 (Personal Correspondence, 2002) 

argues that consideration must given to the spectrum of how programmes are funded and 

what forms of sustainability, or cost recovery in particular, can be measured. He specifies 

in Table 2.8: Spectrum of Sustainability in Health Care Services a spectrum of 

sustainability, with specific reference to South Africa. The first level (A) of financial 

                                                           
8 Dillon Woods, Knowledge Manager, Fred Hollows Foundation.  
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sustainability is in a private health setting, which is more common in developed countries. 

The second level (B) relates to the public health setting in which services are funded by 

the government. The third (C) involves service delivery organisations recouping costs 

from patient services, and describes financial sustainability in the context of the Aravind 

Eye Hospital model (Section 2.7.1). The fourth (D) involves a mix of some public funding 

and some funding from alternative sources, including patient services, or community 

organisations or NGOs. The fifth (E) relates to organisations that are entirely dependent 

upon NGO funding, and the final level (F) describes a situation in which services have no 

or only ad hoc funding. The spectrum proposes several valid definitions of financial 

sustainability. For some organisations, financial sustainability may mean total financial 

independence by utilising cost recovery strategies. Other organisations may be entirely 

publicly funded, or may receive a mix of funding.  

 

Several researchers suggest that the concept of sustainability extends well beyond the 

mere availability of financial resources, and that, consistent with Woods’ spectrum, 

financial sustainability is only one facet of an organisation’s overall sustainability. Work by 

a number of researchers considers that sustainability is more holistic and refers to the 

broader concept of organisational sustainability. According to Ellwein, Thulasiraj, Boulter 

and Dittal (1998, p 466-467): 

It should be recognized that failure to achieve financial self-sufficiency from internally generated 
revenue may be acceptable, particularly when the programme or facility services other purposes. 

Thulasiraj and Priya (1997, p 12) believe that: 

Self sufficiency and sustainability bring to the programme benefits that are far beyond just financial 
wellbeing. Sustainability is not limited to financial viability or becoming self-reliant or self sufficient 
over the short-term.  

 

The definition provided by Management Sciences for Health (1999, p 1) encompasses the 

broad range of factors which influence the sustainability of an organisation: 

The better your organization is managed, the closer it will come to maintaining a strong, flexible 
structure (organizational sustainability), making the most of its resources (financial sustainability), 
and delivering effective services (programme sustainability) for the foreseeable future. 

Thulasiraj and Priya (1997) argue that technical, managerial, and financial sustainability 

are the primary factors promoting capacity development in eye care service delivery 

organisations. Technical sustainability includes technology development, clinical 

effectiveness, standardisation, and Continuing Medical Education (CME). Managerial 

sustainability includes the utilisation of resources, demand generation, policies and 

procedures, quality assurance, and information systems. Financial sustainability includes 

financial management, pricing, cost control, and stable sources of income. They suggest 
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that leadership is also a core determinant of sustainability. 

 

According to Wormsley (1990), Winkley (1990), Gibson, Thin and Havers (1995), Stefanini 

(1995), Aubel and Samba-Ndure (1996), Olsen (1998), and Tanner (1998), sustainability 

includes factors such as the political and governmental environment, availability of human 

resources, management expertise, and infrastructure. These researchers refer to the 

continuing ability of a project or programme to meet the needs of its community, and the 

ability of the system to produce benefits valued sufficiently by users and stakeholders to 

ensure adequate resources to maintain activities with long-term benefits. It is not so much 

the sustainability of health projects themselves, as the extent to which those projects 

contribute to the strengthening of the local health system, which is able to sustain itself in 

the long-term.  

 

Thulasiraj and Priya (1997, p 1-12) summarise sustainability as being: 

The process of building a patient oriented organization with strong management systems to ensure 
financial viability and optimum utilization of resources over the long term. It is building a lasting 
programme, that honours its social responsibilities and is focussed on its mission. This is not a one 
time activity but a continuous process . . . [that can] help in improving the economic status of the 
community. 

This description of a sustainable organisation emphasises that sustainability is not a firm 

and stable state of equilibrium or harmony, but a process of change in which activities 

must match present as well as future needs. A sustainable organisation has the potential 

to provide significant benefits to the community in addition to the eye care service, such 

as increased employment and education opportunities, and better health and hygiene 

generally. This holistic perspective alludes to the concept of ‘organisational sustainability’, 

which is the definition of sustainability adopted in the thesis that follows. 

 

 



 

 

Table 2.8: Spectrum of Sustainability in Health Care Services 

A. 
Private Health 

 

B. 
Public Health Services 

C. 
Graded Sustainability 

D. 
Graded Subsidy 

E. 
Voluntary Subsidy 

F. 
Unsustainable 

 
In the purely commercial 
sectors in the West, the 
market dictates in a 
developed economy where 
the clientele ranges mainly 
from the lower middle to 
upper middle classes. 
Human resources in this 
sector are a major drain on 
resources originating in ‘B’ 
and ‘C’. 
 
In economic terms, income 
not only outweighs cost, but 
produces surplus value for 
shareholders as well. This 
applies to the private 
practices of white society in 
South Africa. 

 
In the developed economies, 
there are complex national 
health services subsidised 
by governments as 
permanent programs. 
Virtually every citizen 
receives a basic health cover 
and support. This may exist 
to a limited extent in the 
developing world. 
 
These are subsidised 
through taxes and thus are 
not measured against 
profitability, but the level of 
service provided according 
to need. There is growing 
pressure to privatise such 
services. 

 
Such programs can exist in 
either the developed or parts 
of the developing world 
where there is an income 
strata that can compensate 
for those who can pay 
according their means, and 
thus can be used as models 
of ‘sustainability’ for the 
developing world. 
 
Such programs are usually 
measured by the limited 
catchment area of those who 
can afford to pay more 
according their means; e.g. 
LV Prasad or Aravind as 
presented [see also ‘D’]. 

 
This form of health provision 
is usually dependent on 
public health subsidy. Some 
programs presented as 
‘sustainable’ in a graded 
form, sometimes mask 
alternative forms of funding, 
either statutory or private. 
 
Statutory funding is essential 
to maintain a basic service, 
without which essential 
services would not exist. 
Even with such funding, 
services do not necessarily 
attain sustainable status. 

 
In more under-developed 
regions of Africa, the only 
major providers of health are 
NGOs. Some public funding 
may exist, but is largely 
ineffectual. Such regions are 
dependent on NGO aid. 
 
This is a common in many 
parts of southern Africa and 
exists in order to move 
towards the statuses as laid 
out in D and C. There is a 
myriad of less tangible 
factors making this 
progression difficult. 

 
In the majority of rural 
communities and townships, 
there is simply no method of 
sustaining any form of 
consistent service delivery, 
let alone long-term 
sustainability. In these 
circumstances, services 
either break down, fail, or at 
best are sporadic and rare.  
 
This is the most common 
circumstance in rural parts of 
South Africa, particularly in 
areas which have 
experienced under-
development. 

 
Source: Dillon Woods, Knowledge Manager, Fred Hollows Foundation, Personal Correspondence, 2002 
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2.7 ORGANISATIONAL MODELS OF EYE CARE SERVICE DELIVERY 

The challenges described above have in many countries proved too demanding to be 

overcome particularly at the governmental level. Limited governmental interest in and 

resources available for the sustainable elimination of avoidable blindness in developing 

countries has resulted in local and international NGOs assuming much of the 

responsibility for providing of eye care services. In recent years there has been some 

discussion in the literature focusing on how the network of NGOs can better collaborate, 

share resources, and work towards a common agenda at a global level (WHO 1999; 

International Council of Ophthalmology 2001). Specifically how can these combined 

efforts best address global blindness prevention? This is an important debate, but it does 

perhaps neglect the constructive examination of potential approaches to blindness 

prevention at the local eye care service delivery organisation level. While a number of 

organisational models have been successfully designed and implemented, there appears 

little academic discussion of the fundamentals and merits of the models in a format that 

can be adopted by other organisations: a management framework. This section briefly 

outlines the organisational service delivery models that have been discussed in the 

literature. 

 

2.7.1 The Aravind Eye Hospital Model 

The principal eye care service delivery models that have evolved in recent years have 

been established in South Asia. Perhaps the most prominent of these is the innovative 

Aravind Eye Hospital (Aravind)9 model, which has come to be well regarded 

internationally (Prahalad 2002, p 12). The success of Aravind, both in terms of its 

humanitarian outcomes and the development of its service delivery capacity, has been 

based on a well-designed and maintained operational model focused on sustainability and 

implemented with the indigenous environment in mind. The Aravind operating model has 

been widely adopted throughout India. Variations of the model have been implemented in 

a number of other countries, including Nepal, Bangladesh, Cambodia, and parts of Africa 

(Saravanan 2003). The model requires the management of a number of key constituents 

to enable the provision of high volume, and high quality cataract surgery and other eye 

care services.  

 

Central to the approach is financial self-sufficiency and sustainability. The elements 

outlined in Table 2.9: Aravind Factors Contributing to High Volume and High Quality, 
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include demand, building infrastructure, manpower, equipment, instruments and supplies, 

systems and procedures, and attitude. The basis of the model, as discussed by Green 

(1997, p 1) and in detail in Chapters 5 and 7, involves increasing the volume of cataract 

surgeries to lower unit costs and prices while maintaining high quality and affordability.  

 
Table 2.9: Aravind Factors Contributing to High Volume and High Quality 

Activities and Inputs that help in achieving:  
High Volume High Quality 

Demand  Community outreach and community 
involvement 

 Using satisfied patients as motivators 
 Counselling 
 Building an institutional image 

 Case selection 
 Uniform demand 
 Forecasting and planning workload 
 Base hospital approach 

Building Infrastructure  Bed strength, OPD and operation 
theatre capacity 

 Accessibility 
 Working days/time 

 Layout 
 Maintenance 
 Sanitation and hygiene 

Manpower  Number of staff 
 Staff mix 
 Working hours 
 Job allocation 

 Trained staff 
 Technical skills 
 Task-Skill matching 
 Continuing Medical Education 

Instruments, 
Equipments and 
Supplies 

 Number and balance of operating 
tables, operating microscopes, 
surgical instrument sets 

 Availability in required quantity 
 Available when required 

 Good maintenance 
 Spares planning 
 Calibration 
 Quality of instruments 
 Reliability 
 Selection of brand and vendor for 

quality supplies 
Systems and 
Procedures 

Procedures that ensure good: 
 Patient flow 
 Work flow 
 Cashflow 
 Flow of supplies 
 Resource utilisation 

 Standardisation 
 Clinical effectiveness 
 Medical records 
 Quality Assurance Systems 
 Review meetings 
 Management Information Systems 
 Patient centred systems 

Attitude  Commitment to address the 
magnitude of the problem 

 Willingness to do large volume 
 Team work 
 Discipline 

 Patient centred behaviour 
 Desire to be perfect 
 Willingness to continually learn 
 Willingness to change 

 
Source: Thulasiraj, Priya and Saravanan 1997, p 26 

 

Despite its prominence and the wide adoption of its approach, there are surprisingly few 

in-depth analyses of the Aravind model. The organisation has been described by a 

number of researchers, but with little analysis of its operating model. Prahalad (n.d.), 
                                                                                                                                                                                
9 In this thesis, the Aravind Eye Hospital group (including the original hospital at Madurai and the satellite 
hospitals) is referred to as ‘Aravind’ or the ‘Aravind group’. This is distinct to reference to the Aravind Eye 
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Newlin (1995), Maurice (2001) have discussed the success of Aravind but have not 

studied its operating model in detail. A study conducted by the Harvard Business School 

(1994) provides an examination of Aravind’s background and a brief analysis of the 

model, without specific conclusions about how it has succeeded operationally. In a 

discussion of the potential for Indian eye hospital models to be replicated in greater 

numbers, Viswanathan (2002, p 1) suggests the Aravind working model is an excellent 

example of a successful charitable hospital, but fails to discuss specific elements of the 

approach.  

 

The only detailed examinations of the Aravind model have come from researchers with a 

close association to Aravind. Thulasiraj et al (1997) for example, have articulated the 

basis of the model and describe how it is planned and managed to facilitate the realisation 

of its goals. Natchair et al (1994) describe its broad elements, providing insight into the 

nature of Aravind’s operations. These researchers have written other useful reviews of the 

factors promoting sustainability (Thulasiraj 1995; Thulasiraj and Priya 1997a) and 

accessibility (Thulasiraj 1994) of Aravind’s services. 

 

It is also surprising that there has been little exploration of the possibilities of extending 

the Aravind experience to other areas of development. An exception to this generalisation 

is David Green (1997; 1998; 2001a) whose development of the concept of  

‘compassionate capitalism’ adopts the Aravind approach as its foundation. Green’s 

pioneering work is perhaps the most instructive undertaken in the study of blindness 

prevention organisations. Green describes the critical factors that have enabled 

operational success in organisations such as Aravind, which have adopted cross-

subsidisation models. The approach he describes pays particular attention to the 

economics of eye care delivery – specifically, cost recovery through user fees as the basis 

of financial sustainability. The approach emphasises high quality and high volume eye 

care underpinned by accessible and affordable services. He suggests the factors to be 

considered in the provision of affordable and accessible eye care services include (1998, 

p 1): 

understanding the local peoples’ capacity to pay, reducing costs, improving efficiency and creating 
market demand for services through quality improvement and pricing for affordability. 

 

The basis of the cost recovery approach he describes is that income received from 

charging a percentage of patients well above actual cost funds the cost of the patients 

who are provided free surgery (1997, p 1). This approach will vary according to the paying 

                                                                                                                                                                                
Hospital – Theni (AEH-Theni), which is the first case study researched. 
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capacity of the local population. At Aravind for example, approximately 40% of patients 

pay for their treatment – on a sliding scale depending on the level of service provided – 

and about 60% are provided services at no charge or pay at just below cost (1998, p 2). 

 
In his various publications, Green outlines the unique aspects of cataract that lend 

themselves to the possibility of cost recovery. For example, cataract is a procedure 

performed repetitively with little variation, thereby enabling standardisation, accurate cost 

projections and financial control. It is a curative procedure which patients are often happy 

to pay for. He discusses the critical role of IOL implantation in cost recovery, as well as 

various processes for establishing a cost recovery structure. He also outlines the attitudes 

often encountered that prevent development and inhibit sustainability planning. The key 

elements of the cost recovery approach and the principles underlying this approach are 

presented in Table 2.10: Principles Underlying Cost Recovery Approach. 

 
Table 2.10: Principles Underlying Cost Recovery Approach 

Cost Recovery Principles 
 
Understanding the local peoples’ capacity to pay, reducing costs, improving efficiency and creating market demand for 
services through quality improvement and pricing for affordability. 
Increase volume to lower unit costs and prices while maintaining high quality and affordability. 
Multi-tiered pricing to make eye care affordable and accessible to all economic strata. 
Choice to use profit and production capacity for service delivery to the poor.  
Institution building rather than increasing personal income or return on investment. 
Satisfying customers and being accountable to the clients; fee for service introduces accountability into the patient-
provider equation. Providers strive to satisfy the customer to gain loyalty and reputation in the marketplace. 
Consumers become program planners as they force providers to improve efficiency, quality and value in order to 
remain competitive. 
Developing bureaucratic imperatives that promote movement towards cost efficient, high volume, high quality eye 
care are able to become self-sustaining from user fees; transform bureaucracy by developing motivating forces to 
result in quality. 
Those responsible for service delivery must define and set their course of action if ownership is to be accomplished. 
The role of the developer is to suggest and guide in a manner that brings forth local solutions to local problems. 
Improve quality of the product as a stimulus for increasing market demand. 
Willingness to price services to be affordable to a greater proportion of the population. 
Practice management, including fixed salaries instead of fee for service; focus in routine extracapsular cataract 
surgery; high ratio of supporting staff to ophthalmologists; team approach which utilises paramedical approach to do a 
high proportion of the work; and patient volume per doctor is increased, reducing the per capita costs. 

 
Source: Green 1998, p 4 

 

2.7.2 Other Sustainable Eye Care Models 

A number of other sustainable eye care models are described in the literature. The 

International Centre for Advancement of Rural Eye Care (ICARE) model developed by the 

L.V.Prasad Eye Institute (LVPEI) in Hyderabad, India, is reviewed in Shamanna and 

Dandona (2000), Dandona, Dandona, Shamanna et al (1998), and Shamanna et al 
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(2001). An independent review by Harvard Medical International (Samandari, Kleenfield, 

Hammel, Mehta and Crone 2001, p 288) concludes that the LVPEI is: 

A successful model through which high quality, equitable health care can be provided in a 
developing country. The LVPEI’s active program of quality management, its academic commitment 
and programmatic relevance to the needs of its community should be modularized and replicated 
to establish equitable, efficient and effective health care institutions in the developing world. 

 

The basis of the model is similar to other eye care approaches that have evolved in India 

– sustainability through a cost recovery approach. It is argued by Dandona, Dandona, 

Shamanna et al (1998, p 267) however, that the approach is more holistic with less 

reliance on high volume cataract surgery: 

In this model, the need for accurate data on blindness for planning, taking account of people’s 
perceptions regarding eye care and barriers to it, well-designed rural eye care centres, well trained 
manpower, community-based programs, financial self-sustenance, anticipating changes in future 
needs, and placing eye care in the context of overall societal development are brought together. 
This would allow linkage of the various elements that are necessary to provide comprehensive eye 
care in the long-term to effectively reduce blindness. 

The success of the model has been attributed to three areas of health administration: 

fiscal solvency, programmatic focus, and quality management (Samandari et al 2001, p 

287). 

 

Heldt (1987), Christy (1990), and Khan (2000) provide descriptive reviews of particular 

regional approaches. The Lumbini Eye Care Centre, Nepal (Marseille 1996; Marseille and 

Gilbert 1996), the Malawi Eye Care Project, Malawi (Saravanan, Anup, Babu, Sundaram, 

Meena and Krishnaveni 1999), and the Al Noor Eye Hospital, Egypt are also discussed in 

the literature. Each approach shares the same core principles as the Aravind approach. 

The Tilganga Eye Care Centre, Nepal (Fred Hollows Foundation 1999), is also based on a 

cost recovery approach to sustainability.  

 

The Swiss Red Cross for the Fateh-Bal Eye Hospital in Nepal has developed an 

alternative organisational model. There are no published independent reviews of the 

model, however a detailed report of the Fateh-Bal Eye Hospital (1999) supplied by the 

Swiss Red Cross explains its basis and operational foundation. The report proposes a 

plan for self-sufficiency for the hospital based on a cost recovery approach. The plan is 

methodical and examines the entire range of organisational factors required for 

sustainability, including managerial and technical factors. 

 

The review of current models of eye care service delivery suggests that, although there 

are some descriptions of the different models, there is very little analysis of the way the 

organisations were designed, plans implemented, and how they work as a whole. Often 
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the descriptions refer to local conditions, but there is little attempt to understand the broad, 

global requirements, including the principles which might make the approaches that work 

applicable elsewhere. Nor is there sufficient awareness of the issue of sustainability –

clearly part of the overall strategy for managing the problem of avoidable blindness. In the 

absence of such information, the importance of outlining successful principles in a 

replicable framework is evident. This research attempts to fill the void by developing a 

new approach to the management of eye care service delivery organisations. 

 

2.8 CONCLUSION 

A vast body of literature exists which confirms that avoidable blindness is a major 

international health problem with clear social and economic implications at all levels of 

society. In rural areas of developing countries where there is a high prevalence of 

blindness, individuals afflicted by loss or impairment of sight are clearly disadvantaged. 

Although a significant proportion of blindness in these regions is avoidable, both the 

prevalence and incidence of blindness in many developing countries continue to increase. 

These countries typically have limited capacity, resources, infrastructure and manpower to 

devote to eye care service delivery, and a range of barriers exist which prevent people 

from seeking services that are available. The literature suggests that the prevalence of 

blindness is large and increasing, despite the fact that up to 80% of blindness is avoidable 

and can be prevented or cured with relatively simple and cost-effective treatment 

initiatives. The global annual cost associated with the loss of productivity and the provision 

of rehabilitation and care – estimated at more than $40 million (Frick and Foster 2003) – is 

considerable. Many commentators believe the problem persists partly because blindness 

has received relatively little attention in worldwide efforts to promote health.  

 

The literature indicates that eye care service delivery organisations in developing 

countries have assumed much of the responsibility for addressing the problem. Yet 

despite the various endeavours of these organisations and their partners, statistics 

indicate that the blindness problem is worsening in developing countries. Why is this the 

case? Part of the problem is that in the literature researchers have not identified the core 

issues of the management of service delivery organisations which make them sustainable 

in an organisational and community perspective. The literature does give examples of 

what has worked and attempts to inform on why some approaches work and also about 

the inability of organisations to meet the demand. But insufficient attention is given to 

analysing what is it that makes organisations such as Aravind successful and whether the 

bases of their success can be transferred to other organisations in alternative locations.  
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Consequently, there is not at present a clear solution to the problem of providing 

adequate eye care in developing countries and improving the lives of the blind because 

there are no unified methods for organisations to adopt. At the moment there are a 

number of successful, sustainable eye care hospitals, but there is almost no reliable 

information which would assist an organisation to replicate one of these models. We are in 

the paradoxical situation of having valuable and viable methods which permit developing 

countries to tackle avoidable blindness, but no detailed descriptions and no usable 

analytical tool which would assist others to adapt these models to conditions in other 

places. 

  

This research attempts to address this problem by developing a theory-based, case study-

supported practical methodology to identify, support the progression, and measure the 

strategic and operational objectives of eye care service delivery organisations. The 

research seeks to identify the issues relevant to the management of eye care service 

delivery organisations and subsequently evaluate whether they can be incorporated into a 

distinct and explicit management framework. It seeks to present the value of the process 

and the possibility that it can be accomplished elsewhere and in dissimilar organisations. 

By developing a widely applicable management framework, the research’s primary 

contribution is that it extends eye care organisational management theory to assist in the 

facilitation of blindness reduction. In this way, sustainability can become the development 

paradigm for comprehensive eye care development, with the Strategic Management 

Framework an appropriate tool for use in organisational development and performance 

management efforts.  

 

The significance of this research lies in the potential benefits of its results to eye care 

organisational management practice. The intention is to design the framework so that it is 

specific to eye care organisations but is flexible enough to be transferable to other 

organisations. The literature indicates that such a framework has not been previously 

established. Chapter 3 reviews a number of management frameworks that have been 

used in health and development as well as alternative corporations. The chapter then 

details specifically the methodology for developing the conceptual management 

framework, which is presented as the SMF in Chapter 4 and applied to two case studies in 

Chapters 5 to 7. 

 



 

CHAPTER 3 

 

METHODOLOGY 

 

 

 

3.1 INTRODUCTION 

The review of literature revealed an array of problems associated with the elimination of 

avoidable blindness in developing countries. One obvious problem is that eye care service 

delivery organisations are not providing sufficient services and making the required 

impact. There are a number of reasons for this deficiency. One in particular is that many 

of the existing organisations have insufficient capacity, resources and expertise to 

appropriately advance their level of service delivery to meet the need. There are some 

examples of successful organisational approaches, but these have not been adopted on a 

wide scale. The literature has failed to adequately review the principles behind their 

effectiveness. There are presently no management frameworks specific to eye care that 

can be used to monitor the development of organisational capacity or manage 

performance. The objective of this research is to develop such a framework.  

 

The literature also suggests that the development of a truly replicable, definitive 

organisational model or approach in any field is an illusory objective, particularly for health 

care delivery organisations in developing countries. These organisations typically operate 

in disparate and variable demographic, socioeconomic, political, and cultural 

environments. It is therefore unrealistic to propose a generic developmental model that is 

valid in all circumstances. Rather, this study is concerned with identifying critical success 

factors of existing organisational approaches in order to develop a flexible strategic level 

framework to support the realisation of organisational goals.  

 

The use of specialised tools and frameworks to assist in such strategic planning and the 

management of organisations is common in the field of socioeconomic development and 

health. The literature reveals that a large number of such frameworks have been used but 

that there is considerable difference between their structural foundations and operational 

functions. Also none are exclusively devoted to the development of capacity in eye care 

service delivery. Their overall purpose is to assist in the realisation and continuation of 

‘success’, the interpretation of which varies according to the particular organisation. In this 
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chapter a review of existing socioeconomic development and corporate management 

frameworks is undertaken in response to the evident lack of such formal approaches in 

eye care. The review points to several suitable approaches from which a practical 

foundation for an eye care management framework could evolve. In particular the 

Balanced Scorecard provides the flexibility and simplicity required for a developing 

country-based eye care organisation, and forms the basis of the management framework 

resulting from the research.   

 

A multi-faceted case study research methodology was adopted in this research. Section 

1.3 discusses in brief the various methodological stages employed. Figure 1.1 implies that 

a structured and linear format was not adhered to, but instead an integrated approach was 

required in which various stages, discussed in more detail in this chapter, were adopted.   

 

Section 1.3 outlines the SMF development methodology, which represents the broad 

approach embraced to develop the SMF. The sequence involved firstly developing a 

conceptual management framework from the literature (Chapter 2 and Section 3.3) and 

initial case study data (Section 3.4). The development of the underlying structure of the 

conceptual framework was an iterative process undertaken during this stage. The SMF 

was then applied and revised through the first case study in India (Section 3.4 and 

Chapter 5), and then applied and revised through the second case study in South Africa 

(Section 3.4 and Chapter 6) to further evaluate and enhance the modified framework in a 

disparate operating environment. The key issue for clarification relating to the SMF 

development methodology is that the case studies are both SMF concept/dimensional 

developers as well as vehicles for evaluating implementation functionality. 

 

This chapter outlines the methodology adopted to develop the conceptual management 

framework for eye care service delivery organisations. The objective is to enable an 

appreciation of the cumulative stages of the SMF development from literature-based to 

AEH-Theni to the ECBPP. The chapter firstly discusses the literature-based foundation for 

the conceptual management framework and then discusses the case study fieldwork 

approach adopted. The chapter concludes by outlining the development of the 

management framework structure as a precursor to a detailed examination of the SMF in 

Chapter 4.  

 

Although not discussed in this chapter, a supplementary stage was embarked on following 

the case study field research to extend the functionality of the SMF to include a scenario 

analysis framework (Chapter 7). The purpose of incorporating scenario analysis 
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functionality is to provide more certainty to the SMF planning process by being able to 

more explicitly predict likely outcomes of future scenarios. 

 

3.2 THE NEED FOR A NEW APPROACH 

The literature review and preliminary examination of existing organisational models of eye 

care service delivery (Section 2.7) revealed a number of areas warranting further 

research. The primary finding of the review is that new approaches are required to 

promote sustainable blindness reduction at the organisational/programme level. Whilst a 

number of successful eye care service delivery models are discussed in the literature, a 

generic management framework10 for maximising high quality sustainable blindness 

reduction in eye care organisations in developing countries remains to be developed. This 

is despite repeated reference in the literature to the need to establish new frameworks. 

Whitlam (2002, p 7) for example, points to the requirement to create: 

templates and programme parameters using lessons from the work to date, so that the new 
knowledge informs new programmes. 

In its Indian Cataract Blindness Control project completion report the World Bank (2002, p 

16) discusses the need to develop performance management frameworks in eye care:  

A well designed monitoring mechanism is an essential management tool . . . This makes a 
significant impact on how the project is managed, monitored and evaluated. 

In a discussion of the need for further data on the blindness situation in developing 

countries, Resnikoff (2001, p 3) states: 

Another major challenge is to establish procedures that allow not only the collection and analysis of 
data, but also their distribution to various interested parties. 

Research is required to develop a management framework capable of appropriately 

monitoring eye care services and collecting and analysing the results. 

 

Further, despite the existence of successful organisational service delivery models and 

some reference in the literature, they are not independently and exhaustively reviewed. 

Reviews that are available fail to provide detailed analyses of the strengths and 

weaknesses of individual approaches. Although some refer to the critical factors that lead 

to success and underpin ongoing organisational development, they are often inconclusive 

and superficial. There is very little discussion about the methodology required for 

organisational development, including initial assessment, planning, design and 

implementation. Nor does a tool for the performance management of eye care 

organisations exist in the literature. The reviews therefore do not present the models 

                                                           
10 Reference is made to the distinction between models and management frameworks in Section 1.5. 
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conclusively or in a replicable framework. So whilst the successful models have potential 

to provide the basis for a generic management framework, they are insufficiently 

examined in the literature, which provides limited insight or assistance. 

 

There are instances of unpublished reports that identify specifically the key strategic and 

operational priorities of individual eye care service delivery organisations (Fateh-Bal Eye 

Hospital 1999; Saravanan et al 1999). These are effective situational analyses and there 

is evidence to suggest they have assisted in the capacity development of the target 

organisations. However, their preparation has relied upon extensive and costly field 

research to produce expansive and detailed documentation and recommendations. Many 

eye care organisations do not have sufficient resources to commission such 

comprehensive assessments. Even if they were to be furnished with detailed planning 

reports it is possible that, as suggested by several hospital Medical Superintendents in 

South Africa (Chapter 6), management would probably have insufficient time and capacity 

to act on recommendations.  

 

In consequence, there is a need to establish a framework that permits the rapid 

assessment of organisational requirements to empower capacity development and 

eventually performance management. The concept of rapid appraisals has not been 

discussed in the eye care literature. Chambers (1983, p 199) argues that rapid appraisals 

are cost-effective techniques that recognise the trade-offs between the cost of information 

gathering and its quantity, accuracy, relevance, timeliness and actual use, and can be 

used for practical appraisal. Such a framework could support the establishment of a 

detailed and cost-effective situation analysis from which practices and strategies may 

ensue. 

 

Many of the existing models that are discussed in the literature have evolved in South 

Asia and may be appropriate to that region only. One such model is the Aravind Eye 

Hospital model, discussed in Section 2.7.1. Aravind was visited in the early stages of the 

research project to collect information and make an initial assessment of the potential to 

adopt its operating model as the basis of a new management framework. The initial 

fieldwork sought to identify the fundamental operational elements that comprise the model 

and examine its operating environment. A number of characteristics specific to South Asia 

that have underpinned and contributed to the effectiveness of the Aravind model were 

identified. The characteristics include high population density, a demonstrated percentage 

of the population willing to pay for services, organisational management expertise, a long 

tradition in rural eye care service delivery, and a supportive government.  
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Based on this research and the available literature it is possible to conclude that the 

economic sustainability of Aravind’s service delivery model is largely contingent upon cost 

recovery through the cross-subsidisation of services. The model may therefore only be 

appropriate in regions in which charging user fees for service is possible. In many 

developing countries though the capability of eye care service delivery organisations to 

adequately recover costs may be limited. Economic self-sufficiency may not be possible 

due to the inability of sufficient patients to pay for services, a low population density, an 

expectation of free services, and governmental restrictions on the provision of user fees 

for services.  

 

A problem therefore exists because the literature does not present an approach to 

sustainability that is independent of user fees, yet many organisations require alternative 

solutions. Nor in fact does the literature recognise the possibility that different spectrums 

of economic sustainability may exist, as discussed in Section 2.6. In this context, 

operational imperatives such as governance, management, and technical capacity 

development are often under-emphasised. 

 

Although there is some evidence to suggest that the Aravind model has been 

implemented elsewhere (Saravanan 2003), recent documented evidence alludes to the 

need for alternative approaches in countries that lack certain facilitating factors. A 

comprehensive report conducted for the University of Michigan Business School 

(Bermudez et al 2000) concluded that the Aravind model would not be appropriate for 

application in South Africa. The three conclusions of the assessment were of relevance in 

the evolution of the management framework developed in this research (p 53). Firstly, 

there is not sufficient overall demand for a dedicated, high volume eye care facility in 

South Africa. However, there are operational elements of the Aravind model that can 

benefit the existing outreach programmes and other eye care facilities. Secondly, the rural 

South African population, whilst currently inadequately served by existing outreach 

programmes, is insufficiently dense to require or support a permanent high volume 

surgical facility. Finally, a local ‘champion’ for the Aravind model in South Africa has yet to 

emerge. The presence of active local leadership is a critical factor for the adoption and 

implementation of the model by relevant eye care stakeholders. So although various 

elements of the Aravind model may be applicable to other eye care service delivery 

organisations11, others may not be appropriate on a consistent basis. 
 

                                                           
11 Many of which were ultimately incorporated into the conceptual management framework. 
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In summary, a generic management framework for maximising high quality sustainable 

blindness reduction in eye care service delivery organisations in developing countries 

does not exist. The foundations of any such framework are not explicitly referred to in the 

literature. A number of successful organisational service delivery models exist but their 

applicability in other regions has not been independently examined or evaluated. Their 

key operational elements have not been incorporated into a replicable management 

framework. A new approach to the management of eye care service delivery is therefore 

required. 

 

3.3 THE CONCEPTUAL MANAGEMENT FRAMEWORK FOUNDATION 

Following the identification of the research objective, a philosophical and practical 

foundation for a new approach to the strategic management of eye care service delivery 

organisations was established. As a part of this process, a survey of the relevant literature 

was undertaken to find examples of existing management frameworks that might be 

appropriate to use in – or be adapted for – eye care service delivery organisations 

operating in developing countries. A number of criteria desired in an eye care 

management framework were devised to help accomplish this objective. The framework 

criteria assisted in and guided the development of the framework and formed the basis of 

its structure and functionality. The criteria – and the conceptual management framework – 

were also guided by the review of contemporary eye care management theory and 

approaches in Chapter 2. This section summarises the management framework literature 

reviewed, and outlines the sequence adopted for selecting the BSC as the basis for the 

conceptual management framework foundation. 

 

3.3.1 Development of Management Framework Criteria 

The review of existing organisational approaches to eye care service delivery summarised 

in Section 2.7 aided the initial identification of the broad criteria for the management 

framework. A set of criteria was established by categorising the desirable functional, 

contextual and structural elements to be incorporated. The criteria were devised and 

refined as existing management frameworks were analysed and the conceptual eye care 

management framework evolved. The purpose of establishing a set of criteria was to act 

as an inductive vehicle both for evaluating the capability and applicability of existing 

management frameworks, as well as guiding the development of the conceptual eye care 

management framework. This section examines in brief the concept of management 

frameworks and then outlines the criteria ultimately used in the development process.  
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For the purposes of this research a management framework is broadly referred to by its 

functional capabilities – a mechanism to underpin organisational development and 

performance management. The literature review demonstrated the need to establish a 

framework for eye care service delivery organisations with these two core functions. Both 

eye care (Wormsley 1990, p 309; Winkley 1990, p 316; Sutter and Ijsselmuiden 1998, p 

15) and health and development literature (Bossert 1990, p 1015; Stefanini 1995, p 43; 

Gibson et al 1995, p 6) suggests that minimising donor dependence is an important 

element in the eventual empowerment and overall sustainability of local service delivery 

organisations. This process of empowerment could be termed organisational 

development.  

 

The literature implies that organisational development is simply about change (Gibson et 

al 1995, p iv; Bossuyt 1995, p 2; Thomson 1996, p 1). Philbin and Mikush believe it is the 

process through which an organisation develops the internal capacity to be the most 

effective it can be in its work and to sustain itself over the long-term (1999, p 2). The 

objectives of this change may vary according to the particular organisation. Managing this 

change is typically a complex task. Koeck (1998, p 1267) argues: 

Change processes often fail because actors look at only one part of a process and follow a simple 
cause and effect logic. But organisations have to be viewed as systems, with interrelated parts like 
a simple machine and where an apparently logical change in one part of the process may have 
unforeseen consequences if the system is not viewed as a whole. 

 

Organisations require an appropriate framework in order to manage change. In eye care, 

a management framework is required to assist in a number of areas. For example, 

defining the critical factors required to achieve the strategic objectives of maximum 

reduced blindness and sustainability, planning and implementing strategies to realise 

these critical factors, and enabling the critical success factors to evolve over time to 

respond to the changing strategic or operating environment. The capacity to facilitate 

organisational development is a core functional criterion of the eye care management 

framework. 

 

The second core functional criterion is the capability to activate ongoing performance 

management. The Overseas Development Institute has suggested that assessing the 

impact of development activities is often problematic (1998, p 1). Uncertainty about how to 

evaluate impact, combined with the perceived high cost of evaluation, has in the past 

constrained the commissioning of assessments (1996, p 1). Quantitative and qualitative 

data on activities are very often unavailable and few organisations place a high priority on 

gathering and assessing information regarding outcomes (1998, p 1). This is certainly true 
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in the case of eye care service delivery organisations. Performance management systems 

seek to overcome these inadequacies.  

 

Performance measurement has been defined as the regular collection and reporting of 

data to track work produced and results achieved (University of Washington 2000, p 12). 

According to Waring (2000, p 5) performance measurement is concerned with what an 

organisation has done and how it was accomplished, and is a mechanism for 

organisational feedback and strategic planning. It is an ongoing cycle that has no 

beginning and no end (JCAHO 1993, p A4) and that requires a unique mode of 

management (Sheldon 1998, p S46). Booth (cited in Waring 2000, p 5) suggests: 

Performance measurement is essential for an organisation to grasp what it has been doing, 
whether this actively means the expected or required standards, and through such enquiry, 
performance data can help direct future organisational strategies and energies.  

The University of Washington (2000, p 12) defines performance management as: 

an organised approach to performance measurement that facilitates performance improvement 
through collection, analysis, and dissemination of process and/or outcome measures of 
performance. 

Effective performance management can result in significant benefits to an organisation 

and is therefore a desirable core function of the management framework. 

 

Consideration was next given to a range of contextual criteria. Eye care service delivery 

organisations in developing countries are typically resource and capacity deficient. 

Systems and procedures are often rudimentary and meaningful performance and planning 

data may not be readily available due to the inadequacy of technology or the culture of the 

organisation. An effective management framework would need to appropriately account 

for this contextual environment and incorporate an appropriate implementation 

methodology. Therefore, the first contextual criterion identified is that the framework would 

benefit by employing a simple, manageable approach that is readily adopted and 

maintained even in the absence of a well developed information systems infrastructure. 

 

The type of organisation and its mission are important considerations when assessing the 

suitability of the management framework to be adopted. In this context, it is necessary for 

the eye care management framework to be suitable for not-for-profit and public 

organisations in the field of socioeconomic development and health. The focus of an 

effective framework would be reflective of the nature of this core purpose and ideology. 

The target organisations may also be operating in diverse socioeconomic, political, and 

geographic environments. A framework is required that is able to account for such 

variances. 
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A number of structural criteria were considered. For instance, an effective management 

framework would necessarily incorporate the broad organisational mission, as well as the 

organisation’s strategic goals and objectives. It would be outcomes oriented with the 

capability of defining the key operational elements that underpin the strategic objectives, 

incorporating both qualitative and quantitative data from internal and external sources.  

 

In summary, these and other criteria were established as follows: 

Core functions 
 Able to assist and drive organisational development  

 Able to measure and manage organisational performance 

Contextual criteria 
 Employs a simple approach – suitable in the absence of high level management 

capacity 

 Organisation level assessment/development 

 Suitable for organisations without a clear strategic direction 

 Not reliant on exhaustive performance indicator collection 

 Suitable for organisations active in socioeconomic development and health 

 Suitable for non-profit and public organisations 

 Suitable for use in diverse socioeconomic, political, and geographic conditions 

Structural criteria 
 Incorporates the organisational mission, strategic goals and objectives 

 Outcomes oriented 

 Links structures, processes, outputs and outcomes 

 Defines the critical success factors that underpin strategic objectives 

 Incorporates a mixture of quantitative and qualitative data 

 Encompasses internal and external information and stakeholders 

 Includes a defined methodology for implementation 

 

3.3.2 Review of Development Management Frameworks  

The literature review surveyed the management frameworks of a number of organisations 

involved in the provision of socioeconomic development and health services. Accessible 

information was lacking for some of these organisations (Pact n.d.) and the frameworks of 

others (Canadian Institute for Health Information 2002) were similar to those already 

reviewed. However, the frameworks of 16 organisations were assessed against the 

defined criteria and each framework was evaluated for its suitability for eye care service 
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delivery organisations operating in developing countries. Table 3.2 Management 

Framework Selection and Criteria Development summarises the frameworks analysed 

against the criteria discussed in Section 3.3.1. The review process assisted in the 

refinement of these – and identification of other – selection criteria. 

 

The assessment indicated that a number of the frameworks would potentially be suitable 

in the field of organisational eye care. Six frameworks met at least 14 of the 16 criteria. 

These include the HCO Performance Framework (Sicotte, Champagne, Contandripoulos, 

Barnsely, Beland, Leggat, Denis, Langley, Bremon and Baker 1998), the Joint 

Commission for the Accreditation of Healthcare Organizations (JCAHO) IMSystem (1993), 

Handler, Issell and Turnock’s framework (2001), Brown, LaFond and Macintyre’s 

framework (2001), Management Sciences for Health’s (MSH) Management and 

Organizational Sustainability Tool (MOST) (1998), and the LCB Working Group Indicators 

Project (Foor Aid Management n.d.). While each of these could potentially be adapted for 

eye care organisations only the JCAHO IMSystem had a clear development methodology. 

A number of these frameworks were purely conceptual models without meaningful 

evidence of practical application. All six frameworks met the two core functional criteria 

and could potentially be adapted to assist and drive organisational development and also 

measure and manage organisational performance. None however, were considered 

sufficiently strong against all of the criteria to warrant further evaluation.  

 

A number of the frameworks met the contextual criteria (Brown, LaFond and Macintyre’s 

framework; MOST; LCB Working Group Indicators Project; Philbin and Mikush’s 

framework (1999); Koplan (1999)). The broader health system models however appeared 

less developed at the organisational level (National Health Performance Committee 

(1999); NHS Performance Assessment Framework (National Health Service 1999); WHO 

Health System Framework (n.d.); United Nations Development Program (1997 and 

1997a)). The National Health Performance Framework, the Baldrige Health Care Criteria 

for Performance Excellence (2000) and the NHS Performance Assessment Framework 

are designed for use in advanced public health systems in developed countries and were 

not considered appropriate. The WHO model is not sufficiently developed to embark on a 

detailed review.  

 

Although many frameworks met the contextual criteria, the extent to which they met the 

structural criteria varied. The IRDC Institutional Assessment Framework (Lusthaus, 

Anderson and Murphy 1997) appeared to be appropriate for development organisations 

but did not sufficiently link strategy with processes, output, and outcomes. Few 
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frameworks provided a defined methodology for development and implementation, with 

the most suitable being the JCAHO IMSystem, the Baldrige Health Care Criteria for 

Performance Excellence and the IDRC Institutional Assessment Framework. Koplan’s 

Framework for Program Evaluation in Public Health provided an exhaustive methodology, 

but met very few of the other structural criteria. Most frameworks did not incorporate the 

organisational mission, strategic goals, and objectives, and appear unable to link 

structures, processes, outputs, and outcomes.  

 

The review indicated that although a number of the frameworks could be used as the 

basis of the eye care management framework, none were appropriate for further 

adaptation. Most frameworks reviewed did not include a clear and defined methodology 

for implementation and development, and did not appear capable of identifying and 

mapping the entire range of organisational critical success factors. Whilst the review did 

assist in the refinement and further development of the framework criteria, research into 

additional management frameworks was required.   

 

3.3.3 Review of Corporate Management Frameworks 

Because an appropriate framework could not be found in the development and health 

management literature outlined above, a review of corporate management frameworks 

was undertaken. Three frameworks were reviewed: the CSIRO Organisational 

Performance Measurement (OPM) system, the Australian Business Excellence 

Framework (ABEF), and the Balanced Scorecard (BSC). 

 

The Commonwealth Scientific and Industrial Research Organisation (CSIRO) developed 

the OPM system from empirical case study research in a range of enterprises. The 

system was designed to assist organisations to better manage their business risk and 

performance measurement. According to Chennell, Dransfield, Field, Fisher, Sounders 

and Shaw (2000, p 1), the system: 

starts at the strategic level to determine external measures driven by stakeholder perspectives of 
the organisation’s performance. The system then works through the organisation to align 
organisational and operational measures with this focus. A set of Key Performance Indicators 
operates at the tactical level enabling the prediction and management of organisational 
performance. At the operational level, measures are utilised for monitoring, control and 
improvement of the way in which the organisation creates and delivers its products and services. 

 

The OPM system’s core focus is performance measurement but it also includes a clear 

and well-defined implementation methodology to support the process of organisational 

development. It is structured at three primary levels – strategic, tactical, and operational. 
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The basis of its development methodology is simply to identify the various elements within 

these structural levels through an iterative and logical process. This approach ensures 

that measurement at all levels in the organisation is aligned with the needs of 

stakeholders, including customers, employees, managers, and the general community 

(CSIRO 2002). 

 

The ABEF was developed by the Australian Quality Council to introduce a systems 

approach to management by exploring how an organisation works to achieve its goals 

through linked categories shown in Table 3.1: ABEF Categories and Items. It leaves the 

specifics of addressing each facet of management up to the people within the organisation 

(Australian Quality Council 2001), and is inherently flexible and suitable for a wide range 

of organisations. However, whilst the framework is explanatory in its categorisations it 

does not provide as detailed an implementation methodology as the OPM system and the 

BSC. 

 

The Balanced Scorecard is a performance measurement and strategic management 

framework developed by Kaplan and Norton (1992). It is principally a planning and 

improvement process system aimed at focusing and driving an organisation’s change 

process, and is the subject of a large body of literature. Oliveira (2001, p 42) writes: 

The Balanced Scorecard offers a framework for translating strategic objectives into performance 
measurements that measure the effects of implemented strategies and provide feedback on the 
performance of strategic initiatives. 

Pineno (2002, p 69) states: 

The Balanced Scorecard represents a technique used in strategic management to translate an 
organization’s mission and strategy into a comprehensive set of performance measures that 
provide the framework for implementation of strategic management. 

Chow, Ganulin, Haddad and Williamson (1998, p 265) argue the BSC: 

is an integral part of the mission identification, strategy formulation, and execution processes, with 
a focus on translating strategy into an integrated set of financial and non-financial measures. As 
such, the balanced scorecard plays a major role in communicating the organizational strategy to 
the members and providing feedback to guide actions towards the attainment of objectives. 

 

Performance indicators are grouped into four perspectives in the BSC: financial, 

customer, internal business process, and learning and growth. Kershaw and Kershaw 

(2001, p 28) describe its basis: 

Objectives are developed within each of the four perspectives, and measures are chosen to create 
a scorecard that promotes the company’s strategy. The objectives and performance measures 
from each perspective must be linked to one another. Once the measures used in the Balanced 
Scorecard are identified and connected, a company’s overall strategy should become transparent 
to all members of the organization. 
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Chan and Ho (n.d., p 2) note that the BSC: 

also mixes outcome measures, the lagging indicator, with performance drivers, the leading 
indicator, because outcome measures without performance drivers do not communicate how the 
outcomes are to be achieved. 

 
Table 3.1: ABEF Categories and Items 

1.0 Leadership and Innovation 
1.1 Strategic Direction 
1.2 Organisational Culture 
1.3 Leadership throughout the Organisation 
1.4 Environmental and Community Contribution 
2.0 Strategy and Planning Processes 
2.1 Understanding the Business Environment 
2.2 The Planning Process 
2.3 Development and Application of Resources 
3.0 Data, Information and Knowledge 
3.1 Collection and Interpretation of Data and Information 
3.2 Integration and use of Knowledge in Decision-Making 
3.3 Creation and Management of Knowledge 
4.0 People 
4.1 Involvement and Commitment 
4.2 Effectiveness and Development 
4.3 Health, Safety and Wellbeing 
5.0 Customer and Market Focus 
5.1 Knowledge of Customers and Market 
5.2 Customer Relationship Management 
5.3 Customer Perception of Value 
6.0 Processes, Products and Services 
6.1 Innovation Process 
6.2 Supplier and Partner Processes 
6.3 Management and Improvement of Processes 
6.4 Quality of Products and Services 
7.0 Business Results 
7.1 Indicators of Success 
7.2 Indicators of Sustainability 

 
Source: Australian Quality Council 2001 

 

Each of the three corporate management frameworks reviewed were deemed to be 

appropriate for adaptation into a framework for eye care service delivery organisations. 

However, the BSC was ultimately selected for a number of reasons. There are many 

instances of organisations benefiting from the use of the BSC, and it has gained the 

interest of health care organisations as a strategic planning framework because of the role 

that it has played in improving performance (Zelman, Blazer, Gower, Bumgarner and 

Cancilla 1999, p 1269; Voelker, Rakich and French 2001; Inamdar, et al 2002; Zelman, 

Pink and Matthias 2003; Shutt 2003). There are also numerous examples of its success 

as a management framework for not-for-profit and health care service delivery 

organisations (Sahney 1998; Chow et al 1998; Macdonald 1998; Castaneda-Mendez, 

Mangan and Lavery 1999; Wachtel, Hartford and Hughes 1999; Curtright, Stolp-Smith and 
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Edell 2000; Hudson River Psychiatric Centre 2000; Inamdar, Kaplan, Jones and Menitoff 

2000; Kaplan and Norton 2001; Oliveira 2001; Robson, Severin, Cole and Hepburn 2001; 

Kershaw and Kershaw 2001; Pink, McKillop, Schraa, Preyra, Montgomery and Baker 

2001; Robinson, Hunter and Shortt 2003; Gumbus and Lussier 2003; Biro, Moreland and 

Cowgill 2003; Gordon, Chapman and Marafioti n.d.; Chan and Ho n.d.; Hopf, Litman, 

Pratsch, Ustad, Welch, Tychan and Denett n.d.).  

 

According to Harber (1998), the BSC developed for Peel Memorial Hospital in Ontario was 

largely responsible for increasing positive patient and staff satisfaction, and priorities and 

strategic directions were positively affected by its use (p 61). Harber suggests the BSC (p 

59): 

specifies desired performance, assesses current performance and identifies the gaps between the 
two. 

Similar conclusions were drawn by Oliveira (2001, p 63), and Curtright et al (2000, p 67) 

at the Mayo Clinic, Minnesota: 

The comprehensive process of studying the performance measurement and management process 
began and continues to be an excellent learning tool for the physicians and administrators involved. 
The process aligned the concept of measuring organizational performance with meeting Mayo’s 
vision, primary value, core principles, and operational strategies.  

 

The BSC was also considered to be the most straightforward and accessible framework of 

the three reviewed, thereby having the flexibility to be refined and adapted for use in the 

target organisations. It is able to offer the two functional capabilities of organisational 

development and performance management interdependently. In particular the BSC 

integrates multiple measures in a framework that enables complex decision making 

(Gordon, Chapman, Kunov, Dolan and Carter 1998), and transforms emphasis from 

managing cost to managing care (Santiago 1999, p 1574). Whilst each framework 

provides the means to define and link organisational structures, processes, outputs and 

outcomes, and all are inherently outcomes oriented, only the BSC has at its foundation 

the broad organisation vision and strategy.  

 

Chan and Ho (n.d., p 3) argue the BSC can be used by hospitals in much the same way 

as for-profit and service organisations. Citing Kaplan and Norton (1996a, p 19), they argue 

the BSC can clarify and gain consensus about strategy, communicate strategy throughout 

the organisation, and align departmental and personal goals to the strategy. They believe 

the BSC can link strategic objectives to long-term targets and annual budgets, identify and 

align strategic initiatives, perform periodic and systematic strategic reviews, and obtain 

feedback to learn about and improve strategy. The structure of a BSC is exhibited in 
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Figure 3.1: Sample Balanced Scorecard and its development process in Figure 3.2: The 

Four Stages of BSC Design and Implementation. 

 

While the BSC was considered an appropriate foundation from which a practical 

framework could be developed, substantial remodelling was required to ensure it would be 

entirely applicable to the target organisations. Sections 3.4 and 3.5 discuss in detail the 

methodology used to extend the BSC for eventual use in eye care organisations – to 

become the foundation for the conceptual management framework. 

 
Figure 3.1: Sample Balanced Scorecard 

Financial Perspective

"To succeed financially, what 
kinds of performance should 

we provide to our 
stakeholders?"

Internal Business 
Perspective

"To satisfy our stakeholders 
and customers, at what 

business processes must we 
excel?"

Innovation and Learning 
Perspective

"To achieve our vision, how 
will we sustain our ability to 

change and improve"

Customer Perspective

"To achieve our vision, how 
should we be seen by our 

customers"

Vision 
and 

Strategy

 
 
Source: Chow et al 1998, p 267 
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Figure 3.2: The Four Stages of BSC Design and Implementation 

1. Translating the Vision

- Clarifying the vision
- Gaining Consensus

4. Feedback and 
Learning 

- Articulating shared 
feedback 

- Supplying strategic 
information

3. Business Planning

- Setting targets
- Aligning strategic 

initiatives
- Allocating resources

- Establishing milestones

2. Communicating and           
Linking

-  Communicating 
objectives 

- Setting goals 
- Linking strategies 

Balanced 
Scorecard 

 
 
Source: Chow et al .1998, p 269 
 

 

 

 



 

 

Table 3.2: Management Framework Selection and Criteria Development 
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National Health Performance Framework                 
HCO Performance Framework                 
NHS Performance Assessment Framework                 
JCAHO IMSystem                 
Baldrige Health Care Criteria                 
Koplan                 
Handler, Issell and Turnock                 
WHO Framework for Health System PA                 

Ho
sp

ita
l/H

ea
lth

 

Brown, LaFond, Macintyre                 
Management and Organizational Sustainability Tool                 
IDRC Institutional Assessment Framework                 
Weissman (1996)                 
Philbin and Mikush                 
Management Development Assessment (MSH 2001)                 
United Nations Development Programme                 De

ve
lo

pm
en

t 

LCB Working Group Indicators Project                 
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3.4 CASE STUDY RESEARCH 

Following the selection of the BSC as the foundation for the conceptual management 

framework, case study research was undertaken to further develop its structure and then 

apply it to and evaluate its validity and functionality in a practical setting. A case study 

methodology was adopted because case studies are recognised as being flexible and 

comprehensive studies of social units (such as service delivery organisations). Case 

studies intensively analyse complex factors that influence the unit including sequences 

and interrelationships (Nakkiran and Selvaraju 2001, pp 56-59). The focus and 

deliverables of field-based case studies are the situational and contextualised induction of 

concepts, models and relationships, and the assessment of their implementability, 

application, and replicability in specific settings. In short, according to Keen and 

Packwood (2000, p 52): 

The strength of good case study designs is that they can cope with, and promote insights into, 
complex real world developments, with the ‘case’ providing a source of explanations for wider 
developments. 

 

The advantage of the case study approach is a deep and diagnostic study directed 

towards the development of an analytical framework that will both facilitate interpretation 

of findings (p 56) and form the basis of a new eye care management framework. Yin 

(1989, p 13) argues: 

Case studies are the preferred strategy when ‘how’ or ‘why’ questions are being posed, when the 
investigator has little control over events, and when the focus is on a contemporary phenomenon 
within some real-life context. 

Possible limitations are that collections of subjective data do not lend themselves to 

quantitative checking and the potential to draw generalisations after studying a few cases, 

which may not be relevant to all situations (Nakkiran and Selvaraju 2001, p 60). 

 

Field-based research was conducted at two eye care service delivery organisations 

(Appendix 5: Fieldwork Site Visits). The first case study was performed in India to apply 

the first practical iteration of the SMF and evaluate its applicability and effectiveness. The 

process enabled the development of an SMF for AEH-Theni. The second case study was 

conducted in South Africa to further evaluate and enhance the modified framework in an 

entirely disparate organisational and operating environment. The second case study was 

performed under contract to the Fred Hollows Foundation using a participatory action 

research approach (Whyte, Greenwood and Lazes 1991, p 20). Action research demands 

that participants perceive the need to change and are willing to play an active role in both 

the research and change processes (Meyer 2000). Adopting an action research case 

study approach was deemed appropriate to realise the duel objectives of developing an 
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SMF for this research and devising a sustainability management plan for the Fred Hollows 

Foundation (discussed in Chapter 6). 

 

Unstructured visits were earlier made to AEH-Theni to conduct background research. 

Data collected during these visits helped to frame the conceptual management framework 

criteria. The challenge at the formal investigation stage was to select case study sites 

which would allow in depth research. Once the case study organisations were selected, 

robust data collection tools and instruments were devised. This section outlines the case 

study selection and the basis of the data collection tools and instruments used during the 

fieldwork at AEH-Theni and the ECBPP. 

 

Although Figure 1.1 implies that the conceptual management framework was developed in 

a logical and ordered sequence, in reality the overall process was less structured, 

iterative, and many activities were interconnected. The order of this chapter is not entirely 

reflective of the order of the development of the SMF. Whilst the case study fieldwork 

research methodology is discussed in Section 3.4 prior to the development of the 

conceptual management structure in Section 3.5, much of the structural development 

actually took place prior to the intensive case study fieldwork. The case studies 

contributed to the development of the SMF and also provided the means for evaluating its 

functional capability. A flexible approach was required to realise these objectives. 

 

3.4.1 Case Study Selection 

According to Nakkiran and Selvaraju, a case study is a deep and intensive study of a 

particular social unit yet one of the simplest methods of social research (2001, p 54-55). 

Feagin, Orum and Sjoberg (cited in Tellis 1997, p 1) believe the case study: 

is an ideal methodology when a holistic, in-depth investigation is needed.  

A case study approach was selected as the basis of the overall research methodology for 

these reasons. The selection of the case studies to be researched involved several 

decisive considerations. Identifying appropriate organisations and determining the number 

of case studies to be conducted was the first consideration. An important step in the 

process involved repeatedly referring to the purpose of the study in order to refine 

selection and identify what evidence would be required to achieve the research objective 

(Soy 1998, p 2). The viability of researching numerous case studies was also considered. 

However, relevant literature revealed that by establishing the parameters of a study and 

then applying the research within these boundaries even a single case study could be 

considered appropriate, provided the established objectives were met (Tellis 1997a, p 3). 
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Undertaking multiple analyses within the scope of the research objectives was thought to 

be unfeasible.  

 

The two case studies ultimately selected were the Aravind Eye Hospital – Theni, located 

in Theni District, Tamil Nadu, India, and the Eastern Cape Blindness Prevention 

Programme, located in the Eastern Cape Province, South Africa. Researching two case 

studies rather than many enabled comprehensive examinations to be conducted, thereby 

allowing the collection of more detailed information. The case studies selected are unique 

but share characteristics of other eye care organisations.  

 

AEH-Theni was selected as the first case study for a number of reasons. The Aravind Eye 

Hospital group is internationally renowned in the field of eye care, and its model has been 

adopted in hospitals in India and Africa. Aravind – in collaboration with its research 

institution Lions-Aravind Institute of Community Ophthalmology (LAICO) – actively 

conducts research in the field of sustainable eye care services. The organisation has 

contributed substantially to the current body of knowledge in contemporary eye care 

organisational practice and theory. Aravind has successfully operated in India for more 

than 25 years, and so independent research into its operating model is relevant to other 

eye care service delivery organisations. A relationship with hospital managers was 

established several years prior to the research, and so it was possible to conduct the 

research efficiently and effectively. Aravind representatives were willing and enthusiastic 

to cooperate and assist in the research.  

 

Aravind’s first satellite facility at Theni is a stand-alone, semi-autonomous hospital that is 

considered to be entirely self-sustainable. The hospital is located in a remote rural area 

and is much smaller than the other Aravind satellite hospitals. AEH-Theni has operated 

since the mid-1980s during which time it has evolved from being almost entirely 

dependent on external sources of funding to being largely self-sufficient. Because of these 

factors, AEH-Theni was considered to be an ideal case study.  

 

The Eastern Cape Blindness Prevention Programme was selected as the second case 

study primarily because of its obvious differences to AEH-Theni. Launched in February 

2002 as a collaboration between the Fred Hollows Foundation and the Eastern Cape 

Department of Health, the ECBPP encompasses six public district hospitals that have 

insignificant or no eye care capacity. Its objective is to augment eye care services within 

these hospitals. The ECBPP is in its early establishment phase and its short-term mission 

and objectives vary considerably to those of AEH-Theni. The primary focus of the ECBPP 
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is human resource training and infrastructure development.  

 

Developing a generic framework that can be applied to two entirely dissimilar 

organisations increased and validated the research challenge. Chapters 5, 6 and 7 detail 

the results of the case study research. 

 

3.4.2 Case Study Field Research 

The Aravind Eye Hospital – Madurai and its satellite hospital at Theni were visited for a 

period of eight days during the early stages of the research project. Informal interviews 

with staff and senior management were conducted and a range of documentation 

collected in order to establish the research foundations and determine the suitability of 

AEH-Theni as a case study. A number of questions guided this phase of the research. For 

example, what broad organisational goals exist, and are these consistent with the 

research ideology? What is the basic approach – strategic and operational – of the 

hospital, and is this approach consistent with the research objectives? What are the 

primary socioeconomic and demographic issues of the region? Would senior 

management be willing for the hospital to be researched, and does management support 

the broad research objectives? Finally, is the level of information availability sufficient, and 

could active communication channels be established? 

 

The work carried out during this research phase was preliminary in nature and informally 

conducted to establish and guide the research objective. Two fundamental organisational 

goals were identified – maximum reduced blindness and organisational sustainability. A 

basic strategy map was prepared outlining the critical strategic and operational level 

processes employed to realise the organisational goals. Key elements of the model were 

noted and the foundations of a research plan established at this point. The preliminary 

research confirmed the appropriateness and suitability of AEH-Theni as the first case 

study. 

 

The initial fieldwork at AEH-Theni also guided the development of the conceptual 

management framework. The framework structure was based broadly on the BSC and 

contemporary eye care management theory and approaches. The initial fieldwork sought 

to inject practical significance by incorporating the actual strategic and operational goals 

and objectives of AEH-Theni. However, further evaluation of the conceptual management 

framework was required through intensive case study fieldwork to apply the AEH-Theni 

SMF.  
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A second visit to AEH-Theni was planned following the initial fieldwork and the 

development of the conceptual management framework. The design of the case study 

data collection approach was accomplished over a period of approximately 12 months. 

Intensive on-site fieldwork was undertaken to collect detailed strategic, operational, and 

performance data to enable the development and application of a practical SMF. The 

objective of this phase of the methodology was to identify the key components of the 

AEH-Theni’s operations, set goals for them, and establish ways of measuring progress 

towards those goals (Chow et al 1998, p 265). The research sought to examine the 

appropriateness and measurability of the Strategic Objectives and Critical Success 

Factors (CSFs) identified in the conceptual framework development phase. It aimed to 

identify measurable and accessible qualitative and quantitative Performance Indicators 

(PIs) in order to better understand operational systems and procedures, and then access 

sufficient information to measure PIs and CSFs.  

 

The fieldwork allowed assessment and evaluation of the overall effectiveness and 

appropriateness of the conceptual management framework. This included seeking 

feedback from staff about the framework and its possible applicability to the hospital. The 

effectiveness and use of the data collection tools were also assessed during the process 

so that improvements could be made prior to the second case study. 

 

The case study fieldwork data collection process was simplified because of the proactive 

assistance provided by representatives of Aravind. All interviewees and other staff were 

open, transparent, helpful, and willing to assist where possible. Information was readily 

made available, and facilities and equipment provided as required. A detailed analysis of 

the hospital and its operations was achieved. 

 

The second case study at the ECBPP was undertaken on behalf of the FHF. The project 

was initiated at a meeting with FHF management in the months following the Indian 

fieldwork. Management requested that an assessment of the barriers to sustainability of 

the ECBPP be conducted using the SMF. The case study fieldwork methodology adopted 

in India enabled the development of an efficient and structured methodology for the 

ECBPP research. Following interviews with FHF representatives in Sydney, the Eastern 

Cape was visited for a period of three weeks during April and May 2002. At the ECBPP 

office in East London, meetings were held with the Programme Manager, Ms Fiki 

Nxumalo, to discuss research objectives. A structured action research-based 

methodology was devised based on the stated deliverables of the FHF contract and 
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subsequently extended to include the development of an SMF.  

 
The data collection approach developed for the first case study was employed with minor 

modifications to the data collection tools and instruments to reflect the nature of the 

ECBPP and the objectives of the consultancy project. Interviews were once again the 

primary source of information. Open-ended and informal interviews were undertaken, and 

in general interviewees were very open and forthcoming with information. An interview list 

(Appendix 6: List of Interviews: AEH-Theni) was established to record the names and 

titles of interviewees but casual discussions were not formally recorded. Data analyses 

were undertaken after each interview to determine future data collection requirements and 

for triangulation purposes. Other data collection techniques such as documentation 

collection, hospital tours, literature searches and direct observation were also employed. 

Basic data collection and primary and secondary literature reviews were embarked on to 

assist in the identification of factors that could potentially impact on sustainability. The 

stakeholder consultation and sustainability impact assessment provided the foundation for 

the development of a long-term strategic management approach for the ECBPP. The SMF 

developed for the ECBPP is detailed in Chapters 6 and 7.  

 

3.4.3 Data Collection Techniques and Principles 

The development of the conceptual management framework commenced in 1999. The 

method included data collection and field research, in which a variety of information was 

compiled and analysed. The process was driven by the objective of maximising validity 

and reliability (Keen and Packwood 2000, p 55). A variety of techniques and tools were 

used to collect the data to ensure accuracy and objectivity. The continuity, breadth, and 

level of data were appraised throughout the research to preserve their completeness and 

validity (Nakkiran and Selvaraju 2001, p 57). The chosen data gathering methods had to 

allow for the deconstruction of the phenomenon into component parts to reveal how all the 

parts work together to form a whole (Winegardener, n.d.). As is usual in case studies, 

integration of quantitative and qualitative data best illustrated the contextual phenomenon 

and helped build a practical approach.  

 

A register of information requirements was established to drive the data collection 

process. The development of the management framework structure was the most rigorous 

method for identifying the information requirements. The list of Performance Indicators 

identified during this process comprised the primary data requiring collection. Possible 

sources of the information were recorded, relying upon the triangulation principle.  
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Case study data collection relied on four primary sources of evidence: documentation, 

archived records, interviews and direct observation. Targeted data collection instruments, 

such as questionnaires, interview templates, and document registers, were developed to 

obtain appropriate data. Data collection seldom takes place in an orderly, sequential 

manner, and so flexibility in the data collection instruments was necessary to account for 

respondent’s schedules and other obligations (Lusthaus, Adrien, Anderson and Carden 

1999, p 35). The use of multiple techniques engendered flexibility. The collection of 

documents and archived records enabled the review of a large volume and wide range of 

organisational information.  

 

Interviews were the primary source of case study information and provided data with 

greater depth, breadth and detail than other techniques. Semi-structured interviews 

consisting of open-ended questions defining the area to be explored were used in the 

majority of the interviews. The element of informality allowed an idea or response to be 

pursued in more detail (Britten 2000, p 12). Focused interviews in which a set of more 

structured yet still open-ended questions (Appendix 7: Selected Interview Templates: 

AEH-Theni) were used when interviewing staff about management effectiveness and job 

satisfaction. An understanding of the subject (Nakkiran and Selvaraju 2001, p 131) 

enabled flexibility within the interviews. The informality and flexibility established in the 

interviews was in part a response to the fact that English was a second language for most 

of the interviewees. Key elements of these interviews were sensitivity to language and 

interactive responses as described in Britten (2000, p 12) and Yin (cited in Tellis 1997). 

 

Interview questions were prepared based on an information requirement analysis 

performed early in the research. A flexible interview protocol was established (Lusthaus et 

al 1999, p 99-102). Two types of interviews were used: key-informant interviews, designed 

to collect data from individuals who were unique by virtue of their position or experience; 

and normative interviews, to collect information from large numbers of people. Questions 

were determined from the information requirement analysis and incorporated into draft 

interview templates. Information was grouped into defined areas such as clinical 

management, financial management, marketing, and programmes, forming the basis of 

interviews. While some questions were designed to encourage the collection of general 

data, others were intended to generate specific information. Interview templates were 

short and the language was simple with no leading questions or ambiguities.  

 

Interviews included introductory statements to give the interviewee an appreciation of the 
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primary research objectives and the importance of their input. Informal introductory 

discussions, particularly with senior staff and management, enabled feedback to be 

collected about the appropriateness of the management framework and its possible 

application at the case study organisations. Interviewees were often used as ‘informants’ 

by not only providing insights into a matter but also suggesting sources of corroboratory 

evidence and initiating the access to such sources (Llanes n.d.). The interviews were 

designed to be an interactive dialogue with opportunities for both the interviewer and 

interviewee to seek a shared understanding. All information gathered during the interviews 

was documented systematically for reinterpretation and further analysis. 

 

Direct observation was used throughout the field research to perceive the nature and 

extent of interrelated elements within the case study organisations (Nakkiran and 

Selvaraju 2001, p 142-143). While supplementary to the other data collection methods, 

direct observation was important in obtaining an authentic picture of the organisation and 

to develop explanations for relationships found in both qualitative and quantitative data 

(Pope and Mays 2000, p 32). A range of directly relevant information – including the 

condition of buildings, staff efficiency, use of space, and management style – could be 

collected informally though observation. Through the preparation of field notes and 

subsequent systematic recording in databases, observed data were related to more 

general propositions and subjected to checks and controls of validity and reliability 

(Nakkiran and Selvaraju 2001, p 142-143). Field notes recording feelings and intuitive 

hunches, posing questions, and documenting the work in progress, assisted in 

determining whether or not the enquiry required reformulating or redefining based on what 

was observed (Soy 1998) (Appendix 8: Example of Formal Reporting of Field Notes). 

 

The collection of large amounts of data from multiple sources carries potential risks – the 

researcher may become overwhelmed by the volume of information and lose sight of the 

original research purpose (Soy 1998). To maximise the benefits of the primary sources of 

evidence the data collection framework was underpinned by three basic principles 

developed by Yin (cited in Tellis 1997 and Llanes n.d.): the use of multiples sources of 

data, the creation of a case study database, and maintaining a chain of evidence. 

 

The rationale for using multiple sources of data is the triangulation of evidence (Tellis 

1997). Triangulation methods were used where possible to ensure the accuracy of the 

data and look for patterns of convergence to develop or corroborate the overall 

interpretation (Mays and Pope 2000, p 94). Triangulation increases the reliability of the 

data as well as the process of gathering the data (Tellis 1997). Construct validity is 
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addressed because multiple sources of evidence essentially provide multiple measures of 

the same phenomenon (Llanes n.d.). As well as collecting and comparing data via a range 

of techniques as discussed above, the same set of data was collected from multiple 

sources. For example, questions were repeated in interviews if appropriate, and confirmed 

by documentary evidence if possible.  

 

A case study database was created to organise and document the information collected. 

The database contained case study field notes, documentation (Appendix 9: Documents 

Collected and Examined: AEH-Theni), quantitative data, and narratives from interviews. 

Case study notes were electronically recorded – daily during the fieldwork – on a 

spreadsheet for organisation and manipulation (Appendix 8). The notes took a variety of 

forms, including field notes, the results of observations, document analysis, and interview 

results. An annotated bibliography of all documents, articles and archived records 

collected during the research was established. The annotated bibliography meant 

information was readily retrievable for later inspection and perusal (Llanes n.d.). 

Quantitative data relevant to the research objective were tabled in a master spreadsheet 

for presentation and manipulation. Narratives from interviews were recorded electronically 

for subsequent analysis.  

 

The final principle of maintaining a chain of evidence was adopted where possible. In 

being able to move from one portion of the case study to another, with clear cross-

referencing to methodological procedures and to the resulting evidence (Llanes n.d.), the 

reliability of information was increased.  

 

The analytical process began during the data collection phase of the research. However a 

more intensive analysis of data was required at the completion of the case study field 

research. Data analysis and evaluation at this point was a fundamental component of the 

research methodology and was necessary to fulfil the development of the practical SMF. 

Systematic analyses revealed the underlying features of the data, and hence 

interrelationships, causes and connections. The objective of the preliminary analysis was 

to build an intellectual edifice from which carefully sorted data could be placed in the 

appropriate setting to allow general reference and conclusions (Nakkiran and Selvaraju 

2001, p 199). Valid generalisations about the conceptual management framework could 

therefore be made, and the framework subsequently applied in a practical setting as 

discussed in Section 3.5. 
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3.5 DEVELOPMENT OF THE MANAGEMENT FRAMEWORK STRUCTURE 

The management framework structure was developed through a targeted empirical 

approach. The development process was undertaken interdependently and in parallel to 

the case study research, but generally prior to the intensive fieldwork. The process was 

detailed, iterative, and did not always follow a clear or well-defined linear path. It utilised 

and synthesised a variety of theories, methods and tools. The first step involved 

establishing four structural categories based on the BSC: Strategic Goals, Strategic 

Objectives, Critical Success Factors (CSFs), and Performance Indicators (PIs). The two 

Strategic Goals are consistent with the core BSC vision and strategy component. The 

Strategic Objectives are consistent with the four BSC strategic level perspectives of 

financial, customer, internal business and innovation and learning.  

 

The BSC was remodelled to incorporate actual case study data and contemporary 

organisational management theory. The result was a conceptual management framework 

based on the literature but with practical significance. Data collected from the initial AEH-

Theni fieldwork were used to identify the specific components within each of the four 

structural categories. The identification process required detailed consideration of the 

nature and content of – and relationship between – the categories. For example, what are 

the Strategic Goals? What Strategic Objectives can assist in the realisation of the 

Strategic Goals? What Critical Success Factors enable the realisation of the Strategic 

Objectives, and what are the best measures of these Critical Success Factors?  

 

A phased approach was adopted to construct the SMF based on these considerations. 

The Strategic Goal Development phase – step 1 in Figure 3.3: Management Framework 

Structure Development Methodology – involved the examination, identification, and 

clarification of the organisational Strategic Goals. Realising Strategic Goals is dependent 

on a number of core operational and strategic CSFs, identified in the Critical Success 

Factor Identification phase (step 2). The process of identifying CSFs was critical in the 

initial conceptualisation and design of the management framework. The link between 

Strategic Goals and CSFs encompasses the core strategic level objectives, providing a 

more defined focus and rigid structure to the framework. Consideration and classification 

of these Strategic Objectives – Strategic Objective Development (step 3) – further aligned 

the identified CSFs. The final phase of the development methodology – Performance 

Indicator Development (step 4) – involved the identification of valid measures of 

performance. A basic SMF Scorecard from which performance can be measured and 

managed was also established and is discussed further in Section 7.3.1.  
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The resultant structure enabled the BSC and then the conceptual management framework 

to be adapted and applied to the case study organisations. This section outlines the four 

key stages in the development of the management framework structure. 

 

3.5.1 Strategic Goal Development 

The identification and clarification of the organisational Strategic Goals constituted the first 

phase in the approach to develop the management framework structure. Consideration 

was given to the broad purpose of eye care service delivery organisations in developing 

countries. Many of these organisations are not-for-profit rural-based organisations 

providing eye care services with the intention of eradicating needless blindness. They 

exist to maximise the reduction of blindness using all available internally generated 

resources without being reliant on external resources. This broad purpose was translated 

into two Strategic Goals: the maximum reduction of blindness given available resources 

and sustainability.  

 

A number of questions were considered in translating this vision into the structure of the 

SMF in the Strategic Goal development phase. For instance, are the Strategic Goals 

relevant in the overall context of the prevention of blindness and do they encompass the 

various elements of the organisation’s operations? Are the Strategic Goals consistent with 

those of other eye care organisations in developing countries, and can this broad strategy 

be translated into the intent of global prevention of blindness efforts? Finally, are the 

Strategic Goals measurable and if so, what are the specific measures and attributes of 

success?  

 

Table 3.3: Strategic Goal Identification and Clarification was devised to assist in the 

identification and clarification of the Strategic Goals. In the table, success measures are 

measures of the extent to which Strategic Goals are realised. The drivers of success are 

represented by the attributes of success at the right hand side of the table. The success 

measures inspire and serve the Strategic Goals while the attributes of success are 

demonstrable and measurable indicators of the specific function. Developing the table 

allowed the drivers and success measures of the two core Strategic Goals to be identified. 

The process confirmed the relevance of the Strategic Goals within the broad perspective 

of blindness prevention. 
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Figure 3.3: Management Framework Structure Development Methodology 
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 Table 3.3: Strategic Goal Identification and Clarification 

Strategic Goal Success Measure 
 

Attributes of Success 

Increasing/sufficient service provision 
statistics 

 Affordable services 
 Awareness of service benefits 

Efficient resource utilisation  Use of capacity 
 Resource efficiency 

High clinical and service quality  Clinical outcomes 
 Patient satisfaction 
 Training and staff capability 

Maximum Reduced Blindness 

Awareness  Marketing/outreach activities 
 Demand generation 

Financial sustainability  Cost control and recovery 
 Financial management 
 Price setting 

Managerial sustainability  Governance/external support 
 Strategic direction and leadership 
 Resource utilisation 
 Appropriate systems and procedures 

Sustainability 

Technical sustainability  Appropriate clinical services 
 Clinical effectiveness 
 Technology innovation 
 Continuing Medical Education 

 
Source: Personal Research and Thulasiraj and Priya 1997a, p 1-11 

 

3.5.2 Critical Success Factor Identification 

The realisation of Strategic Goals is dependent upon the efficiency and effectiveness of 

the strategic and operational processes that drive the organisation. Such processes, 

identified as Critical Success Factors (CSIRO 2002), form the basis of an organisation’s 

strategic direction planning approach. CSFs are the key strategic, structural, operational, 

and procedural components that allow an organisation to achieve its Strategic Goals and 

Objectives. Identifying, activating, and subsequently managing the performance of CSFs 

is vital in a well functioning organisation. The Critical Success Factor Identification phase 

sought to distinguish and describe the CSFs for AEH-Theni. 

 

The repetitiveness of the identification process was valuable in establishing a better 

appreciation of AEH-Theni’s operating model. A basic strategic process map – Figure 3.4: 

Initial Strategic Process Map – was devised to depict the critical processes and 

requirements necessary for successful Strategic Goal realisation. The mapping process 

was based on data obtained from the initial site visit as well as a range of articles and 

unpublished documents describing the model (Thulasiraj 1989, 1994 and 1995; Natchair 

et al 1994; Thulasiraj et al 1997; Green 1997, 1998 and 2001a; Maurice 2001). 

Preparation of the map reaffirmed the appropriateness of the identified Strategic Goals 
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and illustrated relationships between critical processes. Further development of the 

process map identified a wide range of CSFs for consideration, articulated in Table 3.4: 

Critical Success Factor and Strategic Objective Identification.  

 
Figure 3.4: Initial Strategic Process Map 
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3.5.3 Strategic Objective Development 

Following the initial identification of a range of possible CSFs, a framework was developed 

to assist in the derivation of the Strategic Objectives that align the CSFs with Strategic 

Goals. A simple methodology was adopted to define the Strategic Objectives. The 

relationship between CSFs and Strategic Goals was determined and plainly articulated. 

The emergence of common themes translated into objectives that linked strategy with 

process, displayed in Table 3.4: Critical Success Factor and Strategic Objective 

Identification. These themes are defined as Strategic Objectives.  

 

Five core Strategic Objectives were identified and broadly classified as Governance, 

Customer, Awareness, Business and Management Processes, and People. A structured 

framework had evolved in which clear patterns of Strategic Goal attainment principles 

emerged.  
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Table 3.4: Critical Success Factor and Strategic Objective Identification 

Critical Success Factor 
 

Attributes of Success Allied Strategic Objective 

Effective support and 
governance 

 Underpins and supports management 
 Influences operating environment 
 Supports sustainability foundation 

Governance 

Appropriate business & 
management processes 

 Drives operational performance Business & Management 
Processes 

Marketing/outreach activities  Generates awareness of eye care benefits 
 Assists in overcoming barriers to service 

Awareness 

Human resources  Underpins systems and procedures, clinical 
outcomes, and surgical volume 

People/Business & 
Management Processes 

Earnings/resource 
management 

 Enables cost-effectiveness and financial 
sustainability 

Business & Management 
Processes 

Appropriate price strategy  Influences price of surgery Customer 
Effective clinical services  Enables high clinical quality Customer/Business & 

Management Processes 
Community organisation 
support 

 Generates awareness of eye care benefits 
 Facilitates provision of local services 

Awareness 

Community awareness of 
service benefits 

 Generates demand for services Awareness 

Low unit cost  Dependent upon efficient earnings/resource 
allocation 

Business & Management 
Processes 

High demand for services  Enables high volume to be achieved Awareness 
High patient volume treated  Enables realisation of operating revenues Awareness 
Low unit price charged  Allows price to be set at an affordable rate Customer 
High quality services  Generates demand for services Customer 
Patients’ ability to access 
services 

 Generates demand for services Awareness 

Patients’ ability to pay for 
services 

 Generates demand for services Customer 

Net total cost recovery  Enables platform for financial sustainability Business & Management 
Processes 

 

From a primarily theoretical basis, the drivers enabling maximum reduced blindness and 

sustainability at AEH-Theni were identified and incorporated into a simple framework. 

Operational and strategic relationships were defined. The resulting framework was partly 

conceptual and partly based on actual case study data; designed to clearly link and 

articulate the relationship between the defined Strategic Goals, Strategic Objectives, and 

Critical Success Factors. Table 3.5: Strategic Goals, Strategic Objectives and Critical 

Success Factors displays the emergent framework, which formed the basis of the 

conceptual management framework. 

 

Finally, to accomplish the research objective of developing a practical, flexible, multi-

dimensional framework that would drive performance and organisational development, a 

performance management component was required. 

 

 



Chapter 3 ♦ Methodology          89  
 

 

Table 3.5: Strategic Goals, Strategic Objectives and Critical Success Factors 

Strategic Goal Strategic Objective 
 

Critical Success Factor 

To support and be supported by 
government 
To support and be supported by 
international/national partner organisations 

Governance 
To be effectively supported and 
governed  

Effective corporate governance 
Services to be affordable and accessible 
High customer perception of services 

Customer 
To provide high quality, affordable, 
eye care services High quality clinical care 

Social marketing and community outreach 
To have the support of local community 
organisations 

Awareness 
To raise awareness of the benefits 
associated with eye care and to 
understand eye health in the 
community 

Appropriate community eye health planning 
and awareness 
Financial sustainability and stability 
Efficient and competent 
management/leadership 
Efficient and effective systems 

Business & Management 
Processes 

To use business and management 
processes that are commensurate 
with long-term sustainability and 
blindness reduction 

Cost-effective clinical care and optimal 
resource utilisation 
Competitive benefits package 
Competent and appropriately trained 
workforce 
Committed and satisfied workforce 

Maximum Reduced 
Blindness 

To maximise the reduction 
of high quality blindness 
reduction given available 

resources 
 
 

and 
 
 

Sustainability 
To enable organisational, 
financial, and operational 

sustainability 
People 

To be an appropriately trained and 
skilled, motivated and adaptable 
workforce with an understanding of 
the organisation mission Culture commensurate with and promoting 

of the organisational mission 
 

3.5.4 Performance Indicator Identification 

The performance management systems of many eye care service delivery organisations 

in developing countries are typically informal and ad hoc due to insufficient resources, 

time, and expertise. The adoption of contemporary performance management tools that 

require the collection and subsequent measurement of a vast array of organisational data 

may not be possible. Alternative systems are required. A practical system relying on the 

measurement of few, easily accessed performance indicators that are directly linked to 

and effectively measure operational strategy, is more likely to be utilised and manageable. 

The Performance Indicator Identification phase of the methodology sought to develop 

such a system for incorporation into the SMF. The framework would be largely ineffectual 

without a functioning performance management system. Strategic Goals and Objectives, 

while clearly stated, would not be actively measured and managed. The framework would 

be less effective at supporting ongoing organisational development and performance 

management without the means of evaluating its efficacy. 

 

There were a number of considerations in this phase. Before identifying the PIs, 

consideration was given to whether the CSFs could be measured with readily available 
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information. Provisional PIs for each CSF were then devised and incorporated in the 

framework, displayed in Table 3.6: Performance Indicator Identification. A register of PIs 

potentially suitable for eye care organisations was concurrently established to assist in the 

case study field research data collection. The process of establishing PIs permitted further 

alignment and review of the appropriateness of identified CSFs and Strategic Objectives. 

 
Table 3.6: Performance Indicator Identification 

Critical Success Factor 
 

Performance Indicator 

Regulations or policy inhibiting or enhancing effectiveness To support and be supported by government 
Satisfaction with communication and involvement 
Approach inhibiting or enhancing effectiveness 
Satisfaction with involvement in governance 

To support and be supported by 
international/national partner organisations 

Satisfaction with communication and information 
Existence of a Board (or equivalent) and appropriate processes Effective corporate governance 
Existence and understanding of strategic purpose 
Compliance to populations’ paying capacity for total surgeries Affordable, accessible and supportive services 
Plans to address identified barriers to surgery 

High customer perception of service Customer satisfaction surveys 
Post-operative evaluation results 
Percentage of cataract with IOL 

High quality clinical care 

Percentage of other surgery with best practice procedures 
Service demand statistics Social marketing and community outreach 
Customer awareness of eye care benefits 
Number of work arrangements with community organisations Support of local community organisations 
Surveys of community partner satisfaction 

Appropriate community eye health planning Access to population-based blindness data 
Financial sustainability and stability Operating margin 

Actuals vs budgets Efficient and competent management/leadership 
Self assessment score against Performance Indicators 
Productivity (return on investment) 
Rate of business growth (service delivery statistics) 
Per capita surgeries (by ophthalmologists) 

Efficient and effective systems and procedures 

Compliance against set operating procedures 
Cost recovery (total revenue/total expenses) 
Profitability (net profit margin) 

Cost-effective clinical care  

Percentage of funding from external sources 
Competitive benefits package Remuneration levels 

Per capita training and development investment 
Existence of job descriptions/profiles 

Competent and appropriately trained workforce 

Percentage of employees meeting their job description/profile 
Employee attitude survey score Committed and satisfied workforce 
Employee separation rates 
Employee understanding/awareness of organisational mission 
and strategic priorities 

Culture commensurate with and promoting of the 
organisational mission 

Employee assessment of overall organisational value 
 

Consideration was also given to the nature of the PIs identified. Performance 

management based on purely quantitative or financial data does not allow a 

comprehensive analysis of an organisation. Instead, according to Kaplan and Norton 
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(1992, p 71), a balanced presentation of both financial and operational (qualitative and 

quantitative) measures is required. The aim of a holistic performance management 

system is to collect data about processes, outcomes, resource consumption, and 

satisfaction levels. The selection of appropriate PIs therefore required detailed research. A 

number of publications (Bograd 1996; Sheldon 1998; Chow et al 1998; Keating and 

Frumkin 2001; CSIRO 2002) and existing hospital Balanced Scorecards were reviewed to 

help determine the appropriateness of measures for use in eye care service delivery 

organisations.  

 

A benefit of the PI identification process undertaken during the AEH-Theni fieldwork was 

that it revealed specific areas for future organisational development efforts. The 

conceptual framework incorporated best-case PIs, the measurement of which would be 

dependent upon the availability of appropriate systems, procedures, and data. For 

example, it was considered that the PI ‘post-operative evaluation results’ would best 

measure the CSF ‘high quality clinical care and appropriate post-operative evaluation’. 

The intensive fieldwork visit identified whether appropriate post-operative evaluation 

results were formally measured and documented. In the case of AEH-Theni, post-

operative evaluations were conducted, but at the time of undertaking the field research 

results were not documented sufficiently to enable analysis and measurement. The PI 

‘post-operative evaluation results’ could not be quantitatively measured. In this way, the 

development of the practical framework assisted in the identification of achievable areas 

for organisational development. 

 

3.6 CONCLUSION 

Because existing organisational efforts to eliminate global avoidable blindness are clearly 

insufficient, it is evident that new approaches are required to assist eye care service 

delivery organisations to be established, grow, prosper, and become sustainable. 

Although some existing approaches have successfully reduced blindness in particular 

regions, these have not been widely adopted on a global scale. There are no examples in 

the literature of a generic management framework to facilitate the maximisation of high 

quality sustainable blindness reduction in developing countries. Yet clearly many 

organisations require assistance to increase and sustain their level of service delivery and 

independence. The combined impact of such organisational development may have 

substantial positive consequences on the problem of avoidable blindness. 

 

In response to the problem, this research sought to develop a new management 
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framework for eye care service delivery organisations in developing countries. The 

purpose of the framework would be to underpin organisational development efforts and 

ongoing performance management. A methodology was devised to develop the 

framework, which involved firstly establishing a conceptual model, and then applying and 

evaluating the model with case study data. A staged approach was conducted to develop 

the management framework, as detailed in this chapter.  

 

One of the objectives of presenting the framework’s development methodology in detail is 

that the approach could be used to assist in the design and establishment of new eye 

care organisations. The process of identifying an organisation’s Strategic Objectives, 

Critical Success Factors and Performance Indicators provides rich instructive data for the 

researcher, and could act as the basis for future strategic development. As well as 

providing tangible organisation-wide value in its engagement, the development and 

implementation process of the SMF could also provide significant benefits. With this 

objective in mind, the methodology was designed to be transparent and replicable. 

 

The methodology enabled the development of a framework with the same basic structure 

as the BSC, but with specialised refinements appropriate for eye care service delivery 

organisations based on initial case study research. The primary differences are both 

structural and operational. The SMF is based on five core components – Strategic 

Objectives – whereas the BSC is based on four. Included within the SMF are the defined 

CSFs around which the entire structure is based. CSFs are the strategic and operational 

links between the higher level Strategic Goals and Objectives and operational 

Performance Indicators. The Strategic Goals and Objectives level is not described in the 

literature discussing the BSC. A functional element that can act as the core of both 

organisational development and performance management has been introduced, 

enhancing the BSC. The identified CSFs may be common to many eye care organisations 

in developing countries and so they may act as a ‘checklist’ for future direction and 

operational planning. By introducing this level, the adapted BSC becomes an appropriate 

management framework designed specifically for eye care organisations. The 

components of the SMF are outlined in detail in Chapter 4. 

 

 

 



 

CHAPTER 4 

 

THE STRATEGIC MANAGEMENT FRAMEWORK 

 

 

 

4.1 INTRODUCTION 

Strategic management is an essential organisational practice. However it is not 

undertaken consistently in eye care service delivery organisations in developing countries, 

nor does it appear to be sufficiently well integrated or understood as a concept in the 

literature. This is despite the increasingly demanding environment within which these 

organisations operate. Specific challenges confronting eye care organisations include 

changing demographics, the increasing prevalence and incidence of blindness, resource 

pressures, patient expectations, and the movement of manpower from rural to urban 

areas. Meeting these challenges will require a fundamental change in the way service 

delivery organisations are strategically managed.  

 

The principle of strategic management in eye care underlines the need for service delivery 

organisations to develop operational capacity and performance management systems to 

directly respond to the many pressures they are confronted with. One method to engender 

strategic management practices is to utilise management frameworks to facilitate and 

support the realisation of organisational goals and objectives. Such frameworks are 

commonly implemented in private corporations and other health and socioeconomic 

development organisations. However there are no examples in the literature of 

management frameworks designed specifically for eye care service delivery organisations 

operating in developing countries. 

 

This chapter presents a new framework – the Strategic Management Framework – to 

support organisational efforts to realise maximum reduced blindness and sustainability by 

identifying, measuring and monitoring the factors necessary for success. The purpose of 

the framework is to provide the basis for ongoing organisational development. The 

framework is also a performance management system that can assist in the collection and 

dissemination of performance-related data for ongoing evaluation, providing the impetus 

for continual capacity development. Overall, the framework has been designed to support 

organisations to build a pathway to long-term sustainable effectiveness. 
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The purpose of this chapter is to firstly summarise the structural foundation of the SMF 

and the management cycle that it propels. The essential elements of the framework – 

including Strategic Goals, Critical Success Factors, and Performance Indicators – are 

presented in detail in the body of the chapter. 

 

4.2 FRAMEWORK COMPONENTS 

This section describes the three structural levels of the SMF – the strategic (Section 

4.2.1), operational (Section 4.2.2), and performance (Section 4.2.3) levels. The key 

elements that occupy and constitute each level are outlined. Figure 4.1: Strategic 

Management Framework Flow Chart depicts the relationship between the various levels of 

the framework, and Figure 4.2: Example of a Strategic Management Framework illustrates 

its detailed organisation. 

 

4.2.1 Strategic Level: Strategic Goals and Objectives 

The strategic level of the SMF includes both the organisation’s Strategic Goals as well as 

its Strategic Objectives. Strategic Goals represent the foundation of the vision and mission 

of the organisation. Two possible Strategic Goals that are common to eye care service 

delivery organisations and have been incorporated into the SMF are maximum reduced 

blindness and sustainability. Strategic Objectives are the concrete manifestation of the 

organisation’s Strategic Goals, describing how they can be strategised and 

operationalised. They are statements of definable and measurable accomplishments that, 

when met, fulfil the organisation’s mission. According to Sicotte et al (1998, p 30), the 

attainment of Strategic Objectives refers: 

to the capacity of the organization to make strategic choices that result in achievement of the long-
term goals of effectiveness, efficiency, and stakeholder satisfaction. 

 

Strategic Objectives delineate how an organisation may be effectively managed at the 

strategic level. They assist in clarifying and articulating organisational identity and in 

aligning organisational structures, resources, and departments with strategic direction. 

Effective Strategic Objectives link an organisation’s strategy with its operational processes 

and performance. In many organisations, Strategic Objectives are the foundation for 

integrating key requirements and underpin the development of a results-oriented 

framework (Baldrige Health Care Criteria for Performance Excellence 2000).  

 

Strategic Objectives may evolve over time as the organisation’s strategy and needs 
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change. Establishing objectives that are non-prescriptive, adaptive and flexible may better 

meet the basic organisational requirements in the long-term. By specifying what an 

organisation hopes to accomplish, clear Strategic Objectives provide a straightforward 

framework for communicating strategic intent and the overall focus and direction of the 

organisation – strategic management. Possible Strategic Objectives for eye care service 

delivery organisations are detailed in Sections 4.4 through 4.8 below.  

 

4.2.2 Operational Level: Critical Success Factors 

The strategic planning process, including the establishment of Strategic Objectives, can 

be enhanced with the development of an operational plan. However, Strategic Objectives 

are typically very broad and comprehensive targets that do not necessarily specify the 

detailed information included in operational plans– such as operational strategies, inputs, 

outputs, and outcomes. So to develop and implement an effective operational plan, 

organisations must identify the key operational driver-and-outcome processes through 

which they function. The operational level incorporates certain factors that are critical to 

the success of that organisation and comprise the foundation of an operational plan. 

These Critical Success Factors are important in the sense that, if objectives associated 

with the factors are not achieved, the organisation will fail (Huotari and Wilson 2001). The 

Joint Commission (1993, p A2) asserts: 

Critical success factors for contemporary health care organizations include the ability to 
understand, proactively adapt to, and even anticipate changes in a volatile environment. 

Chennell et al (2000, p 3) argue: 

Process thinking primarily addresses the management system itself, that is, the design and 
operation of organisational processes to deploy strategic intent and to create and add value for 
stakeholders. Improvements in organisational performance are generated through the 
improvements of processes. Core processes are broad cross-functional processes that constitute 
the means by which an enterprise delivers its products and services. 

 

The CSFs included at the operational level of the SMF are necessarily limited in number 

and specific to the over-arching Strategic Objective. Effective CSFs are results-oriented 

and strategy aligned – they are flexible, understandable and measurable. The conclusive 

identification and validation of CSFs is required to effect their implementation. Selecting 

what to measure is therefore important in maintaining control of organisational 

performance and in accurately reflecting the extent to which Strategic Objectives are 

realised. CSFs are likely to become a permanent part of an organisation’s culture and 

operating system when they are understood and embraced by its key personnel. 

 

The operational level of the SMF incorporates the organisation’s CSFs. It describes the 
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relationships necessary to achieve Strategic Goals and Objectives and promote 

organisational effectiveness. Research by Chrusciel and Field (2003, p 2) suggests a link 

between CSFs and the need to utilise a more comprehensive management framework – 

such as the SMF – to support and enhance strategic planning efforts. CSFs are more 

likely to be effective if they are incorporated into a framework from which they are 

implemented, managed, and measured. The operational level represents the foundation 

of the SMF and provides the appropriate structure for identifying and better understanding 

the key drivers of performance. 

 

4.2.3 Performance Level: Performance Indicators 

Organisational effectiveness is often judged by performance. According to Dickinson, 

Saunders and Shaw (1998, p 70), achieving success and realising Strategic Objectives 

requires effective measurement of operational processes (CSFs). The SMF is structured 

to enable the measurement and subsequent management of performance through a set of 

Performance Indicators (PIs). Performance Indicators – often referred to as Key 

Performance Indicators (KPIs) in the literature – provide the means to measure CSFs and 

hence overall strategic performance. They allow the various driver/outcome relationships 

to be evaluated at the strategic, operational, and performance level. Lead indicators are 

the drivers of performance and lagging indicators are the outcomes of performance. 

Performance Indicators reflect, define, and evaluate progress towards the organisation’s 

Strategic Goals and Objectives. In a detailed discussion on the design and use of capacity 

development indicators, Morgan (1997, p 40) believes performance indicators: 

need to be closely related to, and derive from, strategy, process, contextual factors and 
performance. They need to be part of an interconnected web of ideas that can allow participants to 
design them and use the resulting information as part of a coherent framework. 

According to Chennell et al (2000, p 6) they: 

collectively capture the current performance of all critical aspects of the internal working of the 
organisation, and are used to manage and improve the core processes. 

 

The selection of appropriate PIs at the performance level requires careful consideration 

because the final selection can directly influence the overall effectiveness of the 

performance management system. Castaneda-Mendez (1999) suggests organisations 

need performance measures in three areas: to lead the entire organisation in a particular 

direction, to manage the resource needed to travel in this direction, and to operate the 

processes that make the organisation work.  

 

The decision about the number and type of measures selected is critical. Kaplan and 
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Norton (1992, p 71) argue: 

no single measure can provide a clear performance target or focus attention on the critical areas of 
the business. 

A suite of qualitative and quantitative indicators that exploits the full range of 

organisational data and has the capability to measure past and present performance – as 

well as predict the future success of an organisation (Dickinson et al, p 70) – is therefore 

more likely to be effective. Weber (2001) believes though, that incorporating too many 

performance indicators within the management system may be counter-productive. 

Providing too much information may confuse management, leading to poor decisions and 

necessitating over-maintenance of the system.  

 

Performance Indicators are often regarded in the literature as being purely quantitative 

and objective measures of performance (University of Washington 2000, p 12). But there 

is a growing recognition that a good performance management system will include a mix 

of both quantitative and qualitative measures (Hopf et al 2001). Although qualitative 

measures such as patient and staff satisfaction may be harder to obtain and more 

subjective, they do, according to Harber (1998, p 61): 

ultimately help to create a quality-focused and innovative working culture, which in turn drives the 
hard [quantitative] measures. 

 

The SMF incorporates a mix of both leading and lagging, and qualitative and quantitative 

PIs at the performance level. The PIs are directly linked – and therefore directly measure 

– Strategic Objectives. This mix helps to achieve a balanced perspective of performance. 



 

 

Figure 4.1: Strategic Management Framework Flow Chart 
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p ro c e s s e s  th a t  a re  c o m m e n s u ra t e  to  

lo n g - t e rm  s u s ta in a b ilit y  a n d  
b lin d n e s s  re d u c t io n

2 . C u s to m e r
T o  p ro v id e  h ig h  q u a lity , a f f o rd a b le  

e y e  c a re  s e rv ic e s

1 . G o v e rn a n c e
T o  b e  e f fe c t iv e ly  s u p p o rt e d  

a n d  g o v e rn e d

1 .1 .1  -  

1 .3 .1  -  

1 .2 .1  -  

1 .1

1 .3

1 .2

2 .1

2 .3

2 .2

2 .1 .1  -  

2 .3 .1  -  

2 .2 .1  -  

3 .1

3 .3

3 .2

3 .1 .1  -  

3 .3 .1  -  

3 .2 .1  -  

4 .1

4 .3

4 .2

4 .1 .1  -  

4 .3 .1  -  

4 .2 .1  -  

5 .1

5 .3

5 .2

5 .1 .1  -  

5 .3 .1  -  

5 .2 .1  -  

S T R A T E G IC
 L E V E L  O P E R A T IO N A L  L E V E L P E R F O R M A N C E  

L E V E L



 

 

Figure 4.2: Example of a Strategic Management Framework  

STRATEGIC GOALS STRATEGIC OBJECTIVES CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

1.1 To support and be supported by government 1.1.1 Regulations/policy inhibiting or enhancing effectiveness 
1.1.2 Government satisfaction with communication and information 

1.2 To support and be supported by partner organisations 1.2.1 Approach inhibiting or enhancing effectiveness 
1.2.2 Partner satisfaction with communication and information 

GOVERNANCE 
 
1 To be effectively supported and governed 

1.3 Effective corporate governance  1.3.1 Existence of a Board (or equivalent) and appropriate processes 
1.3.2 Existence and understanding of strategic purpose 

2.1 Affordable, accessible and supportive services 
 
 

2.1.1 Prices commensurate with customers’ ability to pay 
2.1.2 Existence of plans to address identified barriers to service delivery 
2.1.3 Existence of patient counselling procedures 

2.2 High customer perception of service 2.2.1 Customer satisfaction surveys 
2.2.2 Customer complaints procedures 

CUSTOMER 
 
2. To provide high quality, affordable eye care 

services 
2.3 High quality clinical care and appropriate post-operative evaluation 2.3.1 Post-operative evaluation results 

2.3.2 Percentage of patients reviewed (post-operative) 
3.1 Social marketing and community outreach programmes 3.1.1 Total number of patients examined (surgery + outpatient) 

3.1.2 Existence of community outreach programmes 
3.2 Support of local community organisations 3.2.1 Work arrangements with community organisations  

3.2.2 Surveys of community partner satisfaction 

MAXIMUM REDUCED BLINDNESS 
 

To maximise the reduction of high 
quality blindness given available 

resources 
 
 

AWARENESS 
 
3. To raise awareness of the benefits 

associated with eye care and to understand 
eye health in the community 3.3 Appropriate community eye health planning and awareness 3.3.2 Access to population-based blindness data 

3.3.2 Awareness of barriers to service delivery 
4.1 Financial stability and sustainability 4.1.1 Operating margin (cost recovery) 

4.1.2 Primary Reserve Ratio 
4.1.3 Service revenue contribution (service revenue/total expenses) 

4.2 Efficient and competent management/leadership 4.2.1 Analysis of actuals vs budgets 
4.2.2 Rate of business growth (surgeries) 
4.2.3 Self assessment score against Performance Indicators 

4.3 Efficient and effective systems and key internal processes  4.3.1 Standardisation of and improvement in procedures 
4.3.2 Non conformance reports 

BUSINESS & MANAGEMENT  
PROCESSES 

 
4. To use business and management 

processes that are commensurate with long-
term sustainability and blindness reduction 

4.3 Cost effective clinical care and optimal resource utilisation 4.4.1 Cost per patient 
4.4.2 Net Income Ratio 

5.1 Competitive benefits package 5.1.1 Remuneration as percentage of public hospital equivalent 

5.2 Competent and appropriately trained workforce 5.2.1 Approach allowing Continuing Medical Education 
5.2.2 Existence of job descriptions/profiles 
5.2.3 Percentage of employees meeting their job description/profile 

5.3 Committed and satisfied workforce 5.3.1 Employee attitude surveys 
5.3.2 Employee separation rates 

SUSTAINABILITY 
 
To enable organisational, financial, and 

operational sustainability 

 

PEOPLE 
 
5. To be an appropriately trained and skilled, 

motivated, and adaptable workforce with an 
understanding of the organisational mission 5.4 A culture commensurate with and promoting of the organisational 

mission 
 

5.4.1 Employee understanding/awareness of organisational mission and strategic 
priorities 

5.4.2 Employee assessment of overall organisational value 
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4.3 THE ODPM CYCLE 

The literature review suggested the long-term effectiveness of eye care service delivery 

organisations could be enhanced with the implementation of effective organisational 

development and performance management (ODPM) strategies. These are the two core 

functions of the SMF. Definitions of organisational development and performance 

management were provided in Section 3.3.1. They are independent but complementary 

functions that assist in planning for and managing change. Change is an ongoing process 

representative of the evolution of an organisation. Organisational development and 

performance management can drive organisation change effectively if they are addressed 

on an ongoing basis. They are inextricably linked and occur interdependently. The SMF is 

therefore designed to initiate and underpin the ongoing cycle of organisational 

development and performance management – the ODPM cycle.  

 

The ODPM cycle is a process integrating distinct but interrelated stages that supports the 

realisation of Strategic Goals and Objectives through ongoing organisational development 

and performance management. The cycle and its stages will vary according to the 

particular organisation and its systems and procedures. The example provided in Figure 

4.3: Example of an ODPM Cycle is adapted from Chow et al’s (1998, p 269) BSC 

development and implementation approach. There are four stages of the cycle in this 

example: Management of Objectives, Business Planning, Communicating and Linking, 

and Feedback and Learning. The stages need not be viewed as being a series of 

sequential steps (Joint Commission 1993, p A4), but rather are bound and occur 

concurrently.  

 

The Management of Objectives refers to the deliberate process of monitoring 

performance, ensuring Strategic Objectives are being met, and aligning Performance 

Indicators with evolving strategies and processes. It is the basis of the performance 

management function of the SMF. Performance data will only portray an accurate 

perspective if the organisational development function is effective. Continuous Business 

Planning will underpin the organisational development function. The Business Planning 

stage includes setting appropriate and measurable targets, continually aligning strategic 

initiatives such as Critical Success Factors with organisational priorities, allocating 

resources, and establishing milestones. The purpose of Communicating Strategic 

Objectives, Critical Success Factors, and Performance Indicators to stakeholders, and 

continually aligning and Linking strategies is to enhance transparency within the 

organisation. Finally, providing Feedback about performance and strategy to stakeholders 

and staff to facilitate Learning will enhance overall organisational effectiveness. 
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The stages described in this example may vary, and other examples of similar cycles may 

be found in the literature. According to the Joint Commission (1993, p A4), whichever 

method is used the process: 

involves planning an improvement, implementing the new approach, collecting and analyzing data 
about its impacts, and taking action to standardize a successful process. 

In this way the ODPM Cycle is the mechanism that mobilises and sustains the operation 

of the SMF presented in this chapter. 

 

The following sections have been designed to present a detailed examination of each 

Strategic Objective. Elaboration is followed by the key aspects of the objective leading to 

an analysis of the CSFs and possible PIs. 

 
Figure 4.3: Example of an ODPM Cycle 

Management of 
Objectives

- Performance 
Measurement

- Alignment of Peformance 
Indicators

Feedback and Learning

- Articulating shared 
feedback

- Supplying strategic 
information

Business Planning

- Setting targets
- Aligning strategic 

initiatives
- Allocating resources

- Establishing milestones

Communicating and 
Linking

- Communicating
objectives and performance

-Alignment of objectives
- Linking strategies

Strategic 
Management 
Framework 

 
 
Source: Adapted from Chow et al 1998, p 269 
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4.4 STRATEGIC OBJECTIVE # 1. GOVERNANCE  

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

1.1 To support and be supported by 
government 

1.1.1 Regulations/policy inhibiting or enhancing 
effectiveness 

1.1.2 Government satisfaction with communication 
and information 

1.2 To support and be supported by partner 
organisations 

1.2.1 Approach inhibiting or enhancing effectiveness 
1.2.2 Partner satisfaction with communication and 

information 

GOVERNANCE 
 
1. To be effectively supported and 

governed 
1.3 Effective corporate governance  1.3.1 Existence of a Board (or equivalent) and 

appropriate processes 
1.3.2 Existence and understanding of strategic 

purpose 
 

 

Elaboration 

Governance is the system by which organisations are directed and controlled. Effective 

governance helps the organisation to establish a defined mission and clear goals and 

priorities for its work. Governance processes aim to provide sufficient resources to 

achieve goals and balance stakeholder needs. The governance structure specifies the 

distribution of rights and responsibilities among different participants in the organisation 

including the government, funding partners, governing body (such as Board or 

Management Committee), and internal management. The structure identifies the systems 

and processes by which the organisation attains specific Strategic Objectives. The task for 

those responsible for governance is to set the broad organisational direction and to 

ensure decisions are sensibly made, specified, and appropriately implemented within the 

structure.  

 

Key Aspects 

 Governance of eye care service delivery organisations includes the establishment of 

the organisational mission and strategic purpose. 

 Organisational direction, behaviour and culture are actively shaped at the governance 

level; relationships between stakeholders and partner organisations are managed. 

 Resources necessary for strategic alignment and goal realisation are defined and 

managed. 

 Systems and processes by which the organisation achieves Strategic Goals and 

Objectives are specified. 

 Governmental organisations, national and international partner organisations, the 

governing body (Committee or Board), and internal management may all be involved 

in the governance aspect of the organisation. 
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 How the system supports the organisation’s performance, and empowers and 

manages organisational development and change is determined at the governance 

level. 

 

CSF # 1.1 To support and be supported by government 

The governmental and political environment within which an organisation operates can 

influence the effectiveness of the governance function. Government commitment 

(Contreras 1994, p 238; Sayek 1994, p 239), support, regulations, and policy each impact 

the ability of an organisation to achieve its goals and objectives. For example, import 

duties can limit the capacity to purchase high quality medical equipment, instruments, and 

supplies. The adequacy of eye care infrastructure and services, community awareness of 

blindness, and the availability of direct funding will all be affected by government policies 

and the priority given to blindness by health departments. National Committees for the 

Prevention of Blindness established by governments are necessary in the formulation and 

management of national eye care programmes (Kagame 1994, p 41), and in providing 

support to service delivery organisations (Tororei 1994, p 137).  

 

The intent of CSF 1.1 is to determine the level and effectiveness of support provided by 

and to national and regional governments.  

 

Possible Performance Indicators 

1.1.1 Regulations/policy inhibiting or enhancing effectiveness –  

PI 1.1.1 assesses the extent to which the governmental and political environment 

contributes to the effectiveness of the organisation. The qualitative assessment may 

consider specific policies relating to eye care, including infrastructure, public education, 

access to development grants and other organisational and manpower incentives, and 

taxation issues for non-profit organisations. 

1.1.2 Government satisfaction with communication and information –  

PI 1.1.2 examines the extent to which the organisation proactively and sufficiently – 

according to the government – involves the government in its operations and makes 

available relevant information.  

 

CSF # 1.2 To support and be supported by partner organisations 

A range of participants may be involved in the governance of eye care service delivery 

organisations in developing countries. International and national partner organisations 

such as INGOs and medical institutions often provide support in some capacity (Johns 
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1992; Ellwein and Kupfer 1995, p 687). Partner organisations are able to directly influence 

all activities relevant to the service delivery organisation by lobbying government, 

assisting in strategic planning, and providing training and resources. The nature and level 

of support varies significantly depending on the role and profile of the governance 

participant. Such partners will often provide resources to new and developing 

organisations to finance the construction of buildings and infrastructure. They can also 

assist in the development of management, administrative and human resource capacity, 

and the establishment and implementation of organisational systems, policies and 

procedures. The level of this support may diminish over time as the capacity of the 

recipient organisation is developed. Maintaining a long-term relationship though is often 

beneficial to the governance function and the overall effectiveness and sustainability of 

the organisation.  

 

The intent of CSF 1.2 is to determine the level of support provided by and to international 

and national partner organisations.  

 

Possible Performance Indicators 

1.2.1 Approach inhibiting or enhancing effectiveness –  

PI 1.2.1 explores whether organisational effectiveness is impacted by the support 

activities provided by partner organisations. The impact may be positive as detailed 

above, but also counter-productive. For example, an NGO that provides initial capital 

funding to assist in the development of a new organisation but withdraws this support in 

the medium-term can contribute to the failed operations. Conversely – and possibly also 

destructively – by continuing to provide operational funding in the long-term, a situation of 

dependence may be created, with no incentive for sustainability or self-sufficiency. The 

measure assists in determining the effectiveness of partner support. 

1.2.2 Partner satisfaction with communications and information –  

PI 1.2.2 considers the extent to which the organisation proactively and sufficiently – 

according to the partner(s) – involves the partner(s) in its operations and makes relevant 

information available. 

 

CSF # 1.3 Effective corporate governance 

Corporate governance is principally the role of the organisation’s governing body such as 

a Board of Directors or Management Committee. The governing body is responsible for 

establishing policy and charting and driving the overall direction of the organisation. The 

objective of CSF 1.3 is to highlight the importance and examine the effectiveness of 
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corporate governance mechanisms. The determination would typically go beyond the 

mere existence of the Board and assess its overall effectiveness. This might include an 

examination of how often the Board convenes, the extent to which the Board determines 

and understands the organisational strategic purpose, its level of transparency, as well as 

various other mechanisms of corporate governance.  

 

Possible Performance Indicators 

1.3.1 Existence of a Board (or equivalent) and appropriate processes –  

PI 1.3.1 determines whether an appropriate governing body exists and the extent to which 

the governing body exercises appropriate processes. 

1.3.2 Existence and understanding of strategic purpose – 

PI 1.3.2 assesses whether the organisation has a governing body-endorsed strategic 

purpose and the extent to which this is understood and adhered to. 
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4.5 STRATEGIC OBJECTIVE # 2. CUSTOMER  

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

2.1 Affordable, accessible and supportive 
services 

 
 

2.1.1 Prices commensurate with customers’ ability to 
pay 

2.1.2 Existence of plans to address identified barriers 
to service delivery 

2.1.3 Existence of patient counselling procedures 
2.3 High customer perception of service 2.2.1 Customer satisfaction surveys 

2.2.2 Customer complaints procedures 

CUSTOMER 
 
2. To provide high quality, affordable 

eye care services 
2.3 High quality clinical care and appropriate 

post-operative evaluation 
2.3.1 Post-operative evaluation results 
2.3.2 Percentage of patients reviewed (post-

operative) 
 

 

Elaboration 

The provision of services to the customer – or patient – is the principal activity performed 

by eye care service delivery organisations. The Customer Strategic Objective 

demonstrates the need to provide affordable, accessible (Thulasiraj 1994 p 1-5; Brian and 

Taylor 2001, p 252), and high clinical quality eye care services. Paying attention to these 

factors (Thulasiraj and Priya 1997, p 28-29; Muralikrishnan 2000, p 70-71; Rao 2002), 

having an appropriate patient focus (Kupfer 2001, p 428), and managing expectations 

(Aldana, Piechulek and Al-Sabir 2001, p 517; Cox 2002) together contribute to the overall 

level of patient satisfaction (van der Windt and Chana 1993, p 267), thereby underpinning 

future demand for services.  

 

Key Aspects 

 The Customer Strategic Objective focuses on affordability, accessibility and the 

provision of a high quality service. 

 Effective pricing structures ensure services are affordable to those who are unable to 

pay, but also produce, where possible, surpluses for ongoing operations. 

 The objective incorporates strategies to overcome barriers that limit affordability and 

accessibility and the provision of services. 

 The customer – or patient – is the critical arbitrator of quality. 

 Quality has two dimensions: clinical quality of the visual outcome, and non-clinical 

quality relating to the provision of the service to the patient. 

 Quality is the foundation of the approach to promote patient satisfaction and demand. 

 

CSF # 2.1 Affordable, accessible, and supportive services 

Merely establishing eye care service delivery infrastructure is insufficient to reduce 



Chapter 4 ♦ The Strategic Management Framework          107
 

 

avoidable blindness. The target population must also access available services. 

Organisations must therefore design and implement strategies to attract people to seek 

the services. Generating demand involves creating awareness of the existence and 

benefits of the services (Section 4.6), as well as overcoming a range of barriers that 

prevent their uptake. Such barriers vary according to the regional socioeconomic and 

cultural profile. According to the literature (Section 2.5.2), affordability and accessibility are 

the two primary barriers associated with eye care service delivery in developing countries. 

Thulasiraj and Priya (1997, p 6-7) believe that to overcome such barriers: 

The clinically defined need will have to be converted into a felt need by the patient, by health 
education and motivation accompanied by provision of affordable eye care services that meets the 
patient needs. Delivery mechanisms will need to be developed, which ensure that the services are 
accessible and affordable. 

 

The inability of the target population to pay for and access eye care services is a 

continuing problem, particularly in rural areas of developing countries where a high 

proportion of the population has limited disposable income for elective health services. In 

these regions many people are unable to even afford the cost of transport to local 

hospitals. The pricing of services requires consideration so the pricing structure on the 

one hand reflects the economic profile of the target communities, and on the other hand 

produces a surplus to fund ongoing operations and support those who are unable to pay. 

Providing services that are affordable to people at all socioeconomic levels is a key 

determinant of demand.  

 

A further problem in rural communities relates to the accessibility of services. In a 

discussion on accessibility in eye care, Thulasiraj (1994, p 1) argues that the distribution 

of service facilities and logistics – physical accessibility – is only one element in the overall 

problem of accessibility: 

The issues relating to accessibility start with the process of creating awareness, motivation and 
finally delivery of eye care services with necessary follow-up. The process of creating awareness, 
or making relevant information available, needs a good understanding of the patient population in 
terms of health behaviour, literacy levels, economic status, barriers to access and logistics of 
information transmission. 

Understanding and ultimately overcoming the factors that influence accessibility can assist 

efforts to increase demand for services.  

 

Possible Performance Indicators 

2.1.1 Prices commensurate with customers’ ability to pay – 

PI 2.1.1 examines whether the pricing of services is consistent with the capacity of the 

target population to pay for the services. Reviewing regional income data and undertaking 
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focused community consultations can assist in the establishment of an appropriate pricing 

structure.  

2.1.2 Existence of plans to address identified barriers to service delivery –  

PI 2.1.2 assesses the extent to which the organisation understands and has plans to 

address the identified barriers to service delivery. The qualitative measure might examine 

the effectiveness of community outreach and marketing strategies, patient transportation 

services, the use of screening eye camps, and activities that encourage community 

participation. 

2.1.3 Existence of patient counselling procedures –  

PI 2.1.3 examines whether appropriate counselling procedures exist. Patient counselling 

is undertaken to provide the patient with a clear understanding of the service and the likely 

outcomes, as well as the opportunity of participating in decision making.  

 

CSF # 2.2 High customer perception of service 

Ensuring a high customer perception of the eye care service will generate future demand, 

on the premise that every satisfied patient has the potential of being a motivator for 

attracting more patients to the hospital through word of mouth (Thulasiraj et al 1997, p 

28). Providing services that are affordable and accessible is one way of fostering patient 

satisfaction and increasing the patient’s overall perception of the service. However there 

are other factors are involved. These include clinical outcomes, awareness of likely clinical 

outcomes, the degree to which patients are able to participate in decision making, the 

level of attention and care, the standard of accommodation, the nature of supportive 

services, and the quality of non-clinical care. According to Thulasiraj and Priya (1997, p 

7), cleanliness, courtesy, employees’ attitude to work, friendliness, waiting time, fees, 

admission and discharge procedures, level of comfort, and dignity in treatment, all 

influence patient satisfaction and consequently demand. By addressing each of these 

factors and providing patient counselling (Rahmathullah 1993) and education during all 

phases of the service delivery, patient satisfaction can be enhanced. 

 

CSF 2.2 describes how the organisation measures whether customer expectations have 

been met (Muralikrishnan and Sivakumar 2002). This might include whether customers 

believe they have received fair value for investment and cost, as well as their level of 

satisfaction with the service that is delivered (including, accommodation, food, information, 

professionalism, and customer service) and the clinical outcomes. 
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Possible Performance Indicators 

2.2.1 Customer satisfaction surveys –  

Customer surveys can provide an indication of the level of customer satisfaction. Surveys 

may take the form of informal daily discussions with patients to ensure satisfaction, but 

ideally would be more formal and targeted to enable consistency and the collection of both 

quantitative and qualitative data. 

2.2.2 Customer complaint procedures – 

PI 2.2.2 considers the process for handling customer complaints and feedback, and 

examines the extent to which customers are encouraged to provide feedback. Well 

developed processes can be used to collect customer complaint data for use in the 

improvement of service delivery. 

 

CSF # 2.3 High quality clinical care and appropriate post-operative evaluation 

Central to the Customer Strategic Objective is the resultant clinical quality of the eye care 

service. The quality of the visual outcome and the extent to which the clinical service 

meets required clinical standards directly influences patient satisfaction and demand 

(Section 2.5.3). Providing high quality clinical care is essential. This includes appropriate 

clinical protocols, training, monitoring, and the provision of adequate instrumentation and 

consumables (Cook 2000; Dandona and Limburg 2000). Good clinical protocols produce 

good visual outcomes, which are fundamental to attracting patients (Thulasiraj and Priya 

1997, p 7). Thulasiraj et al  (1997, p 28) believe: 

Significant investment in this approach is worthwhile as it provides a stable demand base for the 
hospital and drastically reduces the cost of case finding through outreach activities. 

 

Possible Performance Indicators 

2.3.1 Post-operative evaluation results –  

Clinical outcomes can be measured through appropriate post-operative evaluation. The 

evaluation will differ according to the surgical procedure or treatment. Continuous 

feedback may be sought from patients throughout the service. Formal evaluation, as 

measured by the relevant clinical standards, would typically be performed at the 

completion of the service. Follow up evaluation may be undertaken consistent to the 

standard, with results documented and used as a quantitative measure of clinical quality 

as well as for future clinical process improvements. 

2.3.2 Percentage of patients reviewed (post-operative) –  

PI 2.3.2 determines the actual number of patients reviewed post-operatively as a 

percentage of total patients. 
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4.6 STRATEGIC OBJECTIVE # 3. AWARENESS  

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

3.1 Social marketing and community outreach 
programmes 

3.1.1 Total number of patients examined (surgery + 
outpatient) 

3.1.2 Existence of community outreach programmes 
3.2 Support of local community organisations 3.2.1 Work arrangements with community 

organisations  
3.2.2 Surveys of community partner satisfaction 

AWARENESS 
 
3. To raise awareness of the benefits 

associated with eye care and to 
understand eye health in the 
community 3.3 Appropriate community eye health 

planning and awareness 
3.3.2 Access to population-based blindness data 
3.3.2 Awareness of barriers to service delivery 

 

 

Elaboration 

Building demand for eye care services also involves raising awareness about the 

existence and benefits of eye care services – both at the individual and community level 

(Thulasiraj and Priya 1997, p 27; Donoghue 1999; Pradhan and Banerjee 2001, p 18). 

The literature indicates that lack of awareness is a significant barrier to the uptake of eye 

care services in developing countries (Section 2.5.2). People may be unaware of the 

existence of services, or expect they will not be able to afford eye care services. People 

often fear surgery, believing their eye disorder cannot be prevented or cured. Social 

marketing and community outreach programmes such as screening eye camps and 

community rehabilitation programmes, which overcome these barriers and educate the 

target population, can be implemented to stimulate awareness and demand (Thulasiraj 

n.d, p 1-6; Aravind Eye Hospital n.d.; Vaidyanathan, Pampattiwar and Limburg 1993, p 9-

11; Natchair et al 1994, p 988; Ellwein and Kupfer 1995, p 687; Kansara 1997; Sundaram 

2000).  

 

According to Dandona, Dandona, Shamanna et al (1998, p 264), establishing community-

based programmes that effectively enhance health awareness is an important component 

of comprehensive organisational eye care service delivery. Social marketing and 

community outreach efforts can be enhanced with the support and contributions of local 

community organisations (Woelk 1992; Dineen 1999), including local NGOs, community 

clubs, schools (Limburg 1993, p 12-14), case finders, and religious groups (Limburg 

1997a, p 1). These organisations typically have better access to community members and 

are more easily able to generate awareness and provide education (Francis 1993, p18). 

They are able to provide infrastructure, transport, and logistics support for outreach 

activities that integrate health services into the community, thereby underpinning 

sustainability (Woelk 1992, p 423; Ritchie, Minsek and Conner 1995, p 39). Raising 
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awareness among these organisations (Hannan 2002) and encouraging participation in 

the overall community (Hubley 1999) can in this way enhance the level and effectiveness 

of the services.  

 

Awareness is not limited to the customer or community. As discussed above, 

understanding and then devising strategies to overcome the barriers that prevent the 

uptake of services is of operational significance. Such barriers vary according to the 

regional and demographic profile. Understanding the nature of community eye health in 

the catchment area through research activities may assist in the design of appropriate 

service delivery strategies (Dandona Dandona, Shamanna et al 1998, p 267).  

 

Key Aspects 

 Community and individual awareness of the existence and benefits of eye care can 

help to generate demand for services and consequently lead to a reduction in 

avoidable blindness. 

 Awareness of the benefits of eye care can lead to community participation in the 

provision of services. 

 Community organisations such as schools, religious groups, NGOs and youth groups 

can effectively participate in the generation of awareness and education. 

 Awareness can be generated by social marketing and community outreach efforts. 

 Community awareness and participation can progress the development of a 

sustainable eye care service. 

 Awareness includes an understanding of the specific nature of community eye health 

in the catchment area as well as the barriers to the uptake of service delivery. 

 

CSF # 3.1 Social marketing and community outreach programmes 

Social marketing and community outreach programmes are the primary tools by which an 

eye care service delivery organisation can actively overcome barriers to the uptake of 

service delivery in order to encourage demand for services. A key ingredient of successful 

social marketing is effective communication to encourage the adoption of the eye care 

services. The ultimate goal is to change behaviours not simply increase awareness or 

alter attitudes by optimising campaigns to the unique perspective, needs, and experiences 

of the target population, ideally with input from representative members of this group 

(Alcalay and Bell 2000). This can be done by advertising and educational campaigns to 

reach the target population, using a mix of strategies and channels including media and 

interpersonal communications. The intent of CSF 3.1 is to describe how effective the 

organisation is at raising awareness, generating demand, addressing issues of 
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accessibility, and providing education through its social marketing and community 

outreach programmes. It is both a quantitative measure of service delivery and a 

qualitative measure of community outreach initiatives.  

 

Possible Performance Indicators 

3.1.1 Total number of patients examined (surgery and outpatient) –  

PI 3.1.1 measures the total number of patients examined by the organisation over a set 

period of time. Relying on a measure of patients treated as an indicator of the success of 

marketing activities is skewed towards the assumption that surgical volume is the principal 

measure, and may be open to mismanagement. Surgical volume is therefore only one 

component of this overall measure. The true value is the extent to which the clinical 

examination/screening reaches the entire population.  

3.1.2 Existence of community outreach programmes –  

PI 3.1.2 qualitatively examines the nature and effectiveness of the organisation’s 

community outreach programmes, including community health education activities, school 

and workplace education and screening, community rehabilitation activities, and 

household eye health detection surveys. 

 

CSF # 3.2 Support of local community organisations 

The support of local organisations in outreach activities is vital in linking the eye care 

organisation with the community (Vanneste 1998). Awareness and community 

participation and ownership are generated as a result of these working relationships 

(Nagarajan 1998). CSF 3.2 indirectly determines how the organisation contributes to the 

community and how the outcomes of this contribution relate to its Strategic Goals. This 

includes the procedure for establishing partner relationships and the role partners play in 

the delivery of eye care services. The intent of this CSF is to determine the effectiveness 

of work arrangements with community organisations. 

 

Possible Performance Indicators 

3.2.1 Work arrangements with community organisations – 

PI 3.2.1 examines whether community partners are involved in marketing, outreach, and 

service delivery activities. It qualitatively measures the extent to which these relationships 

contribute to raising awareness and to the overall effectiveness of the organisation. 

3.2.2 Surveys of community partner satisfaction – 

PI 3.2.2 qualitatively measures the level of satisfaction among community partners with 

respect to their involvement in the organisation’s outreach activities, thereby assisting in 
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revising current and determining future community-based strategies. 

 

CSF # 3.3 Appropriate community eye health planning and awareness 

With comprehensive knowledge of the prevalence, incidence, and actual causes of 

blindness and visual impairment in target catchment areas, services and strategies based 

on actual data, needs, and requirements can be designed and implemented. According to 

Dandona, Dandona, John et al (2001), eye care service delivery can only be effective if it 

is based on reliable population-based data on the various aspects of blindness. 

Awareness of the specific risk factors, the effects of various blindness disorders on the 

quality of life, the barriers to the uptake of services, and how people perceive eye health is 

necessary. Active communication with the community and its stakeholders to encourage 

participation and the flow of information supports long-term community eye health 

planning and engenders service delivery flexibility to address the changing socioeconomic 

profile.  

 

Possible Performance Indicators 

3.3.1 Access to population-based blindness data – 

PI 3.3.1 determines whether the organisation has access to reliable population-based 

data about blindness in its catchment area and if the data are used to plan future eye care 

services. 

3.3.2 Awareness of barriers to service delivery –  

PI 3.3.2 assesses the extent to which the organisation is aware of the barriers to service 

delivery in the catchment area, and whether it has plans to continually update this 

understanding as socioeconomic and contextual circumstance change. 
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4.7 STRATEGIC OBJECTIVE # 4. BUSINESS & MANAGEMENT PROCESSES  

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

4.1 Financial stability and sustainability 4.1.1 Operating margin (cost recovery) 
4.1.2 Primary Reserve Ratio 
4.1.3 Service revenue contribution (service 

revenue/total expenses) 
4.2 Efficient and competent 

management/leadership 
4.2.1 Analysis of actuals vs budgets 
4.2.2 Rate of business growth (surgeries) 
4.2.3 Self assessment score against Performance 

Indicators 
4.3 Efficient and effective systems and key 

internal processes  
4.3.1 Standardisation of and improvement in 

procedures 
4.3.2 Non conformance reports 

BUSINESS & MANAGEMENT  
PROCESSES 

 
4. To use business and management 

processes that are commensurate 
with long-term sustainability and 
blindness reduction 

4.3 Cost effective clinical care and optimal 
resource utilisation 

4.4.1 Cost per patient 
4.4.2 Net Income Ratio 

 

 

Elaboration 

The review of existing eye care service delivery organisations in developing countries 

suggested that, due primarily to insufficient resources, experience, and administrative 

capacity, the management systems of such organisations are typically underdeveloped. 

Although rudimentary financial and operational systems and procedures may exist, they 

often do not provide the necessary foundation to support the provision of efficient and 

effective services. However in recent years the importance of establishing administrative 

management systems in eye care organisations has been increasingly discussed in the 

literature. According to the literature, management systems incorporate operating and 

clinical cost-effectiveness, record keeping and reporting, continuous improvement 

procedures, technology advancement, and innovation processes. Rao (2002) suggests an 

organisation’s administrative management system encompasses the financial and 

operational elements of the service delivery function. Thulasiraj (1995, p 11-12) believes 

that an effective management system enables the provision of accurate and timely 

performance measurement data. 

 

To support and drive the realisation of Strategic Goals and Objectives the SMF 

incorporates a systems perspective for managing the organisation. This includes 

consideration of the type and mix of policies and procedures, technology and 

infrastructure, and monitoring and information systems. The system relies upon efficient 

and effective management and leadership to underpin financial stability, cost-

effectiveness, and key internal systems and processes. 
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Key Aspects 

 The Business and Management Processes Strategic Objective incorporates how the 

organisation manages and improves its business processes. 

 Processes are the steps, tasks, and interactions required to deliver efficient and 

effective eye care services. 

 Improvements in the management system can be achieved by reducing process 

variation, or ‘standardisation’. 

 Standardisation is a process that helps to make sure a set procedure is followed. 

 Standardisation leads to cost and clinical effectiveness, which in turn can lead to 

financial stability and sustainability. 

 Management has overall responsibility for controlling process and the management 

system. 

 Process execution and improvement is largely dependent on the competency of 

management. 

 

CSF # 4.1 Financial stability and sustainability 

An effective administrative management system may assist the organisation to become 

financially stable and sustainable. Financial stability and sustainability can be achieved in 

various ways. At the procedural level, forecasting, budgeting, and financial planning – so 

that future income and costs are known in advance – each support the development of a 

stable financial foundation. Appropriate systems can reduce operating costs and 

maximise operating surpluses. Thulasiraj (1995, p 6) believes: 

A good bookkeeping system and a close control on the expenses in relation to the level of activity, 
are integral to cost containment. The bookkeeping process will need to be current and with no 
backlog of entries. The control will need to be exercised at micro level, looking at each transaction. 
Purchase and payment procedures should ensure that, what is needed is purchased at the right 
price, quantity and quality. 

At the broader level, consideration is given to the particular sources of the organisation’s 

income. Sources of income that are not influenced by the vagaries of external donor 

funding (Thulasiraj 1995, p 6), such as fees for service, are more likely to instill financial 

stability and sustainability.  

 

A number of successful eye care service delivery organisations have also demonstrated 

that it is possible to achieve financial independence and sustainability through cross-

subsidisation models. In these models operating costs are met by operating revenues 

through the provision of user fees for services. The goal is to establish financial and 

systemic stability. However, these models may not be appropriate in all circumstances as 

discussed in Section 2.6. 
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Possible Performance Indicators 

4.1.1 Operating margin (cost recovery) –  

PI 4.1.1 operating margin is a simple measure of cost recovery and calculates the 

operating surplus (service revenue less total expenditure) as a proportion of service 

revenue. 

4.1.2 Primary reserve ratio –  

PI 4.1.2 primary reserve ratio is a quantitative measure of expendable net assets versus 

total expenditure and indicates how long an organisation could fund operations should no 

additional service revenues be available. 

4.1.3 Service revenue contribution –  

PI 4.1.3 service revenue contribution (service revenue over total expenditure) is a 

measure of the overall costs associated with providing the service against the benefit of 

that service.  

 

CSF # 4.2 Efficient and competent management/leadership 

The role of non-clinical personnel and in particular management, in eye care service 

delivery organisations is not well understood by many organisations. Management has 

responsibility for both the people oriented and systems oriented aspects of the 

organisation. Management is distinct from governance because it has responsibility at the 

operational level as opposed to the strategic level of the organisation. Establishing a clear 

direction, creating a patient focus, managing stakeholder expectations, and achieving 

strategic and operational objectives are each important in the establishment of an efficient 

and effective organisation. Managers have the responsibility of motivating staff, serving as 

role models, encouraging a team approach, developing communication channels, 

designing and implementing flexible and innovative systems and procedures, data 

management (Thulasiraj 1989, p 7). According to Thulasiraj and Priya (1997, p 24-31) 

these responsibilities are equivalent to driving the entire organisation.  

 

The ability to anticipate the changing community needs over time to ensure blindness is 

controlled in the long-term is a critical management function. The need for efficient and 

competent managers and effective management processes is evident. Dandona, 

Dandona, Shamanna et al (1998, p 266) argue: 

With an effective manager or administrator linking all the aspects of a rural eye-care centre, the 
quality and efficiency of the services provided can increase significantly. 

This responsibility is immensely challenging. Management can be especially demanding 
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in eye care organisations that operate within complex and indigent service environments 

and that typically lack resources and are understaffed and ill-equipped. 

 

The efficiency and competency of management can be assessed through an appropriately 

designed and implemented performance measurement system. It is firstly necessary to 

understand how leadership and management systems are developed and used, and 

secondly to measure the success of those systems in terms of business outcomes. The 

Performance Indicators discussed in this section are not only indicators of the success of 

specific Critical Success Factors, but also the effectiveness of managers achieving these 

targets.  

 

Possible Performance Indicators 

4.2.1 Analysis of actuals vs budgets –  

Actual business results against budgeted business results is a measure of management 

effectiveness. Both quantitative data (such as financial and surgical performance) and 

qualitative data (such as customer complaints, infrastructure development, and equipment 

maintenance) are incorporated in the analysis. Results of the analysis could be used to 

highlight areas for management development and system review.  

4.2.2 Rate of business growth (surgeries) –  

The rate of business growth – when viewed in combination with other indicators such as 

cost-effectiveness, patient satisfaction, and clinical outcomes – is a simple quantitative 

indicator of the effectiveness of management in attracting more customers for surgery. In 

some cases though, increasing the number of surgeries may not be an objective – for 

example if the catchment area backlog has been eliminated and services are now aimed 

at targeting new incidences of avoidable blindness.  

4.2.3 Self-assessment score against Performance Indicators –  

The SMF Scorecard discussed in Section 7.3.1 outlines a methodology for organisational 

self-assessment using the SMF’s Performance Indicators. The results of this self-

assessment are a direct indicator of management effectiveness. 

 

CSF # 4.3 Efficient and effective systems and key internal processes 

CSF 4.3 assesses the efficiency and effectiveness of the organisation’s operational 

systems and key internal processes. A well-functioning systems approach is the 

foundation of the eye care organisation – supporting its clinical service delivery, 

operational management, governance, and human resource components. Organisational 

systems and key internal processes permit the efficient utilisation of the overall 
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infrastructure and resource capacity to realise strategic objectives. They also provide the 

basis for continuous improvement, management reporting and quality assurance. 

Documenting and adhering to patient and workflow, procurement of equipment and 

supplies, and financial management procedures supports the overall effectiveness of the 

system. The arrangement of systems and processes will vary according to the size, 

structure, and activity profile of the organisation.  

 

Possible Performance Indicators 

4.3.1 Standardisation of and improvement in procedures –  

Standardisation is a process that helps to make sure a set procedure is followed. By 

standardising procedures, it is possible to readily compare the outcome of the procedure 

and subsequently develop strategies for improving the procedure. Standardisation can 

bring about efficiencies and process cost-effectiveness. 

4.3.2 Non-conformance reports – 

The existence of and information contained within non-conformance reports is an indicator 

of the efficacy of the operational system. Non-conformance reporting can be undertaken 

without the existence of a formal Quality Assurance System (QAS). Informal and ad hoc 

procedures can still be monitored and procedural failures recorded. Some eye care 

organisations may utilise a formal QAS. Such systems are designed to ensure that 

systems and processes are efficient and effective, and provide the impetus for continuous 

improvement of those procedures. An alternative measure may be to assess compliance 

with the QAS. 

 

CSF # 4.4 Cost effective clinical care and optimal resource utilisation 

Resource availability for eye care service delivery organisations in developing countries is 

often limited and remains a clear impediment to the delivery of services. Regardless of the 

economic model employed by the organisation, it is important that resources are used 

optimally and cost-effectively. An appropriate mix of demand, cost control, systems 

effectiveness, and resource efficiency will contribute to decreases in the cost per case. 

Because many eye care disorders, and in particular cataract, can be treated using the 

same procedure repetitively with little variation, per unit surgery costs will vary little. This 

allows for accurate cost projections and financial control based on anticipated demand. 

Performing the same procedure repetitively means facility set up, training and operating 

procedures can be standardised for a variety of different circumstances (Green 1998). 

Cost containment and clinical standardisation enable the cost to decrease as volumes 

increase. Surpluses from each case treated beyond the breakeven volume are very high 
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as marginal costs are low (Thulasiraj and Priya 1997, p 10). Basic quantitative 

Performance Indicators can be employed to measure cost-effectiveness.  

 

Possible Performance Indicators 

4.4.1 Cost per patient –  

PI 4.4.1 is an indicator of the cost per patient and the cost-effectiveness of the overall 

service. The PI can be applied in a number of ways. It is possible to estimate the total cost 

of the average surgical procedure by identifying the identifiable components (including 

consumables, time, and overheads) of each procedure. An alternative methodology is to 

calculate the total costs over the total surgeries.  

4.4.2 Net income ratio –  

PI 4.4.2 net income ratio gives a relative measure of the operating profit produced by each 

unit of service revenue (net income/service revenue), and is an additional measure of 

overall cost-effectiveness. The net income ratio is measured by the change in unrestricted 

net assets divided by total unrestricted income. It is a measure of the extent to which an 

organisation’s total operations have resulted in a surplus or deficit – whether it has lived 

within its means – and therefore the cost-effectiveness of its operations (Bograd 1996). 
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4.8 STRATEGIC OBJECTIVE # 5. PEOPLE 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

5.1 Competitive benefits package 5.1.1 Remuneration as percentage of public hospital 
equivalent 

5.2 Competent and appropriately trained 
workforce 

5.2.1 Approach allowing Continuing Medical 
Education 

5.2.2 Existence of job descriptions/profiles 
5.2.3 Percentage of employees meeting their job 

description/profile 
5.3 Committed and satisfied workforce 5.3.1 Employee attitude surveys 

5.3.2 Employee separation rates 

PEOPLE 
 
5. To be an appropriately trained and 

skilled, motivated, and adaptable 
workforce with an understanding of 
the organisational mission 

5.4 A culture commensurate with and 
promoting of the organisational mission 

 

5.4.1 Employee understanding/awareness of 
organisational mission and strategic priorities 

5.4.2 Employee assessment of overall organisational 
value 

 

 

Elaboration 

According to some researchers, eye care service delivery organisations must further 

develop and invest in human resources if they are to make a significant impact on the 

reduction of avoidable blindness (Murthy 1997; Thulasiraj and Priya 1997; p 30; Dandona, 

Dandona, Shamanna et al 1998; Aboise 2001; WHO 2002). Without an experienced and 

committed workforce and adequate human resource capacity, organisations cannot 

effectively deliver sustainable services. Attracting competent people who are able to 

realise their full potential is a fundamental operational objective.  

 

The People Strategic Objective encompasses CSFs that focus on both clinical 

(ophthalmologists, ophthalmic nurses, ophthalmic technicians and assistants) and non-

clinical (managers, administrators, counselors, support staff, eye care coordinators, 

outreach) staff. The focus of the objective is to support the development, implementation, 

and evaluation of the organisation’s human resource strategy. The premise is that 

satisfied, experienced and committed, and appropriately trained and remunerated staff 

cognisant of the overall organisation mission are likely to deliver effective services. By 

valuing staff, fostering a team approach (Pararajasegaram 1987, p 202-203), providing a 

flexible and adaptive organisational culture, offering professional development and 

continuous improvement opportunities, the organisation can enhance staff satisfaction 

and job-specific expertise.  

 

Management has the responsibility for determining how the organisation promotes 

appropriate involvement of its people in the running of the organisation. Providing people 

with the necessary skills, knowledge, competencies and opportunities to be able to 
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properly perform their roles and responsibilities is part of the overall human resource 

focus. Specific roles and responsibilities need to be adequately defined by management 

and communicated to staff. 

 

Key Aspects 

 People are a valued organisational resource. 

 Management has responsibility for the systems, policies and procedures that shape 

culture and assist people to realise their potential. 

 Individual and organisational learning and development is key to the effectiveness of 

the organisation and the realisation of Strategic Goals and Objectives. 

 Providing opportunities for professional development attracts and retains competent 

people. 

 Feedback between all levels of people within the organisation engenders 

transparency. 

 Satisfaction among staff enhances individual performance. 

 Promoting a sense of culture and community in which team members are supported 

and share organisational values is an intrinsic part of the organisation. 

 

CSF # 5.1 Competitive benefits package 

Offering competitive benefits packages can assist the organisation to attract and retain 

experienced and motivated staff. However, many eye care organisations in developing 

countries lack the available resources to offer remunerative packages that are competitive 

with the private sector. Consequently, organisations may consider providing other, non-

remunerative benefits to make the package more attractive, including professional 

development opportunities, accommodation, and opportunities for advancement. The 

intent of this CSF is to determine the competitiveness of the benefits packages offered to 

staff.  

 

Possible Performance Indicators 

5.1.1 Remuneration as a percentage of public/private hospital equivalent –  

Assessing remuneration as a percentage of ‘competing’ organisations is an indicator of 

the competitiveness of the benefits package. Private not-for-profit organisations may 

make the comparison against public hospitals. Public eye care hospitals may make the 

comparison against private district hospitals. The remuneration package may also include 

non-cash benefits offered such as professional development, accommodation, and 

insurance. 
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CSF # 5.2 Competent and appropriately trained workforce 

The effectiveness of an organisation and the impact of its eye care services depend on 

the level of competency amongst both clinical and non-clinical staff. Individual employees 

are required to capably perform specialised roles, assume responsibilities, and meet 

particular defined objectives. Yet competency is more than individual job realisation and 

effectiveness. Immell and Keister (1997, p 8) believe that, as well as having job-specific, 

personal management, and teamwork skills: 

The individual must view himself or herself as an integral part of an interdependent system that 
depends on the active compassion and commitment of all its members. . . He or she must be able 
to communicate, think, learn, and work with others and demonstrate positive attitudes and 
behaviors, responsibility, and adaptability. 

 

A range of strategies can be adopted to promote the organisation’s overall human 

resource competency. Firstly, selecting experienced, motivated and qualified staff enables 

the formation of a competent workforce. Providing ongoing training and professional 

development will enhance and maintain the skills of individuals (Thulasiraj 1994a, p 129-

133; Abiose 2001, p 214-221). Finally, establishing a human resource framework within 

which individual and team goals and expectations are detailed, communicated and 

evaluated will encourage staff competence and performance. 

 

CSF 5.2 examines the degree to which the human resource capacity meets the required 

organisational expectation. It explores the level of competency among staff to undertake 

job requirements efficiently and effectively, and the organisation’s procedures for 

progressing competency amongst its staff. 

 

Possible Performance Indicators 

5.2.1 Approach allowing Continuing Medical Education –  

PI 5.2.1 is a qualitative indicator of the level of training provided to clinical and non-clinical 

staff. Continuing Medical Education progresses the skill-base of medical staff in clinical 

procedures and protocols, and is a direct contributor to the clinical quality of the eye care 

service. Training programmes may also be offered to non-clinical personnel.  

5.2.2 Existence of job descriptions/profiles –  

PI 5.2.2 examines whether formal job descriptions or profiles exist within the organisation. 

Job descriptions assist staff to have a clearly defined understanding of roles, 

responsibilities, and objectives. Organisations are able to structure and manage roles in a 

uniform way using job descriptions, thereby increasing efficiency and effectiveness of 
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recruitment, training and development, organisational structure, workflow, and patient 

service. Job descriptions can be used in performance reviews to measure individual staff 

performance and competency.  

5.2.3 Percentage of employees meeting their job description/profiles – 

PI 5.2.3 is a measure of staff efficiency and effectiveness based on defined expectations. 

Staff performance can be evaluated formally at regular intervals to monitor competency 

levels, to identify training and professional development requirements, and to drive staff 

satisfaction.  

 

CSF # 5.3 Committed and satisfied workforce 

The performance of employees is directly related to their satisfaction and commitment 

levels. Encouraging staff satisfaction helps to increase staff commitment and therefore the 

efficiency and effectiveness of the team. Specifically, satisfaction and commitment can 

enhance workforce productivity, and reduce staff turnover and recruitment and training 

costs. By providing competitive packages, professional development opportunities, 

satisfying and challenging work, a good working environment, and encouraging a team 

approach, staff are likely be more committed to the organisation and perform their jobs 

effectively.  

 

Whilst good managers will often have an instinctive understanding of an employee’s level 

of commitment and satisfaction, actual measurement is difficult and often subjective. 

Formal measures and staff performance appraisals, in which concerns and relevant 

issues can be appropriately and openly discussed, are methods of revealing the level of 

commitment and satisfaction.  

 

Possible Performance Indicators 

5.3.1 Employee attitude surveys –  

Formal employee attitude surveys can be conducted to ascertain – quantitatively and 

qualitatively – the overall level of staff satisfaction and commitment. Surveys may be best 

undertaken independently and anonymously. Performance appraisals may also be 

utilised. 

5.3.2 Employee separation rates –  

Although employee separation rates is not a definitive measure, PI 5.3.2 indirectly 

assesses staff commitment and satisfaction. The employee separation rate is a simple 

quantitative measure, and should be viewed in the broader context, including 

consideration of the reasons for leaving, opportunities for advancement, and the period of 
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service. 

 

CSF # 5.4 Culture commensurate with and promoting of the organisational mission 

As well as competency, satisfaction and commitment, the performance of employees is 

influenced by their opinions of the environment in which they work. The organisational 

environment includes not only the physical and working environment but also the 

organisational culture. If employees understand and identify with the organisational culture 

– including the purpose and mission of the organisation – performance may be enhanced. 

When employees are working towards a common agenda, Strategic Goals and Objectives 

may be more readily achieved. The intent of this CSF is to measure the effectiveness of 

the organisation in developing a culture (Davies, Nutley and Mannion 2000) that is 

commensurate with and promoting of its mission.  

 

Possible Performance Indicators 

5.4.1 Employee understanding/awareness of mission and strategic priorities – 

PI 5.4.1 assesses whether employees appreciate and are aware of the purpose of the 

organisation and the required objectives for achieving this purpose. The measure may 

form part of formal performance appraisals. 

5.4.2 Employee assessment of overall organisational value – 

PI 5.4.2 examines whether employees understand the organisational ideology, and if they 

believe the organisation is successfully achieving its objectives and providing value to the 

community.  

 

4.9 CONCLUSION 

This chapter presented the basis of the Strategic Management Framework for eye care 

service delivery organisations operating in developing countries. The discussion 

suggested that the development and implementation of the SMF is a cycle rather than a 

series of rigid steps to be adhered to sequentially. The initial research confirmed that 

components of the framework could generally be identified in many eye care 

organisations, but that the specific goals of these organisations may vary depending upon 

variables such as mission, structure, location, and funding sources. In many cases the 

primary focus will be to sustainably reduce blindness given available resources. The SMF 

is therefore structured to enable eye care service delivery organisations to achieve two 

key Strategic Goals: the maximum reduction of blindness and sustainability.  
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Realising Strategic Goals requires the achievement of the core Strategic Objectives which 

the SMF is built around. The Strategic Objectives provide the structure necessary for the 

organisation to enhance performance. Strategic Objectives are based on the following 

categories in the SMF: Governance, Customer, Awareness, Business and Management 

Processes, and People. Each Strategic Objective is comprised of a number of Critical 

Success Factors that provide a link between Strategic Goals and performance. Critical 

Success Factors are defined concepts and strategies measured by targeted Performance 

Indicators. The SMF was designed so that the effective management and evaluation of 

the Critical Success Factors would enhance the organisation’s capability to realise its core 

Strategic Goals. 

 

There are also a number of possible subsidiary benefits of utilising the SMF approach. For 

example, the framework could assist in the establishment of a new organisation or initiate 

the restructuring phase of existing delivery systems. It may assist in the realignment of 

organisational priorities or support the formalisation of operational systems and 

procedures. Whether the SMF would in fact bring about these benefits in practical 

situations however required further analysis. Case study research was undertaken to 

evaluate the framework’s implementation functionality in a practical setting. An SMF was 

developed for two distinct eye care service delivery organisations in India and South 

Africa for this purpose. Chapter 5 details the case study research undertaken at – and the 

SMF developed for – the Indian case study. 

 

 

 

 



 

CHAPTER 5 

 

SMF PRACTICAL APPLICATION: ARAVIND EYE 

HOSPITAL – THENI 

 

 

 

5.1 INTRODUCTION 

Chapters 3 and 4 sought to develop and present a conceptual management framework for 

eye care service delivery organisations using an adapted BSC management framework 

and incorporating initial case study data. The BSC model was chosen for its potential 

applicability to organisations in developing countries, but it remained to be seen whether 

the model could actually be applied successfully to a working eye care service provider. A 

programme of case study research and development was engaged in to further advance 

the framework and evaluate its practical applicability and effectiveness as a management 

framework for an existing eye care service delivery organisation. The Aravind Eye 

Hospital – Theni case study represented the development of the first practical application 

of the SMF. The case study involved both an initial site visit and an intensive fieldwork 

visit to collect more systematic data and apply and refine the conceptual model. 

 

This chapter seeks to respond directly to the research objective by substantiating the 

potential to develop a framework that can underpin the sustainable reduction of blindness 

through the enhancement of organisational development and performance management 

efforts. Its aim is twofold: firstly to outline the SMF developed for AEH-Theni, and 

secondly to report on the findings which emerged from the case study by presenting and 

analysing strategic, operational, and performance data. The chapter commences with a 

background discussion of AEH-Theni, including a review of the process of its 

incorporation. 

 

5.2 CASE STUDY BACKGROUND 

The Aravind Eye Hospital – Theni, referred to in early chapters and specifically in Sections 

2.7.1 and 3.4.1, is located in the southern Indian state of Tamil Nadu. The hospital is a 

satellite facility within a network of eye care hospitals – the Aravind Eye Hospitals – with a 
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headquarters at Madurai. The Aravind Eye Hospital at Madurai (AEH-Madurai) was 

founded in 1976 by Dr Govindappa Venkataswamy, a retired government ophthalmologist 

who recognised the need to provide eye care services to poor people in Tamil Nadu. Dr 

Venkataswamy mortgaged his house to fund the hospital, and he and two other family 

members – both also ophthalmologists – performed surgery in a rented house with 10 

beds. At this time, there were no business plans, strategic direction, or long-term 

organisational objectives. The simple goal was to reduce avoidable blindness. 

 

By 1977, Dr Venkataswamy began to offer free surgery to the very poor in the community, 

and in 1980, sufficient funds had been raised to build the first two floors of a paying 

hospital (Newlin 1995, p 17). The infrastructure was very basic, and the buildings were 

constructed at low cost to suit the local climate and the way of living of the local people 

(Venkataswamy 1994, p 285). With a focus on patient care, the hospital continued to 

expand with money earned from those patients who could afford to pay. Venkataswamy 

(1993, p 173) writes: 

As new floors were built, it [the hospital] was occupied with more beds so that we could earn more. 
We completed the main building, which provided 250 beds for paying patients and space for 
outpatient clinics. Then we added the new free hospital building to accommodate 400 patients with 
operating rooms and outpatient space.  

 

With the growth of the original hospital and the volume of services provided, the demand 

for eye care services in Madurai’s surrounding districts also increased. The AEH-Theni 

satellite facility was established to meet the additional demand. The genesis of AEH-Theni 

was the recognition by Dr Venkataswamy and his management team of the overwhelming 

need for services to address a large backlog of blind people in the districts west of 

Madurai. Minimal public or private eye care services were available despite this obvious 

need. The blind population rarely travelled to Madurai for surgery or examination, primarily 

because of reasons of distance, cost, and lack of awareness of the availability of the 

services. Screening eye camps could not effectively service the Theni District.  

 

The Theni satellite hospital was established in 1985 to address this need, and provide 

preventative, rehabilitative and eye health promotion services. AEH-Theni is located in the 

Allinagaram Municipality of Theni, a town 80 kilometres due west of Madurai. The 

catchment area of the hospital covers approximately one million people within a radius of 

50 kilometres. A secondary service area within the Idukki District of the neighbouring state 

of Kerala also covers in excess of one million people. Approximately 80% of the 

catchment area population live in rural areas, with only 20% of infrastructure based in 

these areas (Lions-Aravind Institute of Community Ophthalmology n.d., p3). The hospital 
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was designed to operate under the same base hospital, cross-subsidy model as AEH-

Madurai. 

 

The construction and establishment of the hospital was funded with working capital 

provided by AEH-Madurai. The total construction cost in 1985 was Rs700,000. This 

compares with a set up cost of the new satellite and much larger and modern facility being 

constructed at Pondicherry in 2001/02 of Rs250,000,00012. It was possible to raise funds 

at AEH-Madurai because of the success of the cost recovery approach, as well as strict 

financial management and control. AEH-Theni accumulated sufficient operating surplus to 

pay back the total establishment costs within seven years. 

 

AEH-Theni is a smaller hospital accommodating approximately 40 paying and 60 free 

inpatients operating under the same organisational model as AEH-Madurai. The hospital 

consists of an outpatient clinic, an operating theatre – equipped with diagnostic and 

surgical facilities to handle cataract, glaucoma, and other minor surgeries – and 

accommodation for free and paying patients. It is staffed by approximately 60 employees, 

including the Chief Medical Officer and four postgraduate ophthalmologists, as well as 

other paramedical staff, social workers, a Hospital Manager, camp organisers, project 

coordinators, an accountant, housekeepers, reception staff, a groundskeeper, and drivers. 

 

The ingenuity of the Aravind approach is evident, and has been likened to an industry 

market paradigm (Green cited in Maurice 2001, p 271):  

High-volume input, which allows economies of scale, which, together with the use of low-cost 
consumables and high productivity, keeps running costs low and allows high quality output, which 
creates a strong demand and high-volume input. 

The hospital utilises a base hospital service delivery approach, displayed at Figure 5.1: 

Base Hospital Service Delivery Approach. The approach is now common throughout 

India, and involves the adoption of screening eye camps. A screening eye camp is an 

activity in which a medical team from the hospital visits a village and examines and 

diagnoses patients for eye diseases and conditions (Aravind Eye Hospital n.d., p 2). 

Patients diagnosed with infectious diseases or nutritional problems are provided 

appropriate medical treatment at the camp and may be advised to visit the hospital in the 

future for surgery or other treatment. Patients with external eye diseases or simple 

refractive errors are provided with spectacles and/or medicine. Those with incurable 

blindness are advised at this time. Patients diagnosed with cataract or other diseases 

requiring immediate surgery are transported back to the base hospital for treatment. Direct 

                                                           
12 In 1985, the Indian Rupee-US Dollar exchange rate was approximately 12. In 2002, the rate was 
approximately 48.  
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patients (those arriving at the hospital of their own accord) are diagnosed and treated 

appropriately (Natchiar et al, p 990). 

 

The service delivery approach utilised by AEH-Theni forms an integral part of the overall 

functioning of the organisation. The case study field research conducted at AEH-Madurai 

and AEH-Theni sought to examine in detail, and document in the context of the SMF, all 

the components of the organisation’s functioning, including its service delivery approach. 

Research was conducted at three levels – the strategic, operational, and performance 

levels – consistent with the structure of the SMF. Key people were interviewed at each 

level. At the strategic level for example, Dr Venkataswamy, the current Board Chairman, 

was interviewed in order to explain the key factors that influenced the evolution and 

expansion of the organisation and the fundamental elements underpinning its success 

and sustainability. In interviews, he discussed the continued role and importance of the 

governance function, and the necessity of engaging government and community support. 

His vision was to address the needs of the target population and raise awareness of 

blindness and the availability of eye care services within the community.  

 

Dr Venkataswamy indicated that the experience of establishing AEH-Madurai simplified 

the process of establishing a new hospital at Theni. After having successfully operated 

AEH-Madurai for almost a decade under similar environmental, political, and 

socioeconomic conditions, the key factors necessary for success could be identified and 

planned for.  

 

The hospital’s development phase was supported by the input of international and 

national partner organisations. A number of NGOs, particularly the Seva Foundation, the 

Royal Commonwealth Society of the Blind13, and Lions International provided funding, 

training, and planning, management and capacity development expertise during the 

development phase. Aravind (1996, p 4) emphasis the importance of partnerships: 

Much of what has been accomplished has been through the partnerships and collaborations with 
friends and organisations from many parts of the world. 

While the role of the hospital’s partner organisations is less today in terms of direct input 

and funding, continued relationships at the strategic level are valuable in the context of the 

wider blindness community. Aravind has demonstrated that information sharing and other 

collaborative efforts between organisations and stakeholders is an effective means of 

raising awareness locally and globally. 

 

                                                           
13 Now Sight Savers International. 
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Dr Rani Jacob has overall control of and responsibility for the operational functions of the 

organisation and reports directly to the Board of Directors of the Aravind Eye Hospital 

group. Dr Jacob was appointed in early 2001 to the role of CMO for a period of 12 

months, replacing Dr Datta, who had held the position since the incorporation of the 

hospital, and sought a 12-month period of leave. Prior to accepting the role of CMO, Dr 

Jacob was employed at AEH-Madurai. Dr Jacob is a practicing ophthalmologist, and in 

addition to managing the operational functions of the hospital, she performs the majority of 

the surgeries undertaken at the hospital. This is on average 10 surgeries per day, but can 

be up to 30 surgeries following well-attended screening eye camps. Interviews were 

conducted with Dr Jacob14 during the fieldwork. 

 

Given her extensive and diverse workload, Dr Jacob appreciates the importance of 

governance and operational input provided by the Board of Directors and other 

management staff of the Aravind group. Without this input, the hospital’s financial, human 

resource, strategic, and operational management capacity would not be sufficient to 

maintain the operative functions of the hospital. Dr Jacob believes the greatest influence 

on the governance of the organisation is through the Board of Directors, which provides 

the strategic direction and is responsible for operational planning. She suggests, “the 

Board is primarily responsible for strategic planning and the overall corporate governance. 

But AEH-Theni managers maintain regular contact with Board members and are 

responsible for delivering results based on strategic objectives”. The effectiveness of 

AEH-Theni is largely a function of the established communication channels between 

hospital management and the Board. The role of the Board is to oversee the management 

and operations of the Aravind group – including AEH-Theni – at the strategic level. All 

members of the Board are executive managers of Aravind, and so there is some 

crossover between governance and management. 

 

 

                                                           
14 Dr Jacob was interviewed at AEH-Theni in September 2001. 



 

 

Figure 5.1: Base Hospital Service Delivery Approach 
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A basic performance analysis of AEH-Theni for the period 1995/96 to 2001/0215 was 

conducted during the development of the SMF. The analysis is based on data collected 

during the field research, and interviews conducted with the Hospital Manager, Mr 

Mathuranayagam, who has overall responsibility for the day-to-day performance of AEH-

Theni16. Mr Mathuranayagam’s role is to control the operational functions of the hospital, 

in particular daily financial and patient management. The analysis verifies that 

performance reporting does not have to be resource and labour intensive to be effective. It 

also illustrates the ability of an eye care organisation to directly measure – both 

quantitatively and qualitatively – Strategic Objectives through appropriately defined 

Performance Indicators. Only financial and service delivery measures (quantitative) were 

available prior to 2001/02. With more detailed research it would be possible to include 

estimates for the qualitative measures for the earlier period, but that it was deemed 

unnecessary for this analysis. The hospital’s performance is discussed in detail in the 

following sections. 

                                                           
15 The Performance Analysis in the section is based on performance between 1995/96 and 2001/2002 
because of the availability of data between those years. Prior to 1995/96, less standardised quantitative data 
was available.  
16 Mr Mathuranayagam was interviewed at AEH-Theni in September 2001. 
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5.3 STRATEGIC OBJECTIVE # 1. GOVERNANCE 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

1.1 To support and be supported by 
government 

1.1.1 Regulations/policy inhibiting or enhancing 
effectiveness 

1.1.2 Government satisfaction with communication 
and information 

1.2 To support and be supported by partner 
organisations 

1.2.1 Approach inhibiting or enhancing effectiveness 
1.2.2 Partner satisfaction with communication and 

information 

GOVERNANCE 
 
1. To be effectively supported and 

governed 
1.3 Effective corporate governance  1.3.1 Existence of a Board (or equivalent) and 

appropriate processes 
1.3.2 Existence and understanding of strategic 

purpose 
 

 

The significance of the governance mechanism – both internal and external – in the 

establishment, development, and sustainable continuation of the AEH-Theni is apparent. 

Establishing effective relationships with governmental and non-governmental 

organisations has assisted in the generation of start-up capital and ongoing resources, 

training, planning, management and capacity development. Most obvious, in terms of 

corporate governance, has been the role of the Board of Directors. AEH-Theni, as part of 

a network of hospitals, is substantially dependent on the management and governance 

input of the Aravind group, which provides strategic direction and manages the strategic 

level functions of the hospital. 

 

CSF # 1.1 To support and be supported by government 

The provision of effective eye care services can be enhanced with regional and national 

political and economic stability (Bermudez et al 2000, p 49). The government/political 

environment in India has not until recently had a notable influence on the effectiveness of 

AEH-Theni. The hospital sector has been entirely unregulated and no administrative or 

labour restrictions have been imposed17. Although few regulations or policies inhibited the 

establishment and growth of the organisation following its incorporation, there was little 

active encouragement. Nonetheless, the hospital has benefited from Indian tax laws that 

provide tax exemption for non-profit organisations, and the cancellation of excise duties 

on the importation of high quality foreign-manufactured ophthalmic equipment, 

instruments and supplies. Governmental food subsidies are also offered to the hospital 

cafeteria to assist in the provision of affordable services.  

 

Since the Indian Government has recognised the importance of blindness prevention, it 
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has expanded its support of service delivery and awareness programmes. The 

Government has had significant involvement in the US$117m World Bank grant (Section 

2.2.4) through local government District Blindness Control Societies (DBCS). The DBCSs 

administer the grant-in-aid reimbursement for the cost of IOLs to service delivery 

organisations, such as AEH-Theni, which are then able to pass this cost saving on to 

patients. 

 

The overall effect of the World Bank scheme has been very positive. By channeling the 

reimbursement to the patient, more people were able to access the eye care services and 

a much higher number of cataract surgeries with IOL were conducted. The initiative has 

also generated awareness of eye care in the community, further increasing the number of 

paying patients accessing this and other health services. The DBCS assisted in arranging 

and marketing screening eye camps from which patients are transported to the hospital 

for surgery. 

 

Despite its benefits however, Aravind’s Executive Director, Ravilla Thulasiraj, believes 

there has also been a negative impact resulting from the World Bank scheme (Personal 

Correspondence, 2001): 

Because the scheme reimburses surgery provided through screening eye camps and not direct 
hospital services, more patients sought free camp surgery even when it was clear they could pay 
for their treatment. IOL patients at AEH-Theni normally pay Rs500 to cover the cost of 
consumables, which under the World Bank scheme could be accessed at no cost through camps. 
Prior to the scheme, the hospital had been trying to increase the number of direct walk-in patients 
in order to lower costs associated with conducting camps. Since additional patients have accessed 
the free screening camps, sustainability has been affected due to the increase in the provision of 
free surgery. 

 

The World Bank scheme was completed in mid-2002. The Government of India agreed to 

increase its own budgetary allocation to match the level of the previous World Bank 

funding. However, there are concerns about the viability of the scheme because of the 

move from a developmental focus to a core governmental programme. Management 

responsibility has been shifted from the district to the state level. This shift has had a 

negative impact on AEH-Theni which had established a constructive relationship with the 

District Blindness Control Society.  

 

Regardless of whether it will continue in some form in the longer-term, the World Bank 

scheme has been directly responsible for clear advancements in the field of eye care in 

the district of Theni. Collaboration between the Government, NGOs, and the private sector 

                                                                                                                                                                                
17 It is likely though that this may change in the near future. 
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has increased, and there is greater community awareness of blindness. These efforts 

have realised more surgeries than were budgeted – with AEH-Theni undertaking the vast 

majority of the surgeries in the district. Theni District is now regarded by the DBCS as a 

“cataract free zone”18. The backlog has been eliminated, and efforts are now targeting the 

incidence of cataract blindness. 

 

Performance Indicators 

1.1.1 Regulations/policy inhibiting or enhancing effectiveness –  

The role of government in the governance of the hospital is considered by hospital 

management to be minimal. Overall, the World Bank scheme has enhanced the 

operational rather than governance level effectiveness of the hospital. The scheme 

assisted AEH-Theni to establish an effective relationship with the local government, and in 

the marketing and provision of the hospital’s eye care services. 

 

1.1.2 Government satisfaction with communication and information – 

Effective communication and the flow of information between AEH-Theni and the local 

government were necessary to enhance service delivery efforts under the World Bank 

Scheme. During an interview, Mr L Jagammatnan, District Programme Manager, DBCS, 

indicated a high level satisfaction with the nature of the relationship with AEH-Theni, and 

in particular with the established communication and information channels. 

 

CSF # 1.2 To support and be supported by partner organisations 

The Aravind group has formed many significant relationships with partner organisations 

since its inception. Partner relationships have enhanced and influenced the organisation 

and its satellite facilities (including AEH-Theni) at both the governance and operational 

level. Aravind’s role has evolved from one of being supported to one of supporting other 

organisations. Initially, relationships were established with several blindness-related 

INGOs, including Sight Savers International, Seva Foundation, and Lions. During 

Aravind’s establishment and growth phases, these INGOs provided capital and 

operational funding, clinical and management training, manpower, equipment and 

supplies, and technical expertise. Aravind was accountable for its use of the resources 

provided, and reported directly to the relevant INGO. 

 

As the organisation evolved, so too did the nature of its relationships with its partner 

INGOs. Gradually the organisation became operationally and financially sustainable, and 

                                                           
18 A cataract free zone is a specific geographical area in which cataract blindness has been eliminated. 



Chapter 5 ♦ SMF Practical Application: AEH-Theni          136
 

 

no longer relied on the provision of external resources. The role of many blindness-related 

INGOs has also evolved from one of donor to one of true partner with longer-term 

developmental objectives. Aravind has itself become an active INGO, assisting and 

supporting other service delivery organisations to develop management and clinical 

capacity. Aravind also provides tertiary ophthalmic education and manufactures and 

supplies low cost, high quality consumables19. Ravilla Thulasiraj20 believes these 

relationships have had, and continue to have, a significant and beneficial influence on the 

effectiveness of the organisation. However, as AEH-Theni has grown, the number of 

working relationships with INGOs has decreased. 

 

Performance Indicators 

1.2.1 Approach inhibiting or enhancing effectiveness –  

AEH-Theni is a satellite hospital which, unlike many independent eye care service delivery 

organisations, is provided with a range of support mechanisms by the central hospital in 

Madurai. Support includes provision of training, capital funding, and management and 

human resource functions, as discussed throughout this chapter. Although AEH-Theni is 

considered to be semi-autonomous, with its current capacity and structure it is unlikely to 

be able to operate as effectively without AEH-Madurai support. The Aravind group can 

therefore be considered a key partner of AEH-Theni, and its approach has enhanced the 

effectiveness of its operations.  

 

AEH-Theni’s main external partner is now Sight Savers International (SSI), which provides 

funding for the hospital’s Community Blindness Rehabilitation project (CBR). The focus of 

the CBR project is to teach the irreversibly blind how to live and work constructively and 

independently. The project is an important component of the overall community outreach 

strategy and has helped to raise awareness of blindness in the community. In this way, 

the relationship with SSI has enhanced the operations of AEH-Theni. 

 

1.2.2 Partner satisfaction with communications and information – 

There is a high level of communication and information flow between AEH-Theni and 

group management. AEH-Theni managers are required to report regularly – daily for cash 

flow reports – to Madurai, thereby enhancing control mechanisms and ensuring 

accountability. Aravind group managers responsible for maintaining relationships with 

AEH-Theni expressed a high level of satisfaction with the degree and extent of the 

                                                           
19 The Aravind Eye Hospital established a manufacturing facility in Madurai, Aurolab, to manufacture and 
supply high quality, low cost ophthalmic consumables such as IOLs and sutures. 
20 Mr Thulasiraj was interview at AEH-Madurai in January 1999 and Septmber 2001. 
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communication and information. 

 

CSF # 1.3 Effective corporate governance 

As the governance role of Aravind’s partner INGOs reduced, the organisation established 

its own corporate governance function to safeguard the continuation of its operations, and 

to make available sufficient resources to achieve its goals and objectives. Whilst AEH-

Theni does not have its own Board, its strategic direction is planned and managed by the 

Board of Directors of the Aravind group. Strategic policy is consistent with other hospitals 

in the group, but is managed according to the specific regional and operational profile of 

Theni. The Board of Directors has a high level of influence, as all of its members are 

internal to the group. For this reason, it is often difficult to distinguish between governance 

and management. The Board meets regularly, focusing on the strategic and operational 

objectives of AEH-Theni. The effectiveness of the Board is largely dependent on the 

extent to which hospital management is able to communicate with members and apprise 

them of relevant issues.  

 

While the Board has a number of strategic goals and planning is undertaken regularly, 

there is no formal documentation such as a business or strategic plan. A systems-based 

approach is often used for setting direction and strategy. One of the long-term goals of the 

Board includes partial decentralisation of the satellite hospitals, including AEH-Theni. 

Decentralisation would have palpable implications for the hospital, and would be a test of 

the extent to which it is a self-sufficient operation (Section 7.4.1). With appropriate 

planning, and capacity and systems development, it is likely that the hospital would in time 

become entirely self-sufficient, as evidenced by the evolution of the original hospital in 

Madurai.  

 

Performance Indicators 

1.3.1 Existence of a Board (or equivalent) and appropriate processes –  

A well-functioning Board of Directors exists to manage the strategic direction of the 

organisation. 

 

1.3.2 Existence and understanding of strategic purpose – 

The Board comprises members selected from the executive management of the Aravind 

group. The Board has a well developed strategic purpose which is understood by its 

members and other stakeholders. According to the Hospital Manager, Mr 

Mathuranayagam, the hospital is very much reliant on the support that is provided by the 

Board and management of the Aravind group located in Madurai: “The Board to a large 
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extent controls the strategic direction of the hospital, and effective channels have been 

established to ensure this direction – and the concomitant strategies – is communicated to 

all staff”. 
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5.4 STRATEGIC OBJECTIVE # 2. CUSTOMER 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

2.1 Affordable, accessible and supportive 
services 

 
 

2.1.1 Prices commensurate with customers’ ability to 
pay 

2.1.2 Existence of plans to address identified barriers 
to service delivery 

2.1.3 Existence of patient counselling procedures 
2.3 High customer perception of service 2.2.1 Customer satisfaction surveys 

2.2.2 Customer complaints procedures 

CUSTOMER 
 
2. To provide high quality, affordable 

eye care services 
2.3 High quality clinical care and appropriate 

post-operative evaluation 
2.3.1 Post-operative evaluation results 
2.3.2 Percentage of patients reviewed (post-

operative) 
 

 

The Customer Strategic Objective at AEH-Theni is to attract and appropriately service 

sufficient patients to sustainably eliminate avoidable blindness. The objective is 

underpinned by the philosophy of providing appropriate, accessible and high quality eye 

care at an affordable price. Particular attention is paid to both the clinical and non-clinical 

needs of the patient before, during and after surgery to realise this objective. This involves 

developing and maintaining an appreciation of the organisation’s target patient profile to 

help meet their specific needs. It also involves the establishment of procedures that are 

designed to address changing expectations of the patient profile as well as individual 

patients. 

 

The Theni District is predominantly rural with a largely indigent population. Agriculture and 

light industry are the main employers in the district. Drought, poverty, and disease are 

common. Health services and infrastructure within the district are rudimentary, and the 

barriers preventing people from seeking existing services considerable. Many people have 

not accessed the services that are available for reasons such as poverty, lack of 

awareness, distance to travel, opportunity cost, cultural beliefs, and fear. This is certainly 

true for eye care, for which there are few public or private service providers. Although the 

exact statistics are unknown, a DBCS survey conducted in 1998/99 revealed 

approximately 5,200 cataract patients in the district.  

 

The Aravind model was designed with careful consideration of this socioeconomic profile. 

Venkataswamy (1993, p 174-175) notes: 

We did a study to find the constraints of the patients who know that they need surgery and that 
they could get it for free . . . An operational research project was conducted to find out how best we 
could get the rural poor to come for surgery. 

During the initial development of the model, obstacles to the delivery of eye care were 
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viewed as being opportunities for development (Newlin 1995, p 17). According to 

Venkataswamy (Maurice 2001, p 270): 

Today, even in small villages, people have access to information through television or the internet, 
which is creating demand for good water and good health. And people are more and more 
prepared to pay for their health. 

   

The basis of the approach is simple. To attract new patients to the hospital, targeted 

strategies have been devised to firstly raise awareness of the existence and benefits of 

eye care services (Section 5.5). To overcome existing socioeconomic barriers to service 

delivery, services are made affordable and accessible to the target population. Offering 

high clinical and supportive services fosters customer satisfaction, which is used as a 

marketing tool to attract new patients The added benefits of this approach are that, firstly, 

increasing the number of patients it services can lead to economies of scale within the 

organisation’s operations. Secondly, providing high clinical quality eye care services 

maximises sustainable blindness reduction.  

 

CSF # 2.1 Affordable, accessible, and supportive services 

The ability of patients to afford services is a basic socioeconomic consideration in the 

Theni District. Affordability encompasses the patient’s ability to pay for eye care services, 

and transportation, as well as the economic opportunity cost of being hospitalised (Section 

2.5.2). The hospital ensures prices are affordable to the target population by offering 

different classes of surgical charges, displayed in Table 5.1: AEH-Theni Fee Payment 

Structure. Set charges are linked to average incomes within the catchment area. To 

determine the fee payment structure, surveys of the paying capacity of the catchment 

area are undertaken. 

 

The Aravind model is built around cross-subsidisation whereby revenue received from 

those who pay for services funds the services of those who cannot afford to pay. For 

cataract surgery, there are various levels of service and accommodation and a 

corresponding price. Patients receiving free treatment are given basic accommodation in 

shared facilities. Paying patients receive a higher standard of accommodation. There are 

no strict financial criteria for admission to the free hospital (Natchiar et al 1994, p 989). 

Individuals are counselled prior to surgery to determine the level of payment they can 

afford. The patients generally decide how much they are willing to pay, but are 

encouraged to pay what they can afford. They are made aware of the benefits of this 

payment, including both the clinical benefits of the surgery, as well as the indirect benefits 

of contributing to the treatment of those who are unable to pay. Ultimately the decision to 

pay, and how much, rests with the patient. Patients are also informed of the relevant 
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hospital processes and clinical procedures during counselling. 

 
Table 5.1: AEH-Theni Fee Payment Structure  

Surgery (charges in Rs) 
 

A Class B Class C Class 

Hospitalisation Charges 
Medical Services per day 
Extra bed per day 
Special treatment charges per day 
Diabetic charges per day 

 
75 
25 
75 
10 

 
40 
15 
40 
10 

 
20 
10 
20 
10 

Cataract and IOL 
Cataract with IOL 
Cataract without IOL 
Phacoemulsification 

 
3,000 
1,000 
5,000 

 
2,500 

900 
5,000 

 
2,000 

700 
5,000 

Glaucoma 
Trabeculectomy 
Trabeculectomy with IOL 

 
1,000 
3,500 

 
900 

2,700 

 
700 

2,200 
Minor OT 
DCT 
DCR 

 
750 

1,000 

 
500 

2,700 

 
300 
500 

 
Source: Lions-Aravind Institute of Community Ophthlmology n.d., p 7. 
 

The Aravind model works on the general principle that on average paying patients are 

prepared to pay approximately one month’s family income for their surgery (Green 1998). 

All patients receive free post-operative medication and care. Approximately 80% of the 

organisation’s surgical services are provided at no cost to the patient. Revenue from the 

20% paying patients subsidises the costs of the free patients21.  

 

Aravind’s base hospital service delivery approach helps to overcome the barrier 

associated with people’s inability to pay for transport to and from the hospital. Patients 

living in villages remote to the hospital are initially diagnosed at screening eye camps and 

subsequently transported back to the base hospital at no cost, as outlined in Figure 5.1. 

Following treatment, the patients are transported back to their own villages at no cost. 

 

The perception that seeking treatment for eye care disorders will necessitate periods of 

hospitalisation and time away from their families and economic pursuits is another 

socioeconomic barrier identified in the Theni District. Many people believe that the period 

                                                           
21 Prior to the World Bank scheme, inpatients admitted to free wards were provided with free surgery, 
treatment and lodging. The cataract patients who were brought from eye camps would also be provided free 
food, glasses, and transport. Patients desiring cataract surgery with IOL were required to pay Rs500 to cover 
the cost of the IOL, sutures, and medicines.  
Following the introduction of the World Bank scheme, all patients coming to the hospital via screening eye 
camps were provided with entirely free service, including the cost of the IOL. The local government 
subsequently reimbursed the hospital Rs500 for the cost of the consumables. 
The cataract patients who are brought from eye camps are provided free food during their stay, as well as free 
glasses and transport. However, if these patients desire IOL surgery, they are required to pay Rs500, which 
covers the cost of the IOL, sutures, and medicines. 
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of hospitalisation will be costly. AEH-Theni performs targeted marketing activities (Section 

5.5) in the catchment area to raise awareness of its service approach and address this 

perceived opportunity cost. People are made aware, through community marketing and 

during counseling, that the eye care services do not involve long periods of incarceration. 

Their entire stay at the hospital may in fact only be one or two days. The hospital also 

actively educates people about the economic benefits of restoring sight, which generally 

significantly outweigh the economic cost of seeking treatment. 

 

The provision of affordable services is insufficient alone to attract patients and generate 

demand. Services must also be accessible to the target population. Patients’ inability to 

access services for reasons such as distance and lack of transport is a primary barrier to 

the provision of services in the Theni District. As discussed in Section 5.4, AEH-Theni 

utilises a base hospital service delivery approach which in part overcomes this barrier by 

providing transport to and from the base hospital. Understanding the distribution of the 

population and epidemiology of avoidable blindness helps the organisation to devise 

appropriate strategies on an ongoing basis. 

 

Performance Indicators 

2.1.1 Prices commensurate with customers’ ability to pay – 

A significant percentage of the population of Theni District is very poor, with an average 

daily wage of Rs30-40. AEH-Theni therefore provides a high proportion of its eye care 

services at no or low cost. The organisation has been able to do this successfully over a 

number of years. While the average cost per patient – and subsequently the average price 

charged per surgery – has increased over the past six year period22, the percentage of 

treatment provided at no cost to the patient has increased. Figure 5.2: Percentage of Free 

Treatment indicates that free surgeries increased from 69% in 1995/96 to 77% in 2001/02, 

and free outpatients from 34% to 55%. At the same time, as indicated in Figure 5.3: 

Percentage of Free Surgery and Surgery Revenue, the total revenue from surgeries has 

more than doubled. This is partially reflective of the increased price of surgeries, but also 

greater organisational efforts to market to the paying patients the societal benefit of their 

contribution. The minor increase in the price of surgeries over the period has apparently 

not had an adverse effect on attracting paying patients. 

 

 

 

 



Chapter 5 ♦ SMF Practical Application: AEH-Theni          143
 

 

Figure 5.2: Percentage of Free Treatment 
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Figure 5.3: Percentage of Free Surgeries and Surgery Revenue 
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2.1.2 Existence of plans to address identified barriers to service delivery –  

AEH-Theni has devised a range of strategies to overcome barriers to the uptake of 

services (Section 5.5), and in particular accessibility. Between 1995/96 and 2001/02, the 

total number of eye camps held in the catchment doubled from 85 to 169. This increase 

reflects the importance of establishing effective relationships with community groups. 
                                                                                                                                                                                
22 According to best estimates. 
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However, whilst the increased number of camps has meant the total number of patients 

examined has increased, Figure 5.4: Number of Eye Camps and Patients per Camp 

suggests the number of people attending each camp has decreased. Camps are now 

conducted more efficiently and effectively. The total cost of organising and conducting one 

camp ranges from Rs2,000 to Rs10,000 depending upon the size and location – these 

costs are met by AEH-Theni’s local community partner organisations. Because of the high 

cost it is important that camps are effective at targeting potential patients. 

 
Figure 5.4: Number of Eye Camps and Patients per Camp 

0

50

100

150

200

250

300

Number of Camps 85 80 122 197 180 159 169

Patients per Camp 252 177 102 120 139 181

95/96 96/97 97/98 98/99 99/00 00/01 01/02

 
 

2.1.3 Existence of patient counselling procedures – 

A key role of the patient counsellor at AEH-Theni is to enhance patient satisfaction. 

According to the organisation’s patient counsellor job description, the purpose of providing 

counselling is varied. The first role is to focus on the importance of making the patients 

feel welcome and well cared for through increased personal contact. The second role is to 

assist in the post-operative stages of recovery by establishing caring and supportive 

relationships with patients. The third role is to increase the level of patient awareness of 

their eye disorder through group education. The final role is to motivate patients to seek 

out and encourage others from their villages to receive eye care. Detailed patient 

counselling procedures have been established to enhance the effectiveness of the role.  

 

CSF # 2.2 High customer perception of service 

The patient counsellor can therefore directly influence a patient’s perception of the service 
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provided. Patient satisfaction is the ultimate measure of the services provided. The clinical 

quality is a key element in the overall level of patient satisfaction, but there are many other 

non-clinical factors involved, including personalised services, regularity of communication 

and transparency, and overall comfort. Patients satisfied with the service provided are 

more likely to encourage other family and friends to seek out treatment.  

 

Patient satisfaction therefore directly influences demand. According to Dr Jacob, to 

enhance patient satisfaction, “social workers, patient counsellors and nurses spend as 

much time as possible with every patient”. The responsibilities listed in the AEH-Theni’s 

patient counsellor job description suggest the organisation places significant emphasis on 

interpersonal contact. The responsibilities include establishing personal contacts with 

patients to make them feel welcome and appreciated and assisting them during their stay 

by providing information to clarify their doubts and concerns regarding all aspects of eye 

care. Patients are educated about cataracts, nutrition, and patient motivational principles, 

informed and reminded of proper eye care, and assisted in their compliance to hospital 

rules. Indigent cases requesting assistance from the hospital are assessed and general 

patient needs considered. The counsellors act as advocates for patients to other hospital 

staff to assure their basic needs are being met.  

 

Addressing the needs of patients is an important role of all hospital staff and 

management. According to the Hospital Manager, “patients are treated like family 

members. I arrive at the hospital at 9am and visit each patient individually to discuss their 

treatment and talk to them about any problems they are experiencing”. If patients are 

satisfied with the service, they will return to their communities having had a positive 

experience, and may one day convince a friend or family member to attend the hospital. 

Patient satisfaction is therefore a potent marketing tool used by AEH-Theni to attract new 

patients (Aravind Eye Hospital n.d.a, p 4): 

The fact that the patient is in the hospital for 4 days gives us the opportunity to use this very 
powerful source of manpower to propagate health education messages and market the services of 
the hospital. 

AEH-Theni has been able to increase demand for its eye care services by enhancing 

patient satisfaction through appropriate patient counselling procedures, the provision of 

high clinical quality services, and post-operative evaluation. 

 

Performance Indicators 

2.2.1 Customer satisfaction surveys –  

At the time of the fieldwork, AEH-Theni did not conduct formal patient satisfaction surveys, 
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but a procedure was being developed to survey and record each patient’s experience of 

the hospital. 

 

2.2.2 Customer complaint procedures – 

The hospital did not have a formal procedure to collect and document customer 

complaints, but a procedure was being developed. Because of the high level of 

interpersonal communication between staff and patients, customer complaints had 

historically been made orally. Oral feedback will continue to be encouraged, and patients 

will also be given the opportunity of providing anonymous written complaints and feedback 

within the exit survey.  

 

CSF # 2.3 High quality clinical care and appropriate post-operative evaluation 

AEH-Theni promotes patient satisfaction by providing affordable, accessible and 

supportive services, and high quality clinical and patient care. The provision of 

contemporary surgical procedures with an emphasis on high clinical quality is central to 

the hospital’s approach. It is critical that patients are satisfied with the clinical outcome. 

AEH-Theni has developed a programme to encourage patients to return to the hospital 

within specified dates for post-operative review and appropriate treatment. The numbers 

of patients seeking post-operative review has increased, and hence the clinical quality of 

the service can be measured and monitored. More rigid post-operative procedures are 

being implemented so that evaluation is conducted on the day of surgery, the following 

day, and at 30 days. The 30-day post-operative evaluation is undertaken at the hospital at 

no cost to the patient. More than 90% of patients who receive surgery return to the 

hospital for the 30-day evaluation. Post-operative reports have recently been introduced to 

assess the clinical performance of ophthalmologists, and assist in the identification of 

recurring problems and the compilation clinical reports. 

 

A basic indicator of clinical quality, when viewed in conjunction with clinical outcomes, is 

the percentage of cataract surgeries provided with IOLs. Between 1995/96 and 2001/02 at 

AEH-Theni, this figure increased 67% from 60% to 99%, as seen in Figure 5.5: 

Percentage of Cataract with IOL, largely as a result of the World Bank project to subsidise 

IOLs. This trend is consistent with global efforts to increase the proportion of cataract 

surgeries with IOLs in developing countries. The IOLs used in the surgeries are of high 

quality and are manufactured and supplied by the Aravind group.  
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Figure 5.5: Percentage of Cataract with IOL 
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Performance Indicators 

2.3.1 Post-operative evaluation results –  

Formal record keeping and reporting of post-operative evaluation results is still in its 

infancy at AEH-Theni. No formal system to track clinical quality previously existed. 

Detailed post-operative reports have only recently been introduced into the hospital, and 

so appropriate performance data were not available during the fieldwork. 

 

2.3.2 Percentage of patients reviewed (post-operative) – 

Figure 5.6 Percentage of Patients Reviewed (Post-Operative) displays the total number of 

patients reviewed as a percentage of patients treated at the hospital and in screening eye 

camps. The trend has consolidated from 1995/96 when fewer patients were treated at 

screening eye camps before the World Bank scheme. Not all patients treated are subject 

to post-operative review. Data were not available to calculate the percentage of patients 

requiring review that are actually reviewed. However, the new record keeping procedures 

will enable the collection and analysis of this data in the future. 
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Figure 5.6: Percentage of Patients Reviewed (Post-Operative) 
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5.5 STRATEGIC OBJECTIVE # 3. AWARENESS 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

3.1 Social marketing and community outreach 
programmes 

3.1.1 Total number of patients examined (surgery + 
outpatient) 

3.1.2 Existence of community outreach programmes 
3.2 Support of local community organisations 3.2.1 Work arrangements with community 

organisations  
3.2.2 Surveys of community partner satisfaction 

AWARENESS 
 
3. To raise awareness of the benefits 

associated with eye care and to 
understand eye health in the 
community 3.3 Appropriate community eye health planning 

and awareness 
3.3.2 Access to population-based blindness data 
3.3.2 Awareness of barriers to service delivery 

 

 

Addressing the needs of the customer is closely aligned to the principle of raising 

awareness of eye care services within the local community. A lack of awareness of the 

existence and benefits of eye care services is one of the primary barriers to the uptake of 

services (Section 2.5.2). AEH-Theni has developed social marketing and outreach 

programmes to overcome this barrier and generate awareness in the community. Under 

the social marketing programme, various advertising methods are used to promote details 

of free screening eye camps being conducted and to educate people within the 

community about the benefits of sight restoration and treatment. Community outreach 

programmes, such as school and workplace screening, publicise available services, 

diagnose potential eye disorders, and raise awareness of rehabilitative opportunities.  

 

AEH-Theni engages local community organisations to provide resources and manage 

logistics to increase the effectiveness of these programmes. The hospital has become 

embedded within the district community as a means to support overall societal 

development and increase effectiveness of its services. Participating in decision making, 

lobbying institutional support, conducting research, and assisting in community planning 

are activities engaged in by AEH-Theni, which support socioeconomic development of the 

region. 

 

Maintaining an appreciation of the eye health profile in the catchment area also leads to 

effective social marketing and community outreach programmes. AEH-Theni recognises 

the socioeconomic barriers that prevent people accessing services and has access to 

population-based blindness data of the catchment area. This knowledge and information 

assists the organisation to develop appropriate social marketing and clinical and 

operational strategies. 

 

Social marketing through advertising campaigns and community outreach programmes 
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has been, with the support of various community groups, effective in raising awareness of 

the eye care services and overcoming societal impediments. According to Dr Jacob, 

“these efforts have been enhanced by organisational efforts to understand the 

socioeconomic and demographic profile of the catchment area, and when possible, 

population-based blindness data”. The hospital’s endeavours to market the existence and 

benefits of the eye care services through community outreach programmes has led to a 

long-term increase in the number of services provided. By expanding relationships with 

local community organisations – and making existing relationships more productive and 

efficient – these efforts have become effective. For instance, the CBR project has 

enhanced the overall outreach work conducted by the hospital and helped raise 

awareness of the eye care services. According to Thulasiraj (n.d., p 4): 

The most direct benefit of social marketing is that we are able to reach more people who are blind 
and provide them with necessary services. Apart from this it also reduces the cost per cataract 
surgery thereby making it more cost-effective and affordable to whoever is paying for the services 
– government, donor or the patient. As a corollary to this the resource utilization also increased 
substantially. 

  

CSF # 3.1 Social marketing and community outreach programmes 

Social marketing of the benefits of eye care in collaboration with a range of community 

groups is the principal tool by which awareness is raised. The hospital’s outreach/camps 

department, which comprises several full-time staff, manages a number of social 

marketing initiatives. The main activities are the screening eye camps, which are 

conducted approximately three times per week in villages within the hospital’s catchment 

area. Raising awareness of the existence of these camps helps attract potential patients. 

Detailed camp reports track the number of camps held and camp patient statistics against 

budget. Community participation and involvement is the key to making a camp successful 

(Aravind Eye Hospital n.d., p 2). Venkataswamy (1993, p 173) notes that establishing 

effective community programmes at AEH-Theni, particularly eye camps, was a difficult 

process that required hard work and application: 

We have been conducting eye camps but we have encountered many problems. It was difficult to 
get suitable year-round buildings and to find funds for toilets, water and electricity. The improvised 
operating rooms in a school or community hall were not ideal to provide quality surgery. Food for 
patients was costing more, so we increased both the accommodation for the postoperative patients 
and the number of operating rooms. 

 

The hospital maintains a number of other outreach activities. The major outreach project 

is an INGO-funded CBR project (Section 5.3). A school eye screening programme is 

conducted to identify children with eye care disorders and to train teachers to recognise 

such disorders. The village volunteer programme provides training and orientation to local 
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village volunteers on how to identify a cataract and other common eye disorders. The 

volunteers then compile lists of people in the village with probable eye diseases, and 

assist these people to attend the hospital for treatment (Aravind Eye Hospital n.d., p 2). 

 

Performance Indicators 

3.1.1 Total number of patients examined (surgery and outpatient) –  

The total number of patients examined is an indicator of the effectiveness of the 

organisation’s social marketing and community outreach activities. Figure 5.7: Total 

Surgeries AEH-Theni 1985-1998 indicates the hospital’s volume of work has increased 

vastly since its inception, and in particular since 1995/96. In 1985, fewer than 800 

surgeries were conducted at the hospital, of which approximately 30% were provided at 

no cost to the patient. Between 1995/96 and 2000/01, total surgeries increased by more 

than 100% from 3,828 to 7,784. This compares with the 500 surgeries conducted annually 

by the nearby Christian Medical College.  

 

Free cataract surgery through screening eye camps has been the principal source of the 

increase in overall surgeries during this six-year period. While paying direct surgeries 

have increased 29% from 1,184 to 1,667, and free direct surgeries have decreased 10% 

from 973 to 889 (after peaking at 1,369), free camp surgeries have increased 65% from 

1,671 to 4,81823. This is principally because of the World Bank scheme. Cataract 

surgeries account for the majority of the services provided by the hospital indicated in 

Figure 5.8: Cataract and Other Surgeries. 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
23 Free camp patients are those patients who initially attend a screening eye camp, are referred to the hospital 
and are then treated at no cost. Free direct patients arrive directly at the hospital and are treated at no cost. 
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Figure 5.7: Total Surgeries AEH-Theni 1985-1998 
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Figure 5.8: Cataract and Other Surgeries 
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The number of new outpatients increased 120% from 19,468 to 42,944, and the number 

of review outpatients increased 44% from 19,512 to 28,166 during this period. Figure 5.9: 

Total Patients: Surgeries and Outpatient shows the total number of patients treated at the 

hospital, including new outpatients, review outpatients, and surgeries, increased by 84% 

from 42,808 to 92,631. Although the annual percentage increase of surgeries and 
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outpatients has not been as high as in 1996/97, it has usually been positive as exhibited 

at Figure 5.10: Annual Percentage Increase: Surgeries and Outpatients. 

 
Figure 5.9: Total Patients: Surgeries and Outpatient 
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Figure 5.10: Annual Percentage Increase: Surgeries and Outpatients 
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The number of surgeries as a percentage of new patients (surgical output) has remained 

constant at around 15% during this period. This trend suggests that although the backlog 

of cataract blind, which accounted for around 90% of total surgeries during the period, 
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may have largely been eliminated, the incidence of cataract blindness in the catchment 

area remains substantial. The total number of patients examined has more than doubled 

during the period – Figure 5.11: Total Number of Patients Examined. This does not 

include the vast number of people who attend screening eye camps, and are reviewed but 

not found to have any clinical eye care disorder. 

 
Figure 5.11: Total Number of Patients Examined 
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The patient service statistics indicate that demand has fluctuated but increased 

significantly. Managing this demand variability and ensuring the hospital has sufficient 

capacity to cope with demand changes is crucial to the hospital’s effectiveness. At AEH-

Theni various strategies are pursued to address this uncertainty. For example, daily 

operational control of cash flow and patient flow helps to match available resources with 

demand. Contingency strategies are also adopted if necessary, including setting up beds 

in civic centres, and accessing staff from AEH-Madurai. The hospital makes every effort to 

control and influence the demand generation process. In particular, review patients are 

encouraged to visit the hospital at pre-determined dates, thereby allowing the hospital to 

plan post-operative review treatment in advance.  

 

The increase in demand for services has resulted because of a number of factors, such as 

the social marketing efforts as discussed above. The surge between 1997/98 and 1998/99 

is largely attributable to the government policy to reimburse the cost of IOLs through the 

World Bank project. An important and valid question is whether the increase in surgeries 

and patients examined can be maintained when the subsidy is no longer available, and 
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what effect this would have on other elements of the hospital’s operations (Section 7.4.1). 

 

3.1.2 Existence of community outreach programmes – 

As outlined above, the hospital maintains a number of other outreach activities, including 

the CBR project, school eye screening programme, and the village volunteer programme. 

The project involves the identification and training of incurable blind. Up to July 2001, 638 

people had been identified and 363 had been trained in a catchment area of more than 

700,000 people. Under the school eye screening programme, 74 schools have been 

visited, and 448 teachers trained to detect eye care disorders. 

 

CSF # 3.2 Support of local community organisations 

The organisation has placed much emphasis on the importance of the local community for 

the success of its service delivery. This community focus ensures its services are 

integrated into, and are consistent with, the wider societal and developmental goals of the 

target community. Community members thereby consider eye care to be a standard part 

of the health care development system.  

 

AEH-Theni has developed its capacity to market its surgical services by identifying with 

the target population and motivating the community (Natchair et al 1994, p 988). 

Collaboration with local community groups and NGOs supports its efforts to raise 

awareness. Partner organisations assist by publicising and promoting the existence and 

benefits of eye care service to their members, and educating other people within the 

community. Community groups often drive the advertising and organisation of eye camps, 

arranging print and radio advertisements, transport, camp locations, and volunteers. 

Advertising campaigns are intensive and have been successful in directly encouraging 

attendance at camps. Camp sponsors identify and work with other service minded people 

in the community, such as village leaders, local doctors, religious leaders, and school 

teachers, helping to reduce publicity costs and increasing attendance at camps24. 

 

Performance Indicators 

3.2.1 Work arrangements with community organisations – 

Arrangements with community organisations have evolved in various ways during the past 

decade. The majority of the arrangements are with camp sponsors – such as community, 

youth, and church groups – which organise, advertise, and pay for camps, provide bus 

fares for attendees, and motivate and mobilise the community. During the field research 
                                                           
24 AEH-Theni camp sponsors include: Lions Clubs, Rotary Clubs, banks, mills and factories, women’s groups, 
schools, hospitals and trusts, youth clubs, merchants associations, and religious organisations. 
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an interview was conducted with a camp sponsor, Mr P Jaganathen, a local jeweller, to 

appreciate the role of a typical sponsor. Mr Jaganathen organises and pays for a camp to 

be held each year on his birthday. Typically, 500-600 people arrive at the camps and 100 

are sent to the hospital for surgery. Mr Jaganathen arranges the publicity, handbills, 

posters, and other advertising, and pays for the cost of consumables and transport to the 

hospital. The relationship between Mr Jaganathen and AEH-Theni has helped to raise 

awareness of the hospital’s services in the community. Other similar relationships with 

community groups and members help to both increase demand for services and integrate 

them into the community. 

 

3.2.2 Surveys of community partner satisfaction – 

Because the relationships with community organisations are critical to the effectiveness of 

AEH-Theni’s social marketing and service delivery, partners are surveyed regularly to 

ensure their satisfaction with the operations. 

 

CSF # 3.3 Appropriate community eye health planning and awareness 

The effectiveness of the social marketing and community outreach efforts is dependent on 

how effectively AEH-Theni is able to design programmes to address and overcome the 

barriers to service delivery. As discussed elsewhere, there are a number of barriers in the 

Theni District, including the inability to afford surgery, fear of surgery, distance, lack of 

awareness of the services, and cultural beliefs. According to Thulasiraj (n.d., p 2), 

strategies to overcome problems of accessibility: 

start with the process of creating awareness, motivation and finally delivery of eye care services 
with necessary follow-up. The process of creating awareness, or making relevant information 
accessible, needs a good understanding of the patient population in terms of health behaviour, 
literacy levels, economic status, barriers to access and logistics of information transition. This 
understanding helps not only in the content also in the delivery of the message. Similarly, in the 
delivery of eye care services, while it is necessary to know about the clinical nature of eye diseases 
in the community it is even more important to know about the barriers to access. 

  

The nature of the catchment area is such that the barriers to the uptake of services are 

constantly changing, leading AEH-Theni to continually devise and maintain strategies to 

address new barriers. Ideally it would be possible, for example, to predict and 

subsequently plan for what might happen to hospital operations given the short-term 

effects of set back to the local economy including a failed monsoon or disease (Section 

7.4.1). To effectively target services and overcome such barriers, it is also necessary to 

have access to population-based blindness data which support planning efforts. 
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Performance Indicators 

3.3.1 Access to population-based blindness data – 

The Aravind group has published significant research focusing on population-based 

blindness statistics in Tamil Nadu from which AEH-Theni can devise its service delivery 

strategies (Nirmalan, Thulasiraj, Maneksha, Rahamathulla, Ramakrishnan, Padmavathi, 

Munoz and Ellwein 2002; Thulasiraj, Rahamathulla, Saraswati, Selvaraj and Ellwein 2002; 

Nirmalan, Krishnadas, Ramakrishnan, Thulasiraj, Katz, Tielsch and Robin 2003; 

Thulasiraj, Nirmalan, Ramakrishnan, Krishnadas, Manimekalai, Baburajan, Katz, Tielsch 

and Robin 2003). 

 

3.3.2 Awareness of barriers to service delivery – 

AEH-Theni has a clear understanding of the various barriers to the uptake of services in 

its catchment area. Surveys have been conducted to identify the prevalent barriers. The 

organisation’s involvement with the community means it is able to identify and address 

evolving barriers. 
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5.6 STRATEGIC OBJECTIVE # 4. BUSINESS & MANAGEMENT PROCESSES 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

4.1 Financial stability and sustainability 4.1.1 Operating margin (cost recovery) 
4.1.2 Primary Reserve Ratio 
4.1.3 Service revenue contribution (service 

revenue/total expenses) 
4.2 Efficient and competent 

management/leadership 
4.2.1 Analysis of actuals vs budgets 
4.2.2 Rate of business growth (surgeries) 
4.2.3 Self assessment score against Performance 

Indicators 
4.3 Efficient and effective systems and key 

internal processes  
4.3.1 Standardisation of and improvement in 

procedures 
4.3.2 Non conformance reports 

BUSINESS & MANAGEMENT  
PROCESSES 

 
4. To use business and management 

processes that are commensurate 
with long-term sustainability and 
blindness reduction 

4.3 Cost effective clinical care and optimal 
resource utilisation 

4.4.1 Cost per patient 
4.4.2 Net Income Ratio 

 

 

AEH-Theni has established a delivery model with an appropriate nexus between strategy, 

and management and operational systems to effectively manage the conflicting functions 

of community needs and cost-effective service delivery. The organisation’s business and 

management processes – its implementation systems – support and are able to directly 

measure its broad Strategic Goals and Objectives. The processes were initially designed 

based on AEH-Madurai’s processes, but evolved to suit the hospital’s changing activity 

profile and administrative capacity. The basis of its approach is to staff the hospital with 

efficient and competent management who have responsibility for operating efficient and 

effective systems and key internal processes. This approach leads to the provision of 

cost-effective clinical care, optimal resource utilisation, and hence financial stability and 

sustainability. 

 

CSF # 4.1 Financial stability and sustainability 

The effectiveness of AEH-Theni’s operating model is influenced by the availability of 

resources. However, as discussed in Chapter 2, limited funding is available in India for 

eye care service delivery. AEH-Theni’s model is therefore built around procedures that 

engender financial self-sufficiency. The cross-subsidy model described throughout this 

chapter and in Section 2.7 requires the collection of user fees from patients who can 

afford to pay to subsidise the provision of services to those who cannot. The multi-tiered 

pricing system employed by AEH-Theni has enabled sufficient cost recovery to support 

financial sustainability and stability.  

 

Economic sustainability, as discussed in Section 2.6, depends on many factors, such as, 

according to Thulasiraj (1995, p 1), cost containment, revenue generation, and leadership. 
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The cost-effectiveness of AEH-Theni’s services has been enhanced by the efficient 

utilisation of resources and proper financial management to generate excess revenues to 

cross-subsidise low paying work (Green 1998). The organisation has developed rigid 

financial management and control procedures to enable the efficient allocation of 

resources. As demand increases, economies of scale result, which lowers the unit cost of 

surgical procedures. Cost-effectiveness in this way permits financial and operational 

flexibility. The organisation has maintained congruence with its service philosophy by 

using its profit and production capacity for service delivery for the poor and pricing the 

product at the lowest possible price.  

 

While external funding was required during its establishment phase and for expansion and 

other capital development activities, AEH-Theni is no longer entirely dependent upon 

external sources of funding. However, while it now maintains a strong operating surplus, 

whether the hospital could continue this trend as a stand-alone organisation is uncertain. 

According to Dr Jacob, “without the support of Madurai, it is difficult to predict whether the 

hospital would still be financially self-sufficient. As a stand-alone hospital, AEH-Theni 

would not have access to the same level of trained staff or management expertise 

currently provided by Madurai”. The trading surplus of Rs2.7m in 2000/01 would be much 

less if responsibility for the core management functions – including operational and human 

resource management, procurement, and financial control – were assumed by AEH-

Theni. While it is likely that, over a period of time, AEH-Theni would develop its capacity to 

become sustainable, adjusting to this and other challenges would very difficult to manage 

in the short-term (Section 7.4.1).  

 

The hospital has been able to maintain a strong level of financial stability, despite the 

increase in total surgeries over the past decade – as evidenced by a number of relevant 

Performance Indicators. Figure 5.12: Operating Performance demonstrates that as the 

total number of surgeries increased (100%) over the period between 1995/96 and 

2001/02, the total cost of providing the service has also increased – 190% from Rs1.3m to 

Rs4.3m. Total service revenue – which includes revenue from medical services only and 

not grants or other income – increased by 90% over the period from Rs2.7m to Rs5.8m. 

The operating surplus (service revenue less total expenditure) remained constant at 

around Rs1.4m during the period.  

 

The percentage increase in total expenditure was higher than the percentage increase in 

service revenues during this period for a number of reasons. The provision of cataract 

surgeries with IOLs increased (67%), and so too did the cost of associated consumables. 
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There was also a significant increase in free services provided during the period. As a 

result, associated overheads (in particular, as evidenced at Figure 5.13: Trend Analysis: 

Expenditure Items, salaries and benefits) also increased. Social marketing costs 

increased materially in order to generate and maintain awareness and demand.  

 
Figure 5.12: Operating Performance 
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Total Surgeries 3,828 4,940 5,336 7,184 7,346 7,784 7,374
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Figure 5.13: Trend Analysis: Expenditure Items 
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Medicine and consumables 4.06% 5.21% 2.05% 1.62% 8.56% 3.66% 3.72%

Camp expenses 3.75% 2.52% 1.07% 5.13% 4.94% 4.43% 5.72%

Printing and stationary 2.15% 2.50% 0.49% 1.56% 0.62% 3.73% 2.13%

Electricity 10.48% 9.10% 10.69% 9.48% 6.21% 8.59% 8.13%

Equipment repairs and maintenance 2.41% 0.40% 0.00% 0.50% 8.72% 10.67% 6.69%

Building repairs and maintenance 6.48% 6.73% 8.34% 2.59% 1.11% 0.00% 2.90%

Miscellaneous 1.27% 3.29% 10.52% 4.10% 1.52% 4.07% 1.81%

Depreciation 0.00% 0.00% 0.00% -0.46% 3.67% 3.17% 3.52%

Salaries and benefits 34.09% 37.43% 33.61% 33.07% 33.21% 35.31% 38.51%
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Other ratio analyses reveal a strong position with respect to financial stability and 

sustainability.  

 

Performance Indicators 

4.1.1 Operating margin (cost recovery) –  

Between 1995/96 and 2001/02, the operating margin fluctuated from a robust but 

unsustainable 52%, down to 12%, and then back to 25% – a more realistic and 

sustainable target. This level would indicate that the hospital is still easily able to fund its 

operations through internally generated revenue. 

 

4.1.2 Primary reserve ratio –  

The primary reserve ratio initially decreased from 51% in 1998/99 to 23% in 2000/01, but 

recovered to 43% in 2001/02.  

 

4.1.3 Service revenue contribution – 

The service revenue contribution decreased from 208% to 134%. Despite increasing the 

proportion of free services offered, the high growth rate in total service revenue was 

sustained, and the overall level of operating revenue maintained.  

 

CSF # 4.2 Efficient and competent management/leadership 

AEH-Theni has encouraged good management practices in its strategic and operational 

systems and processes. Thulasiraj and Priya (1997, p 4) believe that managerial 

competence is necessary to meet the challenges and run the hospital efficiently. 

According to Dr Jacob, without efficient and competent management, AEH-Theni’s 

organisational objectives would not be achieved. The hospital has a simple organisational 

structure headed by the Chief Medical Officer. The CMO is responsible for overall 

operational functions and meeting Board-defined operational objectives. Thulasiraj and 

Priya (1997, p 4) point to a number of activities that contribute to management 

sustainability at Aravind. These include optimum resource utilisation, appropriate policies 

and procedures, demand generation and managing demand, monitoring the quality of 

services, and management information systems. 

 

The activity profile of AEH-Theni is determined by the Board. This includes training 

requirements, the need for and provision of equipment and other resources, and the 

development of infrastructure and physical capacity. But it is the management team that 

has the primary responsibility for operational procedures. Workload forecasts and other 

budgets are usually prepared by the group financial controller in conjunction with Dr 
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Jacob. Mr Mathuranayagam notes that “all purchasing is done by Madurai and purchases 

of equipment require the authorisation of the General Secretary of Aravind. Funds are 

supplied by surpluses generated at Theni. We understand the cash flow cycles and 

establish control procedures to meet the requirements. Daily control of operations is 

imperative”.  

 

Simple but effective financial procedures have been established to maintain daily cash 

flow control. A daily report is prepared and sent to AEH-Madurai. The report includes 

information and statistics about outpatients, inpatients, surgeries, camps, cash at hand, 

patient revenue, and expenses. Monthly reports, which compare financial and patient 

performance against budget, are provided to AEH-Madurai for analysis and post-dated 

cheques are subsequently issued for the next month.  

 

Strong leadership is central to the efficacy of the management function at AEH-Theni. 

Leadership and management are two distinctive but also complementary systems of 

action. While management is concerned more with coping with and manipulating 

complexity between systems and procedures, operating strategies, and human resources, 

leadership is about coping with change (Kotter 1999, p 3). Leadership has been very 

important to AEH-Theni given the nature of the organisation and the extent to which it has 

changed operationally and structurally. Several strong leaders, including Dr 

Venkataswamy, have guided the hospital and been responsible for the realisation of its 

objectives. 

 

Performance Indicators 

4.2.1 Analysis of actuals vs budgets –  

The analysis of actuals against budgets – Figure 5.14: Monthly Budget Variance 2001/02 

– is an indicator of the extent to which management has achieved specific objectives. 

Financial and patient service budgeting only commenced in 2000/01. In the first year, 

budgets were determined on a conservative basis by adopting a percentage increase from 

the previous year. A more detailed methodology is presently being devised, and budgets 

will continue to be forecast through collaborative efforts with hospital and Aravind group 

management.  

 

Monthly budgeted figures are not available for 2000/01, but the analysis of annual 

variances suggests an accurate budgeting and management process: service revenue 

0.68% variance; total revenue –15%; total expenditure –3%; net profit –34%; and total 

surgeries –3%. Monthly budgeting commenced in 2001/02, and while there were a 



Chapter 5 ♦ SMF Practical Application: AEH-Theni          163
 

 

number of clear variances, particularly in net profit, total outpatients, and total surgeries, 

annual figures were more accurate (service revenue –0.27%; total expenditure 5%; and 

net profit –0.2%).  

 
Figure 5.14: Monthly Budget Variance 2001/02 
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4.2.2 Rate of business growth (surgeries) –  

Figure 5.10: Annual Percentage Increase: Surgeries and Outpatients above suggests the 

annual rate of growth in surgeries and new outpatients between 1996/97 and 2001/02 has 

remained relatively stable and generally positive. Over the period, total surgeries grew 

49% from 4,940 to 7,374, and new outpatients grew 42% from 38,821 to 55,092. 

 

The growth in surgical volume has been mirrored by a high growth rate in service 

revenue. Whilst the annual growth rate has varied over the period 1996/97 to 2001/02 

according to Figure 5.15: Service Revenue, Total Expenditure and Operating Surplus % 

Increase, service revenue has increased 85% from Rs3.5m to Rs5.8m. The annual growth 

rate of total expenditure was subject to a more pronounced cycle over the period. The 

overall rate grew 130% from Rs1.8m to Rs4.3m. Consequently, the operating surplus 

(service revenue less total expenditure), which is also subject to a pronounced cycle, 

declined 8% from Rs1.6m to Rs1.4m. 
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Figure 5.15: Service Revenue, Expenditure and Operating Surplus % Increase 
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4.2.3 Self-assessment score against Performance Indicators – 

The self-assessment score against the SMF’s Performance Indicators discussed in this 

section and analysed in Section 7.3.1, reveals AEH-Theni management has performed 

well against specific measures over the past six year period. Figure 5.16 Performance 

Indicator Historical Spreadsheet summarises the historical measurement of available 

Performance Indicators. 

 

 

 

 



 

 

Figure 5.16: Performance Indicator Historical Analysis Spreadsheet 

 

1995/96 1996/97 1997/98 1998/99 1999/00 2000/01 2001/02

1.1.1 Regulations/policy  inhibiting or enhancing effectiv eness - - - - - - O v erall env ironment conduciv e to ey e care
1.1.2 G ov ernment satis faction w ith communication and information - - - - - - E ffectiv e relationship established w ith DB C S
1.2.1 A pproach inhibiting or enhancing effectiv eness - - - - - - P artner approach conduciv e to serv ice deliv ery
1.2.2 P artner satis faction w ith communication and information - - - - - - E ffectiv e communication channels established
1.3.1 E x istence of a B oard (or equiv alent) and appropriate processes - - - - - - B oard established at M adurai - proactiv e gov ernance
1.3.2 E x istence and understanding of strategic purpose - - - - - - S trategic purpose established and w ell understood
2.1.1 P rices commensurate w ith customers' ability  to pay - - - - - - Research sets prices based on pay ing capacity
2.1.2 E x istence of plans to address identified barriers to serv ice deliv ery - - - - - - Identified barriers research and commensurate plans
2.1.3 E x istence of patient counselling procedures - - - - - - P atient counselling part of core operations
2.2.1 C ustomer satisfaction surv ey s - - - - - - C ustomer satis faction surv ey s only  ad hoc - needs w ork
2.2.2 C ustomer complaint procedures - - - - - - N o formal procedures implemented - only  ad hoc
2.3.1 P ost-operativ e ev aluation results - - - - - - E v aluation results informally  documented - needs w ork
2.3.2 P ercentage of patients rev iew ed (post operativ e) 83.8% 47.7% 43.5% 56.8% 64.0% 55.5% 48.3%
3.1.1 Total number of patients ex amined (surgery  +  outpatient) 23,296 43,761 47,065 49,007 50,931 50,778 62,466
3.1.2 E x istence of community  outreach programmes - - - - - - Well established programmes
3.2.1 N umber of w ork arrangements w ith community  organisations - - - - - - H igh number and w ell established w ork arrangements
3.2.2 S urv ey s of community  partner satis faction - - - - - - Informal surv ey s conducted - appropriate in this contex t
3.3.1 A ccess to population-based blindness data - - - - - - A ccurate population-based data being researched
3.3.2 A w areness of barriers to serv ice deliv ery - - - - - - H igh aw areness of barriers
4.1.1 O perating margin (cost recov ery ) 52.1% 46.2% 35.0% 35.6% 12.2% 27.4% 25.3%
4.1.2 P rimary  reserv e ratio - - - 52% 47% 24% 43%
4.1.3 S erv ice rev enue contrubution (serv ice rev enue/total ex penses) 208.6% 185.7% 153.8% 155.3% 113.9% 137.7% 134.0%
4.2.1 A naly sis of actuals v s budget - - - - - - H igh lev el realisation
4.2.2 Rate of business grow th (surgeries) - 29.0% 8.0% 34.6% 2.3% 6.0% -5.3%
4.2.3 S elf assessment score against P erformance Indicators - - - - - - H igh self assessment score
4.3.1 S tandardisation of and improv ement in procedures - - - - - - S tandardisation being implemented - needs w ork
4.4.1 C ost per patient 350 383 395 371 561 499 570
4.4.2 N et income ratio 52.1% 46.2% 36.1% 47.2% 32.0% 38.6% 40.7%
5.1.1 Remuneration as percentage of public  hospital equiv alent - - - - - - Total remunerativ e package competitiv e
5.2.1 A pproach allow ing C ontinuing M edical E ducation - - - - - - S taff prov ided w ith appropriate oppportunities
5.2.2 E x istence of job descriptions/profiles - - - - - - Job descriptions ex ist for all staff
5.2.3 P ercentage of employ ees meeting their job description/profiles - - - - - - N ot formally  assessed - how ev er, few  non conformances
5.3.1 E mploy ee attitude surv ey  score - - - - - - S urv ey ed staff rated as high
5.3.2 E mploy ee separation rates - - - - - - V ery  low  separation rates - actual data not av ailable
5.4.1 E mploy ee understanding/aw areness of organisational mission - - - - - - S urv ey ed staff hav e high lev el understanding
5.4.2 E mploy ee assessment of ov erall organisational v alue - - - - - - S urv ey ed staff hav e high assessment of v alue

P erform ance Indicators
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CSF # 4.3 Efficient and effective systems and key internal processes 

AEH-Theni has developed a range of appropriate clinical, administrative, financial, 

operational, and management systems and procedures that are the foundation of its 

approach. Its systems have been a major component of its stability and change. Efficient 

and effective systems are the interdependent functions and tools by which strategic and 

operational objectives are realised. They encompass the organisation’s planning, 

problem-solving and decision making, communications, monitoring and evaluation 

activities (Lusthaus et al 1999, p 77). Many of the organisation’s systems and procedures 

were initially developed by AEH-Madurai and subsequently adapted for use at AEH-Theni. 

Documented procedures exist for all aspects of the hospital's operations, including clinical 

services, financial control, patient counselling, outreach and social marketing, employee 

recruitment, information systems and reporting, quality assurance, procurement, and 

medical record keeping.  

 

Standardisation, a process that helps to ensure a set procedure is followed, has made it 

possible to easily compare the outcome of the procedure, which can then lead to changes 

for improvement (Thulasiraj et al 1997, p 31). Standardisation has supported the 

development of a Management Information System (MIS) from which up-to-date, reliable 

and comprehensive information about the organisation and its function is used by 

management to make informed decisions about strategic and operational objectives. 

Information flowing from AEH-Theni’s MIS enables the continual monitoring and 

evaluation of its systems and processes (Thulasiraj and Priya 1997, p 8). 

 

Performance Indicators 

4.3.1 Standardisation of and improvement in procedures –  

Specific processes are now in place to ensure the standardisation and the eventual 

documentation of all procedures. 

 

4.3.2 Non-conformance reports – 

Non-conformance reports are prepared as appropriate and assessed by management to 

assist in the development of more effective and efficient systems and procedures. 

 

CSF # 4.4 Cost effective clinical care and optimal resource utilisation 

Reducing costs and improving efficiency have generated excess revenues. The 

organisation’s services can then be provided at the lowest possible price to be affordable, 

while still allowing for sustainability and sufficient resources for development (Green 
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1998). According to Thulasiraj (1995, p 1), cost containment at AEH-Theni is directly 

related to productivity and the scale of operations: 

It is dependent on demand, quantum of resources, quality of resources (manpower and 
infrastructure), systems and motivation of the employees.  

The majority of the overall cost is in overheads such as wages and maintenance of 

infrastructure. Optimal resource utilisation through cost containment strategies has 

enabled the cost per case to decrease as volumes increase. Strict financial management 

and control and standardisation of clinical procedures have helped to improve efficiency. 

 

Performance Indicators 

4.4.1 Cost per patient –  

Although the cost per patient has increased between 1995/96 and 2001/02 due to the high 

percentage increase in the provision of free surgeries allowed through the World Bank 

scheme, economies of scale have resulted through the increase in volume. This has in 

turn minimised cost increases.  

 

It is not possible to accurately calculate the average cost per surgery because detailed 

costing figures are not yet available at AEH-Theni. Prices are set at an approximate cost 

plus a fixed percentage and are reviewed approximately every two years. 

 

4.4.2 Net income ratio – 

A lack of relevant financial data meant that the net income ratio could not yet be 

measured with accuracy. 
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5.7 STRATEGIC OBJECTIVE # 5. PEOPLE 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

5.1 Competitive benefits package 5.1.1 Remuneration as percentage of public hospital 
equivalent 

5.2 Competent and appropriately trained 
workforce 

5.2.1 Approach allowing Continuing Medical 
Education 

5.2.2 Existence of job descriptions/profiles 
5.2.3 Percentage of employees meeting their job 

description/profile 
5.3 Committed and satisfied workforce 5.3.1 Employee attitude surveys 

5.3.2 Employee separation rates 

PEOPLE 
 
5. To be an appropriately trained and 

skilled, motivated, and adaptable 
workforce with an understanding 
of the organisational mission 

5.4 A culture commensurate with and 
promoting of the organisational mission 

 

5.4.1 Employee understanding/awareness of 
organisational mission and strategic priorities 

5.4.2 Employee assessment of overall organisational 
value 

 

 

The competency of the hospital’s management team determines the effectiveness of the 

business and management processes. However, at AEH-Theni, it is the workforce that 

has the ongoing operational responsibility for the implementation of the systems and 

processes. The importance of the team is regularly emphasised (Aravind Eye Hospital, 

1996, p 4): 

Excellence comes from teamwork and those who are caring and committed. 

Shortell (1990, p 38) argues that no matter how well conceived an organisation’s long-

term strategy its success depends on execution. AEH-Theni has recognised the 

importance of developing its human resource capacity to drive its operational objectives. 

People are its greatest asset. Establishing a committed and satisfied workforce that is 

highly skilled, flexible, and competent has been of the hospital’s main priorities since its 

incorporation.  

 

The hospital has been able to continually develop and improve its human resource 

systems and procedures over many years. It has established an appropriately trained and 

skilled, motivated, and adaptable workforce that assimilates with and appreciates the 

organisational mission. Attracting and retaining skilled staff is contingent on a number of 

factors including remuneration and other benefits, professional development opportunities, 

environment, and human resource structures. The remunerative component of many 

AEH-Theni staff may not be comparable with some private urban hospitals, but many 

other benefits are offered. For example, nurses are provided training, subsidised food and 

free accommodation. According to Mr Mathuranayagam, “staff are very well looked after. 

In some circumstances nurses’ husbands will be offered employment at the hospital to 

encourage them to stay. Nurses who are not married are made to put half of their salary 
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into a bank account until they become married as an investment into their future. Very few 

employees resign voluntarily because they recognise the overall value of the benefit that 

the hospital offers”. 

 

Long-term engagements are desirable in order to develop the hospital’s knowledge and 

skill base. Attracting and retaining staff requires paying careful attention to the needs of 

the staff, as well as creating an environment that encourages participation, excellence and 

staff satisfaction. AEH-Theni has designed a range of human resource procedures to help 

achieve these objectives. Recruiting staff into rural locations can be difficult, and so local 

people are more easily attracted and likely to stay with the organisation in the long-term. 

Nurses are recruited in an annual intake from villages surrounding Madurai and the 

satellite hospitals. A detailed recruitment policy manual has been developed to improve 

the quality of selection decisions and promote consistency and fairness in the recruitment 

process. 

 

Aravind proactively cultivates the organisational culture built around a holistic team 

approach. The aim is to establish a common system of behaviour, beliefs, norms and 

values. Staff participate in meetings and decision making processes, and are provided 

with job descriptions which are periodically reviewed in the formal performance appraisal 

process. The organisation deliberately attempts to increase satisfaction, competency, 

experience, organisational culture, and a team approach. According to Aravind (1996, p 

4): 

Today, we have some of the most highly skilled and productive surgeons operating in our hospitals. 
Our doctors, nurses, technicians and administrative staff alike are dedicated to a common vision of 
preventing and eradicating blindness. 

Establishing a core base of skilled staff has been possible because India has a large 

workforce of technically skilled health specialists. 

 

CSF # 5.1 Competitive benefits package 

The size and composition of the salary package and other benefits is an important 

determinant of the organisation’s ability to attract and retain good quality staff. In the early 

days after AEH-Theni’s incorporation, it was difficult to offer competitive packages. Staff 

were often seconded from AEH-Madurai on short-term engagements. As the hospital 

grew and operating surpluses were generated, more competitive benefits packages could 

be offered. It may not always possible to offer salaries commensurate with private service 

providers, but other incentives are offered. Dr Jacob believes intangible benefits are very 

important: “although staff are not remunerated as well as some private hospitals and often 
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work appreciably harder, they are well looked after, safer, and generally very happy”. 

 

Performance Indicators 

5.1.1 Remuneration as a percentage of public/private hospital equivalent – 

AEH-Theni is relatively competitive with other similar non-profit and government hospitals 

in India in terms of base salary. Management and senior staff salaries are considered to 

be competitive with the public sector. In general, its employees have many more 

opportunities than in the private sector. 

 

CSF # 5.2 Competent and appropriately trained workforce 

Without a competent and appropriately trained workforce at all levels of the organisation, 

AEH-Theni would function less effectively. All staff are provided with training – before 

commencement if appropriate, but also on a continual basis to maintain best practice 

expertise. Staff competency levels are regularly monitored through standard performance 

appraisal processes. AEH-Theni is a relatively small hospital and so active human 

resource management through the development of personal relationships is possible. 

Human resource issues and problems are recorded and addressed as appropriate. All 

clinical staff know how to perform one role completely and are partially proficient in at 

least one more role. Flexibility, such as job rotation and job sharing, fosters staff 

efficiencies and satisfaction. Accountability systems are well developed and so encourage 

communication and feedback between managers and staff. Staff meetings are conducted 

monthly to review and discuss a wide range of issues and make employees aware of 

operational priorities. 

 

Performance Indicators 

5.2.1 Approach allowing Continuing Medical Education –  

Continuing Medical Education is offered to all clinical staff on a continual basis to address 

developments in eye care and ophthalmology practice.  

 

5.2.2 Existence of job descriptions/profiles –  

All staff members have job profiles, which are reviewed periodically and at least annually. 

 

5.2.3 Percentage of employees meeting their job description/profiles – 

Statistics are not yet formally collected for the percentage of employees meeting their job 

descriptions/profiles. Dr Jacob indicated that few instances of staff ineffectiveness occur. 
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CSF # 5.3 Committed and satisfied workforce 

According to Dr Jacob, “the hospital’s people are its core resource. Fostering a sense of 

purpose and appreciation of the organisational mission are key objectives”. AEH-Theni 

has developed a sense of working towards a common purpose in its workforce. The level 

of staff effectiveness, commitment and satisfaction, has a direct influence on the 

effectiveness of the clinical service and thereby the overall level of customer satisfaction. 

Staff satisfaction is a function of many factors including the remunerative benefits and 

other opportunities, management effectiveness, and the organisational mission and 

culture. Dr Jacob believes, “while the human resource management function is primarily 

based at the Madurai hospital, regular communication with AEH-Theni staff is encouraged 

to engender commitment and satisfaction”. A recent internal survey was undertaken in 

which all staff were given the opportunity of providing written anonymous feedback to 

management about their expectations, needs and wants. Analysis of the results would 

ultimately be used to improve the organisation’s working atmosphere.   

 

Performance Indicators 

5.3.1 Employee attitude surveys –  

Interviews were conducted with 12 AEH-Theni staff during the field research to assess 

their overall level of satisfaction. Broad topics discussed included remuneration, attitude, 

understanding of organisational mission and strategies priorities, and assessment of 

overall organisational value. Table 5.2: Employee Survey Analysis displays specific areas 

of discussion. Staff were consistently aware of the broad mission of the hospital, and 

offered high praise of management. Teamwork was a common theme discussed. Whilst 

most employees indicated satisfaction with remuneration levels, the two that did not were 

the only two staff interviewed without management presence. Table 5.2 summarises the 

interview responses. A tick mark in the relevant cell indicates a high level of satisfaction or 

understanding. 

 

5.3.2 Employee separation rates – 

In 2000/01 one employee resigned from AEH-Theni of a total staff of 60. 

 

 

 



 

 

Table 5.2: Employee Survey Analysis 
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Remuneration levels 

Satisfied with benefits package             

Employee attitude 
Clear understanding of work being undertaken at appropriate levels within the organisation             

Organisation is well managed             

Organisation values its employees             

Easily able to communicate with management             

Training and development opportunities             

Long-term future at Aravind             

Position contributes to the organisation’s objectives             

Proud of work role             

Employee understanding/awareness of organisational mission and strategic priorities 
Understanding of mission and strategic priorities             

Understanding of organisational requirements to achieve goals             

Employee assessment of overall organisational value 
Aravind is achieving its overall mission             

Belief in work being undertaken             
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CSF # 5.4 Culture commensurate with and promoting of the organisational mission 

Establishing a culture that is commensurate with and promoting of the organisational 

mission has been a priority AEH-Theni. The organisation acts to promote the mission 

through effective communication channels, and the result is that staff appreciate the value 

of the service provided and understand and work towards the broad ideology. This culture 

helps to develop a strong and efficient team and contributes to the effectiveness of the 

organisation. 

 

Performance Indicators 

5.4.1 Employee understanding/awareness of mission and strategic priorities – 

The employee survey analysis in Table 5.2 reveals a high level of employee 

understanding of the mission and strategic priorities of the organisation. During interviews, 

most staff were able to talk in detail about how the AEH-Theni operating model functions, 

and the importance of their role within the operational framework. 

 

5.4.2 Employee assessment of overall organisational value – 

The employee survey analysis in Table 5.2 reveals that employees place a lot of 

importance on the value of the service provided by the hospital. During interviews, most 

staff were able to talk in detail about the need for eye care within the Theni District, and 

the extent to which AEH-Theni is providing a valuable community service. 

 

5.8 APPLICATION OF THE AEH-THENI SMF 

Following the development of the conceptual management framework described in 

Chapters 3 and 4, field research was conducted at AEH-Theni to develop an SMF for the 

organisation. The framework, exhibited in Figure 5.17: Strategic Management Framework 

for the Aravind Eye Hospital – Theni, is based on actual strategic, operational, and 

performance information. The development process aligned seemingly disparate elements 

with organisational objectives (Harber 1998, p 59) by identifying the Strategic Objectives 

and Critical Success Factors pivotal to the organisation’s effectiveness. The process also 

revealed the key drivers and the cause-effect relationships that enabled and propelled the 

AEH-Theni’s development and that underpin ongoing capacity development efforts.  

 

The broad organisational strategy was translated into a set of financial and non-financial, 

qualitative and quantitative Performance Indicators. AEH-Theni had previously only 

informally measured more traditional financial and clinical productivity indicators. Historical 

data from 1995/96 to 2001/02 were collected and inputted into a spreadsheet – Figure 
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5.16 – from which a detailed historical performance assessment was undertaken. 

 

Analysis of case study data and stakeholder feedback helped respond to the question: is 

the SMF applicable to AEH-Theni? The analysis revealed that the organisation’s capacity 

and its structures and systems are relatively advanced. It has operated successfully for 

almost 20 years and through this experience and its links with the Aravind group, it has a 

well developed understanding of its strategic priorities and operational processes. AEH-

Theni has achieved strong results in terms of surgical volume and financial sustainability. 

It has constructive links with community organisations that are actively involved in the 

provision of the eye care services. Experienced managers are employed, and efficient and 

effective systems and procedures have been established. The hospital’s staff are 

committed, satisfied and effective in specific roles. So although there is no such formal 

management framework being used, the organisation is operating – albeit unconsciously 

– according to the SMF. 

 

Could then or would, adopting the SMF improve AEH-Theni’s performance and facilitate 

sustainability? Response to this question is difficult to determine. In so many ways, the 

organisation is already operating under a management framework that is not formalised. 

So the question is whether formalising the organisation’s systems and procedures into an 

SMF would realise additional benefits. AEH-Theni’s complex relationship with the Aravind 

group also makes it difficult to examine the potential of the SMF. 

 

However, because AEH-Theni is already operating using an approach with so much 

emphasis on the realisation of goals and objectives, the SFM is applicable. Its 

implementation could increase performance and efficiencies at all levels of the 

organisation. The process of establishing and implementing a formal management 

framework would support a continuous process of organisational development and 

improvement in a structured way. Particular strengths, weaknesses and areas requiring 

improvement would be identified. Should AEH-Theni adopt more autonomy within the 

Aravind group as discussed in Section 7.4.1, the SMF may provide the foundation for the 

necessary organisational development and change. 

 

A change of culture and management style would be required to successfully implement 

and maintain the SMF. It would require acceptance by management and staff that the 

SMF would not replace existing systems and that existing practices would not change 

significantly. The SMF is instead a formal approach to manage, measure, and monitor the 

organisation’s existing practices utilising Performance Indicators in a structured 
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framework. The change in culture would require commitment and education but probably 

no major operational changes at any level. A simple framework that is easily understood 

by staff at all levels of the organisation would be more effective, promoting staff ownership 

and integration of the framework into their daily activities (Harber 1998, p 61). By requiring 

people within the organisation to design and implement the SMF, thereby deriving a 

greater appreciation of its challenges, the whole organisation would be energised and 

possibly improved.  

 

According to Ravilla Thulasiraj (Personal Correspondence, 2003), the SMF:  

provides a comprehensive management framework. I am able to appreciate it conceptually and see 
the possibility of it being used as a framework for designing a program.  

The analysis therefore suggests the SMF is applicable at AEH-Theni. 

 

There were however, some limitations associated with the research methodology and 

process of developing the AEH-Theni SMF. The data collection instruments and tools 

used were sometimes unsuitable and inefficient, which necessitated repeat interviews and 

continuous monitoring of the information collected. Several iterations of the data collection 

instruments were designed during the research. In terms of the applicability of the SMF, 

most Aravind personnel were positive about its potential as a valid management 

framework. However several failed to appreciate its foundation and purpose and 

expressed concerns that if implemented the SMF may not be maintained in the long-term 

due to competing priorities. Further development of the SMF and data collection 

instruments may eliminate some of these concerns. 

 

In summary, the process of applying the SMF to AEH-Theni revealed few changes in the 

conceptual framework induced by the emergent AEH-Theni SMF. There was a high level 

of overall fit between the conceptual Strategic Objectives and CSFs and the AEH-Theni 

SMF Strategic Objectives and CSFs. The primary changes relate to the PIs, which were 

modified to reflect availability of relevant information, and the data collection tools and 

instrumentation, which were enhanced during the fieldwork. The AEH-Theni SMF is able 

to assist in both organisational and performance management efforts, consistent with the 

conceptual framework. However, an additional functional criteria not incorporated into the 

conceptual framework began to emerge as the AEH-Theni SMF was applied: the ability to 

predict the likely outcomes of future scenarios (Chapter 7). 



 

 

Figure 5.17: SMF for AEH-Theni 

STRATEGIC GOALS STRATEGIC OBJECTIVES CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

1.1 To support and be supported by government 1.1.1 Regulations/policy inhibiting or enhancing effectiveness 
1.1.2 Government satisfaction with communication and information 

1.2 To support and be supported by national/ international partner 
organisations 

1.2.1 Approach inhibiting or enhancing effectiveness 
1.2.2 Partner satisfaction with communication and information 

GOVERNANCE 
 
1 To be effectively supported and governed 

1.3 Effective corporate governance  1.3.1 Existence of a Board (or equivalent) and appropriate processes 
1.3.2 Existence and understanding of strategic purpose 

2.1 Affordable, accessible and supportive services 
 
 

2.1.1 Prices commensurate with customers’ ability to pay 
2.1.2 Existence of plans to address identified barriers to service delivery 
2.1.3 Existence of patient counselling procedures 

2.3 High customer perception of service 2.2.1 Customer satisfaction surveys 
2.2.2 Customer complaints procedures 

CUSTOMER 
 
2 To provide high quality, affordable eye care 

services 
2.3 High quality clinical care and appropriate post-operative evaluation 2.3.1 Post-operative evaluation results 

2.3.2 Percentage of patients reviewed (post-operative) 
3.1 Social marketing and community outreach programmes 3.1.1 Total number of patients examined (surgery + outpatient) 

3.1.2 Existence of community outreach programmes 
3.2 Support of grassroots community organisations 3.2.1 Work arrangements with community organisations  

3.2.2 Surveys of community partner satisfaction 

MAXIMUM REDUCED BLINDNESS 
 

To maximise the reduction of high 
quality blindness given available 

resources 
 
 

AWARENESS 
 
3 To raise awareness of the benefits 

associated with eye care and to understand 
eye health in the community 3.3 Appropriate community eye health planning and awareness 3.3.2 Access to population-based blindness data 

3.3.2 Awareness of barriers to service delivery 
4.1 Financial stability and sustainability 4.1.1 Operating margin (cost recovery) 

4.1.2 Primary Reserve Ratio 
4.1.3 Service revenue contribution (service revenue/total expenses) 

4.2 Efficient and competent management/leadership 4.2.1 Analysis of actuals vs budgets 
4.2.2 Rate of business growth (surgeries) 
4.2.3 Self assessment score against Performance Indicators 

4.3 Efficient and effective systems and key internal processes  4.3.1 Standardisation of and improvement in procedures 
4.3.2 Non conformance reports 

BUSINESS & MANAGEMENT 
PROCESSES 

 
4 To use business and management 

processes that are commensurate with long-
term sustainability and blindness reduction 

4.3 Cost effective clinical care and optimal resource utilisation 4.4.1 Cost per patient 
4.4.2 Net Income Ratio 

5.1 Competitive benefits package 5.1.1 Remuneration as percentage of public hospital equivalent 

5.2 Competent and appropriately trained workforce 5.2.1 Approach allowing Continuing Medical Education 
5.2.2 Existence of job descriptions/profiles 
5.2.3 Percentage of employees meeting their job description/profile 

5.3 Committed and satisfied workforce 5.3.1 Employee attitude surveys 
5.3.2 Employee separation rates 

SUSTAINABILITY 
 
To enable organisational, financial, and 

operational sustainability 

 

PEOPLE 
 
5 To be an appropriately trained and skilled, 

motivated, and adaptable workforce with an 
understanding of the organisational mission 5.4 A culture commensurate with and promoting of the organisational 

mission 
 

5.4.1 Employee understanding/awareness of organisational mission and strategic 
priorities 

5.4.2 Employee assessment of overall organisational value 
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5.9 CONCLUSION 

This chapter sought to apply and evaluate the conceptual management framework in a 

practical setting to realise the primary research objective. A case study fieldwork approach 

was adopted to develop an SMF for AEH-Theni. A detailed understanding of AEH-Theni 

and its operating model was achieved by employing a causal methodology to substantiate 

the basis of the conceptual framework. The process was enhanced because of the input 

of Aravind staff and the availability of a substantial and diverse range of both quantitative 

and qualitative data.  

 

According to the resulting analysis, the SMF’s two core Strategic Goals – maximum 

reduced blindness and sustainability – are consistent with those of AEH-Theni. The 

foundation of the SMF – the Critical Success Factors – is also consistent with the 

practices employed by the organisation. A set of Performance Indicators based on 

appropriate and available data was developed for the organisation. The development 

process therefore permitted the formal identification, validation, and contextualisation of 

organisational strategies and structures. The process aligned the performance 

measurement and management with AEH-Theni’s strategic vision and operating 

strategies. If the SMF is implemented, the organisation is likely to become more adept at 

identifying and managing causal relationships between CSFs and PIs. Performance 

management processes would be enhanced and become part of normal operations. The 

SMF may provide the foundation for the organisation to address future challenges, such 

as changes in key medical staff, the short-term impact of set backs to the local economy, 

or increased autonomy from AEH-Madurai (Section 7.4.1). 

 

The data presented in this chapter responded directly to the primary research objective by 

developing a management framework for an existing eye care organisation that can 

underpin the sustainable reduction of avoidable blindness through the enhancement of 

organisational development and performance management efforts. The research enabled 

an examination of the management framework’s applicability to AEH-Theni. In order to 

further evaluate the applicability and functional capability of the SMF, a second case study 

was undertaken in South Africa, as described in the following chapter.  

 

 

 



 

CHAPTER 6 

 

SMF PRACTICAL APPLICATION: EASTERN CAPE 

BLINDNESS PREVENTION PROGRAMME 

 

 

 

6.1 INTRODUCTION 

Following the initial case study described in Chapter 5, a second programme of field 

research was undertaken at the Eastern Cape Blindness Prevention Programme in South 

Africa to develop a framework for a differentiated organisation and context. This second 

period of fieldwork also sought to evaluate the utility of the framework in a practical setting 

by adopting a similar approach to the first case study, but with more emphasis on 

participatory action research. Realising this objective successfully would help to evaluate 

the applicability of the SMF for a distinct organisation in the early stages of its 

development. 

 

The purpose of this chapter is to develop and evaluate an SMF for the ECBPP. This is 

achieved through a presentation and analysis of strategic, operational, and performance 

case study data. The findings emerged by applying the conceptual framework presented 

in Chapter 4 and the case study-enhanced SMF outlined in Chapter 5 to the particular 

circumstances and characteristics of the ECBPP. The findings are presented in terms of 

the core dimensions of the SMF – the Strategic Goals and Objectives, Critical Success 

Factors, and Performance Indicators. 

 

Key stakeholders were interviewed at each level of the programme (Appendix 10: List of 

Interviews: ECBPP and Appendix 11: Selected Interview Templates: ECBPP). Relevant 

documentation was also collected as part of the fieldwork (Appendix 12: Documents 

Collected and Examined: ECBPP). At the strategic level, interviews were conducted with 

the Managing NGO, the Fred Hollows Foundation25, and government representatives. The 

interviews provided a background to the evolution of the programme and the objectives 

                                                           
25 Interviews were conducted between December 2001 and April-May 2002 with Mike Lynskey, Managing 
Director, Chip Morgan, Deputy Managing Director, Paula Myott, International Programmes Manager, Olga 
Havnen, Indigenous Programmes Manager, Jo Thomson, Programme Manager, and Dillon Thomas, 
Knowledge Manager. 
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determined at its commencement. At the operational and performance levels, interviews 

were conducted with programme management, participating hospital management, and 

community representatives. Undertaking a detailed performance analysis (such as that 

detailed in Chapter 5) for the six participating hospitals based on actual performance data 

has not been possible because the programme is in its infancy. 

 

6.2 CASE STUDY BACKGROUND 

6.2.1 The Programme 

The Eastern Cape Blindness Prevention Programme was launched in Queenstown in 

February 2002. The broad purpose of the programme is to prevent and alleviate avoidable 

blindness in the Eastern Cape Province. Programme activities are designed to build 

capacity in the Provincial Department of Health to provide public eye care services. 

Specifically, this includes diagnosing the causes of blindness, conducting cataract surgery 

to eliminate backlogs and new cataract cases, identifying people with cataracts and 

educating community members on blindness prevention through good nutrition and 

cleanliness. The broad goal is to retain the developed capacity in blindness prevention 

and cataract surgery through effective management, maintenance and procurement 

systems (Fred Hollows Foundation 2001, p 2).  

 

The Fred Hollows Foundation has committed to providing SAR8.5 million26 to the 

programme over the first three to four years. In this initial phase the programme will 

support the development of eye care capacity in the following public hospitals in the 

Eastern Cape Province: Frontier Hospital in Queenstown, Rietvlei Hospital in Umzimkulu, 

St Elizabeth’s Hospital in Lusikisiki, Butterworth Hospital in Butterworth, Midland Hospital 

in Graaft-Reinet, and Empilesweni Hospital in Sterkspruit. Trained ophthalmologists and 

ophthalmic nurses will be employed at each hospital to diagnose eye complaints and 

perform cataract surgery. An outreach programme will be established at each hospital to 

identify cataract cases within schools and communities. The outreach programme will also 

train community health staff in preventative health and nutrition. The overall objective of 

the programme is to eliminate (best case) or halve (worst case) the backlog of cataract 

blindness by the end of 2005. This is a significant challenge in a Province with an 

estimated cataract backlog of 26,848 people in 2002 – based on 1996 census data (Fred 

Hollows Foundation 2001, p 20).  

 

The Eastern Cape Department of Health and the FHF the jointly manage the programme. 
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The FHF is an Australian community-based not-for-profit development organisation that 

builds sustainable local capacity to prevent and treat avoidable blindness in developing 

countries through skills training programmes and the development of new technologies. 

The organisation has established and managed a range of eye care programmes in 

Southern and Eastern Africa. The primary focus of these programmes is human resource 

training and infrastructure development. In the late 1990s, FHF management became 

aware of the need for the advancement of eye care services in South Africa. Negotiations 

were conducted with relevant stakeholders to establish a community eye care programme 

to strengthen the capacity of public hospitals to provide appropriate services.  

 

According to the FHF, “the process of establishing a programme in South Africa was 

arduous and tinged with bureaucracy. We built relationships with many people in the 

country for several years before the idea of the programme was accepted and became a 

reality. Even when the decision was formally made to establish the programme, it took 

another 18 months to get off the ground”. The Eastern Cape was selected as the location 

of the programme for a number of reasons. The Province is regarded as being one of the 

country’s most indigent and economically underdeveloped provinces. It has received 

insufficient funds from the Central Government for eye health development despite having 

the greatest need in the country. Few blindness-related NGOs have established eye care 

services within the Eastern Cape. As a result, concerted eye care infrastructure and 

human resource capacity development is a recognised need. 

 

The FHF anticipates that by developing the capacity of six public hospitals to manage, 

deliver, and resource eye care services, the programme will eventually become part of the 

broad public health care system. Ms Nxumalo reinforces the importance of “breaking 

down compartmentalised approaches to health care that presently exist – that is, for 

example, providing eye care one day and immunisation the next”. Programme activities 

will therefore be designed to integrate into a uniform organisational approach. She 

believes that “encouraging the Provincial Government to assume the ultimate 

responsibility – and the hospitals the operational responsibility – for funding and managing 

eye care services will help avoid a situation of dependence”.  

 

By providing the initial funding for training and equipment, the programme will initiate a 

concentrated provision of eye care services within the public sector. Participating hospitals 

will then be in a sustainable position to provide the maximum level of eye care services 

given available resources.  

                                                                                                                                                                                
26 Approximately AUD$1.8 million. 
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6.2.2 The Participating Hospitals 

Six public hospitals located in remote rural areas with high cataract prevalence were 

selected to participate in the ECBPP. The hospitals vary considerably in terms of size, 

structure, activity profile, and capacity. Whilst they have been in existence for many years, 

most have never offered concerted eye care services. Relevant background for the six 

hospitals, based on interviews were conducted with Superintendents and other senior 

staff during April and May 2002, is presented in this section. 

 

The hospitals were chosen for a number of reasons. All hospitals have been used for 

cataract surgery in the recent past, and have functioning operating theatres that can be 

equipped for eye care service delivery relatively easily. Managers (Superintendents) 

displayed willingness to be involved in the programme and cooperate with the FHF. All 

hospitals are located either in or close to areas of substantial cataract incidence and 

prevalence. Four of the six hospitals already have trained ophthalmic nurses who can 

support early resumption of surgery. The hospitals are centrally situated to provide access 

by patients from all the rural areas of the province (Fred Hollows Foundation 2001).  

 

Frontier Hospital, Queenstown 

Frontier Hospital located in Queenstown is the largest hospital participating in the 

programme. An eye care clinic was established at the hospital in the early 1990s. The 

clinic employs one trained ophthalmic nurse but no doctors able to perform cataract 

surgery. Surgical services are only offered by visiting surgeons from Frere Hospital in East 

London. An average of approximately 30 cataract surgeries are performed annually.  

 

During interviews held to discuss the ECBPP, senior staff pointed to a number of 

problems that may compromise the hospital’s ability to adequately provide eye care 

services. For example, in recent years the Frontier Hospital has had problems associated 

with operational inefficiencies and budget constraints. It has suffered due to continual 

management restructuring and from being grossly understaffed. Approximately 375 staff 

filled 600 posts at the time of the programme launch. Staff suggested the hospital Board 

has been largely ineffectual and is not appropriately representative of the community. 

Community members external to the hospital expressed concerns about the overall 

management capacity and capability of the hospital. 
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Rietvlei Hospital, Umzimkulu 

Rietvlei Hospital is located in the very poor and remote Umzimkulu District. The hospital 

has 229 beds and is also understaffed, with 230 people filling 470 posts. Despite the 

reduction of Provincial Government funding allocations in recent years, the demand for 

hospital services has increased rapidly and so bed occupancy rates are very high. 

HIV/AIDS is the primary health problem in the area. There is also a demonstrated need for 

eye care services in the region. Ophthalmologists from Umtata and the South African 

Bureau for the Prevention of Blindness visit the hospital several times a year to conduct 

cataract surgery. The services have raised awareness of blindness in the region, and the 

demand for eye care has in turn increased. The Superintendent notes that, “because of 

these services, the community already associates the hospital with eye care and hence 

awareness is excellent”. Approximately 60 people are being sent away each month 

because the hospital does not employ any trained ophthalmic staff able to provide 

continuity in eye care services. 

 

Although demand for ECBPP eye care services is expected to be very high, concerns 

were raised about the hospital’s capacity to integrate the services. The hospital’s 

operational problems relate to budget constraints and staffing shortages. The 

Superintendent believes that the hospital may not be able to appropriately support the 

services unless additional resources are provided.  

 

Despite these concerns a number of positive advancements have been made which will 

help the provision of eye care services. Rietvlei Hospital is a community-based and 

governed hospital. The community is actively involved in service provision, advocacy, 

outreach, and government lobbying. A hospital Board has recently been formed and is 

well represented by community members. Sub-committees of the Board have been 

formed to address operational issues, and Cost Containment Committees are acting to 

address needs related to resource deficiencies. The Superintendent is a strong advocate 

of the programme and the need for enhanced eye care services. Unfortunately he is 

expected to retire within two years and the hospital may have problems filling the post.  

 

St Elizabeth’s Hospital, Lusikisiki 

St Elizabeth’s Hospital is located in the heavily populated coastal district of Lusikisiki. The 

hospital is a regional referral hospital for eleven district hospitals. New ward space is 

needed because of the increasing number of HIV/AIDS patients. There are 215 staff 

employed to fill 515 posts. Despite substantial budget deficits the Superintendent was 
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confident that more money would be available soon, particularly for Primary Health Care 

and eye care services. The day-to-day management of the hospital is the responsibility of 

the internal management team. The hospital Board, which has recently been established, 

meets every two months or ad hoc when required, and is comprised of community 

representatives. 

 

The hospital has some experience in providing eye care services. An ophthalmologist 

from Umtata visits the hospital every two weeks and conducts about four cataract 

surgeries each visit. Vision Care, an Umtata-based NGO, also visit every three months to 

screen patients for referral to a private hospital in Umtata. But these services are 

insufficient to address the cataract problem in the region. The Superintendent believes 

there is a clear need for additional eye care services, and that these services should be a 

funding priority for the Provincial Government. He suggests eye care should be a normal 

component of the hospital’s PHC focus, and was not concerned with the hospital’s ability 

to absorb additional costs associated with the programme in the long-term. In contrast, the 

Hospital Administrator believed the additional resources required for the programme 

would add significant financial pressure. She also suggested a further problem would be 

the capacity of the hospital to provide human resources and additional space for the eye 

care services27. 

 

Butterworth Hospital, Butterworth 

Butterworth Hospital is a secondary referral district hospital responsible for overseeing 43 

clinics, one district hospital and three health care clinics. The hospital has 350 beds, and 

is currently being renovated to include more ward space and to improve the general 

infrastructure. It is also understaffed, with approximately 550 staff filling 700 posts and 

nine doctors filling 14 posts. An active Board exists, and has been responsible for 

developing the administrative and management capacity of the hospital in recent years. 

 

The hospital has provided some eye screening and referral services in the past. 

Ophthalmologists from East London occasionally visit to perform additional screening, 

although cataract surgery is no longer performed. The Superintendent identified eye care 

as a priority for the hospital but suggested that the hospital might struggle initially to 

absorb the additional costs. He believes that if the programme is successful the 

Government would make sufficient funds available for the services in the longer-term.  
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Empilisweni Hospital, Sterkspruit 

Empilisweni Hospital is a small hospital with 93 beds located in the remote Sterkspruit 

region. Human resources are a major problem. The hospital only employs two part-time 

doctors. Both the Superintendent and Hospital Administrator posts are vacant and there 

are no employees with formal responsibility to oversee hospital operations. The Hospital 

Administrator post has been vacant since 2001, and the hospital is waiting for 

confirmation from the Provincial Government for the post to be filled. The post of 

Superintendent has been offered to the two existing doctors but both have declined. The 

Matron pointed out budget constraints and insufficient nurses as other major problems 

faced by hospital. An inactive Board, inadequate theatre, bed capacity and infrastructure, 

and inadequately maintained equipment exacerbate these problems. 

 

Despite the lack of operating resources made available to the hospital, a new building has 

recently been constructed to house the outpatient and casualty departments. However, 

without additional resources and staff the facility may remain under-utilised. 

 

The hospital does not presently have any eye care service capacity. The SABPB visits a 

neighbouring hospital twice yearly and performs approximately 40-45 surgeries each time. 

Because of these services awareness of eye care in the community is high.  

 

Midland Hospital, Graaft-Reinet 

Midland Hospital is located in the western region of the Eastern Cape. The hospital was 

once a private hospital but is now publically funded. Like the other participating hospitals, 

Midland Hospital is significantly understaffed. There are no full-time doctors employed, 

and of 83 nursing posts 49 are filled. Not all of the 80 beds are being used due to the lack 

of available nurses. Construction is soon to commence on new ward and casualty facilities 

and there are concerns that these facilities may be under-utilised. The Superintendent 

believes that the hospital’s standard of care has decreased substantially in recent years 

because of the resource deficit. 

 

A successful eye care programme has existed at the hospital for eight years. A private 

ophthalmologist from Port Elizabeth visits the hospital monthly, performing about 6-8 

cataract surgeries and treating other minor disorders. Patients pay SAR180 for the cost of 

the IOL and other consumables. Payments for IOLs are not administered through the 

                                                                                                                                                                                
27 Conflicting opinions such as these were typical among key staff in the participating hospitals, and are 
reflective of the level of uncertainty and confusion surrounding the ECBPP. They also signify the nature and 
complexity of the challenges the ECBPP is confronted with respect to the effective participation of key staff. 
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hospital’s normal accounting system but rather the Board, which is very active in the 

overall administration of the hospital. This circumvents the Government’s free health care 

policy. The Superintendent believes the programme has been very successful in raising 

awareness and decreasing the cataract backlog in the immediate catchment area. The 

Superintendent was very supportive of the programme and enthusiastic that it could 

somehow integrate with the existing eye care programme. He believes though, that the 

hospital will not be able to absorb the associated costs within the current budget. 

 

In summary, the capacity of the six participating hospitals to adopt eye care services 

under the ECBPP varies significantly and is presently insufficient in most cases. Whilst 

advancements have been made in most hospitals, including the establishment of active 

hospital Boards and management committees, there are several primary barriers that are 

common to the hospitals. Table 6.1: Filled and Vacant Doctor and Nurses Posts as at 

June 2001 demonstrates that every hospital is substantially understaffed. The hospitals 

receive insufficient Government funding for ongoing service delivery, infrastructure 

development, procurement of supplies, and training. Absorbing the additional costs 

associated with the eye care services is likely to be a considerable barrier for the 

hospitals, particularly given that most only have minimal eye care capacity. The hospitals 

have rudimentary administrative and management systems and limited human resource 

capability.  

 
Table 6.1: Filled and Vacant Doctor and Nurses Posts as at June 2001 

Medical Posts Nursing Posts Hospital 
Filled Vacant 

(Surplus) 
Vacancy 

Rate 
Filled Vacant 

(Surplus) 
Vacancy 

Rate 
Frontier 14 5 26% 255 39 13% 
St Elizabeth’s 11 3 21% 195 65 38% 
Rietvlei 5 3 38% 161 31 16% 
Empilisweni 4 0 0% 102 1 1% 
Butterworth 11 2 18% 396 (32) (9%) 
Midland 7 (4) (133%) 39 19 33% 

 
Source:  Fred Hollows Foundation 2001, p 11 
 

Because of the existence of these problems, a management framework is required to 

develop the capacity of the participating hospitals. Sections 6.3 to 6.8 outline the SMF 

developed for the ECBPP. The discussion focuses on the issues confronting the 

programme and the participating hospitals in greater detail, suggesting possibilities for 

further advancement in the context of the SMF. 
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6.3 STRATEGIC OBJECTIVE # 1. GOVERNANCE 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

1.1 To support and be supported by 
government 

1.1.1 Regulations/policies inhibiting or enhancing 
effectiveness 

1.1.2 Government commitment to fund eye care 
services 

1.1.3 Government satisfaction with communication 
and information 

1.2 To support and be supported by partner 
organisations 

1.2.1 Approach inhibiting or enhancing effectiveness 
1.2.2 FHF satisfaction with communication and 

information 

GOVERNANCE 
 
1. To be effectively supported and 

governed 

1.3 Effective corporate governance  1.3.1 Existence of a Board (or equivalent) and 
appropriate processes 

1.3.2 Existence and understanding of strategic 
purpose 

 

 

Governance is one the fundamental issues confronting the ECBPP. The nature of the 

governance mechanism for the programme is reflective of its structure. Governance 

includes the input of the provincial government, partner organisations (such as the FHF), 

and the governing bodies of the participating hospitals. Governance will primarily be the 

responsibility of the FHF in the short- to medium-term. The FHF will provide start-up 

funding, training, management, equipment and supplies, and other resources. Hospital 

governing bodies will have responsibility for enabling the provision of eye care services 

and managing hospital budgets to include the services. The FHF anticipates that its role 

will be reduced in the longer-term, and that the Provincial Government will assume greater 

responsibility for ongoing resourcing and management of the programme. 

 

However, it became clear during the fieldwork that the specific role of the various 

governance participants was uncertain. In particular, uncertainty surrounded the role of 

the Provincial Government, and its financial commitment had not yet been confirmed. The 

situation of uncertainty was of concern to Ms Nxumalo. She suggests, “without effective 

support and governance the ECBPP will never be able to sustainably reduce blindness in 

the Eastern Cape. Effective governance is required for economic sustainability and the 

development of cost recovery strategies. Well developed governance mechanisms and 

support will enable other barriers to be overcome”.  

 

The role of the INGO-partner – the FHF – in the governance of the ECBPP will be crucial, 

particularly in the short-term. The FHF will support programme management and 

administration, training, equipment supply, and ongoing operations. In addition, the FHF 

may need to fund programme operations until Provincial Government support is confirmed 
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– if it is confirmed. However, the expressed aim is to avoid a situation of dependence and 

to establish accountability at the participating hospital level. Effective corporate 

governance and management commitment at this operational level is required to 

empower organisational capacity development and the realisation of programme 

objectives. 

 

The effectiveness of the governance mechanism has a direct impact on the activity profile 

of the programme. The activity profile includes objectives for training, volume of work, the 

provision of equipment, the kind of services offered and the choices made reflecting the 

technology and level of care (Olsen 1998). Decisions made relating to the activity profile 

will in turn influence the programme service delivery load and the extent to which it is 

integrated into the participating hospitals’ activities. 

 

CSF # 1.1 To support and be supported by government 

The underlying objective of the ECBPP is to support eye care capacity development in six 

public hospitals in the Eastern Cape. Provincial Government support of the programme is 

required – principally in the form of funding – to realise this objective and for it be 

successful and sustainable in the long-term. According to Ms Nxumalo, “to be sustainable 

in the public sector in the long-term, the eye care services must be absorbed into the 

normal operating budgets of the participating hospitals. Government support beyond 

economic assistance will also be necessary. Commitment is required to provide training 

incentives for future ophthalmic staff. Government assistance in the augmentation of 

community awareness and support will raise the profile of the services”. The level of 

Government support will be dependent upon its overall capability and capacity to provide 

adequate resources. Ms Nxumalo states, “Government support will be the most important 

determinant of programme success”. Yet stakeholders repeatedly expressed concerns 

about the governmental and political environment of South Africa in general and the 

Eastern Cape in particular. 

 

The National Government elected in 1994 inherited a highly fragmented and bureaucratic 

system that provided health services in a discriminatory manner. Services for white people 

were more comprehensive than those for black people (Kale 1995, p 1119). People in 

rural areas were worse off compared to those in urban areas in terms of access to 

services. Expenditure on tertiary services was prioritised above PHC services (Pillay, 

McCoy and Asia 2001). The decision was made to create a unified but decentralised 

national health system based on the District Health Care model as the appropriate vehicle 

for PHC. FHF management argue that, “money has therefore been stripped from the 
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tertiary and secondary health care sectors to be reapportioned into PHC. While the tertiary 

and secondary sectors have subsequently largely collapsed, there is very little policy work 

being undertaken to structure a medium- or long-term solution”.  

 

Central Government funding allocations to the provinces28 are determined using a 

population-based funding formula with rurality as a proxy for poverty. It is apparent to 

some ECBPP stakeholders that the formula adopted is inadequate in terms of providing 

funds to the poorest areas and that funding priorities for development are therefore 

misallocated. This resource problem is palpable in the Eastern Cape, where economic 

gearing and politically motivated policies have meant funds have not flowed sufficiently to 

the periphery.  

 

The Eastern Cape has the lowest level of service provision in South Africa despite its 

obvious need for health resources. The Provincial Government allocates about 19% of its 

funding to health. The figure is closer to 25% for other provincial governments. Conditions 

in the former Homelands29 have declined over the past decade partly because of this 

funding misallocation. The budgets of rural hospitals are at present inadequate yet the 

demand for services is increasing. Hospitals are grossly under-resourced and 

understaffed. There is a lack of available local doctors (Kale 1995a, p 1309) and the cost 

of medicines (Kale 1995b, p 1397) is disproportionate to the availability of funds. The 

Eastern Cape Department of Health has for many years operated on a status quo budget 

that is insufficient to meet the health needs of the population. 

                                                           
28 A recent Government of South African publication summarises the health responsibilities for the National 
and Provincial Governments (2003, p 373). The National Department of Health is responsible for: 
• Formulating health policy legislation 
• Formulating norms and standards of healthcare 
• Ensuring appropriate utilisation of health resources 
• Coordinating information systems and monitoring national health goals 
• Regulating the public and private healthcare sectors 
• Ensuring access to cost-effective and appropriate health commodities at all levels 
• Liaising with health departments in other countries and international agencies. 
The Provincial Health Departments are responsible for: 
• Providing and/or rendering health services 
• Formulating and implementing provincial health policy, standards and legislation 
• Planning and managing a provincial health-information system 
• Researching health services rendered in the province to ensure efficiency and quality 
• Controlling the quality of all health services and facilities 
• Screening applications for licensing and inspecting private health facilities 
• Coordinating the funding and financial management of district health authorities 
• Effective consulting on health matters at community levels 
• Ensuring that delegated functions are performed. 
29 The Transkei and Ciskei. 
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Funding deficiencies are compounded by the Provincial Government’s inability to spend 

funds allocated to it. For example, during the 2001/02 financial year an amount of 

SAR54m allocated to the Department of Health mainly for the recruitment of urgently 

needed essential health personnel remained unspent. There is an apparent lack of 

numeracy in the Department of Health. Decision makers often focus on how much money 

is spent and not what it is spent on. Systems remain under-funded and become more 

vulnerable to misuse. There is a lack of recognition that systems have to be functional in 

order to realise an appropriate output.  

 

An additional challenge is that the National Government policy to offer free health care in 

the public sector provides no incentive for cost recovery for PHC service providers such 

as the ECBPP. Any income received through the nominal fee paying structure – the 

Uniform Patient Fee (Government of South Africa 2001a) – is collected by a central fund 

and not reallocated to the hospital. 

 

The FHF also maintains that, “while there is a tendency to focus too emphatically on these 

issues, the consequence of an obstructive bureaucracy cannot be underestimated”. The 

uncertainty surrounding the Government’s role and its capacity to fund the programme is 

therefore of concern to programme stakeholders. Ms Nxumalo notes, “the obvious thirst 

within certain sectors to address and resolve societal issues such as health is disparate to 

a culture in which people have been systematically prevented from participating in any 

form of decision making”. Corruption, inertia, intransigence, fear of decision making, 

incompetence and indifference are common within the public sector. 

 

Performance Indicators 

1.1.1 Regulations/policies inhibiting or enhancing effectiveness 

The current governmental/political environment may inhibit the ECBPP in a number of 

ways. Firstly, blindness is not currently a high health priority for the Government of South 

Africa. Few initiatives or incentives exist to encourage the development of sustainable eye 

care services in rural areas. Secondly, the Eastern Cape Department of Health has not 

yet fully committed to financing the programme. Ms Nxumalo explains, “this [government] 

constraint is a key constraint. There are people within the government that do realise that 

the ECBPP has critical implications for health in general in the Eastern Cape, but they 

seem to fear the implications of making decisions, and staff are constantly changing 

positions”. Yet, “government support is vital in the long-term. Ultimately the government 

must be answerable to and responsible for the programme”.  
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FHF management also repeatedly pointed to problems in dealing with the government at 

all levels. The policy of decentralisation of decision making to the provincial level has not, 

it is believed, given additional responsibilities to regional or district public hospitals. Staff 

turnover within the Provincial Government is high and people are often acting in positions 

making continuity of negotiations difficult. The system is inflexible and overly bureaucratic. 

While both the National (Government of South Africa n.d., p 24) and Provincial 

Governments have recently begun to support eye care as a health priority, the reality of 

being able to provide additional resources to public rural hospitals is a concern. Although 

the Government may be committed to the concept of the programme, this commitment 

does not necessarily translate into operational realities. 

 

1.1.2 Government commitment to fund eye care services 

The level of Government commitment to fund eye care services is uncertain, both at the 

national and provincial level. The FHF states, “while the African National Congress does 

have flexibility for looking at new ways of funding, it is constrained by political 

sensitivities”. The Department of Health has signed a working agreement with the FHF 

and broadly pledged its support for the programme, but the timing and extent of the 

funding remains uncertain. According to the Department of Health, providing additional 

funds for the programme may not be possible in the short-term, particularly if costs have 

not already been included in the overall financial budget for the coming year. If 

programme activities are successful in the short-term, the Government may be more likely 

to commit to additional funding.  

 

Economic sustainability of the programme will probably always be dependent on the 

Government’s commitment to eye and health care because, according to the FHF, “the 

scope for a user pays system is negligible”. There is evidently a level of uncertainty within 

the Department about these issues and an apparent lack of knowledge and understanding 

of the programme by senior public servants. FHF management believe, “the best 

governance is often at a local level. Motivating local government councils and bypassing 

the Provincial Government as much as possible in the administration of the programme 

might support a sustainable foundation”. 

 

There are similar concerns at the service delivery – participating hospital – level. The 

launch of the programme and increased interest in eye care services has not yet been 

matched by funding from the Provincial Government. This is a concern for hospital 

Superintendents already faced with limited staff and funds to carry out existing services. 
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The Butterworth Hospital Superintendent indicates that, “while eye health is a priority at 

the hospital, with current resources its provision will only be possible to fund at the 

expense of other necessary health services”. This situation exists because “the hospital 

does not have the financial capacity to absorb the additional costs associated with the eye 

care services. It will be important, probably with FHF funding in the short-term, to get the 

programme up and running, and then lobby the government for more funding”. According 

to the Midland Hospital Superintendent, “the programme will undoubtedly be a burden on 

the hospital as the costs of associated activities increase. This situation must be resolved 

with the Government if the programme is to work”. The Empilisweni Superintendent also 

believes that “it is unlikely that the hospital will be able to absorb the costs of the 

programme”.  

 

The Frontier Hospital Superintendent on the other hand, having been involved in the 

programme’s planning phase, believes the Provincial Government has the will and the 

capacity to support the programme. He states: “the Government is committed to the 

programme and has so far been well represented at planning meetings – their 

involvement is assured”. According to the St Elizabeth’s Hospital Superintendent, “the 

cataract service is greatly needed and should be a priority in this area. Costs should be 

met by the normal operating budget. With this in mind it should not be a problem for the 

government to fund this programme”. 

 

1.1.3 Government satisfaction with communication and information 

Interviews were conducted with several Department of Health representatives in both the 

National and Provincial Governments. However, it was not possible to meet with 

appropriate staff able to comment on the governmental level of satisfaction of 

communication with, and information provided by, programme and participating hospital 

management.  

 

CSF # 1.2 To support and be supported by partner organisations 

The role of the FHF in driving the development and long-term governance of the ECBPP 

is critical in the absence of effective Provincial Government support. The support activities 

of the FHF will be carefully managed to avoid a situation of dependence so that service 

delivery will be sustainably managed by participating hospitals in the medium- to long-

term. Initially the FHF will be responsible for the implementation of the programme and for 

its management in the development phase which may last for three to five years. 

According to Ms Nxumalo, “the FHF will be responsible for training ophthalmologists and 

ophthalmic nurses. Management and administration and community liaison training will be 
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provided. The FHF will supply equipment and instruments, and help to develop community 

outreach and cost recovery strategies as well as hospital needs analyses”. The FHF 

programme management located in the Eastern Cape office in East London will have 

overall responsibility for most of this work, maintaining continual communication with the 

participating hospitals as services are established.  

 

Effective collaboration between the various participants is necessary to ensure the costs 

associated with eye care provision can be absorbed into hospital operating budgets. The 

relationship between the participating hospitals and the FHF will develop through the initial 

phase of dependence into independence over time. The nature of the relationship will vary 

during these and the transitional phases. The FHF is likely to have a role to play in funding 

programme activities in the short-term in the expected absence of Provincial Government 

support. When the programme is successfully implemented, and participating hospitals 

are working towards self-managing eye care services, the FHF will assume a supportive 

role in this interim period to assist operational planning and capacity development. The 

FHF may retain some level of participatory governance support in the longer-term, 

possibly as a strategic partner. Additional partner organisations may assume governance 

roles as the programme evolves. 

 

Performance Indicators 

1.2.1 Approach inhibiting or enhancing effectiveness 

According to hospital Superintendents and other relevant stakeholders, the approach 

adopted by the FHF is enhancing the effectiveness of the ECBPP. Superintendents 

believe the activity profile is well designed, appropriate and realisable, and that the FHF is 

taking an active role in establishing programme activities. Their belief is that programme 

activities are modest and could reasonably be expected to integrate into existing services, 

depending upon the availability of finance. Specific objectives are considered to be 

optimistic but attainable. At the Frontier Hospital in Queenstown, according to its 

Superintendent, “the programme launch has already clearly increased the number of 

people seeking cataract surgery thanks to the FHF’s promotional efforts”.   

 

1.2.2 FHF Satisfaction with communication and information 

At the time the fieldwork was conducted, eye care services were provided by only one of 

the participating hospitals. The programme had not yet been launched at the other five 

hospitals. Insufficient data were available to measure PI 1.2.2. 
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CSF # 1.3 Effective corporate governance 

Effective corporate governance at the participating hospital level will further promote the 

programme’s development and evolution. Because the role of the Provincial Government 

is uncertain, hospital Boards with their local community representatives, will be the most 

critical participants in the governance function. The role of hospital Boards will vary. 

Responsibilities will include promoting the eye care services in the community through 

involvement in social marketing and community outreach activities, lobbying the 

Government, and ensuring independence from partner organisations in the long-term. Ms 

Nxumalo argues, “Board input will be important in managing operational issues, including 

devising strategies for attracting staff, encouraging community involvement, raising 

awareness, and lobbying the Provincial Government for additional and ongoing resources 

for service delivery”. 

 

While active procedures are in place in most of the hospitals to support the long-term 

effectiveness of corporate governance function, Board influence currently varies among 

the hospitals. There is uncertainty about the extent to which hospital Boards will be 

directly involved in the ECBPP. The FHF has an advocacy role to educate Board 

members and empower them to be involved in the delivery of the eye care services. 

 

Performance Indicators 

1.3.1 Existence of a Board (or equivalent) and appropriate processes 

Most participating hospitals have active Boards that meet regularly to discuss operational 

and governance issues. The Boards are comprised of community representatives such as 

philanthropists, industry representatives, local government officers and hospital 

management. Some Boards have formal processes for addressing operational and 

strategic issues, such as detailing action items, setting hospital policies, and formal 

reporting to stakeholders. The regularity of Board meetings varies among the participating 

hospitals.  

 

1.3.2 Existence and understanding of strategic purpose 

The role of the Boards also varies among participating hospitals. Most hospitals were 

actively developing processes to ensure Boards to meet regularly and work towards a 

strategic purpose. In some hospitals Boards are not active, and there is no governance-

level understanding of the strategic purpose. The lack of appreciation can have significant 

implications, for instance at Empilisweni Hospital at which the management function has 

subsequently deteriorated. 
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6.4 STRATEGIC OBJECTIVE # 2. CUSTOMER 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

2.1 Affordable, accessible and supportive 
services 

 

2.1.1 Existence of plans to address identified barriers 
to service delivery 

2.1.3 Existence of patient counselling procedures 
2.3 High customer perception of service 2.2.1 Customer satisfaction surveys 

2.2.2 Customer complaints procedures 

CUSTOMER 
 
2. To provide high quality, affordable 

eye care services 2.3 High quality clinical care and appropriate 
post-operative evaluation 

2.3.1 Post-operative evaluation results 
2.3.2 Percentage of patients reviewed (post-

operative) 
 

 

The socioeconomic profile of the Eastern Cape is characterised by high unemployment, 

poor health, low income and education levels, inadequate access to transport and other 

services, and poverty in general. The rural poor are dispersed and isolated. High rates of 

crime and sexual assault are a result of the level of poverty and the insufficient provision 

of social and development services. The emergence of HIV/AIDS is adding an almost 

unmanageable burden on district hospitals. According to the St Elizabeth’s Hospital 

Superintendent, “the hospital’s resources are predominantly and increasingly used to treat 

HIV/AIDS and Tuberculosis. Potentially, HIV/AIDS is a variable that may impede the 

programme. If it spirals further out of control there will be minimal funding available for 

other health services including eye care”.  

 

Community attitudes to disability are also significant. A government survey identified a 

range of socioeconomic factors associated with disability (Government of South Africa 

n.d.). There appears to be an intolerance of people afflicted by health disorders such as 

blindness. Disabled people find it difficult to access employment. Family members are 

often required to care for the disabled and may not be able to work themselves. 

Educational opportunities for people with disabilities are limited or inappropriate. There is 

little awareness of existing health and social services. 

 

Identifying both the socioeconomic conditions of the Eastern Cape and the attitudes to 

disability, FHF management suggest that, “the lack of awareness of the benefits and 

existence of eye care services exists as a barrier to the effectiveness of the programme”. 

The Eastern Cape does not currently have an adequate eye care infrastructure, and 

services in rural areas are irregular and insufficient. Detailed research has not yet been 

conducted into socioeconomic needs. Barriers to service delivery are not well understood 

and specific plans addressing the barriers have not been developed. In order to generate 

demand for the eye care services, social marketing and community outreach activities are 
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required to raise awareness of the services and ensure they are accessible to the target 

population. 

 

Experienced and appropriately trained clinical staff will be employed at each participating 

hospital to establish eye care services that are appropriate for and accessible to the target 

population. Policies and procedures will be designed and implemented to establish a 

professional and supportive service and generate a high customer perception of the 

service.  

  

CSF # 2.1 Affordable, accessible and supportive services 

The target population of the ECBPP primarily live in rural areas and have limited 

disposable income. Heath care services need to be affordable and accessible so the 

population accesses them. It is the policy of the ANC to provide free Primary Health Care 

to all people. A standard nominal fee payment structure exists in the public health care 

system, which means patients are required to pay a minimal charge. So the ECBPP 

participating hospitals are theoretically unable to charge patients more than the nominal 

fee for eye care services. This means that, in terms of the cost of the eye care service, 

affordability may not be a consequential barrier.  

 

The accessibility of the eye care services will potentially be a more significant barrier to 

their uptake according to the participating hospital Superintendents and other programme 

stakeholders. Transport is expected to be a problem for many people because the 

hospitals are located in remote areas. Public transport in the Eastern Cape can be 

irregular and is comparatively expensive. The physical infrastructure of the Eastern Cape 

is poor. Roads are not well maintained and provide poor access for remote communities. 

People often have difficulties accessing PHC facilities. Patients may choose not to access 

eye care services because transport is not available or they cannot afford the cost of 

travelling to the hospital. It is not uncommon, for example, for entire families to live off the 

grandparents’ monthly pension of SAR620, leaving very little money available for living 

and nonessential expenses. According to the Rietvlei Hospital Superintendent, “transport 

is a problem for patients in the area, and may impede the effectiveness of the 

programme”.  

 

Performance Indicators 

2.1.1 Existence of plans to address identified barriers to service delivery 

Assessment of the target population’s socioeconomic profile suggested the three primary 

barriers to the programme would be awareness (Section 6.5), affordability of transport, 
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and accessibility. The consensus of most stakeholders interviewed was that basic 

strategies could be devised so that these barriers would not impede the effectiveness of 

the programme.  

 

There is a range of other potential socioeconomic barriers. For example, opportunity cost 

may prevent people accessing services if it means being away from families or places of 

work for a long period of time. The Midland Hospital Superintendent believes that “another 

sociocultural barrier is that some people do not like their eyes being touched and will not 

come for surgery”, but that, “counselling can be successful in overcoming this barrier”. 

 

Developing an understanding of local conditions is required to devise appropriate 

strategies that are flexible and targeted to the local socioeconomic profile. At the time of 

the programme launch such strategies were in their infancy in some hospitals and did not 

exist in others. Plans to address the issue were in place at the programme management 

level, demonstrating a desire to identify and overcome the barriers. 

 

2.1.2 Existence of patient counselling procedures 

Formal patient counselling procedures do not exist in the eye care units of the 

participating hospitals. Programme management has not devised appropriate procedures 

to be implemented in the future, however part of the training programme will include the 

establishment of patient counselling procedures. 

 

CSF # 2.2 High customer perception of services 

According to Ms Nxumalo, “ensuring a high customer perception of service will be 

necessary to encourage patients to seek the service despite possible cost or transport 

impediments. In the longer-term when backlogs have been reduced, maintaining high 

volume services will also be dependent on the hospitals’ ability to foster patient wellbeing 

and satisfaction”. Promoting customer satisfaction may be challenging in the current 

environment of significantly under-funded hospitals. Conditions in hospital wards are very 

basic and crowded. It is probable that patients will be placed on waiting lists in the short-

term while backlogs are high. Procedures for dealing with patients are not well developed 

and it is likely that some patients will be unsatisfied with services.  

 

Performance Indicators 

2.2.1 Customer satisfaction surveys 

Customer satisfaction surveys were not undertaken in the participating hospitals at the 
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time the fieldwork was conducted. The relevant stakeholders interviewed believed 

however, such input would be beneficial. 

 

2.2.2 Customer complaint procedures 

Formal customer compliant procedures had not been developed for the eye care units of 

the participating hospitals, but were to be developed as part of the management training 

programme. 

 

CSF # 2.3 High quality clinical care and appropriate post-operative evaluation 

Appropriate training for clinical staff in FHF’s Standard Operating Procedures (SOPs) for 

ECCE with IOL cataract surgery will be provided to ensure that high quality clinical 

outcomes are delivered. Standard post-operative evaluation procedures will also be 

established and implemented. Ms Nxumalo believes, “many variables will influence clinical 

quality. Human input, quality assurance, post-operative evaluation, use of instruments and 

equipment, availability of medicines and supplies, and patient counselling are each 

important elements of the clinical service delivery”. Clinical, administrative, and 

management training will be provided to build capacity to efficiently and effectively 

manage these variables. 

 

Performance Indicators 

2.3.1 Post-operative evaluation results 

PI 2.3.1 could not be measured during the fieldwork. Procedures had not been developed 

to appropriately measure post-operative evaluation results. Standard Operating 

Procedures for ECCE with IOL were in the process of being implemented. 

 

2.3.2 Percentage of patients reviewed (post-operative) 

PI 2.3.2 could not be measured during the fieldwork given the lack of available services 

delivery statistics. 
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6.5 STRATEGIC OBJECTIVE # 3. AWARENESS 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

3.1 Social marketing and community outreach 
programmes 

3.1.1 Total number of patients examined (surgery + 
outpatient) 

3.1.2 Existence of community outreach programmes 
3.2 Support of local community organisations 3.2.1 Work arrangements with community 

organisations  
3.2.2 Surveys of community partner satisfaction 

AWARENESS 
 
3. To raise awareness of the benefits 

associated with eye care and to 
understand eye health in the 
community 3.3 Appropriate community eye health planning 

and awareness 
3.3.2 Access to population-based blindness data 
3.3.2 Awareness of barriers to service delivery 

 

 
According to FHF management, “generating and then maintaining awareness of the eye 

care services among the target communities is a core focus of the programme”. Some 

participating hospital Superintendents suggested awareness of eye care services is high 

and would not exist as a problem. There is a belief that “eye care is generally a high 

health priority for people within the catchment areas” (Butterworth Hospital 

Superintendent), and that there are few socioeconomic issues that would influence the 

programme. However, the reality is that awareness levels are largely unknown in most 

regions and hospitals have not actively promoted eye care services. 

 

In fact it is possible that the impact of socioeconomic barriers may be being under-

estimated. Many communities in the Eastern Cape have in the past been prevented from 

involvement in decision making and socioeconomic development. Ms Nxumalo believes 

that “a general malaise exists in all levels and sectors of the community – from the patient, 

to the hospital Superintendent, to the government official. There is a resignation that ‘there 

is no money available so what is the point in trying to offer this service’; that ‘if I access 

the service I’ll be put on a waiting list so what is the point’”. A cultural and service 

paradigm shift is required from the current environment in which people are provided 

services or money and told what to do.  

 

An objective of the ECBPP is to motivate local communities to take ownership of the eye 

care services. Empowering communities to be involved in the provision and management 

of services and marketing and outreach programmes will raise awareness of the services. 

The FHF argues, “a supportive community will assist in the establishment of 

socioeconomic profiles that will form the basis of future plans and strategies, thereby 

synthesising the programme with community needs”. Participating hospitals will embark 

on targeted, well-researched and planned social marketing and outreach campaigns 

involving a range of community organisations. The programme will then better integrate 
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into the community and complement other community health and socioeconomic 

development initiatives. 

 

CSF # 3.1 Social marketing and community outreach programmes 

Social marketing and community outreach programmes will be the primary tools used by 

participating hospitals to obtain the support of local communities. The establishment of 

such community programmes is a core objective of the programme in its initial phase. Ms 

Nxumalo argues, “a fully-functioning eye care unit built around the local community will 

have pronounced indirect benefits. The programme will help build confidence at the local 

level and in all cadres of health care”.  

 

The FHF will employ a community facilitator to train and support the Department of 

Health’s community liaison staff and to establish and implement social marketing and 

community outreach programmes. The community facilitator will have the responsibility of 

providing support to the clinic-based health and nutrition programme through the 

community liaison officers in each of the rural health districts (Fred Hollows Foundation 

2001). The role of the facilitator will be to train and work with community officers in the 

same hospitals in which doctors are being trained, as well as in surrounding health 

districts. The facilitator will train clinical staff in rural clinics to identify people requiring 

cataract surgery, and community representatives in basic health and nutrition. The 

community facilitator will work in health districts in close proximity to the participating 

hospitals. Once training is completed in clinics in the districts surrounding the six 

participating hospitals, the staff of clinics in remote regions will be trained. The expectation 

is that the community facilitator will be absorbed into the Department of Health upon 

completion of the three-year contract.  

 

Performance Indicators 

3.1.1 Total number of patients examined (surgery + outpatients) 

Insufficient data were available to quantify the total number of patients examined in the 

programme at the time the fieldwork was conducted. 

 

3.1.2 Existence of community outreach programmes 

No community outreach programmes had been established prior to the fieldwork, although 

a proposal to establish programmes at all participating hospitals had been developed 

including the employment of a community facilitator. 
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CSF # 3.2 Support of local community organisations 

The effectiveness, long-term success, and sustainability of the eye care services will be 

dependent on their level of integration into local communities. Outreach programmes and 

social marketing strategies will be more effective when supported by community 

organisations. Community members, as representatives of district hospitals (through 

hospital Boards), can directly support hospital management to develop organisational 

capacity. Community ownership may be a mechanism by which the Provincial 

Government can be lobbied if funds are not made available for programme activities. 

Organisations may directly mobilise resources for the programme, and assist in the 

establishment of resource mobilisation strategies. Such organisations will be involved in 

and enhance social marketing and community outreach efforts. 

 

Participating hospital Superintendents consistently pointed to the relevance of such 

organisations in the delivery of eye care services. “It will be necessary to expand outreach 

work in the long-term to ensure patients continue to come to the hospitals” (Rietvlei 

Hospital Superintendent). This may best be achieved “by integrating outreach activities 

with PHC teams” (Butterworth Hospital Superintendent). However, in some participating 

hospitals, “effective PHC depends on the availability of resources, which are presently 

insufficient” (Empilisweni Hospital Superintendent). By “involving the local community in 

service provision, resistance to the government may be generated if sufficient resources 

are not made available” (Midland Hospital Superintendent). 

 

The Frontier Hospital Superintendent believes, “setting up a local committee comprised of 

relevant community representatives is a good way of motivating the community and 

raising awareness”. Other hospital superintendents suggested that local government 

representatives would have an important role to play. According to the Rietvlei Hospital 

Superintendent for instance, “the District Manager will help motivate the community so 

that people and other organisations are aware of the programme”. 

 

Performance Indicators 

3.2.1 Work arrangements with community organisations 

No formal work arrangements had been established with community organisations with 

respect to eye care services at the time the fieldwork was conducted. Such arrangements 

were to be established as part of the community outreach programmes to be managed by 

the community facilitator. 
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3.2.2 Surveys of community partner satisfaction 

In the absence of work arrangements with community partners no surveys of community 

partner satisfaction were undertaken. 

 

CSF # 3.3 Appropriate community eye health planning and awareness 

Understanding the socioeconomic profile of the target population is necessary to 

effectively collaborate with community organisations in the delivery of eye care services. 

The fieldwork suggested though, that ECBPP stakeholders and participants do not have a 

good understanding of the proposed operations of the programme or the socioeconomic 

needs and barriers to access. Participating hospitals may be required to initiate targeted 

community health planning in order to devise appropriate service delivery strategies. 

Access to reliable population-based blindness data and information about barriers to 

service delivery specific to the hospitals’ catchment areas will underpin strategy design. 

 

Performance Indicators 

3.3.1 Access to population-based blindness data 

Surveys of cataract blindness were undertaken by the FHF in districts throughout the 

Eastern Cape during the planning phase of the ECBPP. Participating hospitals therefore 

have access to population-based blindness samples. 

 

3.3.2 Awareness of barriers to service delivery 

Hospital Superintendents and programme management had some understanding of the 

broad barriers to service delivery – including affordability and accessibility – however no 

formal regional-specific profiles had been developed prior to the launch of the programme. 
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6.6 STRATEGIC OBJECTIVE # 4. BUSINESS & MANAGEMENT PROCESSES 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

4.1 Financial stability and sustainability 4.1.1 Management of services within operating budget 
4.1.2 Development of local resource mobilisation 

strategies 
4.1.3 Service revenue contribution (service 

revenue/total expenses) 
4.2 Efficient and competent 

management/leadership 
4.2.1 Analysis of actuals vs budgets 
4.2.2 Rate of business growth (surgeries) 
4.2.3 Self assessment score against Performance 

Indicators 
4.3 Efficient and effective systems and key 

internal processes  
4.3.1 Standardisation of and improvement in 

procedures 
4.3.2 Non conformance reports 

BUSINESS & MANAGEMENT 
PROCESSES 

 
4. To use business and management 

processes that are commensurate 
with long-term sustainability and 
blindness reduction 

4.3 Cost effective clinical care and optimal 
resource utilisation 

4.4.1 Cost per patient 

 

 

The long-term effectiveness and impact of the ECBPP eye care services will be 

dependent on the organisational capacity of the participating hospitals. According to Walt, 

Pavignani, Gilson and Buse (1999), organisational capacity is itself dependent on the 

robustness of existing public administration systems and the capacity of individuals within 

them. In the context of the ECBPP, organisational capacity represents the capability of the 

participating hospitals to carry out defined tasks associated with the delivery of the eye 

care services. The organisational system is sustainable when it has the capacity to initiate 

desired changes, or adapt to changes in demand or environmental conditions whilst 

ensuring resources and desired output (Olsen 1998). Organisational capacity includes 

leadership and management, control, manpower, systems and procedures, technology 

and infrastructure, and values and behaviours. It is consistent with the Business and 

Management Processes CSF within the SMF, and encompasses financial stability, 

efficient and competent management/leadership, efficient and effective systems and key 

internal processes, cost-effective care, and optimal resource utilisation.  

 

Developing organisational capacity of the participating hospitals is a core objective of the 

ECBPP. Hospitals with the capacity to plan and control the direction of their eye care 

activities so that they are consistent with community needs and operational realities will 

not be as vulnerable to changes in the governmental environment. Without sufficient 

capacity the programme will never be sustainable at the hospital level. According to the 

Rietvlei Hospital Superintendent, “it is important to establish the programme at the 

participating hospital level so that changes in the government and its priorities will not 

have substantive repercussions”. Ms Nxumalo believes, “developing organisational 

capacity through appropriate business and management processes is imperative to 



Chapter 6 ♦ SMF Practical Application: ECBPP          203
 

 

enable operational flexibility and to ensure hospitals can absorb the additional services 

efficiently and effectively”.  

 

The research suggested the management and administrative capacity of participating 

hospitals varies considerably. In some hospitals, “there may be administrative and 

management capacity problems initially” (St Elizabeth’s Superintendent). Whereas in 

others, “the overall administrative capacity is quite good” (Rietvlei Hospital 

Superintendent). The capacity of most hospitals is insufficient to adequately assume eye 

care services. This is partly because the programme is new, but also because detailed 

operational planning at the hospital level has not been undertaken to address 

administrative and capacity issues. Technology and information systems are not 

sufficiently developed to allow detailed performance measurement and reporting. 

Management, administrative, and clinical systems and procedures are generally ad hoc, 

informal, and not commensurate with long-term sustainability. The Empilisweni Hospital 

Superintendent notes that, “technology levels are very low and there are only two 

computers in the entire hospital. Management offices were wired four years ago for 

computers which still have not arrived”. Bed space and theatre capacity is insufficient in 

most hospitals. Maintenance and procurement procedures are under-developed and 

some hospitals have no maintenance staff employed. Availability of materials and supplies 

can also be a problem.  

 

The inadequate operating budgets of the participating hospitals are another barrier to 

capacity development. According to the Midland Hospital Superintendent, “hospital 

budgets determined by the Government are grossly inadequate, and absorbing the 

additional costs without additional Government (or other) support is not possible”. Without 

sufficient resources to develop the hospitals’ human resource, management, and 

administrative capacity, the effectiveness of the eye care services will be compromised. 

 

Plans to address the operational issues specific to each participating hospital will be 

established early in the programme. Planning efforts will focus on management and 

administration systems, procurement and maintenance systems, reporting and monitoring 

capabilities, record keeping, and clinical output. With operational planning, management 

training and equipment provision, participating hospitals would have sufficient 

management and administrative capacity to absorb the additional services associated with 

the eye care programme. According to Ms Nxumalo, plans will include the development of 

a performance management system to support programme and hospital management. 
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CSF # 4.1 Financial stability and sustainability 

The financial stability and sustainability of the ECBPP is an overriding concern of the 

stakeholders because the structure of the funding model has not yet been determined. 

The FHF has committed to funding the purchase of capital equipment and the clinical and 

management training in the initial three to five year period. The intention is that eye care 

services will be absorbed into participating hospital budgets in the longer-term. A 

foundation for economic sustainability will be established, as the services become a 

standard component of the public health system. Unfortunately the Government’s level of 

commitment to fund the eye care services was not made clear during the fieldwork. Given 

this uncertainty, consideration has been given to the possible design and implementation 

of alternative strategies to fund eye care services, such as cost recovery through user 

fees. 

 

Further research is required to build understanding of the issues pertinent to economic 

sustainability from which alternative strategies might evolve. Research might conclude 

that implementing a cost recovery model is not required if the hospitals are able to absorb 

the costs of the programme activities in their normal operating budgets. Eye care services 

would then be economically sustainable under the umbrella of public health services. In 

the short-term other options require consideration. Options include private-public 

partnerships, separation of eye care units within hospitals, the establishment of a centre of 

excellence, fee paying at secondary hospitals, and continued aid-based support. Ms 

Nxumalo believes, “it is necessary to conduct a demographic income analysis of the 

catchment area of each participating hospital to enable more appropriate service 

provision”. Assessment of participating hospitals’ eye care services over the first three 

months of the programme would assist in determining how well costs have been absorbed 

in operating budgets. The actual cost of providing cataract surgery could be determined 

and demand patterns revealed. Such data would support the development of a more 

strategic approach to economic sustainability. 

 

The ECBPP’s long-term approach to economic sustainability will be contingent on the 

broader governmental public health finance policies. The South African Government has 

committed to reviewing its policies related to the existing mandatory payment system in 

public sector hospitals, and has considered the possibility of instituting a public insurance 

scheme. Consistency is required between local cost recovery strategies and any new 

policies. 
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Performance Indicators 

4.1.1 Management of services within operating budget 

Concerns were expressed by a number of hospital Superintendents about their ability to 

manage the eye care services within operating budgets. In particular, the Empilisweni 

Hospital Superintendent questioned the possibility given the Provincial Government “does 

not even involve some district hospitals in the development of their own budgets”. It was 

not possible to measure PI 4.1.1 during the fieldwork because insufficient eye care 

services were being provided from which a meaningful analysis could be undertaken. 

 

4.1.2 Development of local resource mobilisation strategies 

There are no immediate or obvious strategies for local resource mobilisation or cost 

recovery from the marketplace. It is unlikely that a model dependent entirely on cross-

subsidisation for cost recovery could be successfully implemented in the Eastern Cape. 

Previous research by the University of Michigan Business School (Bermudez et al 2000) 

suggests that a model contingent upon high surgical volumes and a significant proportion 

of the population being able to pay for services is not appropriate in South Africa. 

Although some people might be willing and able to pay additional costs for eye care, pure 

cost recovery through user fees is not a possibility. Health care insurance is available but 

less than 20% of South Africans are insured. The Eastern Cape in particular is “a very 

poor province, and most people cannot afford to pay for health services” (St Elizabeth’s 

Hospital Superintendent).  

 

Other models of economic sustainability will be investigated. In the first half of 2002 a 

study was to be conducted on Eastern Cape socioeconomic conditions and their 

relevance to cost recovery as part of the ECBPP. The study was to examine options for 

improving cost recovery that can be incorporated into the management training 

programme. Unfortunately the study never eventuated. 
 

4.1.3 Service revenue contribution (service revenue/total expenses) 

PI 4.1.3 would be a suitable measure only if future cost recovery strategies require the 

provision of user fees for services. 

 

CSF # 4.2 Efficient and competent management/leadership 

As discussed throughout this chapter, there are many challenges confronting the ECBPP. 

Efficient and competent management and leadership are required at both the programme 

and participating hospital level to address these challenges. A focused management effort 

is necessary to effectively integrate the eye care services into the hospitals.  



Chapter 6 ♦ SMF Practical Application: ECBPP          206
 

 

 

The management capacity of the hospitals is, with some exceptions, adequate. Most 

hospitals have committed managers, and formal reporting and monitoring systems are 

being developed. Hospital Boards are increasingly being used in the overall management 

of the hospitals. But in some cases, “the hospital Board has not been effective. It is not 

active because members are not motivated” (Empilisweni Hospital Superintendent). In 

others, “the Board, through its members, is an effective mechanism for communicating to 

the local community about what is happening at the hospital” (Butterworth Hospital 

Superintendent). Cost Containment Committees are actively used to review and consider 

costing issues and cost-effectiveness of hospital services. Managers are accepting of the 

direction of the programme and supportive of the need for eye care services. Some 

hospitals however, have a clearly inadequate capacity. As stated earlier, Empilisweni 

Hospital in Sterkspruit for example, does not at present employ a Medical Superintendent 

or Hospital Administrator. 

 
A management training programme will be offered by the ECBPP to help improve the 

management and administrative capacity of the participating hospitals. The training will 

focus on a number of critical areas (Fred Hollows Foundation 2001). These include 

management systems and support to surgery and ophthalmic diagnosis. The training will 

also focus on procurement and payment systems for surgical equipment and materials, 

processes for equipment maintenance, and setting user costs and criteria for free 

treatment. Training will be contracted from service providers with experience in training in 

health management systems. Training will also be conducted for administrative staff from 

district hospitals in surrounding areas.  

 

Performance Indicators 

4.2.1 Analysis of actuals vs budgets 

PI 4.2.1 could not be measured in the absence of service delivery data. 

 

4.2.2 Rate of business growth (surgeries) 

Limited numbers of surgeries had been performed at only one of the six participating 

hospitals at the time of the field research. A number of delays had already been 

encountered and the programme had limited impact in its initial phase. Hence, minimal 

data existed to measure PI 4.2.2. Most Superintendents believe that when the programme 

gains momentum the rate of growth in services would be substantial. There was an 

expectation that demand for services would be high in the short-term given the existence 

of considerable cataract backlogs in the province. When backlogs are reduced there will 
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be a significant challenge in maintaining the level of demand to address the incidence of 

blindness. 

 

4.2.3 Self assessment score against performance indicators 

PI 4.2.3 could not be measured in the absence of service delivery data, but a scorecard 

was developed based on the SMF (Section 7.4.2). 

 

CSF # 4.3 Efficient and effective systems and key internal processes 

The effective provision of eye care services at the participating hospital level is also 

dependent on the efficiency and effectiveness of key internal systems and processes. The 

research revealed that the administrative capacity of the participating hospitals is not 

sufficient to provide effective eye care services. There are a number of administrative 

issues that require consideration and resolution. The St Elizabeth’s Hospital 

Superintendent states that in most of the participating hospitals, “there are severe 

shortages of bed space and theatre capacity to provide eye care services and this may 

pose a problem to the programme”. Most hospitals are operating at full bed capacity. 

Whilst systems and procedures exist for many administrative and clinical functions they 

are rarely documented because hospitals are not technologically advanced and have few 

electronic information systems. Reporting systems are therefore typically very basic. 

 

The general infrastructure of the participating hospitals is limited. This extends to 

equipment available for clinical services. Although an objective of the ECBPP is to provide 

participating hospitals with the necessary equipment for the eye care services, there is 

some risk that the equipment may not be appropriately maintained because staff are not 

appropriately trained. There is also a risk that spare parts may not be available. According 

to the Frontier Hospital Superintendent, “equipment maintenance could be a problem. The 

capacity to perform appropriate equipment maintenance in this hospital is poor. While 

local people need to be appropriately trained in servicing, the availability of maintenance 

staff is likely to be a problem”. The cost and availability of materials and supplies is also 

likely to be an impediment to the effective provision of eye care services. Materials are 

often not available: “the availability of supplies can sometimes be a problem because of 

internal inefficiencies and suppliers” (Butterworth Hospital Superintendent). Procedures 

for procurement require development and implementation: “procurement is presently a 

problem because tenders must be placed for everything which slows lead times” (Rietvlei 

Hospital Superintendent).  
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Performance Indicators 

4.3.1 Standardisation of and improvement in procedures 

Insufficient procedures exist to be standardised. Procedures will be established as part of 

the management training programme. 

 

4.3.2 Non conformance reports 

Non conformance reports to assess the effectiveness of internal systems and procedures 

are not generated at participating hospitals. Appropriate reporting procedures will be 

established as part of the management training programme. 

 

CSF # 4.4 Cost effective clinical care and optimal resource utilisation 

The importance of optimally utilising resources and establishing cost-effective clinical care 

is evident given the likelihood that funding for the eye care services may be scarce. Ms 

Nxumalo believes participating hospitals, “must work towards ensuring the cost per patient 

is reduced both to help convince the Department of Health that eye care services are 

affordable within its budget, and to support the programme’s sustainability in the absence 

of any such governmental support”. 

 

Performance Indicators 

4.4.1 Cost per patient 

PI 4.4.1 cannot yet be measured for eye care services because insufficient data exists. 
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6.7 STRATEGIC OBJECTIVE # 5. PEOPLE 

 

STRATEGIC OBJECTIVE CRITICAL SUCCESS FACTORS PERFORMANCE INDICATORS 

5.1 Competitive benefits package 5.1.1 Remuneration levels competitive with private 
practice 

5.1.2 Existence of career development opportunities 
5.2 Competent and appropriately trained 

workforce 
5.2.1 Approach allowing Continuing Medical 

Education 
5.2.2 Existence of job descriptions/profiles 
5.2.3 Percentage of employees meeting their job 

description/profile 
5.3 Committed and satisfied workforce 5.3.1 Employee attitude surveys 

5.3.2 Employee separation rates 

PEOPLE 
 
5. To be an appropriately trained and 

skilled, motivated, and adaptable 
workforce with an understanding 
of the organisational mission 

5.4 A culture commensurate with and 
promoting of the organisational mission 

 

5.4.1 Employee understanding/awareness of 
organisational mission and strategic priorities 

5.4.2 Employee assessment of overall organisational 
value 

 

 

The FHF maintain that “the risk that hospitals might not be able to attract and 

subsequently retain appropriate medical staff is a principal barrier to the success of the 

programme”. While a key objective of the ECBPP is to employ and train medical staff to 

be placed in the participating hospitals, there are a number of barriers to the achievement 

of this objective. The Rietvlei Hospital Superintendent believes, “the main constraint is 

finding qualified doctors to undertake the surgeries. It is very difficult to recruit people to 

the public sector because they would prefer to earn higher salaries in the private urban 

hospitals”.  

 

Attracting doctors to work in rural district hospitals will require specific strategies to be 

developed. In general South African doctors do not want to work in remote rural areas 

with poor standards of living, few education opportunities, poor infrastructure and 

accommodation, and uncompetitive remunerative opportunities. The Eastern Cape 

Province loses most of its skilled medical personnel to other provinces – this is in addition 

to the accelerated loss to other countries. Many doctors in the public health care system 

are foreign and on short-term contracts. Public hospital doctors are often overworked, 

inexperienced, and do not have access to appropriate equipment. The St Elizabeth’s 

Hospital Superintendent expects that in some hospitals, “a major problem will also be 

sparing nurses as there is a critical shortage at the moment, and the government has not 

allowed the recruitment of nurses for four or five years”. The expected 12-month absence 

for training would significantly add to resource constraints. 

 

FHF research suggests that the attrition rate of doctors and nurses in the Eastern Cape 

has not been investigated (2001), but is believed to be high, especially for younger and 
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recently qualified doctors. The relatively small numbers of clinicians being trained through 

the programme requires that attention be given to retaining their skills in rural hospitals. 

The capacity of the programme to sustain cataract operations in rural areas will be greatly 

reduced if only a small number of doctors are retained in the hospitals in which they are 

placed. The risk is especially high given that doctors will be trained in ophthalmic skills 

that are highly sought after. The risk of nurses leaving or being transferred is lower but is 

also considerable given that they also have marketable skills.  

 

Despite the need for human resource capacity development, strategies for attracting and 

retaining medical staff are not developed for individual hospitals. Ms Nxumalo believes 

that for the ECBPP to succeed, “strategies must be designed to attract and retain local 

South African staff”. Provincial Government support must be sought to fund the 

employment of programme doctors. Training existing doctors in the participating hospitals 

may not be sustainable because many are on short-term contracts. Training local GPs to 

perform cataract one day per week is one option, but circumstances vary significantly 

between hospitals. It would be difficult to send GPs away for training because they have 

their own practices to manage.  

 

As well as considering appropriate incentives to attract doctors it will be necessary to raise 

awareness in the medical community about careers in eye care. Many doctors do not 

have a clear understanding of ophthalmology and eye care, or do not believe they would 

have the skills to be trained in eye care. The Butterworth Hospital Superintendent believes 

that it is important to “raise awareness among local doctors about what ophthalmology is 

and what a career would involve” in order to create demand for medical positions.  

 

There are other problems associated with the human resource capacity of the 

participating hospitals. The risk that human resources will not be appropriately developed 

is also related to the provision of governmental funds. In general, the hospitals are grossly 

understaffed due to government restrictions on filling vacant posts, as demonstrated by 

Table 6.1. Staff are generally overworked, and issues such as high sick leave rates, 

discipline, and maladministration are becoming more common. Many staff have not 

received adequate training, and theft can be a problem. Procedures for human resource 

management, such as the availability of job descriptions and performance appraisal, have 

also not been fully determined. 

 

While infrastructure and systems will be developed in the participating hospitals to 

address these problems, the current lack of medical and support staff available is a critical 
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short-term concern. The St Elizabeth’s Hospital Superintendent states that “despite staff 

shortages the demand for services is increasing rapidly”. The Frontier Hospital 

Superintendent points out that, “bringing more people in for surgery will mean more staff 

are needed to administer the additional workload”.  

 

CSF # 5.1 Competitive benefits package 

There is a significant risk that participating hospitals may not be in a position to offer 

medical staff benefits packages that are competitive with the private industry. Doctors are 

unlikely to be recruited into the public service unless competitive remuneration packages 

are offered. Non-remunerative incentives may therefore need to be considered such as 

performance based top-up allowances written into contracts. Ms Nxumalo believes, 

“career development and other incentives will be important in the overall package and in 

the absence of competitive remunerative benefits”. 

 

Performance Indicators 

5.1.1 Remuneration levels competitive with private practice 

PI 5.1.1 could not be measured during the fieldwork because no programme staff had 

been employed, and nor had remuneration levels been set. 

 

5.1.2 Existence of career development opportunities 

PI 5.1.1 has been included as an additional measure to include the non-remunerative 

benefits of employees’ packages, but cannot yet be qualified. 

 

CSF # 5.2 Competent and appropriately trained workforce 

A key short-term objective of the ECBPP is to provide appropriate clinical, administrative, 

and outreach training to support effective service delivery within each of the participating 

hospitals. Frontier Hospital in Queenstown will be the base from which an ophthalmic 

surgeon with training skills and experience will train doctors from the hospitals. A total of 

12 doctors – two in each hospital – will be trained. The programme will produce six 

qualified doctors each year that can continue cataract diagnosis and surgery in the 

hospitals and the surrounding catchment area. The FHF states, “selected doctors will be 

required to sign a performance agreement to continue to use their skills in cataract 

diagnosis and surgery”. 

 

Two ophthalmic nurses from each hospital will be trained at Edendale Nursing College in 

Pietermaritzburg, receiving a Diploma in Ophthalmologic Nursing Science. Nurses will be 
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drawn from the six hospitals in the programme or from district hospitals in the catchment 

area of the hospitals. The nurses will be provided the specific ophthalmic skills to continue 

and sustain cataract diagnosis and surgery, and subsequently placed back in the area 

from which they were drawn. They will also sign a performance agreement to continue 

using their skills in cataract and ophthalmic diagnosis. 

 

Programme management will aim to recruit competent staff to be trained and employed in 

hospital eye care departments. Most participating hospitals already have a reasonable 

structure to support staff competencies, such as the existence of job descriptions and 

performance appraisal systems. 

 

Performance Indicators 

5.2.1 Approach allowing Continuing Medical Education 

A Continuing Medical Education programme will be implemented to maintain staff 

competencies following the initial clinical training. 

 

5.2.2 Existence of job descriptions/profiles 

All hospital staff have job descriptions which are reviewed during performance reviews. 

New job descriptions will be established for eye care staff. 

 

5.2.3 Percentage of employees meeting their job description/profile 

PI 5.2.3 cannot yet be measured. 

 

CSF # 5.3 Committed and satisfied workforce 

Interviews with staff revealed that satisfaction levels are very low primarily due to high 

workloads resulting from being overworked, and the poor conditions within the hospitals. 

According to the Frontier Hospital Superintendent, “the hospital is a good place to work, 

but morale is low because of staff shortages. However, strategies are being developed to 

counter this problem. Meetings are held regularly to review patient and staff issues and 

staff development and career planning is a focus. The hospital offers reasonable 

flexibility”. The Rietvlei Hospital Superintendent conversely notes, “there are few 

opportunities for advancement at the hospital, and hence it is difficult to build and maintain 

an appropriate culture”.  

 

However, most hospital staff interviewed demonstrated a high level of commitment to 

working in the hospitals. Many felt that their hard work would ultimately be rewarded and 

the situations within the hospitals would improve as more resources become available.  
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Performance Indicators 

5.3.1 Employee attitude surveys 

No data were available to measure PI 5.3.1 during the fieldwork because the programme 

had not yet employed any eye care staff. 

 

5.3.2 Employee separation rates 

Similarly, no data were available to measure PI 5.3.2 during the fieldwork. 

 

CSF # 5.4 Culture commensurate with and promoting of the organisational mission 

Strategies will be implemented to educate ophthalmic staff about the objectives and 

importance of the programme given their critical role in the delivery of the eye care 

services. Developing a common understanding will establish a culture that will help drive 

employee performance, commitment and satisfaction. In this context, Ms Nxumalo 

suggests, “it is important to encourage communication and links between the participating 

hospitals to facilitate a unified approach”.  

 

Performance Indicators 

5.4.1 Employee understanding/awareness of organisational mission & strategic priorities 

No data were available to measure PI 5.3.1 during the fieldwork because the programme 

had not yet employed any eye care staff. 

 

5.4.2 Employee assessment of overall organisational value 

No data are available to measure PI 5.3.1. 

 

6.8 APPLICATION OF THE ECBPP SMF 

Chapter 5 substantiated that it is possible to develop an SMF applicable to, and capable 

of improving the performance of, the first case study, AEH-Theni. To further respond to 

the research objective, case study research was undertaken at a second organisation, the 

Eastern Cape Blindness Prevention Programme. The objective of this phase of the 

research was to examine whether the SMF is applicable to an eye care service delivery 

organisation entirely distinct to the first case study. The points of difference between the 

two organisations are substantial, and include demographic, socioeconomic, political, 

epidemiological, and environmental factors. AEH-Theni is a well established, private 

stand-alone hospital devoted exclusively to eye care service delivery. The ECBPP on the 
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other hand is a newly commenced programme inclusive of six public hospitals with 

minimal capacity to provide eye care services. To further evaluate its applicability, validity 

and effectiveness, an SMF was developed for the ECBPP. 

 

During the fieldwork the SMF was used as basis for conducting a sustainability 

assessment of the ECBPP on behalf of the FHF (Appendix 13: Sustainability Barrier 

Matrix: ECBPP). Utilisation of the SMF in this way substantiated its applicability to the 

programme. An extensive stakeholder consultation process was undertaken to identify 

and devise strategies to manage factors impacting on sustainability. A key SMF Strategic 

Goal encompasses organisational, financial, and operational sustainability. Developing an 

SMF for the ECBPP therefore required identification of the factors impacting on 

sustainability. These factors are the Critical Success Factors. Identifying the programme’s 

CSFs was consistent with identifying key constraints to programme sustainability. A 

preliminary management plan was devised to address, categorise, and explore basic 

options for overcoming these constraints. From this plan a long-term strategic 

management approach for the ECBPP was devised. Applying the SMF assisted in the 

establishment of a ‘checklist’ of operational and strategic priorities required for both the 

programme itself and its participating hospitals.  

 

The process helped to evaluate the applicability of the SMF as an organisational 

development planning tool for the ECBPP. The SMF was used by the FHF to help frame 

the programme by identifying and providing strategies to overcome factors likely to impact 

on sustainability. The relevance of the SMF was confirmed in personal correspondence 

with the ECBPP’s Medical Director, Dr Andrew Boliter (6 June 2004), who was the author 

of the original proposal put to the FHF requesting assistance in establishing a blindness 

prevention programme in the Eastern Cape. Dr Boliter states:  

What followed the original proposal was a prolonged and difficult process of negotiation between 
the FHF and the Eastern Cape Provincial Government which culminated in the launch of a program 
which was quite different from the original idea. I knew at the time that it would be a difficult 
program to implement. The proposal/business plan that had been agreed between the FHF and the 
provincial government was quite weak in the area of addressing the risks to the sustainability of the 
program. The single most useful document that I had when I started was the sustainability report 
which you had prepared. It provided information about the various hospitals that I was working in 
that was invaluable to me as I began to plan how I would tackle the implementation of the 
program. It had been very thoroughly and accurately researched.  Most importantly, the information 
was from a source which was independent from the government and the local FHF employees who 
had been responsible for drawing up the proposal. It gave me an independent point of reference 
that I could use to support changes to the program design. 

 

The development of the SMF uncovered a key issue relating to sustainability. Compared 

to AEH-Theni the ECBPP is disabled by uncertainty about the concept of sustainability. 
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There is almost no way of the programme being successful – even with the SMF – unless 

the allied concepts of community involvement and funding are appropriately addressed. 

There is no real probability of the ECBPP becoming financially sustainable in the sense of 

AEH-Theni through a cost recovery model. Instead, financial sustainability may only be 

possible if eye care services are to be more highly prioritised by the Government, and 

then become a standard component of the public health care system. The SMF is 

therefore relevant because it identifies, and provides management techniques for, the 

other elements required for sustainability. It is applicable because it provides a basic tool 

to empower communities to support the programme through hospital Boards and outreach 

programmes, and to lobby the Provincial Government for resources.    

 

The field research also sought to evaluate whether the SMF would improve performance 

and sustainability if it were implemented in the ECBPP as an ongoing management 

framework. Because the ECBPP has only recently been launched and most participating 

hospitals have yet to commence the provision of eye care services, the programme is not 

operating under any formal management framework. Operating systems, procedures and 

practices are not established and functioning, and so the programme is not even 

operating under an informal framework. However, according to programme participants, 

there is a clear need for a management framework to assist with strategic planning and 

monitoring efforts. In this context the SMF is applicable and its implementation is likely to 

improve performance. The process of establishing and implementing an SMF would 

support a continuous process of organisational development and improvement in a 

structured way. By identifying the programme’s Strategic Objectives, setting goals for 

them, and finding ways to measure progress towards achieving these goals, eye care 

services are more likely to be delivered in an efficient, effective and sustainable way.  

 

Possible Performance Indicators for the ECBPP and its participating hospitals were 

identified as part of the SMF development and application process. The PIs were selected 

to measure the CSFs and with several exceptions are generally consistent with those 

included in the AEH-Theni SMF. As the programme evolves and participating hospitals 

build capacity to deliver eye care services, the SMF will be applicable as a performance 

management tool. 

 

Given the structure of the ECBPP, there are various options for implementation of the 

SMF. It is possible to develop a singular programme management level framework that 

sits above the six participating hospitals and is applicable to their consolidated operations 

and performance, such as that presented below in Figure 6.1: Possible SMF for the 
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ECBPP. This is a possible short-term solution to assist organisational development efforts 

and capacity development. As the programme progresses individual SMFs could be 

developed and implemented in each of the participating hospitals. Individual frameworks 

would be designed with consideration of the specific circumstances of each hospital, and 

with an emphasis on performance management. Each framework may be linked with the 

over-arching programme framework to enable multi-level management and development. 

 

Programme and participating hospital management acceptance and commitment would 

be required to successfully implement and maintain such as system. Involvement of key 

individuals in the design and implementation process would ensure they take ownership of 

the framework, thereby providing a foundation for its long-term effectiveness. 

 

The primary limitations of the research conducted at the ECBPP were that sufficient time 

could not be spent at the participating hospitals to formulate clear and understandable 

strategies, or with Provincial Government representatives to discuss the programme. The 

amount of time devoted to talking with hospital staff was further impeded by their own 

work priorities. In some instances, staff did not attend previously arranged meetings, and 

relevant posts often remain unfilled. Some District Managers and other Government 

representatives similarly were unable to meet because of other priorities. Very few staff 

had a clear appreciation of the participating hospitals’ role in the programme, and hence 

obtaining valid and constructive feedback was complicated. Consequently, the availability 

of relevant documentation and quantitative data were limited in most participating 

hospitals. This general lack of available information was compounded by the provision of 

inconsistent information. Hospital staff often provided different answers to the same 

question, and evidently had remarkably divergent opinions about some issues.  

 

Many of these limitations are likely to be common among eye care service delivery 

organisations operating under similar circumstances. As discussed in Section 3.2, 

Chambers (1983) advocates the use of practical techniques to access information in 

situations where such limitations are prevalent. He argues that when sustained, detailed 

and careful research is not practical, methods which fit resources, problems and needs 

can be devised (pp. 200-201). He states that cost-effective rapid appraisals recognise the 

trade-offs between the cost of information gathering and its quantity, accuracy, relevance, 

timeliness and actual use (p 199). Rapid appraisal techniques have the potential to raise 

awareness of the relevant issues and improve actions to address them (p 200).  

 

Given the limitations associated with time and resource availability, the techniques 
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suggested by Chambers (p 199) were used during the field research. These included 

identifying and learning from key informants, direct observation, guided interviews, and 

systematic observation. Interviews were the primary source of data given the lack of 

documentation and historical performance statistics. The ECBPP SMF was designed so 

that it could address these limitations as effectively as possible by enabling a rapid 

assessment of organisational requirements. A different, streamlined version of the 

conceptual management framework had been developed.  

 

In summary, the process of applying the SMF to ECBPP revealed few changes in the 

conceptual and AEH-Theni framework induced by the emergent ECBPP SMF. There was 

a high level of overall fit between the Strategic Objectives and CSFs. Once again the 

primary changes relate to the proposed PIs, which were modified to reflect the 

differentiated nature of the ECBPP. A greater emphasis was placed on the requirement 

for government support of the programme. The basic structure and implementation 

functionality of the SMF has not changed during the three stages of its development and 

application (conceptual, AEH-Theni, ECBPP). However the ECBPP SMF appears more 

likely to assist in organisational development than performance management efforts in the 

short- to medium-term. The ECBPP SMF was also applied using an action research-

based streamlined approach for rapid assessment of organisational requirements. Finally, 

the application of the ECBPP SMF further substantiated the desirable functional criteria of 

being able to predict the likely outcomes of future scenarios (Chapter 7). 



 

Figure 6.1: Possible SMF for the ECBPP 

STRATEGIC GOALS STRATEGIC OBJECTIVES CRITICAL SUCCESS FACTORS (POSSIBLE) PERFORMANCE INDICATORS 

1.1 To support and be supported by government 1.1.1 Regulations/policies inhibiting or enhancing effectiveness 
1.1.2 Government commitment to fund eye care services 
1.1.3 Government satisfaction with communication and information 

1.2 To support and be supported by national/ international partner 
organisations 

1.2.1 Approach inhibiting or enhancing effectiveness 
1.2.2 FHF satisfaction with communication and information 

GOVERNANCE 
 
1 To be effectively supported and governed 

1.3 Effective corporate governance  1.3.1 Existence of a Board (or equivalent) and appropriate processes 
1.3.2 Existence and understanding of strategic purpose 

2.1 Affordable, accessible and supportive services 
 

2.1.1 Existence of plans to address identified barriers to service delivery 
2.1.2 Existence of patient counselling procedures 

2.2 High customer perception of service 2.2.1 Patient satisfaction surveys 
CUSTOMER 

 
2 To provide high quality, affordable eye care 

services 2.3 High quality clinical care and appropriate post-operative evaluation 2.3.1 Post-operative evaluation results 
2.3.2 Percentage of patient’s reviewed (post-operative) 

3.1 Social marketing and community outreach programmes 3.1.1 Total number of patients examined (surgery + outpatient) 
3.1.2 Existence of community outreach programmes 

3.2 Support of local community organisations 3.2.1 Work arrangements with community organisations  
3.2.2 Surveys of community partner satisfaction 

MAXIMUM REDUCED BLINDNESS 
 

To maximise the reduction of high 
quality blindness given available 

resources 
 
 

AWARENESS 
 
3 To raise awareness of the benefits 

associated with eye care and to understand 
eye health in the community 3.3 Appropriate community eye health planning and awareness 3.3.1 Access to population-based blindness data 

3.3.2 Awareness of barriers to service delivery 
4.1 Financial stability and sustainability 4.1.1 Management of services within operating budget 

4.1.2 Service revenue contribution (service revenue/total expenses) 
4.1.3 Development of local resource mobilisation strategies 

4.2 Efficient and competent management/leadership 4.2.1 Analysis of actuals vs budgets 
4.2.2 Rate of business growth (surgeries) 
4.2.3 Self assessment score against Performance Indicators 

4.3 Efficient and effective systems and key internal processes  4.3.1 Standardisation of and improvement in procedures 
4.3.2 Non conformance reports 

BUSINESS & MANAGEMENT 
PROCESSES 

 
4 To use business and management 

processes that are commensurate with long-
term sustainability and blindness reduction 

4.4 Cost effective clinical care and optimal resource utilisation 4.4.1 Cost per patient 

5.1 Competitive benefits package 5.1.1 Remuneration levels competitive with private practice 
5.1.2 Existence of career development opportunities 

5.2 Competent and appropriately trained workforce 5.2.1 Approach allowing Continuing Medical Education 
5.2.2 Existence of job descriptions/profiles 
5.2.3 Percentage of employees meeting their job description/profile 

5.3 Committed and satisfied workforce 5.3.1 Employee attitude surveys 
5.3.2 Employee separation rates 

SUSTAINABILITY 
 

To enable organisational, financial, and 
operational sustainability 

 

PEOPLE 
 
5 To be an appropriately trained and skilled, 

motivated, and adaptable workforce with an 
understanding of the organisational mission 

5.4 A culture commensurate with and promoting of the organisational 
mission 

 

5.4.1 Employee understanding/awareness of organisational mission and 
strategic priorities 

5.4.2 Employee assessment of overall organisational value 
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6.9 CONCLUSION 

The purpose of this chapter was to extend the research conducted during the 

development of the conceptual management framework and the first case study. 

Specifically, the chapter sought to apply and then evaluate the applicability of the SMF for 

an eye care service delivery organisation entirely distinct to AEH-Theni, thereby further 

responding to the primary research objective. 

 

The key consideration in the development of the ECBPP SMF related to the fundamental 

contrasts between the ECBPP and AEH-Theni as discussed throughout the chapter. 

There are a number of distinctions between their operating environments, level of 

development and operating structures. Whereas AEH-Theni is operating as a discrete 

organisational entity, the operating structure of the ECBPP is more complex. The ECBPP 

is a collaboration between government, non-government, and public health service 

delivery organisations. Its structure is more characteristic of a developmental programme. 

 

These contrasts affected the development of the ECBPP SMF because the conceptual 

management framework – from which the ECBPP SMF evolved – was largely built around 

the systems, procedures, and practices of AEH-Theni. The applicability of the structure 

and content of the conceptual framework was reviewed on a continual basis during the 

development of the ECBPP SMF. 

 

The process resulted in the development of an SMF for the ECBPP with clear Strategic 

Objectives and Critical Success Factors, and potential Performance Indicators. However, 

unlike AEH-Theni, the ECBPP had yet to commence operations and so the SOs and 

CSFs were identified with less certainty. They were necessarily based on as yet 

undefined, probable practices and not actual cause and effect relationships. 

 

Despite contrasts in the case study organisations and the framework development 

process, an SMF with practical applicability was developed for the ECBPP. The process 

revealed a number of additional functional benefits. A detailed assessment of factors likely 

to impact on sustainability of the programme was undertaken as the principal means by 

which data were collected for the SMF. The assessment afforded programme participants, 

staff and stakeholders with a better understanding of the challenges confronting the 

programme. It identified areas of strengths and weakness and the critical factors 

necessary for success. The assessment allowed broad conclusions to be drawn about the 

programme and formed the basis of a strategic management plan for the ECBPP which 

outlined broad operational priorities. The plan was adopted and is currently being used by 
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members of programme management. The SMF was therefore proven to be applicable to 

the ECBPP as a planning tool for organisational development. With the commencement of 

programme activities it also has the potential to be extended as a performance 

management tool. 

 

Finally, the application process revealed an area in which the framework could be 

improved to provide further functionality. Because the ECBPP is such a new programme 

almost no objective documented performance or operational data existed to analyse and 

form the basis of the SMF. Information gathered from the stakeholder consultation 

process was used instead. Such data are however inherently subjective and sometimes 

inconclusive. It is based on perceptions of existing situations and projections of what 

might happen in the future. While the SMF is designed specifically to provide more 

certainty to the planning process – which itself is inherently imprecise – its effectiveness 

may be more limited in the absence of conclusive data.  

 

The situation raises a valid question: is it possible to apply the SMF more explicitly to 

provide even more certainty to the planning process? A more rigid process might enable 

organisations to better predict likely outcomes of future scenarios. Increased certainty in 

the planning for future scenarios would benefit organisations such as the ECBPP which 

have limited access to historical, conclusive data. It might enable ECBPP management to 

better understand the likely outcomes on the programme, for example, of Government 

commitment to funding eye care services in the short-term. Further response to the 

question is provided in the following chapter. 

 



 

CHAPTER 7 

 

SCENARIO ANALYSES 

 

 

 

7.1 INTRODUCTION 

Chapters 5 and 6 established that eye care service delivery organisations in developing 

countries typically operate in uncertain political, socioeconomic, demographic and 

geographic environments. The availability of human and financial resources is an ongoing 

challenge for these organisations. They are confronted with significant areas of 

uncertainty but have limited strategic planning expertise to counteract this uncertainty. 

The literature review revealed there are few tools designed specifically to assist managers 

of eye care service delivery organisations plan more strategically. Towards the end of 

Chapter 6 the point was made that although the SMF is designed to provide more 

certainty to the planning process, it may be possible to extend the framework to more 

explicitly predict likely outcomes of future scenarios. Being able to perform such scenario 

analyses may assist eye care organisations to better address areas of uncertainty and 

thereby strategically plan more rigorously. 

 

Scenario analyses extend the two core functions of the SMF by examining the possible 

impact of changes in key variables – Critical Success Factors. A scenario analysis could, 

for example, examine the impact on an organisation of a change in government policy, or 

of a setback to the local economy. Being able to qualify and subsequently quantify the 

impact of such scenarios might provide considerable benefits to an organisation and 

would certainly enhance planning efforts. 

 

The fundamental objective of this chapter is to develop a scenario analysis function for the 

SMF, thereby expanding the research’s direct contribution to the body of knowledge. Its 

purpose is to then evaluate the potential value of the scenario analysis model to eye care 

service delivery organisations and to identify areas in which the model might be further 

and more robustly refined in the future.  

 

A number of scenario analysis models have been adopted in contemporary business 

practice, but they are not designed for eye care service delivery organisations operating in 
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developing countries. The scenario analysis function of the SMF is however based on 

their key requirements, and with further development may potentially be readily 

implemented and maintained as an extension of the SMF. 

 

The development of the scenario analyses model is outlined Sections 7.2 and 7.3. A 

number of scenarios for each of the two case studies are evaluated using the model and 

then discussed in Section 7.4. The analyses are based on the case study research of 

AEH-Theni and the ECBPP, and represent actual scenarios faced by these organisations. 

The analyses are briefly compared in Section 7.5, and the chapter concludes with several 

suggestions for further development of the model.  

 

The chapter does not seek to present an entirely robust and flawless framework and then 

analyse the impact of scenarios to draw definitive conclusions. It presents an argument 

supported by both empirical findings and complex scenario analysis, that contemporary 

business models can be applied in eye care in developing countries. It then seeks to 

initiate the preliminary development of a scenario analysis approach. 

 

7.2 METHODOLOGY FOR SCENARIO ANALYSIS 

A scenario analysis presents alternative images of an organisation’s future and can be a 

powerful tool for improving strategic and operational performance, particularly for 

sustainability-oriented development organisations. Scenario analysis has been discussed 

by a number of researchers. According to Döll, Hauschild and Fuhr (2001, p 1), scenario 

analyses combine diverse quantitative and qualitative knowledge, and provide the results 

of an integrated analysis in a transparent and understandable manner. Maack (2001, p 

81) suggests scenarios can be useful for organisations operating in environments in which 

long-term thinking and flexibility are needed by bringing insight to the potential futures in 

which they will operate. Depending on the particular analysis framework, scenarios will 

assist in the identification of what an organisation will need to do to succeed in each 

possible future, and what needs to be done to make that success possible. Bood and 

Postma (n.d., p 2) believe scenario analyses present several different but feasible future 

states of an organisation’s environment, unlike trend projecting which provides only one 

forecast. Scenario analyses can therefore spur innovative solutions by identifying and 

addressing the dynamic sequence of interacting events, conditions and changes that are 

necessary to reach a particular state. 

 

The case study research outlined in Chapters 5 and 6 suggested that both AEH-Theni and 
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the ECBPP would benefit from being able to better predict the impact of scenarios. AEH-

Theni is operating in an uncertain and fluctuating environment and the ECBPP is in its 

early planning stage. Both require a better understanding of how possible future events 

may effect their operations. Empirical research was conducted to extend the capability of 

the SMF to include scenario analysis. Various models for analysing scenarios were 

reviewed to guide the development. Bood and Postma (n.d., p 5) suggest that many of the 

existing models follow a formal, generic methodology for developing and analysing 

scenarios. A similar methodology was followed in the construction of the scenario analysis 

function of the SMF as demonstrated in Figure 7.1: Methodology for Scenario Analysis. 

 
Figure 7.1: Methodology for Scenario Analysis 

Step 1 Identify the problem and demarcation of its context 

Step 2 Describe the current situation of the organisation  

Step 3 Development of a numerical model for quantification of scenarios  

Step 4 Generate qualitative scenarios 

Step 5 Analysis, evaluation and interpretation of scenarios 

Step 6 Comparison of scenarios 
 
Source: Adapted from Bood and Postma (n.d.) and Döll et al 2001 

 

The process commenced with the identification of the problem and demarcation of its 

context. According to Bood and Postma (n.d., p 5): 

A scenario process starts with identification of a focal issue or decision which constitutes a real 
problem to the management. 

The identification would include assumptions about the causes of the problem (Döll et al 

2001, p 2). The research outlined in Chapters 5 and 6 revealed a number of issues 

confronting the two case study organisations. Developing an SMF for the two 

organisations enabled their current situation to be examined as a starting point for the 

scenario analyses. A numerical model was then developed through an explicit process in 

which assumptions about the organisational driving forces were made to provide the 

foundation for the scenario analysis (Section 7.3). A number of qualitative scenarios were 

then devised analysed, evaluated, interpreted, and compared (Sections 7.4 and 7.5).  

 

7.3 NUMERICAL MODEL 

Effective scenario analyses rely on the assumption that it is possible to improve decision 

making by considering alternative possible outcomes and their implications. Scenario 

analyses examine the possible impact of changes in key variables and hence focus 
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attention on causal processes and crucial decision points. In doing so, according to Bood 

and Postma (n.d., p 3), they highlight fundamental uncertainties surrounding the strategic 

decisions organisations are required to make. It is necessary therefore to understand in 

detail the Critical Success Factors – which are the principal organisational drivers and 

outcomes – and how they may be impacted by particular events. 

 

A numerical model based on the nature and strength of the interrelationships between the 

organisational CSFs was established to quantify the impact of scenarios. This type of 

analysis required the model to be able to explicitly determine the circumstance of an 

organisation both before and after an event. The process of developing the model, 

exhibited at Figure 7.2: Methodology for Numerical Model Development, is discussed in 

this section. The process firstly involved determining a quantitative ‘score’ for the 

organisation – the Pre Scenario Score (Section 7.3.1) – and then a Post Scenario Score 

(Section 7.3.2) incorporating different types of impacts. Various tools were utilised in the 

development process, which resulted in an explicit numerical model capable of quantifying 

the outcomes of scenarios30. 

 
Figure 7.2: Methodology for Numerical Model Development 

Step 1 Determine pre scenario scores for CSFs 

 Development of Assessment Matrix 

 Development of Performance Scorecard 

Step 2 Determine post scenario scores for CSFs 

 Calculate direct impact of scenario 

 Calculate indirect impact of scenario 
- Determine nature of relationship between CSFs – driver or outcome (development 

of Interrelationship Digraph) 
- Determine strength of relationship between CSFs 
- Development of CSF Relationship Matrix 

 Development of post scenario score calculation formula 

Step 3 Determine weighted scores 

 

 

 

 

 

                                                           
30 It must be emphasised that the numerical model presented here is in its initial stage of development. The 
analysis below, however, suggests the importance of further research for refinement and testing of the model. 
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7.3.1 Pre Scenario Scores 

An organisational scorecard – the SMF Scorecard – from which situational qualitative and 

quantitative data could be presented in a consistent format, was developed to determine 

the Pre Scenario Score for each CSF. Scorecards with these characteristics have been 

employed elsewhere. For example, the Australian Business Excellence Framework 

discussed in Chapter 3 uses a system of relative scores to plot improvement trends over 

time and track operational and organisational progress (Australian Quality Council 2001a). 

Because of its ability to score and weight both qualitative and quantitative aspects of an 

organisation uniformly, the ABEF was used as the basis of the SMF Scorecard.  
 

A simplified framework based on the ABEF, the Assessment Matrix exhibited at Figure 

7.3: Assessment Matrix, was developed as the basis of the scoring mechanism. The 

Matrix allows the measurement of an organisation’s performance at the CSF level, taking 

into account available qualitative and quantitative aspects of performance. It attributes a 

score of between 0 and 4 for each CSF based on three dimensions. The first dimension 

incorporates the degree of importance the organisation places on the CSF. This reveals 

the extent to which an organisation comprehends the nature and importance of CSFs, and 

can be an indicator of the intention to develop appropriate strategies and processes. The 

second dimension incorporates the results of the CSF as measured by available PIs. The 

actual qualitative or quantitative result is a measure of the extent to which CSFs are being 

achieved. With sufficient data, organisations may be able to benchmark PIs or undertake 

historical performance assessments. Some element of subjectivity is required to assign a 

score when insufficient PI data are available. The third dimension incorporates the extent 

to which processes have been developed to support the improvement of the CSF. This 

represents the capacity and intent of the organisation to deliver operational improvements.  

 

The process for calculating the overall organisational score is to firstly assign score to 

each CSF by assessing them according to the three dimensions. For example, a CSF 

might score 2 (Importance of CSF), 3 (Results of CSF), and 2 (Improvement of supporting 

processes), to give a combined score of 7. The process is repeated for each CSF and 

recorded on the SMF Scorecard. An overall organisational score can be calculated as an 

indicator of the organisation’s current position. To illustrate the process using an actual 

example, the Scorecard developed for AEH-Theni in 2001/02 is presented in Figure 7.4: 

Example of an SMF Scorecard. 
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Figure 7.3: Assessment Matrix 

A B C

Score Importance of CSF Results of the CSF (Measured by 
Performance Indicators)

Improvement of Supporting 
Processes

1

2

3

4

CSF is recognised as a core objective 
and is formally supported

Measurement indicates PIs are 
commensurate with expectations

Process and deployment are subject 
to regular review and there is 

evidence that improvements are being 
implemented

CSF has become a core objective and 
is totally integrated into normal 

operations and planning

Measurement indicates PIs are 
exceeding expectations

There are formal mechanisms for 
regular review and improvement of 

processes and deployment

Importance of CSF  is recognised but 
with minimal supporting activities

Some measures are in place to  
assess the effectiveness of achieving 

the intent of the CSF

Processes and deployment are 
subject to ad hoc review

CSF is recognised as a desirable 
objective and is supported informally

Measurements are in place and there 
are positive trends in some areas

Processes and deployment are 
subject to ad hoc review and evidence 

exists that improvements are being 
implemented

No evidence that CSF has been 
considered0 CSF not measured No improvement activities are in place

 
 

The SMF Scorecard is a conceptual indicator of an organisation’s relative performance 

and capacity. The Scorecard permits actual data to be presented in an appropriate 

structure for a range of applications including measurement against benchmarks and 

previous results or targets, and scenario and comparative organisational analyses 

(Section 7.4). It exceeds one-dimensional measurement processes by conveying how well 

an organisation might perform given its overall capability. By developing an SMF 

Scorecard it is possible to examine the current situation of an organisation at various 

levels. Organisations such as AEH-Theni with access to detailed performance data may 

utilise the PI level of the framework for a valid representation of actual performance. If 

insufficient PI data are available – in new organisations such at the ECBPP – it is possible 

establish a CSFs level Scorecard.  

 

In each situation, the type of data generated and the assessment of the organisational 

situation would differ. So a framework that would provide consistent and explicit data for 

analysis was required. By incorporating both qualitative and quantitative data and 

presenting the data in a consistent format, both comparative and predictive analyses of 

organisations at varying levels of development can be conducted. For the purpose of 

undertaking scenario analyses, AEH-Theni’s organisational score for 2001/02 of 148 

becomes the Pre Scenario Score. 
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Figure 7.4: Example of an SMF Scorecard 
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1.1 To support and be supported by Government 3 3 2 8
1.2 To support and be supported by national/international partner organisations 3 3 4 10
1.3 Effective corporate governance 3 3 3 9
2.1 Affordable and accessible services 3 3 2 8
2.2 High customer perception of service 3 1 2 6
2.3 High quality clinical eye care and post-operative evaluation 3 1 2 6
3.1 Social marketing and community outreach programmes 4 3 3 10
3.2 Support of local community organisations 4 3 4 11
3.3 Appropriate community eye health planning and aw areness 3 3 3 9
4.1 Financial stability and sustainability 4 3 3 10
4.2 Eff icient and competent management/leadership 3 3 3 9
4.3 Eff icient and effective systems and key internal processes 3 2 2 7
4.4 Cost effective clinical care and optimal resource utilisation 3 2 2 7
5.1 Competitive benefits package 3 3 3 9
5.2 Competent and appropriately trained w orkforce 4 2 2 8
5.3 Committed and satisfied w orkforce 4 3 3 10
5.4 A culture commensurate w ith and promoting of the organisational mission 4 4 3 11

Total 148

2001/2002 Scorecard

 
 

7.3.2 Historical Analysis 

To illustrate the potential to undertake retrospective analyses, the SMF Scorecard 

methodology described above was adopted for AEH-Theni using historical data from the 

1995/96 income year. The Scorecard, exhibited at Figure 7.5: AEH-Theni Scorecard 

1995/96, is based on available quantitative documentation obtained during the field 

research and interviews with AEH-Theni management. By comparing the 1995/96 

Scorecard with the 2001/02 Scorecard it is possible to identify areas in which the 

organisation has developed over the period. 
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Figure 7.5: AEH-Theni Scorecard 1995/96 
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1.1 To support and be supported by Government 2 1 2 5
1.2 To support and be supported by national/international partner organisations 3 2 3 8
1.3 Effective corporate governance 3 3 2 8
2.1 Affordable and accessible services 3 2 2 7
2.2 High customer perception of service 3 1 1 5
2.3 High quality clinical eye care and post-operative evaluation 2 1 2 5
3.1 Social marketing and community outreach programmes 4 3 3 10
3.2 Support of local community organisations 4 3 3 10
3.3 Appropriate community eye health planning and aw areness 3 2 2 7
4.1 Financial stability and sustainability 4 3 3 10
4.2 Eff icient and competent management/leadership 3 3 3 9
4.3 Eff icient and effective systems and key internal processes 3 2 2 7
4.4 Cost effective clinical care and optimal resource utilisation 3 2 2 7
5.1 Competitive benefits package 3 3 3 9
5.2 Competent and appropriately trained w orkforce 3 2 2 7
5.3 Committed and satisf ied w orkforce 3 3 3 9
5.4 A culture commensurate w ith and promoting of the organisational mission 3 3 3 9

Total 132

1995/1996 Scorecard

 
 

7.3.3 Post Scenario Scores 

Assigning scores to specific CSFs using the SMF Scorecard provides the opportunity to 

compare performance over time and against other organisations. However, to extend this 

capability to analyse scenarios requires more complex development of the analysis 

framework. To predict the impact of a scenario, comparison between the organisation’s 

circumstances before and after the event is necessary. A quantitative analysis is possible 

if the Pre Scenario Score generated from the SMF Scorecard can be compared with a 

Post Scenario Score in a consistent format. The juxtaposition is a scenario analysis. To 

enable this level of analysis, the numerical model was extended to include the capability 

to predict Post Scenario Scores at the CSF level. Core components of the model are 

based on a driver-outcome interrelationship identification process outlined in Brassard and 

Ritter (1994, p 76-83). 

 

Because CSFs are necessarily interrelated components of the management system, a 

particular event will have multiple levels of impact on an organisation depending on the 

nature of the interrelationships. An event may directly impact a CSF, which may also be 

indirectly impacted by other related CSFs. The emergence of a new health problem, for 
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example, may impact on the level of demand for eye services and the financial stability of 

the organisation as less income is generated. CSF 4.1 Financial stability and sustainability 

would be directly impacted. The scenario may also prompt local partner organisations to 

withdraw support of social marketing and outreach activities in favour of the new health 

problem. CSF 3.2 Social marketing and community outreach programmes would be 

directly impacted. When partner organisations fund social marketing programmes 

operating resources are freed and financial stability increases. CSF 4.1 is therefore (in 

part) an outcome of CSF 3.2 – in the numerical model there is an indirect impact on CSF 

4.1 through the direct impact on CSF 3.2. 

 

Two separate but interdependent capabilities were built into the numerical model: the 

capability to measure the Direct Scenario Impact Score, and the capability to measure the 

Indirect Scenario Impact Score. The development of these capabilities, and the tools that 

underpin them, are discussed below. 

 

Direct Scenario Impact Score 

To forecast the Direct Scenario Impact Score we start with the Pre Scenario Score for 

each CSF – from the SMF Scorecard at Figure 7.4. The probable effects of a scenario, 

such as the impact on AEH-Theni of the World Bank withdrawing funding (examined in 

detail in Section 7.4.1), are firstly qualitatively considered and documented. A quantitative 

Scenario Impact value of ±1, ±3 or ±931 is assigned to each CSF as a factor of 2032. It is 

then possible to obtain the Direct Scenario Impact Score, which is the predicted CSF 

score after the event. The process of assigning the Scenario Impact value necessarily 

intertwines qualitative and quantitative analysis as demonstrated in the various tables in 

Section 7.4.  

 

An equation integrating these variables can be devised, with the Direct Scenario Impact 

Score represented as Ds; the Pre Scenario Score represented as Pr; and the Scenario 

Impact represented as Si. The equation appears as:  

 

                                                           
31 Where 1 is weak, 3 is medium, and 9 is strong – as adopted in Brassard and Ritter (1994, p 76-83). The 
weights attributed to the Scenario Impact are arbitrary and subject to further modelling and review. Future 
development of the numerical model might evaluate the impact of adopting alternative weights, such as 1,2,3 
and 4, or 2,4,8 and 16. The specific weight attributed to a Scenario Impact (1,3 or 9 in the current version of 
the model) is ascertained on a purely subjective and qualitative basis, with consideration given to the expected 
nature and extent of the specific impact. This is based on current understanding of the specific organisation in 
question, and the nature of the relevant Critical Success Factors. Future development of the numerical model 
might incorporate a more refined and objective approach to ascertaining Scenario Impact weights. 
32 The impacted score is included as a factor of 20 as a measure of relative consistency. This is an arbitrary 
factor which was determined empirically to give results based on ‘common-sense’ expectations. Although the 
factor of 20 provides sensible results, it is of course subject to further refinement. 
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Ds = Pr + (Pr(Si/20))  

 

The following example illustrates: 

 
Assumptions: 
CSF 1.1 = To support and be supported by the government 

Pre Scenario Score for CSF 1.1 = 8 

Scenario: World Bank withdrawing funding from AEH-Theni 

The Scenario Impact on CSF 1.1 = –3  

 

Direct Scenario Impact Score:  
= Pre Scenario Score + (Pre Scenario Score * Scenario Impact/20) 

= 8 + (8*(-3/20)) 

= 6.80 

 

 

Indirect Scenario Impact Score 

The Direct Scenario Impact Score methodology is purely linear and takes into account 

only the direct impact of the scenario on the dependent CSF. It does not subsume the 

various relationships between the interrelated CSFs. As discussed above, when a 

particular scenario impacts a CSF its score will change. This process becomes a sub-

scenario and will cause additional indirect impacts on the CSFs that it influences. In the 

above example in which CSF 1.1 To support and be supported by government is reduced 

(from 8 to 6.80), any CSFs that are in part driven by or are an effect of CSF 1.1 are also 

likely to be negatively impacted. These could be defined as the indirect impacts of a 

scenario. To account for the entire range of direct and indirect consequences the model 

was extended to encompass these interrelationships. Several tools were established to 

underpin the model and the development approach. 

 

The first tool was designed to interpret with greater clarity the nature of the CSFs. A 

systematic approach based on the Interrelationship Digraph (ID) methodology (Brassard 

and Ritter 1994, p 76-83) was employed to graphically represent the specific nature, 

direction, and strength of relationships between CSFs. Identifying, analysing, and 

classifying the ‘cause’ and ‘effect’ relationships that exist between the CSFs enabled the 

delineation of the pivotal organisational drivers and outcomes. Using the ID methodology 

– as demonstrated in Figure 7.6: Example of an Interrelationship Digraph – ‘cause’/‘effect’ 

(driver/outcome) relationships were classified between CSFs. Identification was achieved 

by considering whether a ‘cause’/’effect’ relationship exists between each CSF, and if it 
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does which direction the ‘cause’ is strongest. An outgoing arrow in Figure 7.6 indicates 

that the CSF is the stronger ‘cause’. The process maps the direction of the ‘cause’/‘effect’ 

relationships. The CSFs with more ‘cause’ than ‘effect’ relationships were classed as 

drivers and those with more ‘effect’ relationships were classed as outcomes. In the 

example in Figure 7.6, CSF 1.1 has 6 driver relationships and 1 outcome relationship. The 

process of determining whether CSFs are drivers or outcomes was inherently subjective. 
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Figure 7.6: Example of an Interrelationship Digraph 

 
Source: Adapted from Brassard and Ritter (1994, p 76-83) 

 

 

 

 

 

CSF 1.1
To support and be 

supported by 
government

Driver = 6 Outcome = 1

CSF 5.1
Competitive benefits 

package

Driver = 2 Outcome = 4

CSF 1.2
To support and be 

supported by 
International partner 

organisations

Driver = 6 Outcome = 2
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A matrix was established at Figure 7.8: Critical Success Factor Relationship Matrix, as the 

tabular representation of the ID process. The strength of each CSF relationship was then 

subjectively assigned a value of 1 (weak), 3 (medium), or 9 (strong) – the Strength 

Factor33. Figure 7.7: ID-Matrix Conversion displays the conversion using the same 

example used in the Interrelationship Digraph, in which CSF 1.1 has 6 driver relationships 

(vertical up arrows) and 1 outcome relationship (horizontal side arrows). In the example, 

the sum of CSF 1.1’s relationships is 21 (7 relationships each with a Strength Factor of 3), 

which could form the basis of a weighting system. By enumerating the sum of the Strength 

Factors for each CSF it was possible to identify the CSFs that have the strongest effect on 

the greatest number of relationships. The cells that have been shaded in the matrix 

represent the reverse of the non-shaded cells. The completed process becomes the 

Critical Success Factor Relationship Matrix. 

 
Figure 7.7 ID-Matrix Conversion 

1.1 1.2 1.3 2.1 2.2 2.3 3.1 3.2 3.3 4.1 4.2 4.3 4.4 5.1 5.2 5.3 5.4 Driver Outcome Total

1.1 3 3 3 3 3 3 3 6 1 21

1.2 3 3 1 1 3 3 1 3 6 2 18  
 

An alternative example of CSF relationship determination is as follows. 

 
Critical Success Factors  
1.1 To support and be supported by the government 

1.2 To support and be supported by national/international partner organisations 

 

Relationship 
Partner organisations are more likely to support a service delivery organisation that is 

operating in an environment enhanced by government support, and so CSF 1.1 is the driver 

and CSF 1.2 the outcome. 

The relationship is not strong, but sufficient to be assigned a Strength Factor of 3. 

The matrix cells would appear as follows: 

 

 

 

 

 

 

 

The SMF for the two case studies includes 17 CSFs. The analysis determined that 8 are 
                                                           
33 Consistent with the Scenario Impact value designation, which is subject to further refinement and modelling. 

1.1 1.2

1.1 3

1.2 3
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organisational drivers, and 8 are outcomes. The remaining CSF, 4.4 Cost-effective clinical 

care and optimal resource utilisation, is considered both a driver and an outcome. Further 

analysis could be conducted to better understand the implications of this examination. For 

example, the analysis verifies the need for strong management and governance, 

competent and committed staff, and efficient and effective systems and procedures to 

drive organisational performance and achieve Strategic Goals and Objectives. It suggests 

efforts may best be focused on undertaking social marketing and community outreach 

programmes to raise awareness and increase accessibility. This outcome mix will 

enhance organisational efforts to become economically stable and sustainable. 

 

 

 



 

 

Figure 7.8: Critical Success Factor Relationship Matrix 

1.1 1.2 1.3 2.1 2.2 2.3 3.1 3.2 3.3 4.1 4.2 4.3 4.4 5.1 5.2 5.3 5.4 Driver Outcome Total

1.1 3 3 3 3 3 3 3 6 1 21

1.2 3 3 1 1 3 3 1 3 6 2 18

1.3 3 3 3 3 3 3 3 3 9 9 3 3 3 3 3 3 16 0 60

2.1 3 3 9 1 9 9 9 9 9 9 9 3 3 3 4 11 88

2.2 3 9 9 3 1 1 9 3 3 3 9 3 1 1 12 57

2.3 3 1 9 9 1 3 9 9 9 1 1 3 8 55

3.1 3 3 9 3 9 9 9 9 9 3 9 1 9 9 4 10 94

3.2 3 1 3 9 1 9 3 3 9 1 3 1 3 5 8 49

3.3 3 1 3 9 1 1 9 3 3 9 1 1 1 1 6 8 46

4.1 3 3 9 9 9 3 9 3 3 9 9 9 1 3 1 1 0 16 84

4.2 3 9 9 3 9 9 9 9 9 9 9 1 9 9 9 13 2 115

4.3 1 3 9 3 9 3 1 9 9 9 3 8 4 59

4.4 3 9 3 9 1 1 9 9 9 9 1 6 6 63

5.1 3 1 1 3 9 9 2 4 26

5.2 3 3 3 9 9 9 1 3 1 3 9 9 9 3 62

5.3 3 3 3 1 9 1 1 1 9 1 9 9 7 5 50

5.4 3 3 1 1 9 3 1 9 6 2 30  
Strength Factor = 1,3, or 9 (consistent with the Scenario Impact methodology, where 1 is weak, 3 is medium, and 9 is strong) 
The vertical (up) arrow is a cause or driver and the horizontal (side) arrow is an effect or outcome 
 

Source: Adapted from Brassard and Ritter (1994, p 76-83) 
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A spreadsheet was then developed based on the Matrix – displayed at Figure 7.9: 

Numerical Model Spreadsheet. Driver/outcome relationships were examined, and where a 

particular CSF was an outcome of another CSF, as defined in the Critical Success Factor 

Relationship Matrix, the Scenario Impact of the Driver CSF was attributed a score of ±1, 

±3 or ±9 as discussed above. The following formula was devised to calculate the Indirect 

Scenario Impact Score (Is), where the Scenario Impact of the Driver CSF is represented 

by Di, and the Strength Factor is represented by R:  

 

Is = (Di/10)(R/10) 

 

The following example illustrates the formula: 

 
Assumptions: 
CSF 1.1 = To support and be supported by the government 

CSF 1.3 = Effective corporate governance 

CSF 1.1 is an outcome of CSF 1.3  

Strength Factor = 3 

Scenario: World Bank withdrawing funding on CSF 1.3 

Scenario Impact of Driver CSF = –1  

 

Indirect Scenario Impact Score34: 
= (Scenario Impact of Driver CSF/10) * (Strength Factor/10) 

= (-1/10)*(3/10) 

= -0.1*0.3 

= -0.03 

 

 

This process was repeated for each outcome resultant relationship as demonstrated in 

Figure 7.935. 

 

Post Scenario Score Calculation Formula 

The Post Scenario Score for each CSF, represented by Po, was formulated using the 

Numerical Model Spreadsheet. The Post Scenario Score for a specific CSF equates to its 

Direct Scenario Impact Score and the sum of the Indirect Scenario Impact scores, 

                                                           
34 Both the scenario impact of driver and the relationship strength are included as factors of 10 as a measure 
of relative consistency. This is an arbitrary factor which was determined empirically to give results based on 
‘common-sense’ expectations. Although the factor of 10 provides sensible results, it is of course subject to 
further refinement. 
35 This is adapted from the Critical Success Factor Relationship Matrix (Figure 7.8). The cause relationship 
cells have been removed, leaving only the effect resultant relationship formulas to avoid double counting. 
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represented by the following formula: 

 

Po = (Pr + (Pr(Si/20))) + (sum(Di/10)(R/10)) 

  

The following example illustrates: 

 
Assumptions: 
CSF 1.1 = To support and be supported by the government 

Pre Scenario Score for CSF 1.1 = 8  

Scenario: World Bank withdrawing funding on CSF 1.3 

Scenario Impact of Driver CSF = –3 

 

Post Scenario Score: 
= Direct Scenario Impact + Indirect Scenario Impact 

= (Pre Scenario Score + (Pre Scenario Score * Scenario Impact/20)) + (sum(Indirect 

Scenario Impact Score)) 

= 8 + (8*-3/20) + sum(-0.03) 

= 6.77 

 

 

The process was repeated for each CSF. The sum of the CSF Post Scenario Scores 

provides the overall organisational Post Scenario Score. It is possible using this numerical 

model to quantify the impact of scenarios for analytical and comparative purposes as 

discussed in Sections 7.4 and 7.5. 

 



 

 

Figure 7.9: Numerical Model Spreadsheet 

 

CSF Pre 
Scenario 

Direct 
Impact

1.1 1.2 1.3 2.1 2.2 2.3 3.1 3.2 3.3 4.1 4.2 4.3 4.4 5.1 5.2 5.3 5.4 Post 
Scenario 

1.1 8 -3 -0.03 6.77
1.2 10 -1 -0.09 -0.03 9.38
1.3 9 -1 8.55
2.1 8 -9 -0.09 -0.03 -0.27 0.00 -0.09 -0.27 0.09 -0.27 -0.03 -0.03 0.00 3.41
2.2 6 -3 -0.03 -0.81 -0.09 -0.09 0.00 -0.01 -0.09 0.03 -0.09 -0.09 -0.03 0.00 3.80
2.3 6 -1 -0.03 -0.09 -0.01 -0.27 0.09 -0.09 -0.01 0.00 5.29
3.1 10 -3 -0.09 -0.03 -0.09 0.00 -0.09 -0.27 0.03 -0.01 -0.09 0.00 7.86
3.2 11 0 -0.09 -0.01 -0.03 -0.27 -0.03 -0.03 -0.01 0.00 10.53
3.3 9 -1 -0.09 -0.01 -0.03 0.00 -0.27 0.01 -0.01 -0.01 8.14
4.1 10 -3 -0.09 -0.03 -0.09 -0.81 -0.27 -0.03 -0.27 0.00 -0.03 -0.27 0.09 -0.27 -0.01 -0.03 -0.01 0.00 6.38
4.2 9 -3 -0.03 -0.09 7.53
4.3 7 1 -0.01 -0.03 -0.27 -0.09 6.95
4.4 7 -3 -0.03 -0.81 -0.27 -0.01 -0.27 0.09 4.65
5.1 9 -1 -0.03 -0.03 0.03 -0.27 8.25
5.2 8 -1 -0.03 -0.03 -0.09 7.45
5.3 10 -1 -0.03 -0.27 -0.03 -0.09 -0.09 8.99
5.4 11 0 -0.03 -0.27 10.70

Where for CSF 5.3, Post Scenario Score
= Direct Impact + Indirect Impact
= Post Scenario Score + (Post Scenario Score(Direct Scenario Impact/20)) + sum(Scenario Impact of Driver CSF/10 * Strength Factor/10)
= (10 + (10(-1/20)) + ((-0.03)+(-0.27)+(-0.03)+(-0.09)+(-0.09))
= 8.99

Indirect Scenario Impact
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7.4 EVALUATION OF SCENARIOS 

This section examines in detail the scenarios devised for each of the two case studies 

using the numerical model presented in Section 7.3 and the qualitative assessment 

process referred to in brief in the same section. The purpose is to display the framework 

as a working model by developing and evaluating the scenario analysis capability. The 

discussion does not attempt to offer definitive conclusions about the implications of each 

scenario on the case study organisations. 

 

Three scenarios were devised for each case study organisation using principles discussed 

by Döll et al (2001, p 3). They suggest that writing down in narrative form alternative 

images of the future or storylines can generate qualitative scenarios. Each scenario 

represents a valid possible future environment or change. The scenarios for the AEH-

Theni were developed in conjunction with Ravilla Thulasiraj, Aravind Executive Director, 

specifically for this research. Scenarios with probable negative impacts were selected 

because AEH-Theni is in a strong position and might benefit from being able to plan for 

adverse events. The scenarios for the ECBPP were identified during the FHF consultancy 

as key issues requiring consideration. Scenarios with probable positive impacts have 

been selected because the ECBPP is a new programme faced with significant challenges 

and might benefit from being able to plan for favourable events. The six scenarios are: 

 

Aravind Eye Hospital – Theni 

 Scenario 1: The impact of withdrawing the World Bank subsidy for cataract surgery 

 Scenario 2: The impact of the partial independence of AEH-Theni from the Aravind 

group 

 Scenario 3: The short-term impact of set backs to the local economy, such as a failed 

monsoon, on the uptake of elective procedures and payment 

 

Eastern Cape Blindness Prevention Programme 

 Scenario 1: The impact of the Government committing to funding the programme over 

the first two years 

 Scenario 2: The impact of recruiting sufficiently capable medical staff to undertake 

required workload and high quality surgeries 

 Scenario 3: The impact of participating hospitals being provided with sufficient 

management, governance and community support 

 

The scenario evaluation involved the combination of two processes – a subjective 

qualitative investigation and a quantitative analysis using the numerical model. The 
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qualitative process involved performing a subjective assessment of the probable impact of 

scenarios on each CSF. The nature and extent of the impact was firstly considered. The 

implications were documented and a ±1, ±3, or ±9 Scenario Impact value was assigned to 

each CSF using the approach described in Section 7.3.3 (refer also the ‘Impact’ column in 

the qualitative analysis tables in this section). The Scenario Impact scores were then 

inputted into the Numerical Model Spreadsheet (Figure 7.9) to form part of the quantitative 

analysis (refer also the ‘Scenario Impact’ column in the quantitative analysis figures in this 

section). Adopting this process resulted in the derivation of a Post Scenario Score for 

each CSF and the organisation as a whole, as discussed in detail in Section 7.3.3. This 

section discusses and compares the qualitative and quantitative results of the six 

scenarios. 

 

7.4.1 Aravind Eye Hospital – Theni 

AEH-Theni is an established and successful eye care organisation with well developed 

management, administrative, and financial capacity. It has enjoyed a number of years of 

growth, both in service output and overall capacity. The Strategic Goals and Objectives 

are clearly being achieved. During the field research however, Aravind management 

pointed to a number of issues that may impact the organisation in the future and 

acknowledged the need to be able to appropriately plan for particular adverse events. 

 

Prior to undertaking the scenario analyses for AEH-Theni, an SMF Scorecard was 

developed based on actual data and field research for the 2001/02 year. The Scorecard is 

presented below in Figure 7.10: AEH-Theni Scorecard for 2001/02. The overall 

organisational score for 2001/02 is 148. Because AEH-Theni is performing strongly and is 

a capable organisation as discussed in Chapter 5, a score of 148 could be assumed to be 

relatively high. Even though there are a number of ways in which AEH-Theni could 

improve its operations and performance, the organisation is probably more advanced than 

many other similar eye care service delivery organisations. 
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Figure 7.10: AEH-Theni Scorecard for 2001/02 

 

Having devised the Pre Scenario Score, the scenario analysis methodology was 

subsequently employed for three scenarios, which are discussed below.  
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1.1 To support and be supported by Government 3 3 2 8
1.2 To support and be supported by national/international partner organisations 3 3 4 10
1.3 Effective corporate governance 3 3 3 9 27
2.1 Affordable and accessible services 3 3 2 8
2.2 High customer perception of service 3 1 2 6
2.3 High quality clinical eye care and post-operative evaluation 3 1 2 6 20
3.1 Social marketing and community outreach programmes 4 3 3 10
3.2 Support of local community organisations 4 3 4 11
3.3 Appropriate community eye health planning and aw areness 3 3 3 9 30
4.1 Financial stability and sustainability 4 3 3 10
4.2 Eff icient and competent management/leadership 3 3 3 9
4.3 Eff icient and effective systems and key internal processes 3 2 2 7
4.4 Cost effective clinical care and optimal resource utilisation 3 2 2 7 33
5.1 Competitive benefits package 3 3 3 9
5.2 Competent and appropriately trained w orkforce 4 2 2 8
5.3 Committed and satisf ied w orkforce 4 3 3 10
5.4 A culture commensurate w ith and promoting of the organisational mission 4 4 3 11 38

Total 148

2001/2002 Scorecard
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AEH-Theni Scenario 1 

Scenario 1 examines the impact of the withdrawal of the World Bank subsidy for cataract 

surgery. Although hypothetical at the time fieldwork was conducted, this scenario is now a 

reality; World Bank funding came to an end in mid-200236. The qualitative analysis in 

Table 7.1: AEH-Theni Qualitative Analysis: Scenario 1 reveals a number of possible direct 

implications at the CSF level associated with the withdrawal of the subsidy.  

 

According to the analysis, the governance objective may be affected particularly at the 

government support level. The Government would no longer be required to administer 

World Bank funds and so its support of eye care at a broad level may diminish as priorities 

shift away from direct service delivery. The efforts of the District Government in mobilising 

resources and community participation may also decrease. The customer objective may 

be most adversely affected as the organisation is forced to charge more patients for 

surgery. Higher prices would create an additional barrier to surgery, which may impact 

demand for services and financial stability and sustainability. Although the organisation 

may need to cut costs as a result of financial deficits, increased expenditure on social 

marketing and community outreach may be required to offset the price increase. 

Additional pressures on management and staff may lead to indirect problems such as 

patient and staff dissatisfaction, stress, and workplace effectiveness. 

 

A probable outcome of the scenario is that AEH-Theni would be required to revise its 

operating model and perhaps revert to the approach under which it operated prior to the 

World Bank scheme. AEH-Theni is sufficiently advanced to be able to address the 

pertinent issues associated with this scenario, but strategies would be required in the 

areas of demand, financial stability, awareness, and governance. 

 

The quantitative analysis examines more precisely the effect of the scenario because it 

also measures the indirect impact of the driver-outcome relationships as discussed in 

Section 7.3.3. The post scenario SMF Scorecard encompassing the quantitative analysis 

is presented in Figure 7.11: AEH-Theni Quantitative Analysis: Scenario 1. The overall 
                                                           
36 This scenario was devised prior to information being available about the impact of the World Bank funding 
ceasing. In personal correspondence with the Executive Director of the Aravind Eye Hospital, R Thulasiraj (13 
May 2003), the following was suggested: “The ending of the World Bank funding has not in itself had much of 
an impact on the Theni hospital. This is because the Government of India in principle has agreed to step up its 
own budgetary allocation to match the level as it was with the World Bank funding. As of now the schemes 
used during the World Bank project are continuing. However, the Government of India has made some 
structural changes by establishing State level blindness control societies and withdrawing the support for the 
full time person at the district level (District Blindness Control Society Programme Management) heading the 
activities at the district level. This is being given as an additional responsibility to one of the existing 
Government functionaries. At Theni the impact has been felt more due to the later change which saw the 
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impact is a Post Scenario Score of 124.63, which is a net effect of –23.37 from the Pre 

Scenario Score of 148. The CSFs most clearly impacted include 2.1 Affordable and 

accessible services, 2.2 High customer perception of service, 4.1 Financial stability and 

sustainability, and 4.4 Cost-effective clinical care and optimal utilisation of resources. 

Compensatory strategies might usefully focus on addressing these CSFs. Figure 7.12: 

AEH-Theni Sensitivity Analysis: Scenario 1 depicts the difference between Pre Scenario 

and Post Scenario CSF scores resulting from the withdrawal of World Bank subsidies.  

 

 

                                                                                                                                                                                
departure of the District Programme Manager, who in our case was highly effective in supporting outreach 
activities.” 
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Table 7.1: AEH-Theni Qualitative Analysis: Scenario 1 

CRITICAL SUCCESS 
FACTORS 

IMPLICATIONS IMPACT 

To support and be supported by 
government 

 District Government role to administer World bank funds may be withdrawn  
 District Government involvement in mobilising community participation may 

diminish 
 Broad policies may shift away from eye care to other health disorders 

-3 

To support and be supported by 
national/ international partner 
organisations 

 Partner support may be destabalised despite the probable need for 
additional resources  -1 

Effective corporate governance   Board may be required to address subsidy withdrawal and possible lack of 
government and partner support 

 Increased dependence on Board in governance may create additional 
pressures 

-1 

Affordable, accessible and 
supportive services 
 

 AEH-Theni may be forced to charge patients for IOLs, thereby increasing 
the total cost of cataract surgery 

 Higher cost of surgery would impact affordability for many target patients 
and thereby become a barrier to the uptake of services 

-9 

High customer perception of 
service 

 Higher cost may lead to dissatisfaction and a lower overall perception of the 
service provided 

 AEH-Theni may be forced to rationalise costs in order to maintain level of 
demand, which in turn may impact the level of service provided and 
subsequently the customer perception of the service provided 

-3 

High quality clinical care and 
appropriate post-operative 
evaluation 

 Greater fiscal pressure may jeopardise efforts to provide high quality clinical 
care and appropriate post-operative evaluation 

 Patient dissatisfaction may cause demand to decrease 
-1 

Social marketing and community 
outreach programmes 

 Total number of patients may decrease without the availability of free IOLs 
 Social marketing efforts may increase to counteract the demand issues 

-3 

Support of local community 
organisations 

 Reliance on community organisations may increase in response to the 
decreased demand for services and the need to increase social marketing 
and community outreach 

0 

Appropriate community eye 
health planning and awareness 

 AEH-Theni will need to devise strategies to overcome the barrier to uptake 
relate to affordability -1 

Financial stability and 
sustainability 

 Withdrawal of Grant in Aid may decrease total operating surplus 
 Ability to recover costs will diminish and service revenue contribution may 

decrease  
 However, total expenditure may also decrease as less patients access 

services 

-3 

Efficient and competent 
management/ leadership 

 Greater demands on management to address funding and demand issues 
 Rate of business growth is likely to substantially fall 
 Efficiency of management may decline  

-3 

Efficient and effective systems 
and key internal processes  

 Less demand for services may allow more time to be spent on developing 
and standardising systems and procedures 1 

Cost-effective clinical care and 
optimal resource utilisation 

 Decrease in revenues may impact cost-effectiveness if fixed costs remain 
the same 

 The cost per patient will increase with less economies of scale 
 Prices may then rise and AEH-Theni may be forced to cut costs 

-3 

Competitive benefits package  Cost cutting may include total staff remuneration, which may impact the 
ability to attract and retain appropriate staff -1 

Competent and appropriately 
trained workforce 

 AEH-Theni may be forced to hire less experienced and competent staff 
 Training initiatives may be cancelled as costs are cut 
 Competency of the workforce may decline 

-1 

Committed and satisfied 
workforce 

 Cost cutting and other work pressures may cause dissatisfaction among 
staff -1 

A culture commensurate with 
and promoting of the 
organisational mission 

 No tangible change 
0 
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Figure 7.11: AEH-Theni Quantitative Analysis: Scenario 1 
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1.2 To support and be supported by national/international partner organisations 10 0 9.97
1.3 Effective corporate governance 9 27.00 0 9.00 26.57
2.1 Affordable and accessible services 8 -3 6.05
2.2 High customer perception of service 6 0 5.42
2.3 High quality clinical eye care and post-operative evaluation 6 20.00 -1 5.40 16.87
3.1 Social marketing and community outreach programmes 10 -3 8.02
3.2 Support of local community organisations 11 -1 10.14
3.3 Appropriate community eye health planning and aw areness 9 30.00 0 8.67 26.83
4.1 Financial stability and sustainability 10 -3 7.51
4.2 Efficient and competent management/leadership 9 -3 7.65
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4.4 Cost effective clinical care and optimal resource utilisation 7 33.00 -1 5.84 27.73
5.1 Competitive benefits package 9 0 8.88
5.2 Competent and appropriately trained w orkforce 8 0 7.91
5.3 Committed and satisfied w orkforce 10 0 9.72
5.4 A culture commensurate w ith and promoting of the organisational mission 11 38.00 0 10.73 37.24

Total 148 135.24
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Figure 7.12: AEH-Theni Sensitivity Analysis: Scenario 1 
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AEH-Theni Scenario 2 

Scenario 2 examines the impact of AEH-Theni’s partial independence from the Aravind 

group. Discussions with Aravind group management suggested that AEH-Theni might in 

the medium-term assume a greater level of independence from the group. For example, 

AEH-Theni might assume the responsibility for a number of key operational processes, 

including higher-level financial and human resource management, strategic decision 

making and planning, equipment procurement, and the purchasing of supplies.  

 

The short-term impact of AEH-Theni taking on these responsibilities is likely to be 

substantial. For example, the corporate governance function may be less effective until 

Board members are appointed and are actively contributing to corporate governance. The 

additional cost associated with managing the human resource and financial functions 

would be restrictive, and may reduce operating surpluses and financial sustainability. The 

organisation would almost certainly benefit from a slow transition in which new 

responsibilities are assumed in planned stages to develop its capacity. Table 7.2: AEH-

Theni Qualitative Analysis: Scenario 2 summarises the possible implications of the 

scenario. 

 

The quantitative analysis is presented in Figure 7.13: AEH-Theni Quantitative Analysis: 

Scenario 2. The overall impact is a Post Scenario Score of 124.84, which is a net effect of 

–23.16. The CSFs most adversely affected include 4.1 Financial stability and 

sustainability, 1.3 Effective corporate governance, 2.1 Affordable and accessible services, 

and 4.2 Efficient and competent management/leadership. Figure 7.14: AEH-Theni 

Sensitivity Analysis: Scenario 2 depicts the difference between Pre Scenario and Post 

Scenario CSF scores. 
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Table 7.2: AEH-Theni Qualitative Analysis: Scenario 2 

CRITICAL SUCCESS 
FACTORS 

IMPLICATIONS IMPACT 

To support and be supported by 
government 

 No tangible change in the short-term 0 

To support and be supported by 
national/ international partner 
organisations 

 AEH-Theni may be required to re-establish links with partner organisations 
or establish new partners 

 Short-term effect may therefore be less direct support 
-1 

Effective corporate governance   Unless existing mechanisms provided by the Aravind group are maintained, 
AEH-Theni may have not be as effectively governed at the corporate level  

 The organisation may need to establish its own Board or Management 
Committee  

-9 

Affordable, accessible and 
supportive services 

 Increased operating costs associated with additional responsibilities may 
have an indirect short-term negative impact on the ability to offer affordable 
services 

 The organisation may be forced to increase prices 

-3 

High customer perception of 
service 

 Increased operating costs, human resource pressures, and diminished 
affordability and accessibility may have a negative impact on the overall 
customer perception of service  

-1 

High quality clinical care and 
appropriate post-operative 
evaluation 

 Increased operating costs and human resource pressures may impact on 
the ability to provide a high quality clinical service and post-operative 
evaluation in the short-term 

-1 

Social marketing and community 
outreach programmes 

 Increased operating costs may force AEH-Theni to reduce costs associated 
with social marketing and community outreach programmes  -1 

Support of local community 
organisations 

 No tangible change 0 

Appropriate community eye 
health planning and awareness 

 No tangible change 0 

Financial stability and 
sustainability 

 The organisation may initially struggle to manage the human resource and 
financial functions 

 Operating costs associated with the additional responsibilities may increase 
 Financial stability and sustainability may be impacted as operating 

surpluses decrease and overheads increase 

-3 

Efficient and competent 
management/leadership 

 Managers may be forced to accept greater responsibility as human 
resource functions – including HR management, procurement, and planning 
– are transferred from the Aravind group 

 Additional pressures may impact the efficiency of management  

-3 

Efficient and effective systems 
and key internal processes  

 Internal systems and processes may be required to be redeveloped to 
address new management requirements 

 Short-term inefficiencies may result 
-1 

Cost-effective clinical care and 
optimal resource utilisation 

 Increased operating costs may jeopardise economics of scale and cost-
effectiveness in the short-term -1 

Competitive benefits package  Increased operating costs may jeopardise the ability to offer competitive 
remuneration packages in the short-term -1 

Competent and appropriately 
trained workforce 

 Increased operating costs may lead to training programmes being deferred 
in the short-term 

 Increased work pressures may diminish staff competencies  
-1 

Committed and satisfied 
workforce 

 Increased work and financial pressures may impact staff commitment and 
satisfaction -1 

A culture commensurate with 
and promoting of the 
organisational mission 

 No tangible change 
0 
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Figure 7.13: AEH-Theni Quantitative Analysis: Scenario 2 

 

 
Figure 7.14: AEH-Theni Sensitivity Analysis: Scenario 2 
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1.3 Effective corporate governance 9 27.00 -9 4.95 21.91
2.1 Affordable and accessible services 8 -3 5.93
2.2 High customer perception of service 6 -1 4.77
2.3 High quality clinical eye care and post-operative evaluation 6 20.00 -1 4.94 15.64
3.1 Social marketing and community outreach programmes 10 -1 8.74
3.2 Support of local community organisations 11 0 10.40
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5.1 Competitive benefits package 9 -1 8.13
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AEH-Theni Scenario 3 

The third scenario for AEH-Theni examines the short-term impact of setbacks to the local 

economy on the uptake for elective procedures and payment. Table 7.3: AEH-Theni 

Qualitative Analysis: Scenario 3 summarises the possible impact of the scenario at the 

CSF level. Such a setback in the case of AEH-Theni might include a failed monsoon, or 

increased unemployment or poverty. Because affordability and accessibility are two of the 

key aspects related to the provision of eye care services, the adverse effects of such 

socioeconomic setbacks are most likely to directly and immediately affect the Customer 

and Awareness Strategic Objectives. Assuming the financial capacity of elective patients 

to pay for eye care services and transport is reduced, AEH-Theni would be less able to 

recover costs from service income. Eye care is likely to decrease as a health priority in 

favour of basic health care or poverty relief, both for the patient and community 

organisations responsible for social marketing activities.  

 

The quantitative analysis is presented in Figure 7.15: AEH-Theni Quantitative Analysis: 

Scenario 3 and the sensitivity analysis in Figure 7.16: Sensitivity Analysis: AEH-Theni 

Scenario 3. The overall impact is a Post Scenario Score of 135.24, which is a net effect of 

–12.76. Consistent with the qualitative analysis, the CSFs most adversely affected include 

2.1 Affordable and accessible services, 4.1 Financial stability and sustainability, and 3.1 

Social marketing and community outreach programmes.  
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Table 7.3: AEH-Theni Qualitative Analysis: Scenario 3 

CRITICAL SUCCESS 
FACTORS 

IMPLICATIONS IMPACT 

To support and be supported by 
government 

 Government priorities may shift from blindness to issues associated with 
the setback to the local economy 

 Government involvement in the delivery of eye care services may decrease 
-1 

To support and be supported by 
national/ international partner 
organisations 

 No tangible change 
0 

Effective corporate governance   No tangible change 0 
Affordable, accessible and 
supportive services 
 

 The ability of patients to pay for elective eye care treatment may diminish 
with less disposable income resulting from failed crops etc.  

 Fewer people would seek eye care services, particularly in Theni which is 
an agriculturally-dependent rural region with high levels of poverty 

 However, the overall financial impact may not be significant as a high 
proportion of the indigent patients already receive treatment at no or low 
cost 

-3 

High customer perception of 
service 

 There may be implications associated with fewer patients seeking the 
services and therefore less income being received 

 However, the decreased patient load may make the patients’ experience at 
the hospital more comfortable 

 No tangible overall change 

0 

High quality clinical care and 
appropriate post-operative 
evaluation 

 Patients may not be in a position to afford travel to the hospital for post-
operative evaluation -1 

Social marketing and community 
outreach programmes 

 Social marketing efforts may be less effective as the target population shift 
priorities away from elective health care services 

 The organisation may be required to assume greater responsibility (and 
cost) in social marketing and community outreach efforts as community 
organisations shift focus  

-3 

Support of local community 
organisations 

 Local community organisations may withdraw some level of support in 
favour of other community initiatives -1 

Appropriate community eye 
health planning and awareness 

 No tangible change 0 

Financial stability and 
sustainability 

 Fewer patients seeking services may cause service revenue to decrease 
and jeopardise financial stability and sustainability in the short-term 

 However, the current level of operating surpluses may minimise the impact 
unless the setback has long-term implications 

-3 

Efficient and competent 
management/leadership 

 Increased pressure on management to counter issues associated with less 
patients and service revenues -3 

Efficient and effective systems 
and key internal processes  

 No tangible change 0 

Cost-effective clinical care and 
optimal resource utilisation 

 Fewer patients may diminish economies and scale and cost-effectiveness -1 

Competitive benefits package  No tangible change 0 
Competent and appropriately 
trained workforce 

 No tangible change 0 

Committed and satisfied 
workforce 

 No tangible change 0 

A culture commensurate with 
and promoting of the 
organisational mission 

 No tangible change 
0 
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Figure 7.15: AEH-Theni Quantitative Analysis: Scenario 3 

 

 
Figure 7.16: AEH-Theni Sensitivity Analysis: Scenario 3 
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2.2 High customer perception of service 6 0 5.42
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3.2 Support of local community organisations 11 -1 10.14
3.3 Appropriate community eye health planning and aw areness 9 30.00 0 8.67 26.83
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7.4.2 The Eastern Cape Blindness Prevention Programme 

The ability to predict the impact of particular scenarios may have significant benefits for a 

new organisation or programme such as the ECBPP. For example, it may be possible, 

using scenario analyses, to identify specific areas of weakness that need to be addressed. 

Alternatively, the potential impact of scenarios likely to advance organisational 

effectiveness can be examined to forecast operational implications and devise appropriate 

strategies or to perhaps lobby governments or NGOs for additional resources. To predict 

the likely impact of three positive scenarios on the ECBPP, an SMF Scorecard was 

developed using the same process described above. The process was complicated given 

the lack of available performance data and operational focus. In determining the Pre 

Scenario Score for specific CSFs, the importance of the CSF could be estimated but no 

data existed to assess the results of the CSF or the improvement of supporting processes. 

Nonetheless, a Scorecard – Figure 7.17: ECBPP Scorecard for 2001/02 – was devised for 

the purpose of the scenario analyses. The Pre Scenario Score for 2001/02 is 94, which is 

reflective of the start-up nature of the programme. That is, historical data are not yet 

available for analysis, and a number of key operational processes have not yet been 

sufficiently established.  

 
Figure 7.17: ECBPP Scorecard for 2001/02 
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1.1 To support and be supported by Government 2 0 1 3
1.2 To support and be supported by national/international partner organisations 4 2 3 9
1.3 Effective corporate governance 2 1 2 5 17
2.1 Affordable and accessible services 2 1 2 5
2.2 High customer perception of service 2 1 1 4
2.3 High quality clinical eye care and post-operative evaluation 2 1 2 5 14
3.1 Social marketing and community outreach programmes 2 2 2 6
3.2 Support of local community organisations 3 2 2 7
3.3 Appropriate community eye health planning and aw areness 3 2 2 7 20
4.1 Financial stability and sustainability 1 1 1 3
4.2 Eff icient and competent management/leadership 3 1 2 6
4.3 Eff icient and effective systems and key internal processes 2 0 1 3
4.4 Cost effective clinical care and optimal resource utilisation 2 2 2 6 18
5.1 Competitive benefits package 2 2 2 6
5.2 Competent and appropriately trained w orkforce 3 2 2 7
5.3 Committed and satisf ied w orkforce 2 2 2 6
5.4 A culture commensurate w ith and promoting of the organisational mission 2 2 2 6 25

Total 94

2001/2002 Scorecard
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ECBPP Scenario 1 

The first scenario examines the possible impact of appropriate government financial 

support of the programme activities in its first two years. The scenario is summarised in 

Table 7.4: ECBPP Qualitative Analysis: Scenario 1. The discussion in Chapter 6 indicates 

the ECBPP is unlikely to operate sustainably without sufficient government support of the 

participating hospitals. With short-term financial support though, the programme may be 

effectively implemented.  

 

The qualitative analysis reveals significant benefits across the entire programme. For 

example, the availability of resources would enable the employment of sufficient clinical 

and management staff. Appropriate operational strategies could be devised and 

implemented that are appropriate for participating hospitals, and equipment and supplies 

might be made available in sufficient quantities. Resources would be available for social 

marketing and community outreach programmes to motivate community organisations 

and raise awareness among the target population. 

 

The quantitative scenario analysis presented in Figure 7.18: ECBPP Quantitative 

Scenario 1 and Figure 7.19: ECBPP Sensitivity Analysis: Scenario 1 demonstrates the 

comprehensive impact of short-term government support. The analysis reveals an 

increase in the Pre Scenario Score from 94 to a Post Scenario Score of 125.48, which is a 

net impact of 31.48. Improvements can be identified in all of the CSFs, with 4.1 Financial 

stability and sustainability, and 2.1 Affordable and accessible services clearly increasing 

the most. 
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Table 7.4: ECBPP Qualitative Analysis: Scenario 1 

CRITICAL SUCCESS 
FACTORS 

IMPLICATIONS IMPACT 

To support and be supported by 
government 

 With sufficient short-term support the programme will be in a position to 
commence and participating hospitals will have resources to provide 
services 

9 

To support and be supported by 
national/ international partner 
organisations 

 Government support may significantly increase the effectiveness of the 
activities undertaken by the FHF 

 The FHF may be able to concentrate on addressing issues other than 
funding, such as devising strategies to ensure the programme is effectively 
managed in the short-term  

1 

Effective corporate governance   The programme and its participating hospitals will be better placed to 
establish effective corporate governance mechanisms 3 

Affordable, accessible and 
supportive services 

 With short-term financial support, participating hospitals may be in a 
position to establish means to provide accessible services to the target 
population 

 Participating hospitals may be able to offer services at no cost to the target 
population 

9 

High customer perception of 
service 

 The existence of affordable and accessible services is likely to significantly 
increase the customer perception of the service in the short-term 3 

High quality clinical care and 
appropriate post-operative 
evaluation 

 Financial support may will assist participating hospitals to attract competent 
clinical staff to provide high quality clinical services 

 Appropriate post-operative evaluation procedures could be established  
3 

Social marketing and community 
outreach programmes 

 Appropriate social marketing and community outreach programmes and 
activities could be established with partner support 3 

Support of local community 
organisations 

 Local community organisations could be motivated to be involved in the 
planning and management of social marketing and community outreach 
programmes as well as lobbying the government for longer-term financial 
support  

3 

Appropriate community eye 
health planning and awareness 

 With greater presence in the community, more relevant data could be 
collected to underpin future eye health planning 1 

Financial stability and 
sustainability 

 The eye care services at participating hospitals may become financially 
stable and sustainable as part of the public health service 9 

Efficient and competent 
management/leadership 

 Competent managers may be recruited 3 

Efficient and effective systems 
and key internal processes  

 The administrative capacity of the participating hospitals may be stimulated 
with sufficient financial support 

 With competent management, efficient and effective systems and key 
internal processes could be established and implemented 

3 

Cost-effective clinical care and 
optimal resource utilisation 

 With increased capacity, competent staff, and sufficient demand, 
participating hospitals may be in a position to generate economies of scale 
and hence increase cost-effectiveness 

 The establishment of appropriate internal procedures may enable the 
optimal utilisation of resources 

1 

Competitive benefits package  Financial support may enable participating hospitals to offer competitive 
benefits packages 3 

Competent and appropriately 
trained workforce 

 Financial support and the establishment of efficient eye care services may 
attract competent staff to be employed 

 Participating hospitals may be able to offer appropriate training packages 
3 

Committed and satisfied 
workforce 

 Being able to offer competitive benefits packages and professional 
development opportunities may assist in the development of a committed 
and satisfied workforce 

3 

A culture commensurate with 
and promoting of the 
organisational mission 

 The impact of government support may assist in the establishment of an 
appropriate culture 3 
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Figure 7.18: ECBPP Quantitative Analysis: Scenario 1 

 

 
Figure 7.19: ECBPP Scenario Analysis: Scenario 1 
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1.1 To support and be supported by Government 3 9 4.44
1.2 To support and be supported by national/international partner organisations 9 1 9.81
1.3 Effective corporate governance 5 17 3 5.75 20.00
2.1 Affordable and accessible services 5 9 9.14
2.2 High customer perception of service 4 3 6.50
2.3 High quality clinical eye care and post-operative evaluation 5 14 3 6.81 22.45
3.1 Social marketing and community outreach programmes 6 3 8.82
3.2 Support of local community organisations 7 3 8.91
3.3 Appropriate community eye health planning and aw areness 7 20 1 8.17 25.90
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ECBPP Scenario 2 

The second scenario also examines a critical issue for the ECBPP – the impact of being 

able to recruit sufficiently capable clinical staff to undertake the required workload and 

provide high clinical quality surgeries. Table 7.5: ECBPP Qualitative Analysis: Scenario 2 

summarises the possible qualitative impact on the ECBPP’s CSFs. With the employment 

of appropriate clinical staff, high clinical quality eye care services are likely to be provided 

at the participating hospital level. This may have the effect of generating demand and 

reducing backlogs in the short-term. Another benefit may be government and local 

community support of the programme as eye care services are gradually embedded in the 

community and complement other socioeconomic development and health programmes.  

 

Figure 7.20: ECBPP Quantitative Analysis: Scenario 2 displays the results of the 

quantitative scenario analysis and Figure 7.21: ECBPP Sensitivity Analysis: Scenario 2 

the sensitivity analysis. According to the analysis, the recruitment of appropriate clinical 

staff would result in a Post Scenario Score of 117.04, which is a net effect of 23.04. The 

CSF 5.2 Competent and appropriately trained workforce score increases the most with the 

recruitment of capable medical staff. The indirect benefits of this scenario are widespread 

throughout the organisation.  
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Table 7.5: ECBPP Qualitative Analysis: Scenario 2 

CRITICAL SUCCESS 
FACTORS 

IMPLICATIONS IMPACT 

To support and be supported by 
government 

 The government may begin to support the programme financially and 
otherwise if the recruitment of capable medical staff results in the provision 
of a successful service 

3 

To support and be supported by 
national/ international partner 
organisations 

 The FHF would manage the programme more effectively with capable 
medical staff and may be able to lobby other partners for support 1 

Effective corporate governance   Hospital Boards may be more inclined to proactively support the 
programme with the existence of capable medical staff 1 

Affordable, accessible and 
supportive services 

 Indirectly, through greater government and partner support, the programme 
may become more financially stable therefore potentially allowing hospitals 
to offer affordable and accessible services 

1 

High customer perception of 
service 

 The provision of a high quality, affordable and accessible service would 
help to stimulate the customer perception of the services 3 

High quality clinical care and 
appropriate post-operative 
evaluation 

 With sufficient training, capable medical staff would be able to provide 
higher clinical quality services 

 Post-operative evaluation procedures could be established 
3 

Social marketing and community 
outreach programmes 

 Participating hospitals may better be in a position to effectively market the 
eye care service and establish community outreach programmes 3 

Support of local community 
organisations 

 By building a successful eye care community groups may be more easily 
lobbied for support 1 

Appropriate community eye 
health planning and awareness 

 Augmenting the eye care service in the medium-term may enable the 
collection of more appropriate community eye health data for planning 
purposes 

1 

Financial stability and 
sustainability 

 The indirect benefits associated with the recruitment of appropriate staff 
may facilitate greater financial stability and sustainability 

 The government and other partners may be more inclined to financially 
support the programme 

1 

Efficient and competent 
management/leadership 

 The indirect benefits associated with the recruitment of appropriate staff 
may enable the development of the overall management capacity 

 Medical staff would ideally be recruited to provide a high level of leadership 
3 

Efficient and effective systems 
and key internal processes  

 The indirect benefits associated with the recruitment of appropriate staff 
may enable the development of the overall administrative capacity 1 

Cost-effective clinical care and 
optimal resource utilisation 

 Offering higher clinical quality and more targeted and affordable services 
may increase overall demand, thereby facilitating economies of scale and 
cost-effectiveness 

 Increased management and administration capacity would support the 
optimal utilisation of resources 

1 

Competitive benefits package  No tangible change 0 
Competent and appropriately 
trained workforce 

 Significant direct impact associated with the recruitment of competent 
medical staff 9 

Committed and satisfied 
workforce 

 Competent staff are likely to be committed and satisfied, particularly in the 
short-term  3 

A culture commensurate with 
and promoting of the 
organisational mission 

 Indirect benefits may assist in developing the desired culture 
1 
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Figure 7.20: ECBPP Quantitative Analysis: Scenario 2 

 

 
Figure 7.21: ECBPP Sensitivity Analysis: Scenario 2 
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2.2 High customer perception of service 4 3 6.10
2.3 High quality clinical eye care and post-operative evaluation 5 14.00 3 7.01 19.59
3.1 Social marketing and community outreach programmes 6 1 7.62
3.2 Support of local community organisations 7 1 8.11
3.3 Appropriate community eye health planning and aw areness 7 20.00 1 7.93 23.66
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ECBPP Scenario 3 

Scenario 3 for the ECBPP is critical to the overall effectiveness of the programme. The 

scenario examines the possible impact of participating hospitals providing support for the 

eye care services, as summarised in Table 7.6: ECBPP Qualitative Analysis: Scenario 3. 

For the purposes of this analysis, participating hospital support includes 

acknowledgement of the importance of the programme and a willingness to provide 

available resources, and management and administrative support. It assumes that 

hospital managers would attempt to lobby the government to provide financial support and 

motivate community organisations to be involved in the programme. Such support would 

underpin corporate governance and management, human resources, social marketing 

and community support, administrative capacity, and the provision of a high quality 

service valued by patients.  

 

The qualitative analysis suggests improvements in all these areas, but also that the 

overall effectiveness of the programme is dependent on the level of support provided by 

the government (scenario 1). Even if participating hospitals are ready and willing to 

provide eye care services, their effective provision is not possible without a sustainable 

funding source. 

 

The quantitative impact is displayed at Figure 7.22: ECBPP Quantitative Analysis: 

Scenario 3 and Figure 7.23: ECBPP Sensitivity Analysis: Scenario 3. While there are 

positive trends resulting from the participating hospital support, the overall effect is less 

than that of scenarios 1 and 2 according to the numerical model. The Post Scenario Score 

is 114.7, which is a net effect of 20.7. This effect is spread relatively evenly over the 

CSFs, with 3.1 Social marketing and community outreach programmes, and 4.1 Financial 

stability and sustainability benefiting the most. This is to some extent inconsistent with the 

qualitative analysis, which indicated that financial stability and sustainability would not be 

significantly advantaged without additional governmental support.  
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Table 7.6: ECBPP Qualitative Analysis: Scenario 3 

CRITICAL SUCCESS 
FACTORS 

IMPLICATIONS IMPACT 

To support and be supported by 
government 

 Hospital managers may lobby government for financial and other support 
 Government may be more willing to provide support given the acceptance 

of the programme at the participating hospital level 
 However despite participating hospital support, the overall effectiveness of 

the eye care services and hence the programme may continue to be largely 
determined by the level of governmental support 

3 

To support and be supported by 
national/ international partner 
organisations 

 Support at the participating hospital level may increase the overall 
effectiveness of the FHF and other partner organisations 

 The participating hospitals may provide greater support to the FHF 
1 

Effective corporate governance   Corporate governance mechanisms may be enhanced with the support of 
the participating hospitals 

 This support may further strengthen programme effectiveness  
3 

Affordable, accessible and 
supportive services 

 Strategies may be devised to address issues of accessibility 
 If participating hospital support leads to government support of programme, 

affordable services may be offered to the target population 
1 

High customer perception of 
service 

 Efforts may be made at the participating hospital level to ensure customers 
are satisfied with the new service 

 Committed staff and management may lead to customer satisfaction 
3 

High quality clinical care and 
appropriate post-operative 
evaluation 

 Efforts may be made to ensure the delivery of a high clinical quality service 
 Procedures may be put in place to ensure appropriate post-operative 

evaluation 
1 

Social marketing and community 
outreach programmes 

 Committed participating hospitals may in the short-term develop targeted 
community outreach and social marketing programmes to market the 
service and raise awareness among the target population  

3 

Support of local community 
organisations 

 Hospital managers may lobby community organisations to partner the 
hospitals in the delivery of the eye care services 

 Social marketing endeavours may be reinforced 
3 

Appropriate community eye 
health planning and awareness 

 The existence of eye care services and the involvement of community 
organisations may enable the collection of population-based blindness data 
for use in future planning 

1 

Financial stability and 
sustainability 

 Management support may ensure better financial management and hence 
financial stability and sustainability 

 Lobbying of government and partners may raise additional funding 
1 

Efficient and competent 
management/leadership 

 The support of participating hospitals may include the development of their 
overall management capacity  3 

Efficient and effective systems 
and key internal processes  

 The support of participating hospitals may include the development of their 
overall administration capacity, including efficient and effective systems and 
key internal processes 

3 

Cost-effective clinical care and 
optimal resource utilisation 

 Hospital managers may act to optimally utilise resources, particularly in the 
absence of any additional government funding 

 Economies of scale might result 
1 

Competitive benefits package  Hospital managers may act to ensure staff are offered competitive benefit 
packages 1 

Competent and appropriately 
trained workforce 

 Hospital managers may recruit competent staff 
 Professional development and training is likely to be offered in order to 

increase the effectiveness of eye care services and develop the human 
resource capacity 

1 

Committed and satisfied 
workforce 

 Supportive hospitals may ensure staff are committed and satisfied 
 Targeted endeavours may be introduced to ensure staff retention 

3 

A culture commensurate with 
and promoting of the 
organisational mission 

 Indirect benefits may act to develop the desired culture 
3 
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Figure 7.22: ECBPP Quantitative Analysis: Scenario 3 

 

 
Figure 7.23: ECBPP Sensitivity Analysis: Scenario 3 
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7.5 COMPARATIVE ANALYSIS 

The scenario analysis model described above provided the means to analyse the possible 

impact of three distinct scenarios for the two case study hospitals. To further evaluate the 

effectiveness of the scenario analysis model, the analyses are compared in Figures 7.24 

to 7.29 below. Examining the differences between Strategic Objective and Critical 

Success Factor scores for the scenarios may assist in the identification of areas for 

capacity development and in strategic planning efforts. This comparative analysis 

capability is briefly outlined in this section. Scenario results are compared for both the 

AEH-Theni (Section 7.5.1) and the ECBPP (Section 7.5.2). A brief inter-organisational 

comparison is then performed (Section 7.5.3). 

 

7.5.1 Aravind Eye Hospital – Theni 

The three scenarios devised for AEH-Theni are compared against the organisational 

score for 2001/02 and the retrospectively estimated score for 1995/96 at Figure 7.24: 

AEH-Theni Comparative Scenario Analyses. The analysis suggests the effectiveness of 

the organisation would be more severely impacted by the withdrawal of World Bank funds 

(scenario 1) and the devolution of management to the AEH-Theni (scenario 2) than the 

short-term effects of setbacks to the local economy on the uptake for elective procedures 

and payment (scenario 3). At the Strategic Objective level exhibited at Figure 7.25: AEH-

Theni Comparative Scenario Analyses: Strategic Objectives, the Customer and Business 

and Management Processes Strategic Objectives experience the highest degree of 

variance but consistently score well37. The Customer Strategic Objective scores the 

lowest given the particular scenarios and is therefore more vulnerable to change. 

Scenario 2 displays a clear destabilisation in the Governance objective. The People and 

Awareness Strategic Objectives are impacted the least. 

 

At the Critical Success Factor level exhibited at Figure 7.26: AEH-Theni Comparative 

Scenario Analyses: CSFs, variances can be examined with more certainty. The CSFs 

most vulnerable to change given the three scenarios examined include 4.1 Financial 

stability and sustainability, 4.2 Business and management processes, 2.1 Affordable and 

accessible services, 2.3 High customer perception of service, and 3.1 Social marketing 

and community outreach programmes. Analysis at the CSF level has the potential to 

highlight specific areas warranting strategic planning efforts to counteract the impact of 

scenarios. 
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Figure 7.24: AEH-Theni Comparative Scenario Analyses 
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2.1 Affordable and accessible services 7.00 8.00 3.41 5.93 6.05
2.2 High customer perception of service 5.00 6.00 3.80 4.77 5.42
2.3 High quality clinical eye care and post-operative evaluation 5.00 6.00 5.29 4.94 5.40
3.1 Social marketing and community outreach programmes 10.00 10.00 7.86 8.74 8.02
3.2 Support of local community organisations 10.00 11.00 10.53 10.40 10.14
3.3 Appropriate community eye health planning and aw areness 7.00 9.00 8.14 8.42 8.67
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4.3 Eff icient and effective systems and key internal processes 7.00 7.00 6.95 6.01 6.73
4.4 Cost effective clinical care and optimal resource utilisation 7.00 7.00 4.65 5.66 5.84
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5.3 Committed and satisfied w orkforce 9.00 10.00 8.99 8.77 9.72
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4 Business & Management Processes 33.00 33.00 25.51 25.16 27.73
5 People 34.00 38.00 35.39 34.57 37.24

AEH-Theni

 
 

 

 

 

                                                                                                                                                                                
37 Relative to the other Strategic Objectives, Business & Management Process and People score highly 
because they encompass four Critical Success Factors. The Governance, Customer, and Awareness 
Strategic Objectives each encompass only three. 



 

 

Figure 7.25: AEH-Theni Comparative Scenario Analyses: Strategic Objectives 

0.00

5.00

10.00

15.00

20.00

25.00

30.00

35.00

40.00
Governance

Customer

Awareness Business & Management Processes

People
1995/96 Score
2001/02 Score
Scenario 1
Scenario 2
Scenario 3



 

 

Figure 7.26: AEH-Theni Comparative Scenario Analyses: CSFs 
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7.5.2 The Eastern Cape Blindness Prevention Programme 

The three scenarios devised for the ECBPP are compared against the organisational 

score for 2001/02 in Figure 7.27: ECBPP Comparative Scenario Analyses. The analysis 

suggests that the programme would benefit substantially given each of the three 

scenarios. As discussed in detail in Chapter 6, the lack of government support is the 

principal barrier to the effectiveness of the programme. Hence, with the provision of 

governmental financial support in the short-term (scenario 1), the organisational score 

would increase appreciably. Similarly but to a lesser extent, the ECBPP could expect to 

score higher given the recruitment of capable medical staff (scenario 2), and the support 

of the programme at the participating hospital level (scenario 3). 

 

An analysis of the scenarios at the Strategic Objective level exhibited at Figure 7.28: 

ECBPP Comparative Scenario Analyses: Strategic Objectives indicates the Governance 

Strategic Objective typically scores the lowest given each scenario but varies minimally 

between the scenarios. The Customer and Business and Management Strategic 

Objectives would benefit most significantly. The People Strategic Objective is consistently 

the highest scored Strategic Objective given the particular scenarios38. 

 

At the Critical Success Factor level exhibited at Figure 7.29: ECBPP Comparative 

Scenario Analyses: CSFs, a number of clear patterns emerge. CSF 1.1 To support and be 

supported by government consistently scores low, whereas 1.2 To support and be 

supported by national/international partner organisations scores highly. The CSFs most 

vulnerable to change include 2.1 Affordable and accessible services, 4.1 Financial stability 

and sustainability, and 5.2 Competent and appropriately trained workforce. 

 

 

 

 

 
 

 

                                                           
38 Relative to the other Strategic Objectives, Business & Management Process and People score highly 
because they encompass four Critical Success Factors. The Governance, Customer, and Awareness 
Strategic Objectives each encompass only three. 
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Figure 7.27: ECBPP Comparative Scenario Analyses 
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Figure 7.28: ECBPP Comparative Scenario Analyses: Strategic Objectives 
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Figure 7.29: ECBPP Comparative Scenario Analyses: CSFs 
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7.5.3 Organisational Comparison 

Without further case studies, firm conclusions cannot be drawn as to the overall score at 

which the ECBPP would become viable, or the minimum score for overall effectiveness of 

either organisation. Nevertheless it is possible to make some broad conclusions. Two 

types of scenarios were deliberately considered. For the experienced and successful 

organisation, AEH-Theni, adverse scenarios were examined. For the new and 

underdeveloped organisation, the ECBPP, constructive scenarios were devised. This 

approach allowed two distinct organisations – as well as distinct scenarios – to be 

analysed and compared on a consistent scale.   

 

The scores based on actual data for 2001/02 (AEH-Theni 148 and the ECBPP 94) are 

tenable given the contrasts and nature of the organisations. The three adverse scenarios 

for AEH-Theni result in lower organisational scores, with the lowest being 124.63. The 

scenarios do not include timeframes and so it is assumed that these are short- to medium-

term scores. The organisational scores for the ECBPP each increase considerably, to a 

maximum of 125.48. There is some degree of convergence, although the average 

scenario score for AEH-Theni (127) remains significantly higher than for the ECBPP 

(119). This is consistent with the level of capacity of each organisation. While the 

scenarios analysed adversely affect AEH-Theni, the organisation probably has sufficient 

capacity to compensate for and redress the consequences. The ECBPP, given its lack of 

capacity and the fact that it is a new programme, would almost certainly benefit under the 

different scenarios analysed, and it is possible that all three may eventuate concurrently. 

However the ECBPP is likely to remain at a lower organisational Post Scenario Score 

than AEH-Theni and may continue to be more vulnerable to change than AEH-Theni in 

the short- to medium-term. 

 

Certain other inferences are possible based on the above analyses. For example, AEH-

Theni appears to still be viable following the first two scenarios from which its 

organisational score descends to 124. On the other hand, the ECBPP is clearly not 

presently viable with a score of 94. Its organisational score increases to 125 with 

government support of the programme, which is consistent with the fieldwork-based 

qualitative analysis. However its score only increases to 117 and 115 following the second 

and third scenarios respectively. These scenarios do not assume government support for 

the programme in the short-term, and so it is likely the ECBPP would continue to be sub-

viable. Such analyses, with further case studies, could reveal a possible ‘rule of thumb’ for 

organisational viability – in this case perhaps, an organisational score of 120 might be a 

viable standard. This would suggest that the ECBPP would be operational with short-term 
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government support, and that AEH-Theni would be at risk under the first two scenarios if 

there were successive shocks. These are subjective inferences that establish the potential 

for the SMF to explicitly predict the outcomes of particular scenarios, but also allude to the 

need for further refinement of the numerical model. 

 

7.6 DEVELOPMENT POSSIBILITIES 

The scenario evaluations conducted in Sections 7.4 and 7.5 were undertaken to evaluate 

the potential functional capability of the SMF over-and-above organisational development 

and performance management. The intention has not been to perform comprehensive 

analyses and to subsequently make detailed conclusions about the ECBPP and AEH-

Theni scenarios. Such analyses may not in fact be possible without further development 

of the model and without further case studies. 

 

These are two of the potential key areas for future research. Firstly, refinement of the 

scenario analysis numerical model may lead to a more robust and objective process for 

predicting the impact of events, thereby enabling the derivation of targeted strategies to 

counteract or exploit the effects. Specific refinement could assess, refine and remodel the 

subjective and arbitrary weights that are included in the numerical model39. These include 

the 1,3 or 9 Scenario Impact weights and the 1,3 or 9 CSF relationship Strength Factor 

weights, which are based on current understanding of the specific organisation in 

question, and the nature of the relevant Critical Success Factors. Future development of 

the numerical model might evaluate the impact of adopting alternative weights, such as 

1,2,3 and 4, or 2,4,8 and 16. Numerous other refinements are possible. 

 

Secondly, by undertaking further case studies, a framework for ‘benchmarking’ could be 

devised. Benchmarking involves the identification of measurable successes and practices 

of other organisations in order to improve performance. It sets a standard of excellence or 

achievement among similar organisations. Figure 7.30: Example of SMF Benchmarking 

demonstrates how a benchmarking framework could be applied under the SMF. Using the 

SMF Scorecard methodology discussed in 7.3.1, organisational scores would be collected 

for eye care service delivery organisations. With this data, it is possible to calculate the 

average score – or mean – and thereby the standard deviation. By charting the score of 

an organisation against the standard deviation, it is possible to conclude areas of strength 

and weakness as against other similar organisations. 

 

                                                           
39 Refer Footnote 31. 



 

 

Figure 7.30: Example of SMF Benchmarking 
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7.5 CONCLUSION  

This chapter presented an advanced version of the Strategic Management Framework for 

eye care service delivery organisations. This was achieved by developing a scenario 

analysis function, which is underpinned by a numerical model and incorporates both 

qualitative and quantitative data. Three scenarios were developed for each case study. 

For each scenario, a subjective qualitative analysis of the likely impact was performed at 

the CSF level. A quantitative analysis of each scenario was then performed using the 

numerical model, which incorporates and is interdependent of the qualitative analysis 

process. The quantitative analyses sought to identify fluctuations among the CSFs 

resulting from the direct and indirect impact of scenarios. The three scenarios were briefly 

evaluated and compared using this analysis methodology. 

 

The intention of the chapter was not to present definitive conclusions about how scenarios 

could be analysed, managed or planned for. Nor was the intention to analyse and discuss 

in detail the implications of each scenario and the basis behind variations in CSFs. The 

purpose instead was to extend the SMF to establish that an explicit scenario analysis 

model could be developed and incorporated. As discussed, the model is of course subject 

to further refinement. 

 

Through the pursuit of this objective, a number of findings relating to the scenario analysis 

model in its current form were revealed. Critically, the approach adopted does allow the 

explicit analysis of the potential impact of scenarios using uniform qualitative and 

quantitative processes. It is therefore possible, using the model, to present alternative 

images of an organisation’s future. Establishing an SMF Scorecard for each case study 

and subsequently undertaking a number of scenario analyses enabled a range of 

comparative analyses to be conducted. It is possible to compare a current score against a 

predicted score and make appropriate assumptions, but making definitive conclusions 

about relative scores and proposing an unequivocal viability threshold was not possible 

because only two case studies were conducted. While the potential to extend the model 

further to include benchmarking was exhibited, without sufficient data from other eye care 

organisations, it has not been possible to achieve appropriate benchmarking. 

 

In conclusion, this chapter demonstrated that the scenario analysis function is an 

approach to substantiate and guide targeted strategic planning. The development of such 

a function is an extension of the existing body of knowledge because it has not been 

attempted in other management frameworks for eye care service delivery organisations 

operating in developing countries. The concept of utilising business models in eye care 
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organisations in developing countries has previously been considered – although without 

precision. A new paradigm has been established. With further development and 

refinement, the scenario analysis approach might allow eye care organisations to think 

beyond the current status quo and begin to ask 'what if?' questions. By attempting to 

explicitly predict the effects of different scenarios the model has to some extent redefined 

the current state of the art. In its current form the model does not provide comprehensive 

solutions to particular scenarios, however it does provide the basis for further 

development to facilitate and underpin more detailed planning. 

 

 

 



 

CHAPTER 8 

 

CONCLUSIONS AND IMPLICATIONS 

 

 

 

8.1 INTRODUCTION 

“If Coca-Cola can sell billions of sodas and McDonald’s can sell billions of burgers, why 

can’t Aravind sell millions of sight-restoring operations, and, eventually, the belief in 

human perfection? With sight, people could be freed from hunger, fear, and poverty. You 

could perfect the body, then perfect the mind and the soul, and raise people’s level of 

thinking and acting”.  

 

With this modest sentiment Dr Govindappa Venkataswamy, Chairman of the Aravind Eye 

Hospitals, encapsulates the nature and purpose of this research. He implies there is a 

compelling need for increased services to restore sight, and that this need can be 

converted into a marketable commodity – similar to any other good or service in demand. 

By appropriately addressing the blindness problem, both the individual and society as a 

whole can benefit significantly. This research takes up Dr Venkataswamy’s challenge. Its 

objective is to develop a new approach to deliver eye care services so they become 

sustainable in the long-term to benefit and empower communities in developing countries. 

 

The core research objective outlined and discussed in Chapters 1 to 7 addresses the 

broad issue of global avoidable blindness and its control. A vast body of literature 

reviewed in Chapter 2 documents the impact of avoidable blindness in developing 

countries. Whilst some efforts are being expended to address the problem, the prevalence 

of avoidable blindness continues to increase. The cases of India and South Africa, which 

are the focus of this thesis, reveal that current and projected efforts to eliminate avoidable 

blindness are inadequate to meet the challenge. Alternative and more efficient and 

extended endeavours are required if the situation is not to further deteriorate.  

 

Governments of the countries most affected are faced with many other health problems 

and generally do not regard avoidable blindness as a high priority. This is despite 

evidence that the cost of treating and preventing avoidable blindness is low compared 

with other health problems and with the economic and social cost of allowing it to remain 
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such an abject problem. So the fundamental question is how might the issue be 

appropriately addressed? Much emphasis has been placed in the literature on the 

requirement for INGOs and NGOs to take greater responsibility for addressing the 

problem. However many such organisations already fund eye care programmes and 

others focus on health problems with greater urgency. So they cannot be counted on to 

resolve the problem through increased donations or to continue funding programmes 

indefinitely. Chapter 2 surmises that local eye care service delivery organisations must 

therefore assume greater responsibility for developing delivery systems that will achieve a 

sustainable reduction in the prevalence and incidence of avoidable blindness. 

 

Despite the need for expanded and more intense efforts at the local level, few 

organisational approaches exist that are applicable. The literature suggests that 

approaches which do exist have been insufficiently documented or embraced. The 

replicability of successful approaches is limited given the lack of cost-effective 

implementation frameworks. The current focus of the global blindness-related INGO 

community is concerned with the introduction of comprehensive collaborative effort, yet a 

management framework for eye care service delivery organisations has not been 

developed. Avoidable blindness in developing countries consequently remains an 

oppressing health problem.  

 

It is increasingly evident that new approaches are required to bring about a sustainable 

blindness reduction at the organisational/programme level. In order to stimulate and 

support the development of new approaches, alternative management frameworks must 

be researched. The literature review and preliminary examination of existing 

organisational models of eye care in developing countries revealed a number of areas of 

focus. In particular a generic management framework for maximising high quality 

sustainable blindness reduction does not exist, and the foundation of any such framework 

is not referred to in the literature with conviction. The question is, can such a framework 

be developed and applied? 

 

By way of a targeted literature review, Chapter 2 set out the primary research objective. 

This was achieved by examining the problem of avoidable blindness in developing 

countries and arguing that new organisational approaches are required to reduce 

blindness sustainably. Chapter 2 then undertook to review contemporary eye care 

organisational theory, examining a number of organisational approaches that have 

evolved in recent years.  
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Chapter 3 reviewed a number of generic business management frameworks in order to 

identify a standard from which a conceptual management framework could be refined and 

adapted for eye care service organisations. The Balanced Scorecard was ultimately 

selected as the most appropriate framework for further development because it was 

considered to be sufficiently straightforward, accessible, and flexible for adaptation in the 

target organisations. Chapter 3 presented in detail the advanced development of a 

conceptual management framework for eye care organisations in order to develop the 

case.  

 

Following the presentation of the SMF development methodology in Chapter 3, Chapter 4 

outlined the basis and structure of the conceptual SMF. Chapter 5 then developed an 

SMF for, and applied it to, the first case study organisation, the Aravind Eye Hospital – 

Theni. By extending the framework and developing a working model for AEH-Theni, 

Chapter 5 sought to evaluate the applicability of the SMF as a mechanism to support and 

enhance organisational development and performance management. The chapter 

concluded that the SMF is applicable and that its implementation could lead to increased 

performance and efficiencies at all levels of the organisation.  

 

The purpose of Chapter 6 was to further evaluate the conceptual and AEH-Theni 

frameworks by developing an SMF for the Eastern Cape Blindness Prevention 

Programme – an entirely distinct eye care service delivery organisation. The research 

involved a detailed assessment of factors likely to impact on the sustainability of the 

programme. The assessment raised awareness among stakeholders of the challenges 

confronting the programme. The process of developing an SMF served to identify areas of 

strengths and weakness as well as the key short- to medium-term operational 

requirements. Information gathered during the development of the SMF formed the basis 

of a strategic management plan for the ECBPP, which was adopted by the organisation. 

The potential of the SMF as a planning tool for organisational development was therefore 

substantiated.  

 

The intention of Chapter 7 was to further evaluate the functionality of the SMF by 

incorporating into it a scenario analysis capability. Following the development of an 

explicit scenario analysis model, a number of scenarios were analysed for each of the two 

case study organisations to illustrate the applicability of the scenario analysis function. 

Whilst specific conclusions about how the scenarios could be managed or planned for 

were not made in the discussion, the research provides the basis for further development 

of the SMF. 
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The development of a framework specifically for eye care organisations has never been 

achieved, and there are no examples in the current literature. Hence, the contribution of 

the SMF to the existing body of knowledge is clear. The research has promoted a new 

synthesis and interpretation of sustainability and management in organisational eye care 

service delivery in developing countries.  

 

This chapter – and the thesis – ultimately presents a number of conclusions about the 

research objective. The conclusions are achieved by summarising the research findings 

and the broad contributions of the research to the existing body of knowledge. The 

limitations of the research and possible directions for further research are outlined before 

the final conclusions are made.  

 

8.2 SUMMARY OF RESEARCH FINDINGS 

The objective of this research has been to develop a management framework for eye care 

service delivery organisations in developing countries that can underpin the sustainable 

reduction of blindness. A conceptual management framework was developed which united 

contemporary eye care organisational approaches with the Balanced Scorecard and other 

generic management frameworks. A framework was developed for and applied to two 

case study organisations. The research methodology involved the recording, analysis, and 

interpretation of information drawn from many sources to introduce validity and flexibility 

into the framework. Interviews were conducted with staff and stakeholders of the case 

study organisations. The objective of the interview process was to ascertain their strategic 

and operational objectives, how the objectives are being achieved, and the major issues 

and challenges they are confronted with. Because information gathered in interviews is 

mostly subjective, other information sources including internal process documentation, 

publications, and performance data were accessed to moderate the level of subjectivity. 

The collective information was used to develop a management framework for each 

organisation to clarify and help achieve and monitor strategic and operational objectives.  

 

The significance of developing such a framework has been evaluated throughout the 

thesis. This section provides a summary of the research findings congruent with the 

research objective. It details the inferences resulting from the development of the 

Strategic Management Framework. The findings have been broadly categorised as those 

relating to the SMF (Section 8.2.1) and those relating to the concept of sustainability in 

eye care service delivery organisations (Section 8.2.2). 
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8.2.1 The Strategic Management Framework 

The findings resulting from the case study research are significant. The key research 

finding is that it is possible to develop a management framework applicable to eye care 

service delivery organisations operating in developing countries. Through this research an 

SMF was developed for and applied to the two case study organisations: AEH-Theni 

(Chapter 5) and the ECBPP (Chapter 6). The broad research objective stated in Section 

1.1 has therefore been achieved. As outlined in Chapter 2, such strategic level 

frameworks are not presently used in eye care service delivery organisations despite the 

apparent need for advanced management and planning approaches. The SMF is 

designed to enhance organisational development and performance management efforts – 

its two core functions. The development of the conceptual framework and subsequent 

extension for the two case study organisations helped gauge its effectiveness in terms of 

these functions. As well as substantiating the potential for the SMF to assist in 

organisational development and performance management efforts, a number of ancillary 

analytical and planning functions associated with the framework and its development 

process were revealed. 

 

The SMF was developed through a cumulative approach. The broad basis of the 

approach was to firstly develop a literature-based, case study-supported conceptual 

management framework. The conceptual framework was based partly on the Balanced 

Scorecard and partly on contemporary eye care management theory and approaches. 

The original design was enhanced using case study data collected during the initial site 

visit to AEH-Theni. The conceptual management framework was then applied and revised 

during the intensive fieldwork visit to AEH-Theni. With several modifications, the 

framework was then further applied and revised through a second case study in South 

Africa. The structure and content of the framework varied minimally during the three 

separate iterations of its development and application. Finally, following the case study 

application of the SMF, the framework was extended to include a scenario analysis 

capability. 

 

Several clear findings were revealed during the development and application process. The 

first relates to the capability of the SMF to enhance organisational development efforts. By 

developing an SMF for AEH-Theni it was possible to identify the Critical Success Factors 

pivotal to the organisation’s effectiveness (drivers and outcomes) and the nature of the 

associated interrelationships (Sections 5.3 to 5.7). The key factors that affected and 

propelled the organisation’s initial development and underpin and are the basis for 

ongoing development were also identified (Chapter 5 and Section 7.3). The second case 
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study organisation, the ECBPP, is entirely distinct from AEH-Theni in terms of its location, 

structure, size, target population, activity profile and operating environment. The challenge 

of extending the conceptual framework to two disparate organisations was substantial but 

ultimately beneficial to the research. The ECBPP had not commenced operations when 

the fieldwork was being conducted, and so the scope of and potential for the framework to 

assist in the organisation’s development was considerable. The framework’s applicability 

as an organisational development tool was substantiated at both AEH-Theni and the 

ECBPP. 

 

The capability of the SMF as a performance management framework was also evaluated 

during the case study research. The findings suggest the framework could assist AEH-

Theni, at which, despite the existence of historical and performance data, a system to 

measure and manage performance does not presently exist. Using information collected 

during the fieldwork, a number of accessible Performance Indicators were devised and 

subsequently measured. A detailed historical performance assessment was undertaken 

and presented in Chapter 5. The assessment further validated the appropriateness and 

measurability of the PIs.  

 

The performance management capability of the ECBPP SMF could not be evaluated with 

certainty because the organisation is new and lacks appropriate performance data. 

Instead, a set of potential Performance Indicators was devised based on the validated 

Critical Success Factors. The PIs can be used as a guide for organisational development 

efforts for the participating hospitals by identifying areas for further development. 

 

There are a number of subsidiary research findings related to the early development of 

the SMF.  An SMF Scorecard was established (Section 7.3.1) so that organisations can 

be assessed at the operational (CSF) level in a format common to other eye care 

organisations. The Scorecard encompasses available qualitative and quantitative 

measures to assign an overall score. This function may be useful as an indicator of an 

organisation’s relative performance and capacity. The Scorecard forms part of the 

scenario analysis model developed and discussed in Chapter 7.  

 

The scenario analysis model extends the SMF to obtain a quantitative model of the 

interrelationships between CSFs. There are a number of possible benefits of being able to 

predict the outcomes of particular scenarios. For AEH-Theni for example, the possible 

effects of perceived negative impacts on the organisation could be qualitatively and 

quantitatively analysed (Section 7.4.1). For the ECBPP, which is in the start-up 
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development phase, it was possible to examine the potential effects of a number of 

constructive scenarios (Section 7.4.2). Being able to measure the performance of different 

organisations in a common format also allows comparative analyses to be undertaken 

(Section 7.5). Such evaluations have the potential to benefit INGOs and other 

organisations involved in establishing and planning new organisations or in ongoing 

strategic planning. Benchmarking may also be possible using this framework (Section 

7.6).  

 

To summarise the research findings related to the functional capability of the SMF, the 

research firstly established the potential to use the SMF as an organisational development 

and performance management tool. Secondly, by extending the framework, the research 

commenced the early development of a scenario analysis framework and an 

organisational scoring mechanism. Finally, the research highlighted potential areas for 

further development of the SMF, including comparative analyses and benchmarking. 

Figure 8.1: Functional Capability of the SMF depicts these findings. 

 

The case study approach established that although a range of benefits associated with 

the functional capability of the SMF can be identified, the real value lies in the 

development and implementation. The SMF provides the capability to translate an 

organisation’s strategic goals and objectives into a coherent set of performance 

measures, thereby making strategy an ongoing process. Developing the SMF involved 

identifying the key components of the organisational approach, setting goals for them, and 

finding ways to measure progress towards achieving these goals (Chow et al 1998, p 

265). The process permits those involved in the development and implementation to 

appreciate with more certainty the nature of the relationship between strategy and 

performance. Unlike other approaches to eye care organisational management, the SMF 

requires alignment of seemingly disparate quantitative and qualitative elements within an 

organisation. This contributes to a more holistic, flexible, and results driven management 

approach. 

 

Based on the case study research it is possible to conclude that the development process 

of an SMF is inevitably and necessarily involved and iterative (Curtright et al 2000, p 67). 

The process is ongoing and evolving and fundamentally requires the commitment of the 

organisation. The effectiveness of the SMF will increase if management and personnel 

take ownership of its development, implementation, and maintenance (the ODPM cycle 

discussed in Section 4.3) so that it is integrated into their daily activities (Harber 1998, p 

61). Education and communication are critical components of the ODPM cycle. If the 
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configuration of the SMF is straightforward and transparent so that the relevant people 

within the organisation are able to easily comprehend it, it is more likely to be maintained 

after implementation.  

 
Figure 8.1: Functional Capability of the SMF 

 

 

The broad findings of the research relate to the practical applicability and capability of the 

SMF. In particular the framework is relevant to all levels of an organisation, including 

Board, management, and staff, and can be used as a management tool at each of these 

levels. To realise the full benefit of the framework, the organisation needs to first 

determine its Strategic Goals and Objectives and formulate Critical Success Factors – or 

operational strategies – to realise the goals. Only then will Performance Indicators 

effectively measure results congruent with strategy. 
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8.2.2 Sustainability in Eye Care Services 

Another critical research finding that is distinct but also interconnected to the findings 

discussed above resulted from the research undertaken into the concept of sustainability 

in eye care service delivery. The objective of this research was to develop a management 

framework to help organisations become sustainable in the long-term. To achieve this 

objective required a better understanding of the factors promoting and inhibiting 

sustainability in eye care service delivery. Two research methods were used. Firstly, the 

literature pertaining to sustainability in eye care and socioeconomic development was 

reviewed to determine an appropriate definition. Secondly, the case study research 

provided a better understanding of the issues confronting eye care service delivery 

organisations that are trying to become sustainable. The resultant knowledge was 

translated into a defined set of operational strategies (CSFs) that were built into the SMF. 

 

Sustainability is an important concept in the discussion of approaches to service delivery, 

as discussed in Section 2.6. There is a general recognition in the literature that eye care 

service delivery organisations operating in developing countries must be sustainable in 

the long-term if avoidable blindness is to be reduced. However sustainability has been 

interpreted in various ways and so there is a level of uncertainty about how to design 

approaches that can become sustainable.  

 

The research confirmed that sustainability is comprised of a number of different attributes. 

Thulasiraj and Priya (1997) provide a detailed categorisation of the factors promoting 

sustainability. These factors include technology development, clinical effectiveness, 

standardisation, Continuing Medical Education, utilisation of resources, demand 

generation, policies and procedures, quality assurance, and information systems, financial 

management, pricing, cost control, and stable sources of income. Broadly, they are 

categorised as technical, managerial, and financial factors. 

 

According to this and other research financial sustainability is only one facet of an 

organisation’s overall sustainability and is possible at various levels. Woods’ sustainability 

spectrum, outlined in Section 2.6 and Table 2.8, is one example of the various 

possibilities. Woods proposes several valid definitions of financial sustainability. He 

suggests that organisations may be totally financially independent and self-sustainable at 

one end of the scale and entirely publicly funded and sustainable as part of the public 

health service at the other end.  

 

The two case studies researched in this thesis illustrate the complex nature of 
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sustainability in eye care service delivery. The contrast between AEH-Theni and ECBPP 

is stark – they are at opposite ends of the sustainability scale. The extent of this disparity 

may mean it is not appropriate to compare the two organisations. AEH-Theni has been 

operating as a satellite hospital for many years and has slowly built its capacity and level 

of sustainability. The ECBPP on the other hand has only recently commenced its eye care 

activities and there are many uncertainties surrounding the factors impacting on 

sustainability. It may in fact not be possible for the ECBPP to become sustainable in the 

sense of AEH-Theni for many years because, among many other reasons, it is located in 

a country in which the legacy of oppression is still apparent. Financial sustainability may 

only be possible if the eye care services are absorbed into the public PHC service. 

 

Whilst there are various levels of sustainability as evidenced by the two case studies, 

there are also commonalties among sustainable organisations. According to Brian et al 

(1999, p 101) organisations that are sustainable are self-reliant, efficient, responsive, and 

reflective of local ownership. The findings of this research concur. The research suggests 

that sustainable organisations are self-reliant in that they are independent and rely on 

their own capabilities and resources to manage their own operations at all levels. Self-

reliance may also encompass financial self-sufficiency. Efficient organisations direct 

financial and other resources to appropriate activities to ensure they are optimally utilised 

and services are delivered effectively. Responsive organisations have the capacity and 

capability to change depending upon external and internal requirements. Organisations 

that are reflective of local ownership are marked by community involvement and they 

reflect the needs of community members. 

 

This research further reveals that establishing organisations that are self-reliant, efficient, 

responsive and reflective of local ownership is a significant problem, and one that requires 

great commitment and energy from people often working in difficult conditions. Developing 

a credible framework that can assist such people to design, implement, and maintain 

approaches that are sustainable is justifiable and compelling. A framework such as the 

SMF that provides guidance for those who must provide the will and the workforce may 

offer an advantage in efforts to become sustainable.  

 

8.3 IMPLICATIONS OF THE RESEARCH 

8.3.1 Implications for Eye Care Service Delivery 

This research makes several key contributions to eye care organisation management 

practice and theory. These represent the implications for eye care service delivery. The 
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summary of findings above inferred the broad contribution and associated implications of 

the research by examining the functional applicability of the SMF. This section makes a 

number of conclusions about the research objective in order to demonstrate in more detail 

the contribution of the research to the existing body of knowledge. Depending upon the 

nature of a particular research objective, the task of making a contribution to a body of 

knowledge may not be imposing. Providing practical value through this contribution is 

however more demanding but of greater significance – this is the intention and purpose of 

this research. 

 

The primary contribution is that the research extends eye care organisational 

management theory by developing a conceptual management framework for the strategic 

level facilitation of blindness reduction. The review of literature in Chapter 2 established 

that a generic framework for eye care organisational management does not presently 

exist. Although there are a number of very successful eye care service delivery 

organisations operating in developing countries (Section 2.7), few attempts have been 

made to replicate them. The bases of the successful models have not been configured 

into uniform management frameworks to guide replication or adoption. This research 

adapted contemporary eye care and generic business theories of organisational 

management and practice to develop a strategy-driver-outcome framework. The 

framework can be used to guide the adoption of existing – or support the development of 

new – service delivery and organisational management approaches. The framework 

integrates key conceptual approaches across multiple disciplines to enable the 

development of a richer and more comprehensive model of eye care service delivery.  

 

A number of operational implications emerged during the development and application of 

the conceptual framework to the two case studies. The first relates to the versatility of the 

SMF which enables it to be adopted in diverse operating environments. There is some 

evidence to suggest that existing service delivery models and approaches have not been 

applied more universally because they are not sufficiently generic and adaptable. 

Research undertaken by Bermudez et al (2000, p 52), for example, suggests it is not 

possible to apply the Aravind model in South Africa because of demographic (“insufficient 

dense population”), socioeconomic (“insufficient demand for eye care”), and administrative 

(“no local ‘champion’”) reasons. This situation illustrates the disparities between 

organisations in different countries and the need for a flexible approach to accommodate 

the variables. The SMF was developed for and applied to two entirely disparate 

organisations in India and South Africa, thereby substantiating its applicability in diverse 

operating, political, socioeconomic, demographic, administrative, and cultural 
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environments. 

 

The internal operating environment of service delivery organisations was also considered 

during the development of the management framework. Many existing models of service 

delivery are designed by organisations for their own needs and requirements. Replicating 

and implementing these models in organisations with distinct and unique structures and 

processes may only be possible with comprehensive organisational restructuring. Limited 

resources and priorities may mean that such reorganisation is not practical. The 

framework presented in this thesis attempts to exploit areas of existing or potential 

strength in beneficiary organisations. It does this without the need for significant 

reoganisation or restructuring by revealing and describing the nature of the 

interrelationships between these Critical Success Factors and highlighting how they can 

be managed to achieve operational efficiency and effectiveness. The framework provides 

the basis for ongoing organisational evolution and change. Because it exploits existing 

processes, the SMF can be developed, implemented, and maintained cost-effectively. 

 

Chapters 5 and 6 examined in detail the Critical Success Factors identified for the two 

case study organisations. The discussion throughout these chapters focused on how the 

CSFs could be managed within the two organisations to achieve strategic and operational 

effectiveness, thereby advancing the reduction of avoidable blindness. By identifying 

these key operational and strategic drivers this research further contributes to eye care 

management theory.  

 

Chapter 7 then evaluated the possible impact of changes in key variables, thereby 

focusing attention on causal processes and crucial decision points in order to extend the 

framework to include the scenario analysis function. To predict likely outcomes of a 

scenario it was necessary to understand with even greater clarity the nature, importance 

of, and interrelationship between the CSFs. The implication for eye care service delivery 

of the scenario analysis function is that the strategic management cycle can be enhanced. 

Organisations using the SMF can evaluate and select appropriate strategies and integrate 

various kinds of data to consider possible alternative images of the future. 

 

In summary, the development of the Strategic Management Framework represents the 

primary contribution to the existing body of knowledge. The framework provides the basis 

for the effective management and realisation of Strategic Goals and Objectives in 

conjunction with contemporary eye care practice and theory. It provides the structure for 

eye care theory to be adapted for specific organisations into an appropriate and 
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multidisciplinary framework to support and enhance organisational development and 

performance management. The framework therefore has the potential to assist an 

organisation in broad strategic planning, the identification of Strategic Goals, Strategic 

Objectives, and Critical Success Factors, the development and implementation of a robust 

performance management system, and in scenario and comparative analyses. The SMF 

provides increased certainty to the planning process through a structured methodology 

based on defined CSFs. The framework proposed and evaluated in this research is 

therefore both theoretically meaningful and practically applicable. 

 

8.3.2 Limitations 

While the research makes a number of practical and theoretical contributions, a number of 

inherent limitations emerged during the development and application of the SMF. As 

discussed in Chapter 1, the concept of organisational approaches to eye care service 

delivery in developing countries has received very little attention in the academic 

literature. There are few studies available from which conclusions and comparisons can 

be made and no instances of well established management frameworks for eye care 

organisations in the literature. Whilst this situation has impelled the research and enabled 

it to contribute to the body of knowledge, it has also limited the extent to which the SMF 

can be meaningfully assessed.  

 

The SMF developed in the thesis was only applied to two organisations. The findings 

should be considered with this in mind. Conclusions are made that the framework is likely 

to be appropriate for use by a wide range of organisations with diverse characteristics and 

operating environments. Based on the limited number of case studies these conclusions 

cannot be definitive.  

 

The limited ability to evaluate the framework over time is also a limitation of the research. 

The AEH-Theni SMF has not been – and was never intended to be – implemented at the 

organisation. Although the ECBPP SMF enabled the development of a sustainability 

management plan and thereby assisted organisational development efforts, it has not 

been implemented as a performance management tool. It has not been possible to 

evaluate the applicability and effectiveness of the SMF in practical situations in the 

medium to long-term. 

 

There are also limitations associated with the research methodology. For example, the 

case studies were undertaken over a short time frame. An objective of the research was 
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to develop a framework that could be designed and implemented without significant time 

and resource investment, but the restricted time available to conduct field research meant 

limited meaningful information could be collected in some areas. The development 

process therefore necessitated an element of subjectivity.  

 

There are a number of inherent limitations of the framework that became apparent during 

the research. For example, although the scoring function (Section 7.3.1) underpins the 

scenario and comparative analyses it has limited overall effectiveness. In the case of the 

ECBPP, the development of an SMF Scorecard incorporated primarily subjective 

information which the attendant scenario analyses are based upon. It should be 

emphasised though, as highlighted in Chapter 7, that the numerical model presented in 

this thesis is still in its initial stage of development and is subject to further refinement and 

evaluation. 

 

Further, it has not been possible in this research to develop the SMF Scorecard function 

sufficiently so that it is possible to ‘benchmark’ a score. A benchmarking framework has 

not been devised because the SFM has not been extended to sufficient eye care 

organisations from which results can be compared. So whilst it is possible to compare a 

current score against a predicted score and make appropriate assumptions, definitive 

conclusions about the viability of scores cannot be made. Nonetheless the research has 

established that if the SMF is developed further and extended to other organisations, it 

has the potential to systematically apply benchmarking standards to improve performance 

and advance management theory.  

 

Finally, while assumptions are possible, the scenario analysis function does not allow the 

effects of scenarios to be predicted at the Performance Indicator level with accuracy. For 

example, it is not possible to determine with precision the extent to which AEH-Theni’s 

operating surplus would diminish given the withdrawal of the World Bank subsidy. To 

achieve this level of analysis would require a very complex model. The SMF is only able 

to subjectively predict the broad implications of the scenario on the operating surplus. 

However the basis for further development of the model has been established despite this 

limitation.  

 

8.3.3 Directions for Further Research 

The research, both through its inherent limitations (Section 8.3.2), and findings and 

implications (Sections 8.2 and 8.3.1), exposed a number of areas in which further 
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research can be justified or is warranted. The first of these would be to further validate, 

evaluate, and improve the capability of the SMF. In future research the proposed 

framework may be applied to alternative eye care service delivery organisations. The 

process would involve identifying strategic and operational considerations distinct from the 

two case study organisations, thereby allowing the applicability of the SMF to be 

evaluated in different settings. The possible implications of such research are that 

operating and performance data of additional organisations could be collected and 

documented. Analysis of such data may contribute to a more comprehensive 

understanding of the nature and effectiveness of organisational approaches, further 

expanding eye care organisational practice and theory.   

 

Another key area for further research could be to assess the effectiveness of the ECBPP 

SMF to identify areas of strength and weakness. Field research could be undertaken to 

examine whether the recommendations made through the development of the SMF – in 

the form of the sustainability management plan – provided long-term value and assisted 

the FHF to frame, manage, and monitor its work in the Eastern Cape. Research could 

evaluate whether the predictions made through the scenario analyses discussed in 

Chapter 7 prove accurate. 

 

Research might also be conducted to overcome the inherent limitations of the framework 

outlined in Section 8.3.2. For example, if the SMF is applied to other eye care 

organisations it might be possible to ‘benchmark’ scores. Benchmarking permits an 

appreciation of effective levels of functional and operational viability among different 

organisations. The scenario analysis model could be refined to take into account 

organisational viability. The capability of the framework may increase in complexity and 

effectiveness. Performance differences between organisations may be highlighted, and 

appropriate strategies developed and matched to particular scenarios. Comparative 

analyses may consequently have greater practical significance. Eye care organisational 

theory would be further extended as a feasibility strategy suite is established. Further 

research might also be conducted to enhance the scenario analysis framework to assist in 

the development of contingency plans and integration of scenario content into decision 

making, as discussed in Maack (2001) and Bood and Postma (n.d., p 27): 

Although construing and explicating alternative scenarios will in itself certainly stimulate 
organisational learning, their true value for triggering and accelerating organisational learning 
appears when they are actually used in strategic decision-making. 

The Strategic Management Framework developed in this thesis only partially fulfills this 

capability. 

 



Chapter 8 ♦ Conclusions and Implications          290
 

 

Finally, in the future, the research scope could be expanded to assess the applicability of 

the SMF to other health and socioeconomic development service delivery organisations. 

The methodology adopted to develop the SMF was based on a number of generic 

management frameworks and in particular the Balanced Scorecard. The literature review 

revealed that there are numerous examples of the success of the BSC as a management 

framework for not-for-profit and health care service delivery organisations. Since the SMF 

is an extension of the BSC it is logical that it could be used as a methodology to identify 

and help realise the Strategic Goals and Objectives, Critical Success Factors, and 

Performance Indicators of other organisations. The scenario analysis framework is not 

specific to eye care and so could also be applicable in other settings. 

 
In summary, the primary directions for further research include applying and evaluating 

the SMF on additional eye care organisations to further contribute to eye care 

organisational theory. It is also important to assess the effectiveness of the framework in 

practice to identify its strengths and weakness, and hence areas for further development. 

Additionally, it would be of interest to extend the structural model further – in particular the 

scenario analysis framework – and to evaluate the SMF for its applicability to other health 

and development organisations. 

 

8.4 CONCLUSION 

With the increasing requirement for eye care service delivery organisations to assume 

greater responsibility for reducing avoidable blindness in developing countries, there is a 

clear need to establish appropriate management frameworks that contribute to this 

objective. Despite this need, there has been little empirical research devoted to examining 

management approaches to organisational eye care.  

 

This thesis attempts to redress this research deficiency by developing a theory-based, 

case study-supported practical methodology for the facilitation of the sustainable reduction 

of avoidable blindness through the enhancement of organisational development and 

performance management efforts. It is not possible to develop a service delivery model 

suitable for all eye care organisations in developing countries. Rather, the study is 

concerned with displaying and articulating a methodology for developing a strategic 

management approach to eye care service delivery. The resultant framework can be used 

to identify, support the progression of, and measure the strategic and operational 

objectives and processes of an organisation.  
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The SMF is consistent with what the literature suggests a management framework should 

look like. It has emerged as an appropriate means for an organisation to manage its 

strategic and operational objectives, and either to continue as or become a self-reliant, 

efficient, and responsive organisation reflective of local ownership. This research seeks to 

evaluate the value of the process, and conclude whether it is possible to accomplish 

elsewhere. It is concerned with utilising available information and prior research in a clear 

and understandable framework to enhance the operations of eye care organisations and 

help achieve two core objectives: maximum reduced blindness and organisational 

sustainability. 

 

The findings of the research presented in this thesis support the adoption of 

organisational approaches to sustainability as a fundamental component in the elimination 

of avoidable blindness in developing countries. While the Strategic Management 

Framework is not a solution to the problem of avoidable blindness, it is an appropriate and 

practical management tool in several key areas. In this context, the research has been 

undertaken as an important contribution to literature and theory on the prevention of 

blindness. The challenge now is to ensure its potential is not confined to these pages. 
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APPENDIX 1: WORLD HEALTH ASSEMBLY RESOLUTION 
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Source: World Health Organization 2003 
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APPENDIX 2: ICD-10 DEFINITION OF BLINDNESS 

 

 

Category of Visual Impairments Maximum less than 
 

Minimum equal to or better than 

1 
6/18 
3/10 
20/70 

6/60 
1/10 

20/200 

2 
6/60 
1/10 

20/200 

3/60 
1/20 

20/400 

3 
3/60 
1/20 

20/400 

1/60 
1/50 
5/300 

4 
1/60 
1/50 
5/300 

Light perception 

5 No light perception 
9 Undetermined or unspecified 

 
Source: WHO - www.who.int/pbh/pbl/img/icd10.gif 
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APPENDIX 3: CATARACT METHOD OF CORRECTION 

 

 

 

Source: World Health Organization 1990, p 22 
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APPENDIX 4: ESTIMATES FOR NUMBER OF BLIND PEOPLE, YEAR 2000 

 

 

Region Approximate Population 
(millions) 

Approximate No. of Blind 
Persons (millions) 

Major Causes of 
Blindness 

Africa 600 9 Cataract 
Glaucoma 
Corneal opacity 

Americas 800 4 Cataract 
Glaucoma 
Retinal disease 

Eastern Mediterranean 500 5 Cataract 
Glaucoma 
Corneal opacity 

Europe 900 4 Cataract 
Retinal disease 
Glaucoma 

South East Asia 1,500 15 Cataract 
Glaucoma 
Corneal opacity 

Western Pacific 1,700 13 Cataract 
Glaucoma 
Retinal disease 

Total 6,000 50  
 
Source: Apple et al 2000, p S24 
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APPENDIX 5: FIELDWORK SITE VISITS 

 

 

Case Study Organisation Dates 
Aravind Eye Hospitals, India 16 January 1999 – 24 January 1999 
Aravind Eye Hospitals, India 28 August 2001 – 14 September 2001 
Eastern Cape Blindness Prevention Programme, South Africa  15 April 2002 – 11 May 2002 
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APPENDIX 6: LIST OF INTERVIEWS: AEH-THENI 

 

 

Name Title 
 

Date(s) 

Mr R Thulasiraj Executive Director, Lions Aravind Institute of Community 
Ophthalmology 

11 January 1999 
3 September 2001 

11 September 2001 
13 September 2001 

Dr G Venkataswamy Chairman, Aravind Eye Hospital 11 January 1999 
4 September 2001 

Mr G Srinivasan Govel Trust Secretary 4 September 2001 
Dr G Natchiar Joint Director, Aravind Eye Hospitals 11 September 2001 
Mr C Arumugam Accounts and Finance Manager, Aravind Eye Hospitals 4 September 2001 

10 September 2001 
11 September 2001 

Mr Saravanan Faculty Member, Lions Aravind Institute of Community 
Ophthalmology 

13 September 2001 

Dr Rani Jacobs Chief Medical Officer, Aravind Eye Hospital - Theni 7 September 2001 
Ms S Cynthia Academic Training Coordinator, Aravind Eye Hospitals 12 September 2001 
Mr M Sundaram Manager, Community Outreach Programmes, Aravind Eye 

Hospitals 
12 September 2001 

Mr Vijaykumar Project Coordinator, Aravind Eye Hospital - Theni 6 September 2001 
7 September 2001 

Name withheld Accountant, Aravind Eye Hospital - Theni 7 September 2001 
Dr Usha Kim Medical Officer, Aravind Eye Hospitals 12 September 2001 
Dr N Prajna Ophthalmologist, Aravind Eye Hospital – Madurai  13 September 2001 
Mr Sivakumar Faculty, Lions Aravind Institute of Community Ophthalmology 10 September 2001 
Mr M 
Mathuranayagam 

Manager, Aravind Eye Hospital - Theni 6 September 2001 

Mr L Jagammatnan District Program Manager, District Blindness Control Society 7 September 2001 
Mr P Jaganathen Eye Camp Sponsor, Theni District 7 September 2001 
Dr D Datta Chief Medical Officer, Aravind Eye Hospital - Theni 13 January 1999 
Name withheld Position withheld, Project Department, Aravind Eye Hospital - 

Theni 
6 September 2001 

Name withheld Position withheld, Management, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Position withheld, Accounts, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Ward Sister, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Position withheld, Housekeeping, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Refractionist, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Position withheld, Camp Department, Aravind Eye Hospital – 

Theni 
6 September 2001 

Name withheld Computer Operator, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Position withheld, Project Department, Aravind Eye Hospital – 

Theni 
6 September 2001 

Name withheld Position withheld, Project Department, Aravind Eye Hospital – 
Theni 

6 September 2001 

Name withheld Outpatient Nurse, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Position withheld, Nursing, Aravind Eye Hospital - Theni 6 September 2001 
Name withheld Ophthalmologist, Aravind Eye Hospital – Theni 6 September 2001 
Name withheld Patient Counselling, Aravind Eye Hospital – Theni 6 September 2001 
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APPENDIX 7: SELECTED INTERVIEW TEMPLATES: AEH-THENI 

 

 

Executive Management 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to access specific information about the organisation. The following is 
a list of questions / information required that will form the basis of your interview with 
Mathew. All individual comments will be kept anonymous. 
 

 1. When and how was the Aravind and AEH-Theni founded?

 
 2. How was each facility originally funded? 

 3. What was the process like and what lessons were learnt? 

 4. What policy and bureaucratic environment does the Aravind operate in? 

 5. What governmental factors inhibit or enhance the effectiveness of your business operations? 

 6. Who are the major partners of Aravind? 

 7. In what way(s) does your relationship with these partners inhibit or enhance the effectiveness of 
your business operations? 

 8. Do you have a formal Board or Management Committee? 

 9. What is its level of influence? 

 10. Do you have a formal strategic purpose or plan, such as a business plan? 

 11. How well is this understood by the Board? 

 12. What strategic goals exist within the organisation? 

 13. What methods are in place for setting direction? 

 14. What is the specific nature of the relationship between AEH-Theni and AEH-Madurai? 

 15. What level of financial support does AEH-Theni receive from AEH-Madurai? 

 16. Do you class AEH-Theni as self-sustainable in its own right? 

 17. If AEH-Theni suddenly were no longer linked to AEH-Madurai, would it be able to continue 
operations in the same manner? If not, what would change? 

 18. What other external links influence the governance of the facility? 

 19. How is the workload forecasted and planned? 

 20. What management and/or review meetings are conducted? 

 21. What budgets/forecasts are prepared? Are reports prepared for actual v budgets?  

 22. Has a survey of the population’s paying capacity been undertaken? That is, approximate income 
levels by economic strata. 

 23. Are monthly statistics available for service delivery by actual surgeries, examinations, type of 
surgeries etc? 

 24. Generally, are non-cataract surgeries performed at best available practices? Is any appropriate 
post-operative reporting undertaken? 

 25. What are the post-operative procedures?  

 26. Are post-operative results evaluated/recorded? Is it possible to have a copy of any report? 
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Financial Management & Procurement 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to access specific information about the organisation. The following is 
a list of questions / information required that will form the basis of your interview with 
Mathew. All individual comments will be kept anonymous. 
 

 1. Discuss procedures for financial planning

 
 2. Discuss procedures for financial management and monitoring 

 3. Discuss the financial decision making process 

 4. What financial statements are available? 

 5. What monthly expense and revenue reports exist? 

 6. Discuss financial reporting systems 

 7. Are accountable and auditable financial systems ensured? 

 8. What are the daily accounting procedures? 

 9. What Key Performance Indicators are calculated? 

 10. What pricing scale information is calculated? 

 11. What cost recovery information is calculated? 

 12. What are the per unit surgery costs? 

 13. What percentage of income is from external sources? 

 14. Are figures available for training and professional development costs? 

 

 

Employee Survey 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to access specific information about the organisation. The following is 
a list of questions / information required that will form the basis of your interview with 
Mathew. All individual comments will be kept anonymous. 
 

 1. What understanding do you have of the mission and strategic priorities of the organisation?

 
 

 2. Do you understand what Aravind needs to do to achieve its goals? What are these factors?  

 3. Do you believe Aravind is achieving its overall mission?  

 4. Do you believe in the value of the work being undertaken by Aravind?  

 5. Do you generally have a clear understanding of what is going on in the organisation?  

 6. Do you believe the organisation is well managed?  

 7. Do you believe the organisation values its employees?  

 8. Are you easily able to communicate with management?  

 9. Are you satisfied with your benefits package?  

 10. What training and development opportunities are you given?  

 11. Do you see a long-term future for yourself at Aravind?  
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 12. How does your position contribute to the objectives of the organisation?  

 13. Are you proud of your role and the work you do?  

 14. Are you able to have some influence on organisational policy?  
 

 
Camp Organiser 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to access specific information about the organisation. The following is 
a list of questions / information required that will form the basis of your interview with 
Mathew. All individual comments will be kept anonymous. 
 

 1. Can you provide a monthly breakdown in service statistics?

 
 

 2. Can you provide annual service statistics and budgets for the previous 5 years?  

 3. Are figures available for the number of patients screened at camps?  

 4. Are number of camps forecast? Can I have available budgets and past results by months?  

 5. Do the outpatient figures provided by Arumugam include reviews?  

 6. How far, on average, do patients travel to get to the hospital?  

 7. How do you determine what price to charge individual patients?  

 8. Has a survey of the population’s paying capacity been undertaken? That is, approximate income 
levels by economic strata.  

 9. Number of camps and organising sponsor – ie. the number of working partnerships.  

 10. Are these community organisations surveyed about their overall satisfaction with the working 
relationship?  

 
 
Marketing Management 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to access specific information about the organisation. The following is 
a list of questions / information required that will form the basis of your interview with 
Mathew. All individual comments will be kept anonymous. 
 

 1. What marketing and outreach initiatives are undertaken by the AEH-Theni?

 
 2. How is marketing critical to the success of the hospital? 

 3. How is the overall workload forecasted and planned? 

 4. What is the level of demand uniformity? 

 5. Does the facility actively forecast service projections? What are these projections? 

 6. What barriers have been identified to service delivery in this catchment area?  

 7. What plans have been identified to address these barriers? 

 8. Do you have statistics on the number of eye camps held, and the total number of patients 
examined? 

 9. How far on average do patients travel to get to the hospital? 

 10. How do patients travel to the facility? 
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 11. How do you determine what price to charge individual patients? 

 12. What interaction with community and social groups takes place, and to what level does this 
contribute to the hospital’s effectiveness or otherwise? 

 13. How many working relationships do you presently have with sponsors and other community 
groups? 

 14. Are these community organisations surveyed about their overall satisfaction with the working 
relationship? 

 15. How are patients counselled prior to treatment? 

 16. What is the significance of the counselling procedure? 

 17. What pricing scale information is calculated? 

 18. Has a survey of the population’s paying capacity been undertaken? 

 
 
Human Resource Management 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to access specific information about the organisation. The following is 
a list of questions / information required that will form the basis of your interview with 
Mathew. All individual comments will be kept anonymous. 
 

 1. What reporting hierarchy exists within the organisation?

 
 2. What are the roles, responsibilities, and decision making authorities of key staff? 

 3. To what level and how are human resources strategically planned? 

 4. What training and professional development opportunities exist for key (and perhaps other) staff? 

 5. Is there a budget for training and professional development? 

 6. What other career management processes exist? 

 7. What key factors, values, motivations exist to promote staff productivity? 

 8. What opportunities for advancement exist? 

 9. Are remuneration levels competitive? 

 10. What accountability systems are in place? 

 11. Do all staff members have job descriptions or profiles? 

 12. If so, are these reviewed? What percentage of employees have met their description/profile? 

 13. Do task-skill matching procedures exist? 

 14. Describe the procedures for job allocation. 

 15. Do you have available figures for employee separation? 

 16. Generally, are non-cataract surgeries performed at best available practices? Is any appropriate 
reporting undertaken? 
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Government 
Is Aravind on track? Mathew Herring, a student of the University of Adelaide, South 
Australia, would like to find out more information about your relationship with the Aravind 
Eye Hospital. The following is a list of questions / information required that will form the 
basis of your interview with Mathew. All individual comments will be kept anonymous. 
 

 1. What core activities do you undertake?

 
 2. How do you think the work being done by the District Blindness Control Society is enhanced or 

otherwise by the AEH-Theni? 

 3. How do you think the work being done by the District Blindness Control Society enhances or 
otherwise the work being done by AEH-Theni? 

 4. Do you believe AEH-Theni is doing a good job? If no, why? What could they do better? 

 5. How do you believe AEH-Theni is going compared with other eye care hospitals in the 
district/region? 

 6. How closely do you work together? 

 7. Are you satisfied with the nature of your relationship with AEH-Theni? 

 8. Are you satisfied with the level of communication and information between yourself and AEH-
Theni? 

 9. Do you feel the Tamil Nadu and/or Central Governments should be doing more to control 
blindness? If so, what? 

 10. Do you have information about other service providers in the catchment area? 
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APPENDIX 8: EXAMPLE OF FORMAL REPORTING OF FIELD NOTES 
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APPENDIX 9: DOCUMENTS COLLECTED AND EXAMINED: AEH-THENI 

 

 

Document / Electronic File Description 
Dep00-01 Spreadsheet inclusive of statement of fixed assets and depreciation 

for Govel Trust and Aravind Eye Hospitals for 2000/01 financial 
year. 

Detailed Building Plans and 
Measurements 

Infrastructure statistics for AEH-Theni. 

Floor Plan Floor plan for AEH-Theni. 
List of Equipments List of equipment, including approximate date purchased, for AEH-

Theni. 
Organisation Structure Organisation structure for AEH-Theni. 
Examination Protocol Flow chart representing examination protocol for AEH-Theni. 
Fee Structure Statement of fee structure for surgical type in Rupees for AEH-Theni. 

 
AEH-Theni – Camps 2000 Sponsorship 
Details 

Register inclusive of all eye camps held in the 2000 calendar year, 
the date of the camp, sponsor, location, total outpatients, cataract 
surgeries, and other treatments. 

Budget 2001-2002 –Theni Hospital Budgeted figures for monthly income and expenditure for AEH-Theni 
2001/02 financial year, inclusive of previous year actual figures. 

Performance (Patient Flow) Budget 2001-
2002–Theni Hospital 

Budgeted figures for monthly patient flow for AEH-Theni 2001/02 
financial year, inclusive of previous year actual figures. 

2001-2002 – Income & Expenditure Budget 
Compared with Actuals (July, April, May 
2001) 

Actual income and expenditure against budgeted income and 
expenditure for AEH-Theni. 

Performance (Patient Flow) Budget-
Variance 2001-2002 (July, April, May 2001) 

Actual patient flow against budgeted patient flow for AEH-Theni. 

Monthly Performance Report for Aravind 
Eye Hospitals (April, May, June, July, 
August 2001) 

Inclusive of detailed patient flow and revenue data for Aravind Eye 
Hospitals, including Theni, against corresponding month from 
previous year. 

Performance Against Budget Worksheet – 
AEH-Theni, 1995-96 to 1999-2000 

Historical patient flow statistics for AEH-Theni by financial year. 
 

Income and Expenditure Budgeting 
Worksheet – AEH-Theni, 1995-96 to 1999-
2000 

Historical income and expenditure statistics for AEH-Theni by 
financial year. 

Income and Expenditure Budgeting 
Worksheet – AEH-Theni  (April 2000 – 
March 2001) 

Historical income and expenditure statistics for AEH-Theni by month. 

AEH-Theni – Surgery Report From 1985 to 
1998 

Statement of paying, free-direct and free-camp surgeries between 
1985 and 1998. 

AEH-Theni – Performance Statistics 1998 Basic statement of performance statistics for 1998. 
Cost of Cataract Surgery, Total Income & 
Expenditure 

Estimates of unit cost of cataract surgery based on patient flow and 
historical financial data for AEH-Theni for 1994-95 to 1997-98. 

Average Income & Expenditure – AEH-
Theni (1998) 

Average hospital income and expenditure for AEH-Theni. 

AEH-Madurai Organisation Chart Organisation chart for AEH-Madurai as at 1 August 2000. 
Theni District Blindness Control Society 
Performance of Cataract Operations 

Cataract performance statistics against target for all service delivery 
organisations in Theni District between 1997/98 and 2001/02. 

Monthly Variance Report – Aravind Eye 
Hospitals (June 2001) 

Consolidated hospitals budget vs actual statistical information. 

Aravind Eye Hospital Recruitment Policy 
Manual (November 1999) 

Human resources recruitment policy manual. 
 

Paramedics Confirmation List (2000) Total number of students confirmed for AEH-Madurai and AEH-
Theni. 
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Aravind Survey Staff survey conducted to assess staff satisfaction and a wide range 
of staff information. 

Financial Particulars for AEH-Theni Income and expenditure and balance sheet figures for 1998/99 to 
2000/01. 

Surgeries Performed through Camps Graphical statistic of surgeries performed through camps for Aravind 
Eye Hospitals for 1978 to 2000. 

Cataract/IOL Record Template patient record. 
Catchment Area for Theni Map of catchment area including population information for AEH-

Theni. 
AEH-Theni – Hospital Rates Effective from 
01.04.2000 

Detailed pricing structure for all surgery types and classes. 

Purchase Function – Aravind Eye 
Hospitals 

Summary of important areas for consideration in purchasing in 
Aravind Eye Hospitals. 

Stores Function – Aravind Eye Hospitals Summary of important areas for consideration in stores in Aravind 
Eye Hospitals. 

Accounting and Finance Function – 
Aravind Eye Hospitals 

Summary of important areas for consideration in accounting and 
finance in Aravind Eye Hospitals. 
 

Goals of Materials Department Summary of important goals of materials department in Aravind Eye 
Hospitals. 

Overall Flow Chart: Materials Department Basic flow chart for materials department in Aravind Eye Hospitals. 
Flow Chart: Finance: Expenses & Payment Basic flow chart for finance department in Aravind Eye Hospitals. 

 
Selection of Purchase Supplier: Criteria Basic criteria for the selection of suppliers at Aravind Eye Hospitals. 
Camp Organiser’s Performance Inclusive of camp organisation data for individual camp staff, 

including target and actual outpatients for AEH-Madurai and AEH-
Theni for week ending 9 September 2001. 

Income and Expenditure Statement – AEH-
Theni (August 2001) 
 

Operating profit and loss statement 

Income and Expenditure Statement – 
Aravind Eye Hospitals (March 2001) 

Operating profit and loss statement 

AEH-Madurai: Calculation of Unit Cost Detailed spreadsheet inclusive of unit cost calculations for AEH-
Madurai paying and free cataract surgeries in April 2001. 

CBR Project Area & Population – AEH-
Theni 

Basic data on AEH-Theni Community Blindness Rehabilitation 
projects. 

AEH-Theni Types of Camp Sponsors Basic list of organisations involved in sponsoring eye camps. 
Theni District Blindness Control Society – 
School Eye Screening 

Basic historical statistics and information about school eye 
screening. 

Human Resource Management – Role and 
Task 

Statement of job responsibilities for clinical and administrative staff. 

Govel Trust – Statement of Fund Flow Unaudited statement of fund flow for Govel Trust between April 1977 
and March 2001. 

Govel Trust – Balance Sheet Audited balance sheet for Govel Trust from 1978 to March 2001. 
AEH-Madurai – Daily Cash Receipt and 
Payment Report 

Example of daily cash receipt and payment report, dated 20 June 
2001. 

AEH-Theni – Daily Report Statement patient flow, banking, cash accounting, physical cash, and 
expenses. 

Job Description – Patient Counsellor Detailed job description, including general information, for patient 
counsellors at Aravind Eye Hospitals. 

Govel Trust Madurai – Accounts Manual Extensive internal accounts manual of the trust. 
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APPENDIX 10: LIST OF INTERVIEWS: ECBPP 

 

 

Name Title 
 

Date(s) 

Jo Thomson Program Manager, Fred Hollows Foundation 16-April-2002 
Dillon Woods Knowledge Manager, Fred Hollows Foundation 15-April-2002 
Olga Havnen Indigenous Programs Manager, Fred Hollows Foundation 17-April-2002 
Paula Myott International Programs Manager, Fred Hollows Foundation 16-April-2002 
Chip Morgan Deputy Managing Director, Fred Hollows Foundation  April-2002 
Mike Lynskey Managing Director, Fred Hollows Foundation 16-April-2002 
Dr Colin Cook Ophthalmologist, Edendale Hospital 17-April-2002 
Kovin Naidoo International Centre for Eye Care Education 17-April-2002 
Sindiswa Mgole Chief Professional Nurse, Frontier Hospital, Queenstown 23-April-2002 
Nombeko Gcina Ophthalmic Nurse, Frontier Hospital, Queenstown 23-April-2002 
Mrs De Beer Matron, Frontier Hospital, Queenstown 23-April-2002 
Sally Koene District Manager, Queenstown District 23-April-2002 
Nigel Hoffman Superintendent, Rietvlei Hospital, Umzimkulu 24-April-2002 
Guy Date General Practitioner, Kokstad 24-April-2002 
Nonhlanhla 
Keswa 

District Manager, Umzimkulu District 24-April-2002 

Nomonde Zuma Hospital Administrator, Rietvlei Hospital, Umzimkulu 24-April-2002 
Peter Alexander Ophthalmologist, Frere Hospital, East London 25-April-2002 
Dolly Mabusela Assistant Director, Health Financing & Economics, Department of Health, 

Pretoria 
26-April-2002 

Luvuyo Baba Deputy Director, Health Financing & Economics, Department of Health 26-April-2002 
Anne Croasdal Deputy Director, Chronic Diseases, Disabilities and Geriatrics, Department of 

Health, Pretoria 
26-April-2002 

Dawie Jordaan Marketer, Bureau for the Prevention of Blindness 26-April-2002 
Dr Thomas Superintendent, St Elizabeth’s Hospital, Lusikisiki 29-April-2002 
Mrs Nokwe Matron, St Elizabeth’s Hospital, Lusikisiki 29-April-2002 
Beauty Myolwa Hospital Administrator, St Elizabeth’s Hospital, Lusikisiki (former District 

Manager, Lusikisiki District) 
29-April-2002 

Mrs Ngomame OPD Nurse, St Elizabeth’s Hospital, Lusikisiki 29-April-2002 
Dr Rayamajhi Superintendent, Butterworth Hospital, Butterworth 30-April-2002 
Mr Bilti Hospital Administrator, Butterworth Hospital, Butterworth 30-April-2002 
Mrs Bongola Matron of Nursing Services, Butterworth Hospital, Butterworth 30-April-2002 
Mrs Siphamla Matron of Nursing Services, Empilisweni Hospital, Sterkspruit 2-May-2002 
Mrs Maphoto Matron, Empilisweni Hospital, Sterkspruit 2-May-2002 
Matilda Moyalwe PHC Nurse, Empilisweni Hospital, Sterkspruit 2-May-2002 
Dr Musi Mokete Ophthalmologist, Queen Elizabeth II Hospital, Maseru, Lesotho 3-May-2002 
Dr J Loock Superintendent, Midland Hospital, Graaft-Reinet 6-May-2002 
Andre Rall Matron, Midland Hospital, Graaft-Reinet 6-May-2002 
Dr Trudy Thomas Director, Institute for Societal Research & Action, Rhodes University 7-May-2002 
Lindelwa Nxu Initiative for Participatory Development and FHF South Africa Board member 7-May-2002 
Joyce Matabese Director, Primary Health Care, Eastern Cape Department of Health 8-May-2002 
Litha Matiwane Director (Acting), Health Management Services, Eastern Cape Department of 

Health 
8-May-2002 

Mark Fraser Chief Financial Officer, Eastern Cape Department of Health 8-May-2002 
Fiki Nxumalo FHF South Africa Program Manager 8-May-2002 
Dr Andrew Boliter Ophthalmologist, The Eye Care, East London 9-May-2002 
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APPENDIX 11: SELECTED INTERVIEW TEMPLATES: ECBPP40 

 

 

Managing NGO: The Fred Hollows Foundation 
Is the ECBPP on track? Mathew Herring, is a consultant engaged to undertake a 
sustainability assessment of the ECBPP. The following is a list of questions / information 
required that will form the basis of your interview with Mathew. All individual comments will 
be kept anonymous. 
 

 Background Questions about the Programme 

 1. What do you think sustainability is in the context of this programme? 

 2. What constraints do you think the programme faces in becoming sustainable? What other 
constraints? 

 3. What role will FHF in Australia have in managing the programme? 

 4. What advocacy and fundraising is being undertaken for the programme? 

 5. What planning has been undertaken to support the programme? 

 6. How were each of the participating hospitals selected? 

 7. Do you have information about other service providers in the catchment area? Have you talked to 
other NGOs about their experiences?  

 Questions about Governmental Involvement 

 9. What is the role of the Eastern Cape Department of Health? 

 10. How did FHF and the Government decide to collaborate? 

 11. What Government staff are dedicated to the management of this programme? Are these staff 
trained within the field of eye care? 

 12. What level of control over the programme and the participating hospitals will the Government 
have? 

 13. How closely will FHF Australia and the Government be working together? 

 14. How closely will FHF South Africa and the Government be working together? 

 15. How committed is the Government to facilitating the objectives of this programme? 

 16. What is the financial commitment of the Government? Is this guaranteed? 

 17. What happens if the government ceases funding during the programme?  

 18. Is the Government committed to providing health care services free of charge, and therefore not 
willing to allow cost-recovery through user charges? 

 19. If so, how then does the Government anticipate facilitating financial independence? 

 20. If it does not, what does the Government envisage will happen at the completion of the 
programme? 

 21. What happens when government funding ceases at the completion of the programme? 

 Socioeconomic/Cultural/Environmental Issues 

 22. 
Which of the following barriers to take up of services impinge on the take up of services and to 
what extent? Lack of awareness of services; inability to afford services, transport etc.; motivation; 
accessibility; inability to seek follow up. 

                                                           
40 The interview templates formed the basis of the interview discussions, rather than a checklist of questions 
to be asked the interviewee. Not all questions were asked in all interviews. 
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 23. What cultural barriers may impinge on sustainability/success? 

 24. Is resistance to change among the professional community and hospitals expected to be a 
problem? If so, how and to what extent? 

 25. What economic barriers may impinge on sustainability/success? 

 26. What gender-related barriers may impinge on sustainability/success? 

 27. What geographical/environmental barriers may impinge on sustainability/success? 

 Funding Partner and Resource Questions 

 28. Without cost recovery from user fees, how will sufficient income/funding be generated to enable 
financial sustainability? What are the options? 

 29. What do other health care service providers do in terms of sustainability? What do other eye care 
service providers do? 

 30. What level of discretion does FHF RSA have in allocating and spending funds? 

 31. What level of discretion do participating hospitals have in allocating and spending funds? 

 32. Do you believe that internally generated income may be more wisely spent? 

 33. Do you believe the FHF RSA has an appropriate level of ownership? Will this impinge on 
accountability? 

 34. Do you believe the participating hospitals have an appropriate level of ownership? 

 35. Are the hospitals satisfied with the ownership arrangements? Will this impinge on accountability? 

 36. Who has most control of programme planning and direction? 

 37. If cost recovery is enabled, how would excess funds be apportioned and who would determine the 
apportionment? 

 38. What models are most appropriate for economic sustainability? Philanthropy, private industry 
partnerships, insurance etc.? 

 39. Is the overall programme cost effective? How has this been determined? 

 40. Is there an emphasis on programme becoming self-sufficient financially when FHF funding is 
completed? How will this be facilitated?  

 41. 
How important are socioeconomic, cultural and political issues? Have these issues been 
considered in the design of the programme? What measures are in place to keep abreast with 
these issues? 

 42. Who designed the programme plan? How often will the programme be evaluated and by whom? 
What will happen with evaluation findings? 

 43. How will spending be monitored? What is the degree of flexibility in terms of spending? 

 44. What controls have FHF set in place to ensure success of the programme? 

 45. What is the structure of the programme management? 

 Specific Questions about the Programme and Participating Hospitals 

 46. Who is responsible for overall control (hiring and firing, compensation level setting, systems and 
procedures design, general management etc.)? 

 47. Who is in control of the participating hospitals?  

 48. Is there the opportunity to change the agenda of the programme? How flexible is it? 

 49. What performance measurement systems will be implemented within the overall programme and 
participating hospitals? 

 50. Who has responsibility for performance measurement? What targets will be set for performance 
measurement? 

 51. How will FHF measure its role and the success of its activities? 

 52. How will staff be attracted and retained for both the programme and participating hospitals? What 
incentives are provided? Are salaries competitive? 

 53. Are salaries determined by the Government? 
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 54. What is the policy on continuing education for medical and administrative staff? 

 55. Has the data been used in planning and decision making? 

 56. What advocacy is being undertaken? By whom? 

 57. How will information be shared among participating hospitals and the programme? 

 58. What information systems exist in the programme? 

 59. What is the policy for the provision of Government funds for drugs and materials? 

 60. Who decides requirements and controls purchasing? Has an assessment of requirements been 
undertaken? What has the government budgeted for? 

 61. What is the probability the Government might not meet this budget? 

 62. 
What is the policy for the provision of Government funds for equipment? Who decides 
requirements and controls purchasing? Has an assessment of requirements been undertaken? 
What has the government budgeted for? 

 63. What is the probability the Government might not meet this budget? 

 64. Is the high cost of consumables a constraint? 

 65. Where will IOLs be purchased from? Is this supply sustainable? Guaranteed? Affordable? Timely? 

 66. Equipment use and maintenance: what procedures are in place for training and maintenance? 

 67. Does the hospital have access to appropriate technology, such as computers, and modern 
equipment appropriate for service delivery? 

 68. What support will be provided by local community organisations? 

 69. Will local government organisations be involved and how? 

 70. How will community ownership be facilitated? 

 71. Are the hospitals ready for this programme? How well have they been briefed? 

 72. Are appropriate systems and procedures in place? 

 73. Is hospital management aware of programme objectives in the roles of the participating hospitals? 

 74. What measures are in place to ensure surgical quality? 

 75. Who is involved in the decision making processes? 

 76. How much control do participating hospitals have? Would they prefer to be autonomous? 

 77. Are hospital managers well trained, motivated, proven performers, good leaders etc? 

 78. How committed is management to the realisation of the programme goals? 

 79. Will hospital management be actively involved in the programme? Will management performance 
be measured? 

 80. Are management accepting of the direction imposed by programme management? 

 81. What is the requirement for reporting to programme management? 

 82. Is there an appropriate understanding of the principles of community eye health within the 
management team? 

 83. Is the expertise of the staff appropriate? How is this determined and by whom? Are staff 
adequately trained? Are sufficient trained staff available? 

 84. How will appropriate medical staff be attracted and retained? 

 85. What measures are in place to ensure staff are efficiently and effectively utilised? 

 86. How are staff motivated? How are staff monitored? Is a team approach encouraged? 

 87. Are staff made aware of the mission of the hospital? 
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 88. What costing information is available? What about other financial information/data? 

 89. What information systems exist in the hospitals? 

 90. How will social marketing/outreach be approached? 

 91. How will surgical quality be ensured and measured? 

 92. What post-operative evaluation procedures are planned? 

 93. What is the mix between autonomy and control? Is this the appropriate mix? 

 94. Are the participating hospitals satisfied with the degree of ‘ownership’? 

 
 
 
Hospital Superintendents 
Is the ECBPP on track? Is the ECBPP on track? Mathew Herring, is a consultant 
engaged to undertake a sustainability assessment of the ECBPP and your hospital. The 
following is a list of questions / information required that will form the basis of your 
interview with Mathew. All individual comments will be kept anonymous. 
 

 General Questions about the Participating Hospitals / Programme 

 1. What is your understanding of the Eastern Cape Blindness Prevention Programme? Its goals and 
objectives? The role of your hospital? 

 2. What is your role within the hospital? 

 3. Were you involved in the programme planning? 

 4. Do you believe the programme has some chance of success? 

 5. What constraints do you think the programme faces? In sustainability? 

 6. Does your hospital have a defined health goal (what your hospital wants to achieve)? 

 7. What barriers have been identified to service delivery in the catchment area of the participating 
hospitals? 

 8. When and how was the hospital founded? 

 9. Do you have a management committee? What is their level of influence? 

 10. Do you have a formal strategic purpose or plan? What strategic goals exist within the organisation? 

 Questions about Government Involvement 

 11. What policy and bureaucratic environment does your hospitals operate in? 

 12. What governmental factors inhibit or enhance the effectiveness of your business operations? 

 13. What is the role of the Eastern Cape Department of Health in the programme? 

 14. How closely will your hospital and the Government be working together? 

 15. How committed is the Government to facilitating the objectives of this programme? 

 16. Government is committed to providing health care services free of charge: Is this an impediment to 
your hospital? 

 17. What, if any, barriers exist from the apartheid era? 

 Socioeconomic Issues 

 18. What socioeconomic barriers, such as access, awareness, affordability, impinge on the take up of 
services and to what extent? 

 19. What other socioeconomic issues are of relevance to the overall programme? 
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 20. What cultural barriers may impinge on sustainability/success? 

 21. Is resistance to change among the community expected to be a problem? If so, how and to what 
extent? 

 22. What gender-related barriers may impinge on sustainability/success? 

 23. What geographical/environmental barriers may impinge on sustainability/success? 

 Financial Questions 

 24. Without user fees, what do you think the options are for economic sustainability? 

 25. What are the barriers to raising funding for ongoing operations? 

 26. What do other health care service providers do in this region? 

 27. What level of discretion do you have in spending programme funds? 

 28. Do you think that it would be better if your hospital were responsible for generating income and/or 
resource mobilisation? 

 Specific Questions about the Programme and Participating Hospitals 

 29. Who is responsible for overall control (hiring and firing, compensation level setting, systems and 
procedures design, general management etc.)? 

 30. How committed is management to the realisation of the programme goals? 

 31. Will hospital management be actively involved in the programme? 

 32. Are hospital managers accepting of the direction imposed by programme management? 

 33. Are hospital managers well trained, motivated, proven performers, good leaders etc? 

 34. Does your hospital hold meeting between various stakeholders? 

 35. What is the composition of the Board (Committee)? What is its mandate? Who appoints the Board? 
What decisions can the Board make? 

 36. Does your hospital have an organisation chart? 

 37. What methods are in place for setting direction? 

 38. How is the workload forecasted and planned? 

 39. What management and/or review meetings are conducted? 

 40. What budgets/forecasts are prepared? Are reports prepared for actual v budgets? 

 41. Discuss procedures for financial planning 

 42. Discuss the financial decision making process 

 43. What financial statements are available? 

 44. What monthly expense and revenue reports exist? 

 45. Are all capital purchases, such as for equipment, paid by this facility? 

 46. What are the procurements procedures? 

 47. What is the requirement for reporting to programme management? 

 48. Will this be sufficiently managed? 

 49. Is there the opportunity to change your role and direction? 

 50. How much control does your hospital have? 

 51. Would you prefer to be more autonomous? 

 52. How will staff for this programme be attracted and retained? 
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 53. What incentives are provided? Are salaries competitive? 

 54. What opportunities for advancement exist? 

 55. What other career management processes exist? 

 56. What training and professional development opportunities exist for key (and perhaps other) staff? 
Are figures available for training and professional development costs? 

 57. What is the policy on continuing education for medical and administrative staff? 

 58. Do you have available figures for employee separation? 

 59. Is the expertise of the staff appropriate? How is this determined and by whom? 

 60. What measures are in place to ensure staff are efficiently and effectively utilised? 

 61. What key factors, values, motivations exist to promote staff productivity? 

 62. How are staff motivated? How are staff monitored? 

 63. Is a team approach encouraged? 

 64. What accountability systems are in place? 

 65. To what level and how are human resources strategically planned? 

 66. Do all staff members have job descriptions or profiles? Are job descriptions reviewed for all staff 
including management? 

 67. Describe the procedures for job allocation. 

 68. Is there clarity in defining roles, responsibilities, authority and accountability for each staff person? 
Are these responsibilities discussed and updated? 

 69. Is there a defined set of competencies known for each job? Are these ensured while employing 
personnel? 

 70. Does your hospital set objectives for the staff holding managerial responsibility? 

 71. Does your hospital involve the staff in decision making? 

 72. Does your hospital communicate its plans, budgets etc. to all hospital staff? 

 73. Are regular staff meetings held? 

 74. What methods are used to communicate? 

 75. How many working relationships do you presently have with sponsors and other community 
groups? Who are the major partners? 

 76. What support will be provided by local community organisations? Outreach? Advocacy? Funds? 

 77. In what way(s) does your relationship with these partners inhibit or enhance the effectiveness of 
your business operations? 

 78. Will local government organisations be involved and how? 

 79. Do you believe your hospital is ready for this programme? Why? 

 80. Are appropriate systems and procedures in place? 

 81. What is the policy for the provision of Government funds for equipment maintenance and drugs and 
materials purchases? 

 82. Who decides requirements and controls purchasing? 

 83. What has the government budgeted for? What is the probability the Government might not meet 
this budget? 

 84. What procedures are in place for training and maintenance? 

 85. Can your hospital procure drugs and supplies and other materials directly? Are there guidelines for 
making capital purchases? 

 86.  Is the high cost of consumables a constraint? 
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 87. Where will IOLs be purchased from? Is this supply sustainable? Guaranteed? Affordable? Timely? 

 88. Does the hospital have access to appropriate technology, such as computers, and modern 
equipment appropriate for service delivery? 

 89. What performance measurement systems are planned within the hospital? Are qualitative issues to 
be measured? What and how? 

 90. How will information be shared among your hospital, other participating hospitals and programme 
management? 

 91. What costing information is available at your hospital? What about other financial information/data? 

 92. How will social marketing/outreach be approached? 

 93. How will demand for the eye care service be generated? How will variations in demand be 
managed? 

 94. How far, on average, do patients travel to get to the hospital? 

 95. How are patients counselled prior to treatment? What patient record keeping systems are in place? 

 96. How will surgical quality be ensured and measured? 

 97. What post-operative evaluation procedures are planned? 

 98. Discuss the types of diagnosis/surgeries undertaken by the hospital, and the outpatient and 
inpatient services 

 99. Is there an appropriate understanding of the principles of community eye health within the 
management team? 

 
 
 
Government 
Is the ECBPP on track? Mathew Herring, is a consultant engaged to undertake a 
sustainability assessment of the ECBPP. The following is a list of questions / information 
required that will form the basis of your interview with Mathew. All individual comments will 
be kept anonymous. 
 

 Questions about the Programme 

 1. What is your understanding of the Eastern Cape Blindness Prevention Programme? Its goals and 
objectives? 

 2. How will you be involved with the programme? 

 3. What else does your job involve? 

 4. Do you believe the programme has some chance of success? 

 5. What constraints do you think the programme faces? In sustainability? 

 6. What barriers have been identified to service delivery in this region? 

 7. Do you have information about other service providers in the catchment area? 

 Questions about Government Involvement 

 8. What is your understanding of the role of the Eastern Cape Department of Health? 

 9. What policy and bureaucratic environment do the participating hospitals operate in? 

 10. What governmental factors inhibit or enhance the effectiveness of your business operations? 

 11. How committed do you think this Government is to facilitating the objectives of this programme? 

 12. What level of control over the programme and the participating hospitals will the Government 
have? 

 13. How closely will FHF and the Government be working together? 
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 14. Do you support the ANC’s policy to provide free health care for all? What do you think the 
ramifications are for this programme? 

 15. What happens when government funding ceases at the completion of the programme? 

 16. What happens if the government ceases funding during the programme? 

 17. What are the chances of this happening? 

 18. Has the Government discussed longer-term economic functioning? 

 19. What, if any, barriers exist from the apartheid era? 

 Socioeconomic Issues 

 20. What socioeconomic barriers, such as access, awareness, affordability, impinge on the take up of 
services and to what extent? 

 21. What other socioeconomic issues are of relevance to the overall programme? 

 22. What cultural barriers may impinge on sustainability/success? 

 23. Is resistance to change among the professional community and hospitals expected to be a 
problem? If so, how and to what extent? 

 24. What gender-related barriers may impinge on sustainability/success? 

 25. What geographical/environmental barriers may impinge on sustainability/success? 

 Financial Questions 

 26. Without user fees, what do you think the options are for economic sustainability? 

 27. What are the barriers to raising funding for ongoing operations? 

 28. What do other health care service providers do in this region? 

 Specific Questions about the Programme/Hospitals 

 29. What is your knowledge of the management of the programme, including Government 
involvement? 

 30. Are hospital managers well trained, motivated, proven performers, good leaders and committed to 
this programme etc? 

 31. Do you believe the management structure is appropriate and the right people have been selected? 

 32. What is your understanding of control procedures? 

 33. What other issues do you see for management? 

 34. What issues do you see with respect to attracting and retaining hospital and programme staff? 

 35. What incentives are provided? 

 36. Are salaries competitive? 

 37. What is the policy for the provision of Government funds for equipment maintenance and drugs and 
materials purchases? 

 38. Who decides requirements and controls purchasing? 

 39. What has the government budgeted for? 

 40. What is the probability the Government might not meet this budget? 

 41. What procedures are in place for training and maintenance? 

 42. Is the high cost and availability of consumables a constraint? 

 43. What support will be provided by local community organisations? Outreach? Advocacy? Funds? 

 44. What structural and systemic constraints exist? 

 45. Are the hospitals ready for this programme? 
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 46. Who is involved in the decision making processes? 

 47. General logistics such as transport, communications etc.: What constraints exist? 

 Additional Questions 

 48. What is your understanding of the programme? 

 49. What will the role of the Provincial Government be in this programme? 

 50. What do you thinks the main obstacles to the programme will be? 

 51. Do you see eye care as a priority? 

 52. What Government factors might inhibit or enhance the programme? 

 53. Is there a person here who will have responsibility for the programme? 

 54. Are you going to support this programme financially? What is the financial commitment of the govt? 

 55. Do you think the hospitals will have the capacity to undertake the programme? 

 56. Hospitals are saying in the current environment, they cannot fund the programme. How will it work 
then? 

 57. What is the situation with hospital budgets? 

 58. Can the hospitals charge user fees? For IOLs? 

 59. Without user fees, how would economic sustainability be a possibility? 

 60. What level of control over the programme will the Government have? 

 61. How closely will the Government and the FHF be working together? 

 62. Do you see this programme being able to be in the normal budget of hospitals in the long-term? 

 63. Who is in charge of hospitals’ overall budget? 

 64. Do you think people could afford to pay something for surgery? 

 65. Is there any discretion to change priorities within the budget? 

 66. Is it true that the Central Government has decreased your funding for hospitals again? 

 67. How will this affect the programme? 

 68. Is grant money available for special services? 

 69. Why is it that hospitals are being rebuilt, but there is not enough money to recruit staff to put in the 
buildings? 

 70. What HR constraints are there? 

 71. How could we pay the doctors? 

 72. What socioeconomic factors are relevant? 

 73. How will the Government control this programme and measure success? 

 74. Do you have any reports on healthcare, socioeconomics, etc. or income data? 
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APPENDIX 12: DOCUMENTS COLLECTED AND EXAMINED: ECBPP 

 

 

Document / Electronic File Description 
Cataract Surgery Statistics Comprehensive list of public hospitals located in the Eastern Cape 

Province, including cataract service delivery statistics 
ECBPP Business Plan Business Plan prepared by the Fred Hollows Foundation 
Eastern Cape District Managers List of Local Government District Managers operating in the 

Eastern Cape Province 
ECBPP Sustainability Ideas for sustainability assessment of the ECBPP proposed by Dillon 

Woods 
FHF RSA Budget – 1/3/02-28/2/03 Comprehensive budget and cash flow projections for the ECBPP 

office in East London 
Fundraising Plan for FHF South Africa Methods and possibilities for fundraising for the ECBPP. 
Cost-recovery – FHF Africa Document outlining cost-recovery strategies for the Fred Hollows 

Foundation’s programmes in Africa 
FHF RSA Strategic Fundraising Plan Detailed plan including resources and budgets 
Terms of Reference TOC for sustainability assessment of the ECBPP 
FHF Africa Cataract Microsurgical and IOL 
Training Project 

Detailed review of the Fred Hollows Foundation’s training activities in 
Africa 

Socieconomic Assessment Factors Socioeconomic issues to consider in the design of the ECBPP 
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APPENDIX 13: SUSTAINABILITY BARRIER MATRIX: ECBPP 

 

 

Barrier Management Options 
 

Risk Level Probability 

GOVERNANCE 
Uncertain Government funding 
commitment 

• Develop constructive relationships 
• Signed working agreement to include 

financial support 
• Set up Provincial and district eye 

committees to lobby Government 

H H 

Lack of overall Government 
commitment 

• Develop constructive relationships 
• Continue to lobby Government about 

importance of eye care 
• Explore top up allowances of officials 

H M 

Government role not clearly 
defined 

• Develop statement of roles M L 

Government policy of free health 
care 

• Undertake cost recovery analysis M H 

Programme collapses following 
cessation of FHF support 

• Facilitate local capacity and Government 
funding commitment 

• Maintain a long-term role 

H L 

Too many participating hospitals • Effective planning and performance 
measurement 

M L 

Inappropriate choice of hospitals • Effective planning and performance 
measurement 

M L 

Provision of too much external 
funding - dependence 

• Clearly define FHF financial commitment 
• Facilitate local capacity 

M L 

The provision of free services 
does not generate accountability 
at the hospital level 

• Accountability systems and appropriate 
performance measurement 

• Facilitate local ownership 

M L 

Those who control the funding 
control the direction - lack of 
control/autonomy 

• Local involvement in programme planning 
and direction – enable capacity 

M L 

Insufficient 
management/leadership of 
participating hospitals 

• Appropriate selection of staff 
• Develop communication strategy 

H L 

Insufficient management 
commitment 

• Facilitate local ownership H L 

Too much focus on cataract 
surgery 

• Set targets for other eye disorders M M 

Programme activities are 
detrimental to other hospital 
services 

• Local involvement in programme planning 
and direction 

H L 

CUSTOMER/AWARENESS 
Lack of community 
support/awareness 

• Set up district eye committee to motivate 
community organisations 

• Launch programme at district level 
• Conduct community eye health workshop, 

including hospital board 

H M 

Lack of understanding of 
socioeconomic factors by 
stakeholders 

• Develop socioeconomic profile in 
conjunction with community activities 

M M 

Programme based on 
inaccurate/outdated data 

• Undertake population-based surveys M L 

Inability to generate demand • Social marketing/outreach activities H M 
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Insufficient sharing of information 
between hospitals 

• Develop communication strategy L M 

Inability to afford transport, 
opportunity cost, cost of services 
etc.  

• Social marketing/outreach activities 
• Patient counselling 
• Community involvement 

H H 

Lack of awareness of services • Social marketing/outreach activities 
• Patient counselling 
• Community involvement 

H M 

Lack of access to services • Social marketing/outreach activities 
• Patient counselling 
• Community involvement 

H H 

Fear of surgery • Social marketing/outreach activities 
• Patient counselling 

M L 

Existence of hospital waiting lists • Manage demand appropriately (marketing 
dates of services) 

• Abolish waiting lists 

M M 

Awareness of the programme and 
the role of hospitals is poor 
among hospital staff  

• Develop operational plans (including 
statement of activities) 

• Develop communication strategy 

H M 

Awareness of ophthalmology is 
not good among the medical 
community 

• Raise awareness of what is a career in 
ophthalmology 

L M 

Emergence of HIV/AIDS to the 
detriment of programme activities 

• Ensure programme success and cost 
effectiveness 

M L 

BUSINESS & MANAGEMENT PROCESSES 
Insufficient management 
expertise  

• Build expertise of doctors to manage 
programme activities 

• Management systems training 

M L 

Insufficient administrative 
capacity 

• Hospital needs analyses 
• Management systems training 

M L 

Lack of clarity about the 
programme and the role of the 
hospital 

• Operational plans 
• Develop communication strategy 

M M 

Insufficient hospital infrastructure • Hospital needs analyses 
• Management systems training 

M L 

Level of readiness by hospitals is 
inappropriate 

• Operational plans 
• Hospital needs analyses 
• Management systems training 

M M 

Insufficient bed space • Lobby Government for funds 
• Management systems training 

M H 

Insufficient theatre capacity • Management systems training M H 
Insufficient financial management • Management systems training M M 
Insufficient service productivity • Management systems training M M 
Inability to contain costs • Management systems training M M 
Inappropriate procurement 
procedures 

• Management systems training 
• Top up allowances of procurement staff 

M M 

Cost and availability of supplies • Negotiate with material suppliers 
• Operational plans 

M M 

Inappropriate maintenance 
procedures 

• Management systems training 
• Top up allowances of maintenance staff 

M M 

Poor surgical quality – too much 
focus on quantity 

• Appropriate training of SOPs 
• Performance measurement system 

development including qualitative 

M M 

Inappropriate post-operative care • Appropriate training of SOPs 
• Management systems training 

M M 

Insufficient patient record keeping • Management systems training L L 
Lack of performance 
measurement 

• Performance measurement system 
development 

• Management systems training 

L M 

No measurement of qualitative • Performance measurement system L M 
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factors development including qualitative 
Managing demand variations • Management systems training M M 
Lack of information about costs • Management systems training 

• Performance measurement system 
development 

L M 

PEOPLE 
Inability to attract and retain 
appropriate staff 

• Operational plans (including strategies to 
attract and retain) 

• Offer appropriate remuneration or top up 
allowances (performance based) 

• Market career in ophthalmology 
• Attract private local GPs 
• Offer career development opportunities 

H H 

Lack of succession planning • Management systems training 
• Market career in ophthalmology (raise 

awareness in medical community) 

M M 

Inappropriate selection of staff • Rigorous selection processes 
• Ensure commitment to eye care 
• Contractual requirements 

M L 

Inability to attend training • Contractual requirements M L 
Employee motivation/satisfaction 
poor 

• Management systems training 
• Offer appropriate remuneration 

M L 

Utilisation of staff 
insufficient/inappropriate 

• Management systems training M L 

Existing staff frightened of change • Develop communications strategy L L 
Resistance to change among 
professional community 

• Market career in ophthalmology (raise 
awareness in medical community) 

L L 

Lack of team approach • Management systems training M L 
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