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KING EDWARD’S HOSPITAL FUND
FOR LONDON

PaTrON:
HER MAJESTY THE QUEEN

PRESIDENT;
HIS ROYAL HIGHNESS THE DUKE OF GLOUCESTER

TREASURER:
LORD ASHBURTON, k.c.v.o.

CHAIRMAN OF THE MANAGEMENT COMMITTEEZ
LORD McCORQUODALE, r.c.

SECRETARY:
R. E. PEERS

The Fund was established in 1897 by His Majesty King Edward VII
(when Prince of Wales) for the ‘support, benefit or extension’ of the hospitals
of London, and was incorporated by Act of Parliament in 1907. It is not
directly affected by the provisions of the National Health Service Act of 1946.

It was from the first intended that it should :

(a) be a permanent Fund as distinct from a mere agency for the distribu-
tion of monies recetved ;

(8) concern itself with efficiency as well as with the need of hospitals
Jfor monetary assistance.

Moreover it was in the minds of those associated with the foundation of the
Fund that it should exercise a co-ordinating influence over hospital affairs
in London, and enlist the help of all in the search for solutions to the problems
of the metropolitan hospitals.

For fifty years the main functions of the Fund were the distribution of
grants and the provision of a system of visitation which did much to help and
improve the voluntary hospitals in the Greater London area. In recent _years,
and more particularly since the coming into operation of the National Health
Service Act, the Fund’s activities, though still directed to easing the burden
thrown upon hospitals, have tended to cover a much wider field.

The last_half-century has witnessed a growing recognition throughout
the commumty of the value of training for almost all kinds of work and of
good principles and practice in the management of staff. As the Fund’s
resources were released from the demand of annual maintenance it became
clear that they could be invested to good effect in the establishment, amongst
other activities, of training centres. Thus the King’s Fund now conducts, in
addition to the Hospital Administrative Staff College, residential Staff
Colleges for Ward Sisters and for Hospital Matrons and a School of Hospital
Catering.




HOSPITAL ADMINISTRATIVE STAFF COLLEGE
2 Palace Court, W.2 .. . Telephone : BAYswater 9361

COLLEGES COMMITTEE

Lorp McCORQUODALE, P.C., Chairman

J. Caapwick Brooks, 0.B.E. MicHAEL PERRIN, C.B.E.
#P, H. CONSTABLE, O.B.E. , Miss M. B. POowELL, G.B.E.
G. P. E. Howarp Miss M. J. SMYTH, C.B.E.

*Visitor, Hospital Administrative Staff College.

Adviser on Hospital Law to the Colleges of the King’s Fund :

S. R. SPELLER, O.B.E., LL.B.

Principal :

R. A. MICKELWRIGHT

Senior Tutors:

A. C. StuarT-CLARK E. L. F. HoLBURN P. J. Torrie}

Tutors:

A. E. L. BaTTEYt K. OsBORNE P. CoopPER?

Administrative Assistant:
Miss R. V. SHARPE
+Work Study Project

M e

Lt R



by

il

e

HOSPITAL ADMINISTRATIVE STAFF COLLEGE

The King’s Fund established the Hospital Administrative Staff
College following the termination of a bursary scheme under which
some fifty men and women were awarded bursaries to be trained in
the practice of hospital administration.

The four main functions of the Staff College remain, as at the start
in April 1951:

(1) to provide refresher courses for the most senior administrative
officers in the hospital service;

(2) to provide training courses for those who, with further
experience after training, might be likely to reach senior
administrative posts;

(3) to undertake studies in hospital administration;

(4) to provide a meeting place for those interested in or associated
with the National Health Service.

All refresher courses are fully residential and, so far as possible, the
membership of each course is twelve.

The refresher courses are from one to four weeks’ duration, the
shorter ones usually being devoted to special subjects, €.g., manage-
ment efficiency, the organisation of a hospital building project.

Training courses of three years’ duration are provided for
trainees under a Ministry of Health selective recruitment and
training scheme. The Staff College also provides the theoretical
content of a two-and-a-half year course for Regional trainees under
a new, additional, Ministry of Health scheme.

In 1960, at the suggestion of the Minister of Health, 16-week
courses for the training of work study officers and one-week courses
in work study appreciation for those responsible for the use of work
study techniques in the hospital service were established.

In all, the Staff College has held over 135 separate refresher and
training courses. Other activities have included the provision of a
recruitment advisory service and a medical records advisory service.

Guest night dinners and receptions designed to bring together,
with the members of the courses, those interested in, or associated
with the National Health Service, are a special feature of the life of
the Staff College.
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GENERAL INFORMATION FOR PARTICIPANTS

The Hospital Administrative Staff College is situated at Nos.
2, 10, 14 and 21, Palace Court, Bayswater, London, W.2.

The Conference will be held at No. 2 Palace Court in which are
situated the conference room, library, dining-room, administration,
&ec.

No. 2 Palace Court is a house on the corner of the Bayswater
Road approximately midway between Queensway and Notting
Hill Gate stations.

THE NEAREST RAILWAY STATIONS ARE
Central London Line: Notting Hill Gate

Metropolitan and Notting Hill Gate and
Circle Lines: Bayswater
British Railways: Paddington

BUS SERVICES WHICH STOP A FEW YARDS FROM THE STAFF COLLEGE:

No. 12 South Croydon to Harlesden (via Camberwell Green,
Elephant and Castle, Westminster Bridge, Whitehall,
Trafalgar Square, Charing Cross, Oxford Circus, Shep-
herds Bush, East Acton).

No. 88 Acton Green to St. Helier (via Shepherds Bush, Notting
Hill Gate, Marble Arch, Oxford Circus, Piccadilly Circus,
Trafalgar Square, Charing Cross, Whitehall, Westminster,
Vauxhall, Stockwell, Clapham Common, Tooting,
Mitcham).

In addition, bus services Nos. 27, 27a, 27b, 28, 31, 46 and 52
pass through Notting Hill Gate.

TAXI CABS Are available at all the London Main Line railway
stations and at the Air Terminal at Cromwell Road as
a convenient means of transport to the Staff College.

RESIDENTIAL is available for registered participants from

ACCOMMODATION Sunday, November 25th to Sunday, December
2nd, 1962, inclusive. As guests of the King’s
Fund Hospital Administrative Staff College there
is no charge to conference participants for meals
and accommodation.
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REGISTRATION Participants are asked to register at No. 2 Palace
Court at any time on Sunday, November 25th, but
are asked to notify in advance their approximate
time of arrival. Participants are asked to sign
the Visitors’ Book on arrival.

HOUSEHOLD Participants will be awakened at about 7.30 a.m.,
ARRANGEMENTS when they will be offered tea in their bedrooms.

Shoes placed outside bedroom doors overnight will
be cleaned and polished by the morning.

Towels and Soap. Towels and soap are provided by
the Staff College.

Telephone. The Staff College telephone number
is Bayswater 9361. Public telephone boxes are
available for the use of participants.

Meal Times
Breakfast 8.30 a.m.
Luncheon 1.00 p.m.
Afternoon Tea 4.00 p.m.
Dinner 7.00 p.m.

Reception (Tuesday)  6.30-9.30 p.m.

There is also a break for coffee at 11.00 a.m.
Informal dress for all occasions.

LIBRARY This is on the hall floor of No. 2 Palace Court and is
available to participants.

Please do not hesitate to ask the staff if there is anything you
require to make your stay more enjoyable and interesting. The
information office is next to the conference room (Miss Sharpe).

The King’s Fund and the Staff of the College extend a warm
welcome to you.




CONFERENCE ARRANGEMENTS

The presentation of papers by participants and the discussions
will take place in the Hospital Administrative Staff College each
day from Monday to Friday, November, 26th to 30th 1962, in
accordance with the programme of sessions.

The Conference will be opened on Monday, November 26th at
10.00 a.m. by:

Tae RT. HoN. LorD McCORQUODALE OF NEWTON, P.C.
Chairman of the Management Committee
King Edward’s Hospital Fund for London

A GUEST NIGHT DINNER

Will be held at the Staff College on Thursday, November, 29th
6.45 for 7.15 p.m. (informal dress). The guests will include:

TuE RT. Hon. ENocH POWELL, M.B.E., M.P.
Minister of Health

SiR BRUCE FRASER, K.C.B.
Permanent Secretary, Ministry of Health

SiR GEORGE GODBER, K.C.B. (D.M., F.R.C.P., D.P.H.).

Chief Medical Officer, Ministry of Health

and representatives of Regional Hospital Boards, Boards of Govern-
ors of Teaching Hospitals and Hospital Management Committees.
The full list of guests will be published separately.

A BUFFET SUPPER AND RECEPTION

Will be held at the Staff College on Tuesday, November, 27th,
6.30 to 9.30 p.m. (informal dress), to meet representatives of the
Ministry of Health, hospital employing authorities, and a number
of organisations interested in or associated with the National Health
Service. The full list of guests will be published separately.
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EUROPEAN CONFERENCE

1o consider

THE HOSPITAL SERVICES,
THEIR ORGANISATION AND SCOPE

with special reference to

HOSPITAL ADMINISTRATION
IN WESTERN EUROPEAN COUNTRIES

The King’s Fund Hospital Administrative Staff College wishes to express
appreciative thanks to the participants who have kindly agreed to present
papers to the Conference.

The following pages include the papers received at the time of going to press;
others will be circulated as soon as possible before the Conference.
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BELGIUM
by
Dr. S. HALTER,

Directeur-Général, Ministére de la Santé Publique et de la Famille,
Administration de I’hygiene Publique

HEALTH AND HOSPITAL SERVICES IN BELGIUM

I. General Information

Belgium has an area of 30,507 square km. It is divided into
nine provinces.

Its population at 31st December 1959 was 9,128,824 inhabi-
tants, or a density of 299 inhabitants per square km.

Population of the Provinces:

Antwerp .. .. .. .. 1,416,441
Brabant .. .. .. .. .. 1,950,779
West Flanders .. .. . .. 1,058,746
East Flanders .. .. .. .. 1,268,034
Hainaut .. .. .. .. 1,271,888
Liege .. .. .. .. .. 1,010,611
Limbourg .. .. .. .. 563,645
Luxembourg .. .. . .. 218,166
Namur .. .. .. .. 370,514

Belgium has five great centres of population:

Antwerp .. .. .. . 546,500
Brussels .. .. .. .. .. 1,003,937
Charleroti .. .. .. .. 211,201
Gand .. .. .. .. .. 217,456
Liege .. .. .. .. .. 443,094

Belgium has 2,669 communes, of which

54 have more than 20,000 inhabitants
992 have more than 5,000 inhabitants
1,789 have more than 500 inhabitants
534 have fewer than 500 inhabitants
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Vital statistics 1960

Percentage of births . . . 17.609%,
Percentage of deaths .. .. .. 11.349,
Natural increase .. . .. 6.26%,
Population increase (between 1947 and
1959) .. .. . . 6%
Migratory movement (1959) .. . 0.76%,
Health indices 1960
Expectation of life .. .. 70 years

(men, 67 years 7 months)
(women, 72 years 10 months)

36 years 2 months

Average age .. .. ..
(1880) 28 years 6 months

Infant mortality (under one

year) . .. 2.5%
(1900) 17%

Neonatal mortality (under
one month) 2%

(1900) 5.15%,

Percentage of people aged
over 65 years in the popu-

lation .. .. .. 1880 6.49,
1947 10.79%,
1960 129

Morbidity rates:

No particulars, as no research has been conducted in
this field.

Chronic diseases:
Patients in clinics, hospitals,

homes .. .. .. 1959 16,150
Chronic patients in or out of hospital represent 49, of the
population.
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Infectious diseases:
1945 1950 1959

cases
Typhoid fever . 715 318 92
Diphtheria .. .. 6,106 541 1,011
Polio .. e .. 852 86 142
Syphilis . .. 3,498 1,188 328

Tuberculosis:
Number of new cases 15,989 6,132 4,440
43 Total diagnosed and
under  supervision

1949 .. .. 86,422 77,506 72,664
Mortality
Infections .. .. 289% in 1900  2.59, in 1960
Cancer .. . 99, in 1930 219, in 1960
Lung cancer .. 680 cases 1955 880 cases 1958
Leukaemia .. . 840 cases 1954 1562 cases 1958
Accidents .. .. 4.5%, 1in 1900 7% 1in 1958

Road accidents 175,000 in 1960:
64,000 slight injuries
13,800 severe injuries
1,500 fatalities

Accidents at work over 400,000 in 1958 with over 500
deaths.

Occupational diseases 1%, of exposed personsin 1953
1.5%, in 1958

Mental diseases 23,000 committed in 1953
25,500 committed in 1959

Belgium is a constitutional monarchy founded in 1830. The
Belgian Constitution dated 7th February 1831 recognises three
national powers:

i. The LEGISLATIVE POWER exercised by the Chamber of
Deputies, with 212 members elected direct; the Senate,
composed of three sections, one elected direct, one elected
by the provincial councils, and a third co-opted by the
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other two sections; and the King, who sanctions the
laws passed by the two Chambers.

ii. The EXECUTIVE POWER constituted by the King and his
Ministers (at present numbering 20) assisted by govern-
ment departments.

iii. The jupiciARY POWER exercised in the name of the King
by the courts and tribunals which are independent of the
other two Powers, but are under the administrative
charge of the Minister of Justice.

The Constitution further recognises a subdivision of the
country into nine Provinces (Brabant, Antwerp, West Flanders,
East Flanders, Limbourg, Liege, Luxembourg, Namur and
Hainaut).

The Provinces are administered by a Provincial Council
elected direct for four years, and a permanent Deputation
appointed by the Provincial Council. The Governor, who is
appointed by the King, presides over the permanent Deputa-
tion and attends the meetings of the Provincial Council. He has
authority over the Communes, which represent the basic
administrative unit of the country.

Finally, the Constitution recognises the autonomy of the
Communes which in fact hold all powers on the local plane.
The boundaries of the Communes are fixed by law.

Belgium has more than 2,600 communes, of which the smallest
has only 26 inhabitants.

Each commune is administered by a Communal Council elected
for six years, which appoints from among its own members
a college of deputy-mayors to attend current administration under
the chairmanship of the Burgomaster, who is appointed by the
King either from among the communal counsellors or even
from outside.

The Burgomaster actually holds all the administrative and
police powers and carries all responsibility on the communal
plane.

Thus the power of initiative in matters of sanitation, and
public hygiene and health is mainly in the hands of the local
authority.

16




It is only because of the inability of these authorities to deal
with their problems without technical or financial assistance
that the intervention of the Central Executive has developed,
and that the authority of the Minister of Health has asserted
itself in certain spheres. This historic evolution manifested
itself very clearly through the events of the past century.

The communal powers in the matter of assistance to the
poor and to the indigent sick are exercised through the Public
Assistance Commission which was created in each commune
by the Law dated 10th March 1925. This Commission is
composed of persons appointed by the Communal Council.
The Burgomaster is its chairman, ex officio, though a chairman
may, in addition, be chosen from among the members.

iV. GENERAL CONSIDERATIONS

From the historical point of view it must be remembered that
Belgium proclaimed its independence in 1830 and that until
then it had been buffeted in different directions and formed
part of different political constellations.

It had successively belonged to Bourgogne, Spain, France,
Austria and Holland.

However, from the 11th century, its cities had claimed and
secured important privileges and had perpetuated themselves
as entities despite changing dominations.

From the point of view of hospitals and social medicine, we
have to consider four periods:

The period preceding the Revolution of 1789, evolving
from the preceding eras;

The Middle Ages;
The Renaissance;
The French 18th century.

A characteristic of the pre-Revolution period was the
existence of many institutions, hostels, hospitals, orphanages,
leprosy homes, maintained by religious orders and the towns.
However, all of them were staffed by a majority of nuns and,
sometimes, by lay persons, chiefly ladies of good family. This
work was essentially charitable and voluntary.
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The second period runs from 1789 to about 1850.

The hospitals had been nationalised by the Revolution,
but from 1800 the religious orders resumed serving them,
though without regaining possession of them.

The charitable nature of the organisations was recognised
by law and constituted a communal charge. However, hospitals
retained their charitable character and depended on the good-
will of the local officials.

The third period extends from 1850 to 1945.

It is characterised by the erection of many public hospitals
between 1850 and 1900, then by the creation of many private
institutions and clinics, at first on the initiative of physicians
and surgeons, then, particularly from 1900, by religious orders.
Finally, from 1920, a number of hospitals have been established
by mutual benefit movements.

The year 1925 saw the reform of Public Assistance. In each
of the 2,600 communes the welfare offices and hospital com-
missions, formerly independent of each other, were combined.

The fourth period began in 1945 by the inauguration of
compulsory social insurance. (Law dated 28th December 1944.)
Since then, the social medicine movement has accelerated.
Poverty, which had constituted the criterion for the operation
of Public Assistance, has considerably diminished, decreasing
from 80%, to 10%, among the patients of the public hospitals.
Since 1945 a very large number of new hospitals have been
built, particularly in the private sector.

However, it should be noted that the last two periods since
1850 were characterised by a distinct difference as regards the
hospital movement between the Northern part of the country,
the Flemish region which has a Catholic majority and an
agricultural character, where there are many hospitals and
clinics; and the Southern, French speaking Walloon region
which is more accessible to social movements, has a Socialist
majority, has been highly industrialised during the past
century, and has less hospital provision.

This difference persists today and has, if anything, increased.
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The Flemish Provinces have 22,116 beds for acute cases in a
population of 4,306,866, or 5.19%,.

The Walloon Provinces have 10,647 beds for a population of
2,871,179, or 39%,.

The Province of Brabant, which includes the Capital and has
a mixed structure, has 8,362 beds for a population of 1,950,779,
or 4.299,.

The Belgian Constitution and laws give sole responsibility
for medical care to the communal authorities. In the case of the
individual indigent this responsibility is fulfilled through the
agency of Public Assistance. '

Social Security, which covers only 5,200,000 persons out of
the 9,129,000 inhabitants, is alone in having delegated to the
Ministry of Health the responsibility for the provision of
sufficient medical care.

So far, then, Belgium has no authority whose task would be to
regulate or co-ordinate initiatives in this sphere. The State has
only auxiliary powers and confines itself to the granting of
subsidies for new building. These powers have not been
sufficient to even out the distribution of institutions.

I1. Responsibility for and Organisation of Medical Services

The authority for health organisation in Belgium lies, in fact,
and in law, with the communes.

However, it is necessary to distinguish the various aspects of
this provision and to consider general health problems and
medical practice.

'The general health problems, which in fact include responsi-
bility for public health and protection of the population against
the drawbacks of the environment and neighbourhood, are at
present in effect shared between the local authorities, which
were originally solely responsible, and the Provincial and
Central authorities.

Public sanitation, street cleaning, the removal of solid and
fluid garbage, the guardianship of the peace, the water supply,
domestic sanitation and town planning, are still very definitely
in the hands of the local authorities.
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The battle against transmissible diseases is already being
conducted with more intervention from the central authorities,
particularly the Ministry of Health, to which the provincial
health inspectors are directly subordinate. The task of these
inspectors in each Province is to assist the communal authori-
ties in all matters that lie within their competence. They there-
fore appear as the natural advisers of the Burgomasters, with
whom they collaborate in the struggle against infectious
diseases. In this specific sphere they can even act instead of a
defaulting or negligent burgomaster by taking the necessary
prophylactic measures.

The powers of the communal authorities also extend to the
supervision of foodstuffs, which some towns and large communes
exercise themselves, while others leave it to the government
food inspectors.

On the other hand, in the sphere of the medical services the
intervention of the public authorities is of recent origin, apart
from the responsibility of the communal authorities and the
public assistance commission on the financial plane in connec-
tion with poor people.

In Belgium the art of healing, which includes medical practice,
pharmaceutics, dentistry, midwifery and certain paramedical
activities, is governed by an old law. (12th March 1818.)

This Law regulates the medical and paramedical professions
through local medical commissions and particularly Provincial

medical commissions, which were completely reorganised in
1949.

The exercise of the healing art is further subject to registra-
tion on the panels of the Order of Physicians and the Order of
Pharmacists, and to the discipline imposed by these Orders,
which are of recent creation (Physicians, 1938, Pharmacists,
1949).

Belgian law on medical practice, and that relating to the
conferment of academic degrees, does not recognise medical
specialisation. In principle, each physician is therefore univer-
sally competent in all aspects of medicine. Until now, medical
specialisation has developed on an empirical basis, without legal
sanction. But since the introduction of Social Security the need

20
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for official recognition has made itself felt. Since 1957 the
Ministry of Health has created special commissions with the
task of recognising medical specialisation. These commissions
have established criteria of qualification and have compiled
lists of recognised specialists.

A tendency is now evolving in official quarters towards the
introduction into the law on university education provision for
medical specialisation.

Medical science is headed by the two Academies of Medicine
(French and Flemish), which are the supreme consultative
medical authorities.

While the practice of medicine is wholly and exclusively the
preserve of the doctors, there are on the social and financial
plane a great many arrangements and institutions designed to
facilitate medical practice in the various curative and preventive
spheres.

It should be noted, first of all, that theoretical separation
between curative and preventive medicine is particularly sharp
in Belgium. This separation was rendered necessary by the
pressure of the medical profession. However, we must distin-
guish between preventive medicine proper, public sanitation
and medical prophylaxy through the early detection of certain
diseases.

Further, certain diseases whose social or economic reper-
cussions are important are grouped in a context of social
medicine whose artificial character is apparent.

These facts are important for an understanding of the struc-
ture of the institutions and their hierarchisation.

We shall distinguish between the structure of the institutions
of curative medicine, preventive medicine, social medicine and
certain activities involving segregation of a purely social nature
(the aged, orphans).

CURATIVE MEDICINE

This begins in the surgery of the general practitioner who receives
the patients there or calls on them.
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It continues with the medical specialist who attends to patients
at his surgery or calls at their homes.

During the past few years polyclinics have developed (com-
bined general or specialist medical surgeries under joint
administration). Originally, these -polyclinics were almost
exclusively created on the initiative of the friendly societies or
annexed to private or public clinics. At present, a large number
(more than 100) exist separately from hospital premises and
practise a form of group medicine. In the eyes of the promoters
these innovations are justified by the quality of the medical
service as well as advantages on the administrative and
financial plane.

Medicine is further practised in public or private hospitals
which greatly differ as regards capacity, specialisation of
services, equipment and staffing.

The hospitals and clinics are of a general character, and are
equipped for surgery, general medicine, paediatrics (less
frequently) or obstetrics. Some of them provide other medical
services.

Finally, there are special hospitals or clinics (ear, nose and
throat, ophthalmology, rheumatology, orthopaedics, trauma-
tology, dermatology, etc.).

In addition to these curative institutions, which deal with
acute complaints, there are specialised therapeutic sectors which in
Belgium are ranked in the category of social medicine. They in-
clude establishments to combat tuberculosis, cancer, establish-
ments for mental patients, for abnormal children and some
specialised centres for the treatment of cerebral paralysis,
disseminated sclerosis, etc.

A tendency to create geriatric hospitals and hospitals for
chronic patients in general has become apparent, but has not
yet developed further. Some hospitals have installed rehabilita-
tion sections, notably some of the traumatological hospitals.

In the sphere of early diagnosis of disease, a chain of health
centres has developed, public and private, where various kinds of
research is conducted on special groups. Antenatal consultation
centres are frequently separate or are attached to maternity
hospitals. Consultations for infants are assisted or sponsored by
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the National Institute for Childhood. School medical inspection
is obligatory in the primary schools. Adolescents at work are
protected by legal provision under the General Regulations for
the Protection of Labour. Arrangements exist for the care of
workers and for the control of occupational diseases; medical
inspection for those engaging in sports; vocational guidance;
consultation on mental hygiene; and many other activities,
which are exercised in divers ways according to the centres and
the concepts underlying their management.

'The work of the Health Centres, although essentially concen-
trated on early diagnosis of disease, particularly tuberculosis
and diabetes, frequently develops in the direction of prophylaxis
proper, notably by means of vaccination, health education and
health propaganda.

In the past, the diagnosis of and the campaign against
tuberculosis were conducted by the Anti-tuberculosis Dispensaries ;
these still exist, but have lost much of their raison d’étre. The
prevention of tuberculosis is promoted by the existence of
Preventive Centres and by a large chain of institutions for debilitated
children established or sponsored by the National Institute for
Childhood.

This succinct and incomplete picture will now enable us to
consider the character of the various public and private organs
and their responsibilities.

. 1. A. NATIONAL CENTRAL ADMINISTRATION

The responsibility for welfare and health is essentially in the
hands of:

(@) The Ministry of Health and Family (Public health,
institutes of social medicine, mental diseases, tuberculosis,
and public assistance).

() The Ministry of Social Welfare as regards the combating
of disease within the framework of social insurance (National
Insurance Fund against Sickness and Disablement
(F.N.AMLL))

(¢) The Ministry of Labour as regards the medical protection
of the workers.

23




The MINISTRY OF HEALTH AND FAMILY is responsible for:

Public health at the central and provincial levels
(prophylaxy of communicable diseases—protection of the
population).

Supervision of the quality of foodstuffs and meat.

Supervision of pharmacies and medicaments.

Supervision and installation of the water supply.

Combating air and water pollution.

It is further responsible for approving medical specialists and
hospitals and clinics.

It is responsible for combating tuberculosis, which is the task
of the Belgian National Institute for Combating Tuberculosis,
a semi-private organisation supervised and financed by the
Ministry.

There are 120 anti-tuberculosis dispensaries, 16 preventive
centres with 2,200 beds, 27 sanatoria with 4,600 beds, three

reception centres with 135 beds, and six preservation centres
with 114 beds.

Prevention of infantile diseases is the task of a semi-govern-
ment institute which is administratively and, in particular,
financially, under the Ministry of Health.

The National Institute of Childhood, created in 1919, whose
work chiefly covers the antenatal period and the first months
of life (373 antenatal consultations and 1,172 consultations in
infancy), combats infantile debility in nine homes with 1,600
beds, 90 approved homes with 10,000 beds and 166 sections
for debilitated children with 18,700 beds.

The war against mental disease is carried on by the Ministry
of Health in four government establishments and 46 private
establishments, altogether with a total of 25,000 beds.

Apart from the four establishments for mental disease, the
Ministry of Health and Family has no medical establishments.

The Ministry of Social Welfare owns and runs two centres for
treating miners suffering from silicosis.

The Ministry of Labour’s only function in this context is
through its regulations and its medical inspection service.
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. 1. B. ON THE PROVINCIAL LEVEL

There are only a few establishments, although the law relating
to the Provinces imposes on them a residual responsibility.

It should be noted that three Provinces (Namur, Limbourg,
Hainaut) have created and are running a Provincial maternity
clinic with an obstetric centre. Further, one Province (Hainaut)
runs a centre for the re-education of crippled people. One
Province (Namur), has created a network of health centres.
Two Provinces (Liege and East Flanders), run anti-tuberculosis
sanatoria.

While the Provinces have taken the initiative in social
medicine only in exceptional cases, they have in general
favoured, administratively and even financially, the creation of
medical establishments.

. 1. c. It is essentially on the LocAL LEVEL (communes and
Public Assistance Commission) that the activities of the public
authorities have developed.

Thus 24 communes or towns have established health centres.

All the communes have to provide for school inspection.
Finally, 100 hospitals are owned by the Public Assistance
Commissions. Mental health consultation centres are often due
to communal initiative.

. 2. PART PLAYED BY PRIVATE BODIES

Historically, since the remotest times, the religious orders have
undertaken the task of providing medical care to the sick and
under-privileged.

After a gap of a century, caused by the Revolution of 1789,
these orders resumed the initiative at the end of the 19th
century.

At present they constitute the largest section engaged in
providing medical care, for they own 144 clinics for acute
cases, with 15,204 beds, or 389, of all the hospitals for acute
cases.

They own and manage 759, of the beds available for mental
patients, and their activities extend to all sectors.

25




In addition to this organisation, which is at present largely
centralised in the Federation de Caritas Catholica, there are
also other private groups:

The Mutual Aid Associations, which are the executive organs
of Social Security, own and run 19 clinics with 1,695 beds, or
59, of the provision for acute disease.

Groups of doctors, non-profit making associations, limited
companies, factories or groups of factories, private physicians,
etc., are various private bodies which, with 110 hospitals and
7,425 beds, cover 299, of the establishments.

On the whole, as regards hospitals for acute cases, 72%, of
the establishments and 599, of the number of beds are owned
by private bodies. The majority of anti-tuberculosis establish-
ments are owned by private institutions, while 80%, of the beds
for mental patients are owned by private bodies, mostly religious
orders.

Finally, as we have seen, the polyclinics are generally
private institutions.

The very type and the different forms of private organisa-
tion render inquiries as regards staffing particularly difficult.

On the whole, it can be said that there is a constant shortage
of paramedical staff, particularly nurses.

Most of the institutions owned by religious orders employ a
mmxad staff, both lay and religious.

A fair number of hospitals owned either by public authorities
or by some form of private organisation have at their disposal
both religious and lay staff.

II. 3. DEVELOPMENT OF HEALTH INSURANCE

Until 1944 there were in Belgium three forms of payment for
medical care:

Poor patients were wholly or partly paid for by the Public
Assistance Commissions.

Friendly society members (then voluntary) were treated
free of charge at the polyclinics and clinics owned by their
assurance society. Elsewhere, only part of the cost was paid
by the society.
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Other citizens had to pay for their own medical treatment.

At present the situation has considerably improved, because
the number of indigent patients has greatly decreased owing to
compulsory health insurance and a large number of people get
free insurance and also refund of the cost of medical treatment.

Compulsory Social Security derives its revenue from contri-
butions by the workers and employers, as well as from the State,
for the purpose of forming its general reserves. The State further
covers any deficit arising from its operations.

A part of the cost is charged to F.N.A.M.I. (health insurance)
which, however, does not cover all the charges of the illness,
but pays a lump sum for both general practitioner and specialist
treatment as well as hospital treatment. In the case of hospital
treatment there are two systems of payment, one involving a
lump sum; the other, more advantageous, by contract.

The F.N.AM.IL. also covers pharmaceutical expenses,
which are governed by a special tariff which varies according
to the products concerned. It similarly pays the greater part of
the cost of tuberculosis treatment, dental treatment, prosthesis,
etc.

A considerable allocation is made for re-education.

Of the 9,200,000 inhabitants, approximately 5,200,000, or
559,, enjoy the benefits of health insurance. Of the 459, or
four million inhabitants who are not covered, 89, are officials,
2%, paupers, 109, landworkers, 209, business men and artisans
and 5%, members of the liberal professions or executives.

It is estimated that in Belgium the 559, having social
insurance contribute 629, to health expenditure, against only
389, contributed by the 45%, who are uninsured.

Despite the lump-sum and partial character of the refund
for medical and other treatment, health insurance shows a large
deficit each year. This is partly ascribed by some people to the
plural system of this organisation, which consists of six central
bodies differing as regards political (Socialist, Christian, Liberal,
neutral) or professional affiliations.

Each of these bodies, on its part, has a highly decentralized
structure, which in practice comes down to communal units
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(2,600 communes) with necessarily cambersome administrative
machinery.

In 1960, the receipts of the F.N.A.M.I. amounted to
10,680,000,000 frs. and the expenditure to 11,656,000,000 frs.,
or a deficit of 976 millions. In this total, the health services
account for 6,345,000,000 frs., the balance representing dis-
ability allowances and administrative expenses.

In addition to health insurance, there is insurance against
accidents at work, against the risk of occupational diseases and,
finally, compulsory insurance against road accidents.

The Belgian State pays the cost of hospitalization and treat-
ment of the great majority of mental patients. The budget of
the Ministry of Health and Family in fact includes a Special
Fund for assistance to confined, sequestrated patients, impecu-
nious tuberculosis patients, cancer patients and patients suffer-
ing from certain other diseases, as cardiopathies, poliomyelitis,
cerebral paralysis, etc.

This provision is of the order of 700,000,000 frs. per annum.

The National Institute for Childhood, which provides both
preventive and curative treatment for children, has an annual
budget of the order of 450 million francs, entirely covered by
the Ministry of Health and Family.

II. 4. MEDICAL AND PARAMEDICAL STAFFING

(a) Physicians
As at 1 January 1960 there were in Belgium 11,380 doctors,
or 12.5 per 10,000 inhabitants.

It should be noted that in 1952 the figure was 8,685 or 10
per 10,000 inhabitants.

Of the 11,380 we must deduct 2,000 doctors who are not in
practice, while the number of specialists may be estimated
at 3,082.

(b) Pharmacists

As at 1 January 1960 there were 5,266 pharmacists, or 5.6 per
10,000 inhabitants, but the number of dispensaries is about
4.350. In 1952, the figures were 4,234 and 3,500 respectively.
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(¢) Dentists

There are 226 stomatologists, 269 doctors qualified in dental
science, 1,041 licentiates, 570 qualified dentists (‘capaci-
taires’), or a total of 2,106.

(d) Midwives

"The profession of midwife has long been made comparable by
law with that of physician or pharmacist. )

Since 1952, the training of midwives has been modified and
since then midwives have also been nurses. However, their
status has remained in force.

As at 1 January 1960 there were 3,815 midwives as against
3,674 in 1952,

(e) Other paramedical personnel

It is difficult to determine the exact number of these person-
nel, because there is no compulsory registration of them.
However, it is estimated that there must be 13,000 female
nurses, only half of whom work at hospitals, 6,757 male
nurses, 1,065 male nurses for mental patients, 2,263 ‘capaci-
taires’, 437 ‘kinesistes’ and 3,818 children’s nurses.

1. 5. HEALTH EXPENDITURE

It is difficult to give precise figures concerning the cost of
the health services in Belgium; but by approximation and
extrapolation on the basis of social security expenditure, the
total expenditure may be estimated at 18,000 million frs.

The F.N.A.M.I. pays 3,055 millions for medical and dental
treatment. Private individuals, whether insured or not, pay
about 5,782 millions; which makes a total of 8,837 millions
without medicaments and hospitalization.

The pharmaceutic expenditure of F.N.A.M.I amounts to
1,719 millions. It may thus be estimated that the total expendi-
ture, together with that of private individuals, amounts to
3,000 million fts.

Hospital treatment of patients in the different sectors may be
estimated to account for about 6,000 million francs. (There
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are 10 million working days at the hospitals and clinics, to
which must be added the mental patients, etc.).

Thus the total of these charges approximates 18,000 millions,
which represents 129, of the national budget, and probably 5%
of the national income (this income is very variously estimated
in Belgium and there is no official figure).

III. Hospital Services

1t 1. A. The 382 hospitals and clinics had on Ist July 1960
a total of 40,925 beds, or 4.48 beds per 1,000 inhabitants.

They are divided into 109 public hospitals with 16,601 beds
and 273 private hospitals and clinics with 24,324 beds.

Capacity
Of the 109 public hospitals
97 have fewer than 50 beds
39 fewer than 100 and more than 50
920 fewer than 200 and more than 100
17 fewer than 300 and more than 200
7 fewer than 500 and more than 300
6 have more than 500 beds.
The average capacity is 150 beds.
"Of the 273 private hospitals
100 have fewer than 50 beds
88 fewer than 100
61 fewer than 200
17 fewer than 300
5 fewer than 500
2 have more than 500 beds.
The average capacity of these establishments is 90 beds.

OWNERSHIP

Of the 109 public hospitals 98 belong to the C.A.P., the
others belong either to the communes or to intercommunal
bodies or the Provinces. One Academic hospital is owned by the
State.
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Of the 273 private hospitals 19 are owned by friendly
societies, 144 by religious orders and 110 by other owners.

The hospitals are very unequally distributed throughout the
country (see map).

While the proportion for the country is 4.48 beds per 1,000
inhabitants, the Province of

Antwerp has 5.30 beds per 1,000 inhabitants
Brabant 4.29
West Flanders 5.62
East Flanders 4.75
Hainaut 4.10
Liege 4.02
Limbourg 4.67
Luxembourg 1.92
Namur 2.03

The hospitals for acute cases are further divided into:

University hospitals:
One at Gand (State), two at Brussels (C.A.P.), two at
Louvain (one C.A.P., the other the University), one at
Liege (C.A.P.).

General hospitals:
with all services, generally publicly owned, in the large

towns.

Regional hospitals.

Local hospitals.

Specialist hospitals.

ESTABLISHMENTS FOR MENTAL PATIENTS

(a) Closed, for committed patients
Four State establishments at Geel, Rekem, Tournai, Mons.
46 others. Total beds 25,000.

(b) Open, for voluntary patients
15 establishments or wards with 950 beds.

(¢) Abnormal or backward children
80 establishments with 11,200 beds.

(d) Mental health clinics without hospitalization: 17.

(¢) Psychiatric wards in general hospitals: In course of
creation.
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ESTABLISHMENTS FOR COMBATING TUBERCULOSIS
(a) Clinics (grouped, owned generally by the Belgian
Anti-Tuberculosis League) : 120.

(b) Sanatoria (grouped and owned by the Belgian Anti-
Tuberculosis Association) : 27, with 4,405 beds.

(c) Preventive centres (owned by the Association or the
League for the Protection of Children): 16, with 2,200 beds.

(d) Clearing centres (pre- and post-sanatorium) owned by
the C.A.P.: three with 135 beds.

(¢) Child protection centres: six with 114 beds.

GERIATRIC OR CHRONIC HOSPITALS

A number of hospitals or clinics have wards for chronic
patients, while others have a proportion of chronic patients
as well as ordinary cases. Finally, geriatric wards are annexed
to homes for healthy aged people.

A number of hospitals for chronic or geriatric patients are in
the course of construction.

At present there are 34 sections for chronic patients with
2,026 beds; five of these establishments accept only chronic
patients.

The above figure is made up of 1,715 beds in public and
311 in private hospitals.

HOSPITALS FOR CONVALESCENCE AND RE-EDUCATION

Eight hospitals each have a convalescent section totalling
303 beds. Two of them specialise in convalescence and receive
the patients of the general hospitals.

In addition, seven sections for re-education total 192 beds.

a1 1. B. Each of the UNIVERSITY HOSPITALS has a statute of its
own. There are six of these.

GAND

The University Hospital is owned by the Ministry of Works
and is run by the State University on behalf of the Ministry
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of Education on which it is administratively and financially
dependent.

It comprises important polyclinics and has nearly 500 beds,
130 for paediatrics and 370 for other specialties.

Formerly, the University used a2 C.A.P. hospital as its teach-
ing hospital. Now the situation has changed and the University
runs its own hospital, the building of which is nearing comple-
tion. Operational deficits are covered by the Ministry of
Education.

BRUSSELS

The Free University and the C.A.P. have an agreement which
makes available to the Faculty of Medicine the two large St.
Peter’s and Brugmann’s Hospitals, as well as the cancer centre
of the Bordet Institute.

These establishments are run by the C.A.P. which meets the
costs and the deficits. The University is in sole charge of the
medical work. The overall problems of management are dealt
with by a mixed committee of the C.A.P. and the University.
The premises comprise approximately 1,300 beds.

LOUVAIN

The Catholic University has a similar contract to that of
Brussels for the C.A.P.s St. Peter’s Hospital. In addition, it
owns the St. Raphael Clinics, which the University runs on its
own account and whose financial soundness it ensures. St.
Peter’s Hospital at present has 400 beds and the University
Hospital 749.

LIEGE

The State University has an agreement with the C.A.P. with
regard to the Faviére Hospital which has 721 beds. The
management is in the hands of a2 mixed commission, but deficits
are paid by the C.A.P.

Since 1951, a Royal Decree relating to the grant of subsidies
to C.A.P.s (Public Assistance Commissions), which run
university hospitals prescribes the formation in each case of a
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management and consultative committee composed of represen-
tatives of both parties. The efficiency of these committees has
varied in the individual case.

L. 1. ¢. UTILISATION OF HOSPITALS

The percentage of beds is 4.48%, per 1,000 inhabitants for
acute cases.

In 1959 there were 4,059,585 in-patient days at the public
hospitals and 5,908,946 in the private hospitals, or a total of
10,004,531 days.

"The average hospitalization per patient for the country amounts
to 15 days in the public hospitals and to 12 days in the private
hospitals, with an overall average of 13 days.

"The occupation of a bed extends to 249 days in both public and
private hospitals, representing an extent of occupation of 689,
forall the establishments, with fluctuations per Province between

539, and 729,.

Confinements take place in 809, of cases in maternity hospitals,
this rate being exceeded in some Provinces.

The situation as regards maternity beds is paradoxical,
because considering that a woman’s stay lasts an average of 10
days and that a maternity hospital bed provides from 25 to 30
confinements per annum, one would conclude that in Belgium
the number of beds per 1,000 inhabitants ought to fluctuate
around 0.6 if all confinements took place at maternity hospitals,
which is not the case. Actually, some Provinces whose birthrate
is not definitely above the average have up to 0.82 bed per
1,000 and, on the regional level, 0.97 and even 1.02 beds.

II. 2. A. INTERNAL ORGANISATION OF HOSPITALS

There are hardly any laws governing the charters of hospitals
and their administrative organisation.

The public hospitals are in general run by the Public
Assistance Commissions which include a number of members
without previous qualification.

C.A.P. very often decides on its own initiative on all measures
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to be taken, so that in fact the Secretary of the Commission
exercises executive rights.

However, in a number of hospitals—and this tendency is
rapidly developing—one director, mostly an administrative
one and very rarely a doctor, is charged with daily management.
He is assisted by a variable number of executive officials.

The medical techniques are exclusively in the hands of the
doctors, who jealously guard their prerogatives.

The nursing staff is in most cases subordinate to the Director
himself and sometimes to a head nurse (Matron).

The recruitment of staff is competitive, but the appointing
C.A.P. has relatively wide powers within the staff cadre which
it is able to determine for itself, subject to the approval of the
appropriate Provincial authorities and the Ministry of Health.

For some years past, the Universities of Brussels and Louvain
have had special courses in hospital management and organisa-
tion, with a view to training competent staff for the top-level
direction of hospitals.

In the past, only a few schools of management have provided
a basis—often inadequate—for these functions.

The qualifying conditions fixed by the Ministry of Health
and Family provide that a doctor, preferably chosen by his
peers, should be appointed to assist and advise the management,
and should be responsible for the technical procedures,
safety measures for staff and patients, the application of the
rules of professional conduct and the legal and by-law provisions.

This provision also applies to private hospitals and clinics.

Further, the rules also provide that each specialty should be
headed by a competent doctor, who should be responsible for
the satisfactory conduct of his department.

Finally, as regards public hospitals, a Royal Decree dated
97th February 1961 relating to the organisation of hospital
accountancy, provides for the creation of a committee to super-
vise daily management, comprising a representative of the
C.A.P., the Administrative Director and a representative of the
medical staff.

This committee attends to daily management, but its
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powers are limited, and all its decisions must be approved by
the C.A.P.

I1. 2. B. CATEGORIES OF STAFF

As regards staff, the situation in Belgian hospitals varies a
great deal.

In general, the University Hospitals have an ample staff,
both medical and paramedical. The other establishments, and
particularly the private ones, barely manage to satisfy the
qualifying norms, which provide that there must be in perma-
nent employment at least one certificated nurse per 30 patients
(one per 20 in maternity hospitals) and that she must be
assisted by a sufficient number of auxiliary staff to ensure all
necessary attention.

The greatest difficulty is experienced in recruiting nurses,
though the schools were officially reorganised in 1957 and
1960.

At present the schools train a certain number of people.
In 1959 the figures were: 1,011 nurses, 197 social medicine
nurses, 41 nurses for mental patients, 83 midwives, 604 male
nurses and 105 male nurses for mental patients.

II. 2. C. MEDICAL TRAINING

A medical degree is granted after seven years of University
study (three as undergraduate, four for the doctorate, with
obligatory hospital practice).

Specialist diplomas can be obtained, in accordance with
certain criteria, by additional study or probation. At present
the Universities train anaesthetists in two years and paediatrists
in two years. Specialisation in other spheres requires more
time: surgery five years of probation, gynaecology five years,
etc. ‘

The status of doctors at the hospitals is generally governed
by internal regulations which in the case of public hospitals
require the approval of the superior authority.

At present the private hospitals affiliated to Caritas Catholica
make a contract with their doctors the standard of which has
been uniformly fixed for all the institutions.

37




As a condition of accreditation by the Ministry of Health,
each specialist department must be headed by a responsible
medical specialist.

Though this provision is not yet entirely general, it is
actively gaining ground.

Some private clinics and some small public hospitals are
accessible to a large number of doctors. Though entry appears
to be unrestricted, in all cases the doctors must be previously
approved at least by the owner of the establishment or by the
management.

The Public Assistance Law further provides that each C.A.P.
must appoint in its hospital a certain number of doctors
whose task is to treat indigent patients.

At present, this section of patients has become very small and
the doctors mostly treat social insurance and paying patients.

mL. 2. p. The remuneration of hospital doctors is effected in
very different ways.

Some hospitals—whose numbers are increasing—have full-
time doctors. The doctors devote all their time to their hospital
practice. They are either paid an annual salary, and the fees
from the patients are collected by the hospital, or a smaller
salary with a percentage of receipts, or, finally, by a system
under which fees are collected by a medical secretariat and the
doctor is paid a percentage of the fees or even a sort of lump
sum hire.

However, it is the mixed system that is favoured at hospitals
and doctors prefer the last method.

In these cases, the fractions given up by the doctor often
amount to 109, in the case of an interne, 209, for the surgeon,
from 50%, to 609, for the laboratory or radiography. These
last sometimes give up 75%, of their fees, for of course the
hospital has to invest capital in the equipment and pay the
cost of operation.

There are no statistics to show how many doctors and
specialists work at the hospitals and clinics. But it may be
estimated that a fair proportion of the 3,082 specialists work
there.
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Each year approximately 500 new graduates leave the four
Universities. In 1960 the figure was 494.

Up to 1960, a number of these doctors went to the Congo.

Since then, as a result of events, several hundreds of them have

returned to Belgium.

There are only a very few foreign probationer doctors at the
Belgian hospitals.

m. 2. E. The Belgian hospitals, both public and private,
admit the patients sent to them by the medical attendant.

Most of the hospital doctors communicate in writing with
their general practitioner colleagues concerning the cases.

Some hospitals, notably the University hospitals, have created
a home treatment service so that beds can be vacated more
quickly, which is a valuable aid to the doctors.

These services provide after-care for many cases and have
proved highly interesting financially.

OI. 3. COST OF FINANCING THE MEDICAL SERVICES
A. HOSPITAL EXPENDITURE

Since Social Security has introduced the system of contracts
with hospitals and clinics, it has become possible to make
certain comparisons and to consider the elements of the cost
of a hospital day.

In general, the largest fraction concerns the cost of staff,
which represents 50%, or more of the cost of the day.

Next come:

Food

Overheads
Pharmaceutical costs
Administrative costs
Amortisations.

Some time hence, as a result of the application of the
accounting plan for public hospitals provided in the Royal
Decree dated 27th February 1961, it will further be possible
to know exactly the constituent parts of the cost of maintenance
at these establishments. However, it would be premature to
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enter into this now, and we must wait two years, that is, until
1964, before we can draw any valid conclusions.

At present, the prices paid by F.N.A.M.I. to the hospitals
with which it has contracts vary according to the existing
services, but are nevertheless fixed in lump sums between 145
and 190 frs. which represent the two extremes of cost, one for
simple hospitalization and one for maternity cases. Surgery
being computed at 175 frs., the insured patients must provide
the difference between this and the actual cost. On the other
hand, the daily cost fixed officially for indigent patients is
considerably higher, amounting to 350 frs. and more in some
hospitals.

It should be noted that this is an outright price, although the
hospital can invoice to the F.N.A.M.L. in addition thereto for
a number of medical and pharmaceutical services.

Many attempts have been made to control real hospital
expenditure and stem the constant rise of costs.

While it is indisputable that the progress of medicine and
nursing impose an increasing financial effort, it is nevertheless

most important to ensure that no superfluous or avoidable
expense has been incurred.

In this connection, the official accounting plan that has been
introduced must necessarily be allied with an efficient auditing
service with real powers of intervention. For in the past the
accounting tests that have been made in Belgium have had a
platonic character and have in fact constituted an additional
expense without return.

1. 3. B. RESOURCES

As stated above, hospital resources are fed in various ways
according to the patient’s capacity, who may be:

Indigent and treated at the expense of the C.A.P.

He is admitted on a requisition from the C.A.P. which under-
takes to pay.

Indigent, but with social insurance, and treated at the
expense of the F.N.AM.I. and the C.A.P. As regards the
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uncovered portion, admission is effected with the agreement of
the friendly society and possibly the C.A.P. :

A patient with social insurance, treated at the expense of the

F.N.AM.I.

If this patient is treated in a Mutual Aid hospital or in
certain public hospitals, he will not have to pay any charges.
On the other hand, if he is treated at a private clinic or at
certain other public hospitals, an additional payment may be
claimed from him which must be paid by himself. Admission
is effected with the agreement of the friendly society.

A paying patient.

This category, which is becoming smaller, is composed of
patients who have to pay personally. Admission, except in
case of urgency, is accompanied by the deposit of a security
covering a stay in hospital of from 15 days to one month.

Victims of an accident.

Victims of accidents at work enjoy the benefits of com-
pulsory insurance paid by the employer, and all expenses are
repaid in accordance with very wide rules.

On the other hand, the victims of road accidents are in
general in the same position as paying patients, because
responsibility has yet to be ascertained.

Many tourist organisations (touring club, automobile club,
etc.) guarantee their members in relation to clinics where they
have to be admitted. This enables these persons to avoid
tiresome discussions or indeed difficulties concerning admission
to hospital.

Moreover, the Law dated 8th April 1958 makes the C.A.P.
of the locality of the accident responsible financially for first aid
and urgent hospitalization, as well as for ambulance transport.
It is the responsibility of the C.A.P. to make contracts with the
neighbouring hospitals to provide for such cases. Then it has to
endeavour to recover the sums advanced by it in this manner
either from the patient or from his guarantors.

The foregoing essentially concerns acute illnesses.
As regards mental patients, if they are committed, the
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expense is assumed by the Ministry of Health and Family in the
majority of cases. This is covered by the Special Assistance
Fund.

In the case of certain special diseases, such as poliomyelitis,
there exist certain private bodies who are concerned, and
certain forms of insurance.

All hospitals enjoy the benefits of civil personality and can
therefore receive donations and legacies. However, patronage
and generosity on the part of testators are becoming less and
less frequent.

In summary, it can be said that the funds are provided either
by the patient himself or by the C.A.P. or by the F.N.AM.L
or by some other form of insurance, or yet by the Special Fund
or, finally, by certain charitable institutions.

1. 3. C. FINANCING OF MEDICAL RESEARCH

Until 1958, medical research was conducted almost ex-
clusively at the Universities whose budget more or less covered
requirements.

Many clinicians set apart from the resources of their service
the sums required for research.

At the C.A.P.s university hospitals the Commissions showed
a certain benevolence as regards research and agreed to have
the cost included in the hospital’s charges.

Finally, some philanthropists have contributed, sometimes
generously, to the development of this work.

The National Fund for Scientific Research, which has been in
existence since before 1930, contributed only to a modest
extent, because it kept its means largely for fundamental
research.

Since 1958 a Scientific Medical Research Fund has been
created which has credits for promoting all forms of research
and in particular clinical research. These credits might be
larger, but they have incontestably given an impetus to research,
which can now be conducted even outside the University
centres.
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FINANCING OF THE PUBLIC HOSPITALS

This financing is governed by a Royal Decree dated 2nd
July 1949.

The C.A.P.s can receive 60%, of their total expenditure and
in some cases this rate may be increased (up to 909, or even
100%). At present this financing is effected by means of a
loan, the redemption and interest on which are covered by the
Ministry.

A complex and protracted approval procedure has to be
followed and this is reflected in delays in the building of public
hospitals.

FINANCING OF PRIVATE HOSPITALS

This is governed by the Royal Decree dated 25th July 1953.

The private body must be non-profit making; they can
obtain a 209, subsidy on the sums borrowed by them. These
loans must not exceed 75%, of the total expenditure. At best
it is 159, of the total expenditure.

The procedure is fairly simple and payment is made in two
portions : one after the completion of the main structure, and one
after the conclusion of the work.

In both cases the plans must be submitted to the Medical
Establishments Section of the Ministry of Health and Family
for approval.

This examination is only superficial in the case of private
establishments, the object being to ensure that the work and
plans conform with the approved standards and also with
modern technical knowledge.

In the case of public hospitals the examination is more
thorough and comprises the preparation of a draft plan, its
approval by the Minister, then the preparation of final plans
with details of the proposed means, of the sectional plans, and
of the materials to be used.

1. 4. PLANNING AND CONSTRUCTION OF NEW BUILDINGS

This refers to hospitals and clinics for acute and chronic
complaints.
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Construction of anti-tuberculosis establishments has been

stopped and only modernisation is proposed. The building of
psychiatric hospitals is under consideration but the problem has
not been resolved.

(2) The responsibility for hospital building is essentially in
the hands of the local authorities, the C.A.P.s and the
private institutions. The Provinces can do this, but so far they
have done so in only three cases (Provincial maternity
hospitals).

The State (Ministry of Health and Family), has the role of
giving encouragement, but ought to have the responsibility
of even distribution, which it could have steered by granting
or refusing subsidies. But it has to be stated that this has not
been the case. So far, there is no co-ordination and cases of
overlapping are numerous. (Examples of simultaneous
building of a public hospital and private hospitals in the same
locality, while large regions of the country are under-
equipped. Also examples of a multiplicity of maternity
clinics in certain regions.)

(b) The public or private authorities who take the initiative
in building a hospital have to collect the necessary funds and
prove their capacity to finance their share when they apply
for subsidies.

The C.A.P.s may contract loans or use their own assets,
which are generally derived from donations or legacies.

Private establishments may borrow money, but may also
collect it in various forms. They must possess at least 25%
of the expenditure in order to obtain the subsidies. These
are granted by the Ministry of Health which enters them in
its supplementary budget (investments).

Finally, public tenders are compulsory for public hospitals,
and the credits are granted when the Ministry has approved
the documents of the tender.

The execution of the work is supervised by the engineers
attached to the Ministry of Health and Family (Building
Section). The Ministry demands of the contractors a
planned building programme which it is unfortunately often
difficult to observe.
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In either case (public or private) the intervention of the
departments of the Ministry of Health and Family constitutes
a highly centralized technical intervention whose consultative
character is in general highly appreciated because the
competence of the officials has considerably developed
through the vast experience acquired by them. (During the
past 15 years more than 150 public and private hospitals
have been built or modernised.)

(¢) In general, the building of private hospitals is less expen-
sive than that of public hospitals. This is due, in particular,
to the flexibility and ease of transacting business in the
private sector by contrast with the rigid and cumbersome
procedure in the case of public hospitals. Further, the public
hospitals tend to equip themselves better and to use more
expensive apparatus or material.

The cost per bed in private hospitals varies from 300,000
to 500,000 frs. A traumatological centre with re-education
has cost 900,000 frs. per bed.

The price per bed in public hospitals varies between 400,000
and 900,000 frs. and in some large hospitals now in course
of construction the price will exceed 1,000,000 per bed.
There is a tendency on the part of the Ministry of Health
and Family to fix a ceiling price which must not be exceeded.
This is already in existence for private hospitals which can
receive no subsidy if the price per bed exceeds 450,000 frs.

(d) Hitherto hospitals have been built on the basis of modern
conceptions of the functional unit. That is why all the
hospitals comprise blocks of wards on several floors. Each
floor represents one or more units of from 22 to 30 beds.
The technical departments, consulting rooms, radiology and
operating theatres are in another part of the building.

The standards of approval lay down the need for rooms
with one bed, two beds, and four beds, with larger numbers
only in exceptional cases.

The hospital units comprise a variable number of technical
premises for the staff and for the patient’s comfort. There is
a definite tendency to build units with several dressing
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rooms and, in particular, single bedrooms each with an
adjoining dressing room.

Experience confirms that 30 beds per unit should not be

exceeded and that the optimal size of a hospital is between
150 and 450 beds.

Similarly, experience shows that it is desirable to create
units with eight to 16 beds for the active treatment of very
acute cases (accident, surgical, etc.) requiring intensive
care. All hospital units are served by intercom. systems. The
lighting and heating of the rooms has been very thoroughly
studied, as well as the problems of acoustics and the utilisa-
tion of materials.

Great efforts have been made in the realisation of technical
installations, operating theatres, radio-diagnostic services,
and various therapeutic services.

Cuisine and laundry have been inquired into with attempts
at standardisation.

Similarly, research and experiments are in progress with
a view to building hospitals with an unencumbered area or
surface so that the rooms can be easily reorganised.

Extremely flexible hospitals have been erected at Renaix,
Verviers and Antwerp with special materials and unusual,
original apparatus for the many drainage systems required
in a hospital.

(¢) One of the greatest difficulties of the Ministry of Health
and Family in the performance of its mission is due to the
absence of information concerning actual morbidity rates and
population developments.

Hitherto, planning has been based on the objective of 4.5
beds per 1,000 inhabitants. This aim has now been exceeded
in many localities.

For this reason, a private study group in social medicine
has been instructed by the Ministry of Health and Family to
carry out an extensive inquiry with a view to arriving at a
basis of rational planning of current and future needs; this
research includes an inquiry into the normal morbidity rate

46




e

of the population and the demographic and economic
development of the country.

It is not yet possible to supply information on these points.

IV. General Conclusions

It can be asserted that the Belgian population currently
enjoys medical services of good quality, but it has to be stated
that the doctors are generally overworked and lack the time
effectively to keep abreast of medical progress.

The hospitals are generally able to receive the patients who
are sent to them, and in Belgium the kind of waiting lists that
exist in other countries are unknown. It is in fact probable that
some regions are over-supplied, with the result that the patients’
stay in hospital is prolonged.

Social Security has greatly favoured reliance on the medical
services and has entailed considerable additional expense in the
sphere of health care.

The spheres where there is a need for progress are those
relating to chronic disease, geriatry and paediatry.

The last named branch of medicine has undergone consider-
able development in the last 10 years (hospital admissions have
doubled) but the number of paediatrists has not followed the
same rhythm and it is highly desirable that this specialty should
develop. It is further desirable that the number of doctors
should increase, so that the individual doctors should have the
time to improve their knowledge.

At present negotiations are proceeding between the medical
corps and Social Security with a view to better collaboration.

The current problems include:

1. Reconstruction of the anti-tuberculosis defences.
2. Development of new conceptions in psychiatric
therapies.

3. Creation of a structure for the rational treatment of
chronic patients and for geriatrics.

4. Medical research in spheres where specialisation is still
only empirical.
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5. Better knowledge of morbidity conditions in the popula-
tion, so as to be able to make better provision for the
future.

6. Improvement of knowledge concerning the financial,
administrative and medical management of hospitals,
so as to avoid an adverse reaction on the part of the
quarters responsible for financing wvis-d-vis the rapid
and continuous increase of costs.

7. Co-ordination of the various private and public initia-
tives to avoid the overlapping which exists at present
and might multiply in the future.
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. ¢ St AN

BELGIUM
by
Proressor G. VAN DER SCHUEREN,
Director of the University Clinics, Catholic University of Louvain

The Belgian hospitals are, according to their administration,
either public or private. They were spread over the country up
to now without real planning. They all complain of being in
financial troubles. Their administration is entrusted to self-
trained men or women but recently real efforts have been
made to prepare hospital administrators at different levels.
The nursing staff is devoted and on the average of high quality
but often below the needed number. Individual medicine in the
hospitals is of good quality but in some of them there is a lack
of real team-work.

THE HOSPITAL SERVICE: ITS ORGANISATION AND SCOPE

The acute public hospitals are organised by the local
communities, only one is owned by the government. By law
they are intended to be the hospitals of the poor, but they get
round this law, as a horse of Troy, to become hospitals for every-
body with gradual increasing social standards, though they
are still called ‘hospital’ which unfortunately sounds a little
pejorative in the ears of the Belgian public.

The acute private hospitals have a few more than 24,000
beds against 16,600 for the public sector. The overall number of
approximately 41,000 beds gives 4.38 beds for 1,000 inhabitants.
A majority of the private beds belong to the catholic religious
orders. A smaller number is dependent on social insurance
organisations and another small group belongs to several
other societies. They are called °‘clinics’, which suggests
more privacy for the patient, which is not always true. These
private hospitals are of the ‘open’ type allowing every doctor
to treat his patients, or of the ‘closed’ type with an appointed
staff. There is also a third, ‘mixed’ type where the appointed
staff is supplemented by free doctors. In the open type there
may be a definite lack of team work. The nucleus of these
private clinics lies often in buildings at first intended for other
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purposes. Reconstruction and adding new wings might be
badly affected because of the original design. Since World
War II however a fair number of private clinics have been
built in accordance with modern standards.

Private clinics suffer often from lack of capacity and were at
first rather oriented towards a branch of specialised medicine:
surgery, obstetrics, paediatrics. There has been a change in this
orientation for the last years and many of these smaller hospitals
have increased their accommodation making the activity
possible of a diverse team of specialists.

The patient is free in the choice of his institution but usually
follows the suggestions of his private physician in the matter.
The poor patient, who relies on welfare aid, is definitely guided
to the public hospital in his locality. Some social insurance
organisations may also limit the choice of institution for their
members.

Location of the public and private hospitals over the country
is the result rather of chance. Every community usually has its
public hospital and one or more private institutions. There is
no real rivalry between public and private hospitals but some-
times it exists between private hospitals themselves. Anyway
there is a lack of collaboration, although it is felt that some
sort of hierarchy in equipment and specialisation should be
accepted.

One can only encourage the existing goodwill of some
promoters of the public and private hospitals to set up, in
common understanding, a general planning of hospital beds
for the future. A planning-bureau has also been decided on by
representatives of both parties, “CEDERSAN”.

Financial difficulties exist both in the public and in the pri-
vate sector though of a different kind. Nearly 75%, of the
Belgian population is compulsorily insured. The day-cost
however for hospitalization, fixed by the Ministry of Social
Welfare, remained on the same too low level for years. The
supplement which can be charged to the patient by the hospital
administration is limited by the Ministry of Public Health.
No co-ordination exists between this overall day-cost and the
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accreditation standards, which result in a regular increase in
daily expenditure on personnel, buildings and equipment.

The public hospitals directed by the local committee of
Public Welfare—called Commission of Public Assistance—
turn for their deficit towards the budget of the town or city
hall. The town administration, in case of the bigger communi-
ties, pass a greater part of this deficit to the Ministry of Interior
Affairs. These steps loosen the ties of local financial responsi-
bility.

The private hospitals partly make up their shortage by a
higher charge for single bedrooms, which are usually in a
smaller proportion, by investing all the salaries of their religious
nurses and sometimes by arrangements about doctors’ fees.

Notwithstanding this financial stress the public seems to be
convinced that a hospital remains a profit-making concern. An
appeal to the public by a private hospital either to aid the
annual budget or for a new building, as is commonly done in
the U.S.A., would have neither welcome nor response. The
fault lies with the administration of both the public and private
hospitals who do not make any effort to stimulate the
community’s interest or pride in their achievements.

ADMINISTRATIVE STAFFING

The administration of the public hospitals depends on the
Board of Public Assistance Commission whose members are
recruited on a political basis and may change after every elec-
tion. These changes may influence fundamental decisions. The
meetings of this Board are held usually outside the hospital
while the local representative administrator is not allowed to
take real decisions. The decisions of the Board are very slow and
impaired by control on different higher levels: city, province
and government. So the university hospital of the Louvain
University decided to be rebuilt by the local board in 1946 is
only finished for one-third of its capacity in 1962. A new law
passed in 1960 was a first effort to bring an improvement in
the situation.

In the religious private hospitals, administration is con-
centrated in a single person who is appointed rather for her
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general capabilities which do not necessarily coincide with a
serious training in hospital management. As a representative of
the owner she appoints the medical staff, which in itself may
constitute a difficulty. Suggestions have been made that
religious congregations should limit their activity to nursing
and pass their rights as owners, or at least for the daily manage-
ment, to a committee of lay-men.

Among the hospital administrators of both public and private
hospitals, practically none is up to present university graduate
standard and practically no medical doctors interest themselves
in the field on a scientific basis but exert the influence which
they get through their professional accomplishments.

TRAINING OF HOSPITAL ADMINISTRATORS

The appointment of the administrators, as it has been pointed
out, cannot really be called an example. A first effort was
started with a post-graduate school for trained nurses in 1939 in
connection with the University of Louvain and in 1946 with
the University of Brussels. They turned out respectively 275 and
173 graduates.

Another initiative was the in service post-graduate training
for head nurses (graduates) and last the regular cycles of in
service training for hospital matrons assumed by the Catholic
Hospital Federation.

At university level a section for hospital administration
was started in the University of Louvain in 1961 and in the
University of Brussels in 1962. In Louvain this section is open
to University graduates and provides a cycle of two years’
teaching, leading to a masters degree in hospital sciences on a
post-graduate level.

More details will be given on the conception of these schools.

October 1962
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DENMARK
by
Dr. CHRISTIAN TOFTEMARK,
Deputy Director General, National Health Service of Denmark

1. The Hospital Service, its Organisation and Scope

A Royal Decree of 1806 imposed upon the counties the duty
of establishing the necessary number of hospitals, which were to
serve both rural areas and towns. The hospitals were intended
for such patients as could not be given the necessary nursing in
their homes. They had to pay for the treatment if they were
able to, otherwise the cost was defrayed by the poor relief fund
and by the county. The cost of building and running the
hospitals was in all other respects to be shared equally by
counties and towns.

Prior to this there had, of course, existed some small and
scattered institutions—mostly on a charity basis.

In 1740 the King had founded a teaching hospital in connec-
tion with the Copenhagen university.

The Hospital Act of 1806 forms the basis of the development
and position of our present-day hospital system. The Danish
hospital system is still as it was when it was founded, i.e., public
and mainly municipal, so that the local authorities own and
manage practically all medical-surgical hospitals.

Up to the beginning of this century, the development of the
hospitals could be handled by the local authorities with the aid
of local medical officers because the problems, apart from that
of limiting the spread of infectious diseases, consisted mainly in
meeting the requirements of surgery. There was one exception
to this: the Copenhagen hospitals were early in opening
specialty departments, including the Copenhagen university
hospital.

Around 1925 the number of hospital beds had been increased
to 3.4 per 1,000 inhabitants, exclusive of beds for epidemic,
insane, and tuberculosis patients.

With one exception (Copenhagen), mental hospitals have for
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many years been run by the State and directed by the central
administration. Recent years have seen a trend to establish a
closer collaboration between the general and mental hospital
systems.

Around 1930 our hospital system was ripe for reorganisation
and expansion, not in order to increase the number of hospitals
but to extend some of those already existing with a view to
providing space for specialty departments. It was suggested
that each of our 23 counties (populations between 100,000 and
150,000) should develop an existing hospital into a central
hospital, which would start with at least three departments—
surgical, medical, and radiological—which subsequently
would be supplemented by specialty departments to such
extent as would be found desirable and financially warrantable.

This programme had been practically accomplished before
1950, having been somewhat delayed by the war.

In 1946 a Hospital Act, which is still in force, was passed.
Section 1 of this Act lays down the old rule that it is a duty of
the counties and the towns (where convenient, in collaboration)
to build and run hospitals according to needs.

All plans for new hospitals, expansions as well as discontinua-
tion of departments, have to be approved by the Ministry of
the Interior, which is advised by the National Health Service.

The Act holds out the possibility that certain highly special-
ised departments that do not fit in with a restricted local
administration may be built and run by the State.

The Act, moreover, provides for such State subsidies as are
to be paid to the local authorities.

Finally, the Act lays down rules for the establishment of a
Supreme Hospital Board made up of (political and administra-
tive) representatives of central and local authorities. It is the
duty of the Board to assist the National Health Service in
obtaining a smoothly running, effective and economic hospital
service, especially concerning co-ordination and collaboration
between hospitals, regardless of ownership and geographical
location.

It may be appropriate to mention that the special Danish
institution, the National Health Service, which only to a certain
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extent functions as a ministry or department of health, was
founded in an Act 0of 1932, from which we quote:

‘1. The central administration of the country’s public health
system shall be called The National Health Service.

2. (1) The National Health Service shall be the chief super-
viser of public health and nursing, including dental
surgery, midwifery and pharmacies, and chief adviser to the
public in all matters requiring a knowledge of medicine or
drugs. In this capacity the National Health Service shall be
consulted by the various departments of the central administra-
tion on all matters whose decision is considered by the ministry
concerned to require such knowledge—including budgetary
questions of this kind. The National Health Service shall like-
wise on request by the said authorities give opinions on matters
of such nature.

(2) The National Health Service shall have ... overall
supervision of all public curative institutions and nursing
institutions. The opinion of the National Health Service shall
be required as to plans for the building or for extensive altera-
tions to the said institutions.

The National Health Service must be consulted as to quali-
fications before any appointments are made to posts as physi-
cians at hospitals and elsewhere.

The head of the National Health Service, the Director
General, must be a physician, but must not have a professional
practice.’

During the last decade many of the existing hospitals have
been modernised and expanded, especially with new treatment
facilities, such as operating theatres, X-ray departments,
laboratories, etc.

Five complete major new hospitals have been built.

The present position may be seen in the map (appendix).

The official statistics for 1959 show that in 144 hospitals with
25,649 beds 539,471 patients were treated by 2,283 doctors
with the aid of 9,026 nurses and at a cost of approx. 480 million
Danish kroner (£25m.).

Today the National Health Service is working on the
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administrator is required to possess such a comprehensive
technical know-how that it will hardly be possible for him to
acquire the necessary knowledge at any other place but within
a hospital.

B. TRAINING

The Danish hospital administrators, who have formed a pro-
fessional organisation, realised at an early stage that in addition
to an all-round, practical training, a comprehensive, theoretical
knowledge is required.

As early as 1925 a special theoretical training was suggested,
but as it was and still is beyond the possibility of the hospital
administrators’ association to establish such training by its own
means, the association has now and again tried to make the
financial authorities and the Copenhagen School of Commer-
cial Science interested in its plans, though no implementation
of the latter has been achieved so far.

Consequently, since 1934 the association has organised a
series of courses. These courses have been called advanced-
training courses and continuation courses, respectively, and have been
arranged in the form of lectures and visits to institutions.

Up to two advanced-training courses have been held a year, and
a committee set up by the association of hospital governors
(the hospital administrators’ association) is at present trying to
intensify this education, which is designed for officers having
the status of managing clerk or some higher rating. In future this
education will be given mainly in the form of group work, and
the aim is to arrange special courses dealing with subjects
pertaining to the management of institutions. Such subjects
will comprise: organisation, rationalisation, automation of
office work, conduct of meetings, staff policy, agreement con-

ditions, budgets, accounts, statistics, building activities,
purchasing, etc.

The continuation courses have been held in the form of lectures,
and, in contradistinction to the advanced-training courses, are
also intended to be continued in this manner. Whilst the object
of the advanced-training courses has been to impart to the
participants an all-round knowledge of the different branches
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of hospital administration, the principal aim of the continuation
courses has been to keep already functioning hospital admini-
strators posted on developments in general.

Among subjects taken up for study during recent years may be
mentioned :

1. Principles relating to present-day hospital building.

2. Computation of fees for hospital architects and engineers.

3. Hospital-technical installations.

4. Instruments and apparatus.

5. Arrangement of anaesthetic and recovery departments.

6. Psychiatric departments in county hospitals.

7. Hospital hygiene.

8. Odontological services in our hospitals.

9. Labour-saving experience gained at U.S. hospitals.

10. Future care of the mentally deficient.

11. The Rehabilitation Act.

12. The Ombudsman (the Comptroller of Public Affairs
appointed by the Folketing) and the municipal admini-
stration.

13. Emergency measures and civil defence duties encumbent
upon hospitals in peacetime.

14. Automation of the administration and electronic calcu-
lating machines.

15. Safety measures in connection with the use of inflam-
mable and explosive organic solutions in hospitals.

In addition, frequent visits to institutions.

The committee on courses set up by the association of hospital
governors fully realise that the best arrangement would be if,
in addition to a practical training, prospective hospital admini-
strators could be given a specialised hospital training at an
institute of higher education, but it will probably be necessary
to face the fact that this solution is impracticable, since in
Denmark five to seven candidates only will be needed per year.

However, a hospital will have every reason to be satisfied
with an administrator who, concurrently with his practical
training, has been energetic enough to attend the courses
arranged by the association of hospital governors and, in addi-
tion to this, to graduate as an M.Sc. (econ.). Such a person will
possess a detailed knowledge of hospital administration and also
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outlining of a general plan aiming at ensuring that the future
hospital building and development programme as a whole will
proceed in accordance with well considered and consistent
principles, so that it will be possible to establish priorities and
ensure that each separate development is undertaken in the
light of the overall pattern to be produced. Improvements in
the hospital service have already done a great deal to enable
more patients to be treated in a given number of beds. With the
acceleration of physical improvements, greater concentration
of treatment in district general hospitals, and greater efficiency
generally, the average number of patients treated per bed may
be expected to increase still further.

The intention is to achieve an even distribution of effective
hospital beds throughout the country at a rate of five per 1,000
inhabitants—approx. 25 per cent. of these beds in specialised
departments—including the teaching hospitals.

Most hospital beds will in future, we hope, be concentrated in
hospitals of about 400 beds, though naturally some of the
regional hospitals, where more specialties are provided, will be
larger, while some of the existing smaller ones will prove
adequate within the general system for many years to come.

It must be remembered that the hospital system is very old,
is locally owned and run and, therefore, not very susceptible to
major alterations—which can only be achieved by very inten-
sive propaganda on the part of the National Health Service.

II. Administrative Staffing Structure in the Hospital Service

Modern legislation on the hospital service in Denmark makes
it the responsibility of the local authorities to establish and run a
requisite number of hospitals in places where the State has not
provided for the necessary facilities. Apart from mental
hospitals, the State runs hospitals to only a very limited extent,
and the hospital service in Denmark, therefore, rests mainly on
the local authorities.

Such local authorities as own hospitals will generally appoint
a hospital board, which will be responsible to the local council
for the management of the hospital. For this purpose the board
will be assisted by an administrator (inspector, director, or

56




executive), who will be responsible for the day-to-day admini-
strative leadership.

The administrator looks after the hospital’s economic and
central administration. He is in charge of the finance depart-
ment, maintenance of buildings, furniture and equipment,
purchasing, personnel administration, and so on. Some of these
matters are submitted to the board for its decision, through the
administrator, who as a rule acts also as secretary to the
hospital board. The records of the admission and discharge of
patients as well as all accounts relating to their period of
hospitalization are handled by the administrator.

In addition to the above-mentioned duties, the administrator
supervises the technical departments: the kitchen, the day-to-
day management of which is in charge of a kitchen matron:
the laundry, the head of which is a laundry matron or laundr;
manager; and the boiler and machine department under the
management of a chief engineer, who is responsible for the supply
of heat and steam to the hospital, and also, in collaboration
with various mechanics and artisans, for the inspection and
upkeep of the technical installations.

The established rule nowadays is for the administrator to be
a non-medical man. The medical chiefs are co-ordinate, each
one deciding on all questions concerning the treatment and
nursing of patients within his own department. At the larger
hospitals the medical chiefs generally constitute a medical
committee. On medical matters of major importance the hos-
pital board or the administrator, as the case may be, obtains a
statement from the medical committee, and on less important
matters a statement from the medical chief concerned.

'The administration and supervision of the nursing staff is
carried out by a principal (matron) in close collaboration with
the administrator and the medical chiefs.

ADMINISTRATIVE SET-UP OF THE NURSING SERVICE

Grades: Matron
Assistant Matron
Departmental Sisters (large hospitals only)
Ward Sisters
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Staff Nurses
Student Nurses
Assistant Nurses

RESPONSIBILITY OF THE MATRON

The administration and supervision of the nursing care and
the nursing personnel, including assistant nurses and student
nurses, are the responsibility of a matron in close collaboration
with the hospital administrator and the medical chiefs. In most
hospitals she will be assisted by an assistant matron. In addition
she is in charge of the training of the staff, and will organise
the practical work of the student nurses if the hospital is co-
ordinated with a nursing school.

RESPONSIBILITY OF DEPARTMENTAL SISTERS AND WARD SISTERS

Departmental and ward management, planning and super-
vision of the work of the nursing personnel. They are responsible
for the care of the patients and for carrying out the prescribed
treatment.

Training of student nurses.

II1. Appointment and Training of Hospital Administrators
A. APPOINTMENT

The above-mentioned Hospital Act provides that schemes for
the erection, extension, major rebuilding and major repairs, as
well as the closing of municipal or county hospitals, shall be
approved by the Minister of the Interior. The Medical Officers
and Practitioners Act provides that no post as medical chief at
a municipal hospital can be filled until a statement has been
obtained from the National Health Service regarding the quali-
fications of the candidates for the post in question.

On the other hand, local authorities are free to appoint any
hospital administrator they may choose, for their hospitals,
provided however that the salary of the post is approved by
the Minister of the Interior—a condition applying to all
comparable official posts.
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In former times the post of responsible administrator was
held by a senior medical chief in addition to his medical
duties. However, since the position as senior medical chief is
nowadays a whole-time job, and since the administrative duties
in consequence of the increasingly intensive operation of the
hospitals demand insight in a wide-ranging field of knowledge,
the management has by virtue of the evolution been transferred
to an independent administrative leadership co-ordinate with
the medical leadership. It should be said that this development
has taken place by agreement with the senior medical chiefs
who, thanks to this relief, can devote their efforts entirely to
their specialties.

An advertised vacant post of administrator at a major hospital
will as a rule be applied for both by university graduates and
laymen. The university graduate, however, is unlikely to be
preferred unless his graduation as Bachelor of Laws, M.A.
(econ.), M.Sc.(econ.), or the like is supplemented by a thorough,
practical hospital training. The successful candidate will in
most cases be a man who after a commercial training and a
subordinate administrative position in a hospital has held a post
as deputy chief. In doing so he will have acquired a many-sided
training in the different branches of the administration and
will have the requisite fund of theoretical knowledge by
participation in various courses, studies at a commercial high
school or possibly at a university.

A growing number of hospital administrators are graduates
of universities or schools of commercial science, but as mentioned
before, they are typical in that they have practical training in
hospital management, often acquired concurrently with their
studies.

That so much importance is attached to practical training
when hospital administrators are appointed is due to the fact
that a hospital is an institution with many different and special
functions, with departments whose fields of work are overlap-
ping or touching each other, and with highly differentiated
groups of staff, each with its special characteristics. Conse-
quently, the co-ordinating tasks, for instance, to be carried out
by an administrator will be so much easier for him if he has
grown up in the atmosphere typical of hospitals. Finally, the
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the all-round knowledge of the general principles of administra-
tion provided by the specialist study. If at the same time he
possesses the proper human qualities, he will have
extremely good prospects of becoming an efficient hospital
administrator.

C. TRAINING OF OTHER GROUPS OF STAFF CONCERNED WITH
HOSPITAL ADMINISTRATION

Appointment and traiming of administrative nursing personnel.
All hospital nurses are invariably state-authorised nurses.

The matron is chosen from the group of experienced nurses
with a post-graduate training from the Nursing Institute at the
University of Aarhus. The training, which extends over one
academic year, takes the form of lectures, seminars, etc.

The curriculum comprises: Nursing subjects, social sciences,
psychology, ward management, administration of nursing
service and nursing education, teaching methods, etc.

This course is also attended by an increasing number of ward
sisters and departmental sisters.

A one-month refresher course has been introduced for senior
matrons, comprising subjects such as: special administrative
problems, personnel management, etc.

Kitchen Matrons. As previously mentioned, a kitchen matron is
in charge of the day-to-day management of a hospital kitchen.
The kitchen matron receives a special hospital training, partly
practical, partly theoretical. The practical training, which takes
place in the various sections of the kitchen, at present lasts for a
term of three years, to which is added a six-month stay at a
matron school, common for the whole country, at which the
theoretical lessons in dietetics, etc., take place. On completion of
her practical and theoretical training, the student will be
appointed assistant kitchen matron, and may later apply for a
position as kitchen matron. It should be mentioned that
education for kitchen management is in the mould at the
moment, and there is every indication that the education of
students will in future comprise:

(1) a five-month stay at a preparatory school (domestic
science school);
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(2) a two-year practical training in a hospital kitchen; and
(3) asix-month stay at the matron school.

Laundry Matrons or Laundry Managers. As previously men-
tioned, a laundry matron or laundry manager is in charge of the
day-to-day management of a hospital laundry. This person
will also see to it that the linen is mended and kept in good
repair. The laundry matron (the laundry manager) has gener-
ally received a special hospital training. This training lasts for a
term of three years, and consists partly of a practical training
given in a laundry, a linen depot, and a dressmaker’s workroom,
partly of a theoretical training, comprising, among other things,
commodity study and laundry knowledge. The theoretical train-
ing takes place at a day-school, common for the whole country,
and lasts for one month. On completion of this training, the
student may apply for appointment as an assistant laundry
matron and subsequently for appointment as a laundry matron.

Formerly laundry matrons used to be responsible also for the
cleaning of the hospital,but this task has gradually been under-
taken by a special supervisor in charge of the cleaning staff.

For the supervisors in charge of cleaning, who at first were chosen
mainly from among interested assistant laundry matrons, a
special theoretical course has now been introduced at the
College of Technology.

It generally applies to all the groups mentioned above that
their professional organisations will regularly arrange advanced-
training courses for their members.

October 1962
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Area 43,043 km®.
DENMARK

Population 4,585,000.

App. 5.5 beds per 1,000 inhabitants
in somatic hospitals.
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MEDICO - SURGICAL HOSPITALS OUTSIDE COPENHAGEN 1961
@ Cenural hospitals comprising several departments.
€© Other major hospitals.
© Minor hospitals comprising at least two specialities.
® Minor hospitals comprising a mixed surgical-medical department.

& Private hospitals, mainly minor specialities.
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FINLAND
by
ONNI VAUHKONEN,

Chairman of Direktion, Foundation for Education in
Hospital Administration

1. The hospital service, its organisation and scope

GENERAL HOSPITALS

For the purpose of general medical care, Finland has been
divided into 21 central hospital districts. Each central hospital
district is to have its own central hospital. The hospital will
be owned and administered by communal federations formed
by the municipalities and communes of each central hospital
district. Nine central hospitals are already in operation. The
rest of the central hospitals will be built during the next ten to
20 years. The central hospitals offer their services in the most
general fields of medicine, i.e., surgery, internal medicine,
obstetrics and gynaecology, paediatrics, ophthalmology and
otorhinolaryngology. In addition, each central hospital has an
out-patient department and adequate special service depart-
ments.

The central hospitals attached to the University Medical
Faculties hold a special position; at present there are two such
hospitals, in Helskinki and Turku, and in the next few years one
more will be completed in Oulu. These central hospitals are
jointly owned by the University and the communes of the
central hospital district concerned, and they are therefore called
university central hospitals. In those parts of the country where
there are no central hospitals, the inhabitants are still being
served by State hospitals.

REGIONAL HOSPITALS

In addition to the central hospitals, there are regional
hospitals with departments for at least two special branches of
medicine, and adequate special service departments; they may
also have out-patient departments. These hospitals are likewise
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owned by communal federations. There are now over ten
regional hospitals in operation.

LOCAL HOSPITALS

The third group of Finnish hospitals consists of the local
hospitals, now numbering about 160, which are owned either
by a single commune or by several communes Jjointly. Most of
them are smaller and less well equipped than the regional
hospitals.

Thus there are three different categories of general hospitals:
central hospitals, including university central hospitals as a
special group, regional hospitals and local hospitals. Until this
network of hospitals is completed, State hospitals, now number-
ing over ten, will also be in operation. In addition, there are
about 35 private hospitals and some 40 communal hospitals
operating outside the hospital law and receiving no government
aid.

MENTAL HOSPITALS

For the care of mental patients, the country is divided into
18 mental health districts, each having a central mental hospital.
The central mental hospital (A-hospital) in each mental
health district is owned by the communal federations. In
addition to the central mental hospitals, there are also B-
hospitals, now numbering about 40, administered by the local
authorities or communal federations. The B-hospitals, designed
for mental patients who are easy to manage and are dangerous
neither to themselves nor to others, have been built as far as
possible in the immediate vicinity of the central mental hospitals,
which treat acute cases, or at least in places where special
treatment can be given.

TUBERCULOSIS SANATORIA

For treatment of tuberculosis, the country is divided into 19
tuberculosis districts, each of which has its own tuberculosis
sanatorium. All these hospitals have X-ray facilities and
laboratories of their own.

After the Central Hospital Law of 1943 amended in 1948 and
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the Hospital Law of 1957 took effect, the construction of
hospitals was accelerated. During the last ten years there have
been built 30-40 new local hospitals, seven regional hospitals,
seven central hospitals, three university central hospital
clinics and about 30 hospitals for mental patients. In addition,
over 50 hospitals have been rebuilt or expanded with new
buildings. Dozens of new local, regional and mental hospitals are
being constructed. (See tables overleaf).

2. The way in which the hospitals are staffed administratively

The administrative organisation of a hospital depends greatly
on its ownership. As pointed out in the foregoing, Finnish hosp-
itals are mostly public institutions. The majority are main-
tained by the communes and municipalities, but the State stll
has a number of general hospitals.

THE ADMINISTRATIVE ORGANISATION OF STATE HOSPITALS

Primarily responsible for the overall functioning of any
hospital under the administrative control of the State is the
executive director of the institution, who is invariably a chief
physician. It is the duty of the executive chief physician to see
to it that the laws and decrees currently in effect are adhered to
in managing the hospital. He must also see to it that the mem-
bers of the hospital staff carry out their responsibilities. Fur-
thermore, he is in charge of hiring and dismissing staff members
with the exception of leading functionaries. He has an especially
important financial responsibility in that he has to control the
funds handled by the business manager as well as to approve the
hospital budget drawn up and proposed by the latter and to
submit it to the Central Medical Board for consideration.

The task of the matron is to supervise the nursing activities
in the hospital. It primarily involves organising and directing
the work of the nursing staff and other personnel attending to
the needs of patients.

The business manager is mainly concerned with economic
matters, such as book-keeping, drawing up the hospital budget,
ordering supplies and paying bills. His functions include those
of superintendent for he has primary responsibility for the
operation and maintenance of the hospital buildings and tech-
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Ownership

Hospitals -
State  Urban Urban Rural Univer- Federa- Private Ahve- Total

com- com-  com- sity tions nanmaa

munes, munes, munes central of com- province

1st 2nd hospital  munes (Aland

class  class Sedera- Islands)
tions

BEDS

GENERAL HOSPITALS .. o .. .. .. 12,108 3,683 246 2,627 2,475
State hospitals .. .. .. . .. 2,108 — — —
University central hospxtals .. .. e . — 2,475
Central hospitals .. .. .. . . —
Regional hospitals .. .. .. .. . — — 1,140
Local hospitals .. . . 3,316 2 8 1,328
Communal hospitals outside hospxtal law .. .. 367 9 163
Private .. .. .. .. .. .. .. -— —

—
(=]
(&)

18,569
2,108
2,475
2,224
1,140
7,022
1,030
2,570

—

st

N
[}

16,016
496
10,886
4,572
62

6,442
6,202
— 240

MEenTAL HosPITALS .. o . . .. 496 3,119 12,015
State hospitals .. .. .. .. 496 —

Mental hospitals, type A (acute) . .. .. — 2,318 8,372
Mental hospitals, type B (chronic) .. .. .. — 755 3,627
Observation stations (acute) .. . .. . — 46 16

DT

TuUBERCULOSIS SANATORIA .. .. .. .. — 803 — 5,492
Central sanatoria .. . .. .. .. — 773 — — 5,379
Other sanatoria .. .. .. .. .. . — 30 — 113

2,604 7,605 246 2,914 2,598 22262 2, 228 41,027

Beds at special institutions (institutional hospitals)

Nursing homes .. .. .. .. .. .. .. 7,486
Military . .. .. .. .. .. .. .. 1,817
Prisons .. .. .. .. . .. .. .. 556
Other .. .. .. .. .. .. .. .. 70

Total .. 9,929
All beds 50,956
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Hospitals and Beds by type and ownership at the end of the year 1960

Ownership
Hospitals

State Urban Urban Rural Univer- Federa- Private Ahve- Total

com- com- com-  Sity tions nanmaa

munes, munes, munes central of com- province

Ist 2nd hospital  munes (Aland

class  class Jedera- Islands)

tions
HOSPITALS

GENERAL HOSPITALS .. .. .. .. .. 12 44 8 113 2 49 35 2 265
State hospitals .. . .. . .. 12 — — — — — —_ - 12
University central hospltals — — — — 2 — _ - 2
2 Central hospitals —_ — - — — 6 — 1 7
Regional hospitals — —_ — — —_ 9 _— - 9
Local hospitals — 36 6 87 — 31 —_— = 160
Communal hospitals outside hosp1ta1 law — 8 2 26 — 3 — 1 40
Private .. .. .. .. — — — — — — 35  — 35
MEenNTAL HospPITALS 3 13 — 3 — 37 — 1 57
State hospitals .. 3 —_ — — — — —_ - 3
Mental hospitals, type A — 3 — — — 15 —_ 1 19
Mental hospitals, type B — 8§ — 3 — 21 —_ - 32
Observation stations — | A— — — 1 — 3
TUBERCULOSIS SANATORIA . . — 4 — 4 — 17 — 1 26
Central sanatoria — 3 — — — 15 — 1 19
Other sanatoria .. — I — 4 — 2 —_— - 7
Total .. 15 61 8 120 2 103 35 4 348




nical facilities. Besides money expenditures and keeping the
accounts, the business manager is further in charge of the hospi-
tal stores.

One of the chief physicians on the staff is appointed executive
director of each State hospital for a term of four years. Inasmuch
as the State hospitals are divided into special departments,
each department (internal medicine, surgery, children’s dis-
eases, etc.) has its own chief physician, who is responsible for
the medical services offered in his special field. Under his orders
are ward physicians and assistant physicians. If the hospital is
big enough, there is a doctor in charge of X-ray department
and laboratory, holding the title of chief physician, too.

COMMUNAL CENTRAL HOSPITALS (GENERAL HOSPITALS, TUBERCU-
LOSIS SANATORIA AND MENTAL HOSPITALS)

The communal central hospitals are owned by federations of
communes and their organisation is based on the same princi-
ples as apply to State hospitals. Each special department of
medicine has its own chief physician. One of the chief physicians
on the staff is appointed in the same way as in State hospitals
to take executive charge. The physician in charge is entrusted
with administrative duties, but he is not concerned with matters
of business management to the same extent as his counterpart in
a State hospital. Consequently, the business manager of a
communal central hospital has considerably broader authority
than that of a State hospital. He also serves as a secretary of the
federal board of the federation of communes operating his
hospital and generally brings a large part of the economic affairs
of the hospital to the attention of the board. The position and
duties of the matron are pretty much the same in the communal
central hospitals as in State hospitals.

OTHER COMMUNAL HOSPITALS

Besides the hospitals operated by the federations of com-
munes, there are hospitals in Finland owned by individual
communes, and, especially, large population centres and cities.
In the larger cities municipal hospitals are under the charge of
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special boards of directors, while in the smaller rural communes
the local board of health or some subordinate agency is in
charge. The administrative organisation of the municipal
hospitals in the major cities is by and large similar to that of the
hospitals belonging to the State and the communal federations.
In the very smallest communal general hospitals, the physician
in charge is the local health officer, which means that the only
responsible member of the staff regularly on duty is the matron.
Matters relating to the business management of such hospitals
are often combined with the economic administration of the
communes or, then, the position of manager is held on a part-
time basis.

At present, the principal responsibility in the administration
of the hospitals of Finland still rests with the executive chief
physicians. In the communal hospitals, the business managers
bear a relatively heavy responsibility and exercise considerable
authority in economic matters. On the other hand, there is not
a single hospital in Finland with an executive director serving on
a full-time basis. In the university central hospitals, which are
owned by the communal federations, the executive chief physi-
cian works together with a hospital board consisting of professors
from the medical faculty of the university. The university central
hospitals of Helsinki and Turku have an administrative director.
Two of the large communal general hospitals have a business
executive.

Even in cases where hospitals have an administrative director,
the administrative organisation remains dualistic. Responsibility
is shared by two executive officers.

The post of executive chief physician requires no special
administrative competency. The chief physician of every depart-
ment of a hospital is regarded as fully qualified in this capacity.
Often the position of executive chief physician takes on the
character of a ‘revolving prize’—being awarded to each chief
physician on the staff in turn. This prize is not, however, much
sought after for the hospital director is granted no relief from
his medicinal duties and the extra salary is only nominal. The
system of organisation on the executive level has thus been left
at quite a rudimentary stage.
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3. How the hospital administrators are selected and trained

The qualifications of business manager vary greatly. The
administrative director is required to have an academic degree,

the business manager generally at least a diploma from a
commercial college.

The position of matron is the only one that requires a
post-graduate course in administration in addition to the
professional examination. Such courses are regularly held in

State nurses’ training schools for aspirants to the position of head
nurse or a matron.

Candidates for positions requiring an academic degree (also
administrative director and business managers) are obliged to
take the regular course of studies at one of the universities or
other institutions of higher learning. Ordinarily, preference is
given to graduates of a college of commerce and business
administration or a law school. Of late, holders of a degree in

political science have also been appointed to administrative
posts in hospitals.

Since no specialised administrative training is generally
required of appointees to executive positions in the hospital
administrative system with exception of matrons acquiring full
competency calls for further study. Arranging such opportuni-
ties along systematic lines is quite new in Finland. The organisa-
tion of advanced training has so far been as follows:

1. Every year the Union of Rural Communes arranges in
co-operation with the State medical authorities a three-day
course of lectures and conferences on questions of current interest
concerning hospital administration and business management.
The course is taken separately by the executive and managing

officers of (a) general hospitals and (b) mental hospitals and
tuberculosis sanatoria.

2. At the end of 1961, the Sairaalatalousyhdistys r.y. (the
Hospital Business Managers Association) arranged a one-week
course of basic education in hospital administration for Jjunior
office personnel responsible for the business management of
their respective hospitals. It is planned to continue with this
training programme on an annual basis.

3. In the autumn of 1961, the Medical Association in

72

R




¥

Finland, the Finnish Federations of Nurses—the Finnish
Nurses’ Association and the Hospital Business Managers Asso-
ciation jointly established, with the assistance of the government
authorities, a Foundation for Education in Hospital Admini-
stration. The aim of this foundation is to promote education in
administration among hospital administrative personnel in
Finland as well as hospital trustees. The programme includes
courses and other educational sessions in administration and
leadership, special instruction in hospital management and the
performance of executive functions, making recommendationsfor
the elimination of defects in the system and the improvement of
prevailing conditions.

The Board of Governors of the foundation consist of repre-
sentatives of the sponsoring organisations, the government and
hospital trustees.

The foundation held its first conference in September, 1962,
with Prof. T. E. Chester from Manchester as guest lecturer.
The main theme of the conference is ‘The Application of

Modern Ideas and Methods of Leadership to Hospital Admini-
stration’.

In the spring of 1962, the Medical Association in Finland
arranged on its own initiative a course of basic administrative
training for hospital doctors. The course places special emphasis
on the administrative functions of hospital physicians in execu-
tive positions. It is planned to hold a corresponding course in the
autumn of 1962. Preliminary plans have been laid for the
organisation of a basic course in hospital administrations for
physicians undertaking to serve a period (as medical assistants)
on a hospital staff in order to qualify as specialists. It has become
the task of the Foundation for Education in Hospital Admini-
stration to synchronise the programmes of basic training in
administration for physicians, business managers and nurses
entrusted with administrative duties. It should further be
mentioned that the Society of Bachelors of Medicine will
arrange its first seminar in hospital policy for members this
autumn. This may also be considered the opening signal for
the organic linking of training in hospital administration to the
programme of medical education in the future.

September 1962

73




IRELAND
by
COLM O. NUALLAIN,
Training Officer, Institute of Public Administration

1. Organisation and Scope of the Hospital Service
NUMBER AND TYPES OF HOSPITAL

1. Ireland has a total of 426 hospitals and health institutions
providing care and treatment which vary widely in both type
and degree. These institutions include general medical and
surgical, maternity and mental hospitals, hospitals for infec-
tious diseases, including TB, orthopaedic and other specialised
hospitals, institutions for mentally handicapped, homes for old
people, maternity, nursing and convalescent homes and homes
for mothers and children.

2. There is accommodation in these institutions for over
60,000 in-patients. For acute treatment (i.e., medical and
surgical, infectious diseases, orthopaedic and other specialised
treatment) there are over 19,000 beds or 6.86 beds per 1,000
population. There are over 2,700 beds for maternity patients
in hospitals and homes and these represent 0.97 beds per 1,000
population. Mental hospitals contain over 20,500 patients on
average representing 7.29 per 1,000 population. County
Homes and other homes for the care and treatment of the aged
and chronic sick have a total of 12,400 beds or 4.41 beds per
1,000 population.

3. The great majority of hospitals are controlled and ad-
ministered by local authorities, and these dispose of almost
42,000 beds. The remaining 18,000 beds are in voluntary
institutions. With two exceptions, all types of hospital accom-
modation and treatment are provided both in local authority
and voluntary institutions. The exceptions are:

(a) infectious diseases hospitals (other than tuberculosis),
which are entirely under local authority control, and

() homes for mentally handicapped people, which are
entirely voluntary.
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4. The local authority institutions include many general
hospitals which provide a high standard of care for medical,
surgical and maternity patients. These hospitals cater for indi-
vidual counties or for some specialised forms of treatment for
groups of counties. There are also hospitals which specialise
in such fields as tuberculosis, other infectious diseases, ortho-
paedic treatment and maternity. These specialised hospitals
cater mainly for regions comprising a number of counties.
There is, in addition, a large number of smaller district
hospitals which provide, at general practitioner level, general
medical, and a limited amount of surgical treatment. Most of
the mental hospital beds are in institutions of local authorities,
which also control the county homes where the majority of
beds for the care and treatment of the aged and chronic sick
are located.

5. The public voluntary hospitals, of which there are over 50
in the country as a whole, include a large proportion of teaching
hospitals and of hospitals which specialise in dealing with
children, maternity, orthopaedic, tuberculosis and cancer
patients and in the treatment of defects of the eye and ear.

6. The public hospitals, both local authority and voluntary,
have semi-private and private accommodation which is small
in relation to total numbers of beds. There is also a number of
private hospitals and nursing homes with an aggregate of about
2,000 beds, while convalescent homes and maternity homes
provide a further 700 beds.

ADMINISTRATIVE ORGANISATION

7. The administrative authorities are:

(a) The Minister for Health and his Department whose
functions in relation to local authority hospitals include super-
vision of the development of hospital service; the control of
expenditure and staffing; and the fixing of rates (or limits to
rates) of charge for services. In relation to voluntary hospitals
the functions comprise the allocation of grants towards revenue
deficits, and for capital purposes, and regulation of the financial
arrangements under which voluntary hospitals provide ser-
vices on behalf of health authorities.

75




(b) Health Authorities. These are the County Councils,
except in areas of the four principal cities—Dublin, Cork,
Limerick and Waterford—for each of which there is a unified
Health Authority administering services for the joint areas of
the city and county in each case. In some cases joint boards
have been established, €.8., to operate mental hospitals for
two or more counties. Each health authority is responsible for
the provision of health services relating to both physical and
mental health. Hospital services are provided in institutions
administered by the health authorities, and also in voluntary

institutions, on a basis of payment by the health authorities to
the latter for services rendered.

(c) Voluntary hospital authorities,
in their Constitution. Many authorities are religious commu-
nities while others are Corporate bodies. The latter are in some
cases fully autonomous, while in others their boards are
appointed by the Minister. Seven of the voluntary hospitals in
Dublin haverecently federated in order to optimise the resources
and facilities for specialisation, and to realise the greater

financial and administrative advantages to be derived from
unification.

These vary considerably

(d) The Hospitals Commission, which was established under
the Public Hospitals Act, 1933, and ordinarily consists of a
chairman and two other members appointed by the Minister.
The Commission has the function of advising the Minister on
matters relating to hospital facilities, and on the administration
of the Hospitals Trust Fund, which was established by the
same Act. The Commission collects from the voluntary
hospitals estimates and accounts of income and expenditure
by reference to which grants from the Hospitals Trust Fund

towards revenue deficits are made on the direction of the
Minister.

The income of the Hospitals Trust Fund comes from sweep-
stakes on horse-racing and is used both to provide grants to
meet capital expenditure and to pay deficits on the running
expenses of voluntary hospitals. The administration of the

fund is entrusted to the Hospitals Trust Board, a statutory body
appointed by the Minister.
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8. The percentage of the gross national product spent from
taxation, both central and local, on health services amounts to
almost 39%,. This excludes private expenditure such as private
payment for general practitioner, specialist and hospital ser-
vices and the purchase of drugs. The total revenue cost of the
hospital services to public funds currently amounts to almost
£164 millions a year.

9. One-half of the total net current expenditure of the
health authorities on health services—including institutional
services—is paid for from the local rates levied by local authori-
ties, and one-half is met from national taxation and is paid by
the State to health authorities. Expenditure on capital works is
usually met by way of a grant from the Hospitals Trust Fund
and/or loans raised by the promoters. Of the total of £16}
millions expenditure from public funds on hospital services,
the State and health authorities share equally an expenditure of
about £ 141 millions while the deficits of voluntary hospitals to
be covered by grants from the Hospitals Trust Fund are esti-
mated at £1.8 to £2 million per annum.

10. The sum of (14} millions includes the net cost of
running local authority hospitals of all types, estimated at just
over (11 millions, together with the amount payable to
voluntary institutions for the maintenance and treatment of
patients receiving services under the Health Act, which is
estimated at almost £3% millions. This latter sum comprises
daily or weekly capitation payments for patients chargeable to
the health authorities.

11. The Hospitals Trust Fund has been an important source
of revenue for the hospital services. Up to 31st March, 1962, the
total receipts into the Fund, mainly from Sweepstakes, was
about £50.6 million. Grants from the Fund to meet deficits
in the running costs of voluntary hospitals amounted, over the
same period, to £15 million.

12. After the last war a programme of hospital construction
was carried out, involving heavy capital expenditure. In the
period from Ist April, 1948 to 31st March, 1962 capital grants
amounting to £26.3 million were provided from the Hospitals
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Trust Fund which during this period was assisted by a subven-
tion from the Exchequer to the extent of £6.8 million. The
capital expenditure from local authority funds during this
period is estimated at about £5 million. This resulted in the
provision of about 10,500 beds gross, the net gain in beds being
in the region of 7,500. In all, grants totalling ,£29.8 million have
been made from the Hospitals Trust Fund in the period from

its inception up to 31st March, 1962, to meet capital expenditure
on hospital services.

13. The accounts of the health authorities, including their
hospital accounts, are subject to audit by local government
auditors, whose reports are made available to the Minister.
The accounting system of health authority hospitals—which
is much the same as that in voluntary hospitals—provides
for a subjective analysis of expenditure, and the production of

an average daily (or yearly) cost per patient. There is virtually
no departmental costing.

BASIS OF ELIGIBILITY FOR INSTITUTIONAL AND SPECIALIST SERVICES

14. Eligibility for these Services is determined in accordance
with the provisions of the Health Act, 1953, as amended, by

reference to membership of one or other of four broadly-defined
classes:

(i) the lower income group, or persons who are unable to
provide health services for themselves and their
dependants from their own resources ;

(ii) the middle-income group, which includes

(a) persons insured under the Social Welfare Acts;

() persons whose family income is less that £800 a
year;

(c) persons whose livelihood is derived mainly from

agriculture and the valuations of whose holding
does not exceed £50;

(d) the dependants of all such persons;

(iii) pupils of National Schools who receive hospital treat-

ment for ailments discovered at School health exami-
nations; and
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(iv) those outside these groups who in the opinion of the
health authority concerned, could not, without undue
hardship, provide the services from their own resources.

15. It is calculated that 859, of the population come within
classes (i) and (ii). For those who do not come within the ambit
of the Health Act Services—and indeed also for those who do, if
they so wish—a scheme of voluntary health insurance is avail-
able for hospital (excluding normal maternity) services. This
scheme was introduced under an Act of 1957, and is ad-
ministered by a Board appointed by the Minister.

SCOPE OF SERVICES AND BASIS OF CHARGE

16. Services are available to the eligible classes of people
in general and specialist hospitals, mental hospitals, and in
nursing homes, convalescent homes and homes for handicapped
persons. These services include out-patient specialist services.
The services which a health authority must provide are made
available in public accommodation. The patient may be
provided with accommodation in an institution run by the
health authority, or he may be referred by the health authority
to a voluntary hospital, or to a hospital belonging to another
local authority. A health authority may operate an arrange-
ment whereby patients who enter approved hospitals of their
own choice are deemed to have been sent to them by the
health authority and the health authority in such cases pay the
voluntary hospitals the full capitation rate. Where the patient
chooses his or her own hospital, nursing home or maternity
home a subvention is paid towards his or her expenses by the
health authority. The amount of the subvention depends on
he particular hospital chosen, and on the type of accommoda-
tion, i.e., whether public or private.

17. Hospital treatment for infectious diseases is available
free of charge without reference to the means of the patient.
Members of the lower income group, and National School
pupils receiving treatment for defects or ailments discovered at
School health examinations are entitled to hospital and
specialist services without charge. There is provision for charges
not exceeding 10/- a day for persons in the middle-income
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group, and higher charges can be made for cases dealt with
under the ‘undue hardship’ clause.

18. The payment made by a health authority to a voluntary
hospital for persons treated on its behalf are at rates approved
or directed by the Minister. A capitation payment is made to
cover maintenance and treatment in the hospital, and special
supplementary payments are made for some of the more
expensive drugs and appliances. An additional payment is
made into a special fund or ‘pool’ from which the visiting medi-
cal staffs of the hospital are remunerated for their services for
Health Act patients.

19. The manner of distribution of this pool, which does not
form part of the funds of the hospitals, is determined by the
staffs participating in it. There are three types of visiting
specialists—Anaesthetists, Radiologists, and Pathologists—who
do not participate in the ‘pool’ distribution. These are remunera-
ted from the funds of the hospitals and, in the case of the
Radiologists and Pathologists, partly by local authorities.

I1. Administrative Staffing of Hospitals

20. Local authority hospitals, forming part of the health
services of the functional areas of the health authorities,
are to a large extent managed from the central administrative
offices of the health authorities. The lay administrative or office
staff of the hospital may be, and indeed often is, quite small.
Medical and nursing control as such is, however, retained by
the appropriate medical and nursing officers in each hospital.

21. Voluntary hospitals are managed from within, each
hospital having its own controlling authority and its lay,
medical, and nursing departments wholly within the institution.

22. If we regard the administrative staff of the hospitals as
comprising medical, nursing and lay administrators, we can
say that while basically there is, in every hospital, somebody
responsible for the functioning of each of the three spheres of
authority, there are variations in the scope and span of control
of each sphere, and, in some cases, in the designations of those

in charge. This is true of both health authority and voluntary
hospitals.
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23. Taking medical administration for example, we find that
the Medical Director is usually a consultant in medical
charge of a specialised unit or institution, for example, a
cancer hospital. In such a case, the Medical Director has
personal responsibility for the medical care of the patients in
the unit or hospital.

24. The Medical Superintendent, on the other hand, tends
to have a wider field of authority or supervision, and he is
usually found in a sanatorium or mental or regional hospital.
He enters to a much greater extent into the detailed admini-
stration of the hospital, and exercises control and authority over
aspects of the hospital life which might otherwise be left to the
nursing or lay administrator.

25. The medical staff committee, or board, with selection
agreed upon by the staff, and with the chairmanship rotating,
is generally accepted as the most effective method for internal
medical administration in a general hospital, and is in fact. the
one generally adopted in practice. In such cases this Committee
is subordinate to the Board of Governors or Committee of
Management which, however, includes representatives from
the medical staff committee.

26. On the nursing side, the Matron, who is the senior
nursing administrator, may have varying areas of responsibility.
Thus, in many cases, in addition to nursing responsibilities the
Matron may have overall responsibility for domestic staff,
laundry, and in some cases, for catering. The tendency now,
however, is to relieve the Matron of some or all of these non-
nursing responsibilities.

27. So far as the lay administration is concerned we can
say that it is in this sphere that there is the greatest difference
between the health authority and voluntary hospitals.

28. It may be well, first, to explain briefly a feature of the
Irish system of local administration which is not akin to that
obtaining in Britain and many other countries. Over the past
30 years or so a system of local administration has been
introduced whereby County and City Managers discharge
most executive functions of the local authority with considerable
freedom from intervention by their Council or Corporation.
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These Managers, in general, exercise the same functions in
respect of the health authorities. In fact it is interesting to note
that their decisions in relation to what are referred to as
“individual health functions’ or functions relating, infer alia, to
decisions as to the eligibility or otherwise of individuals for
health services, and the making or recovery, or amount if any
charge for a service made available in respect of an individual,
and decisions relating to the recruitment, discipline, promotion,
superannuation, etc., of members of the staff are not subject to
any control by the elected representatives of the health
authorities.

99. The overall administration and control of the hospital
services of a health authority is therefore one of the responsi-
bilities of the County or City Manager. The discharge of their
responsibility in detail is, however, normally delegated. The
pattern which emerges is that the hospitals are controlled as
follows:

Regional Hospitals:
The Resident Medical Superintendent (in one case a
Lay Superintendent is also appointed).

Regional Sanatoria:
The Resident Medical Superintendent assisted by a
Secretary/Clerk.

County Hospital:
The County Surgeon and the County Physician.

Mental Hospital:
The R.M.S. and the Chief Clerk/Secretary (jointly).

In each case, the Matron or Head Nurse assists the medical
supervision, and, except with smaller institutions, separate
clerical assistance is made available in the institution itself.
Members of the administrative staffs of the County Council as
health authority, assist the County Manager in the exercise of
the controlling functions over the health services administered
by him. The status and authority of the lay administrator in the
health authority hospital is generally lower than that of the
lay administrator in the voluntary hospital.

30. In the voluntary hospitals, while there is not any uni-
formity in the status, designation and functions of the lay
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administrators, there has been a noticeable tendency in recent
years for them to be given wider responsibility than heretofore,
and to have this increased responsibility recognised in their
status and salary.

31. As in the case of the health authority hospitals, there is
some variation in the titles given to the senior lay administrator
in different voluntary hospitals. For example, he or she may
variously be referred to as the Secretary, Registrar, or Secretary/
Manager of the hospital.

SELECTION AND TRAINING OF HOSPITAL
ADMINISTRATORS

SELECTION

(1) Health Authorities

32. It is desirable, at the outset, to say a few words of
explanation about a body which is prominently involved in the
selection of administrators for the health authorities. Under the
Local Authorities (Officers and Employees) Act, 1926, a body
known as the Local Appointments Commission was set up—
the members of which are appointed by the Government. This
body has the function of recommending candidates for appoint-
ment to fill certain offices in the local government (including the
health authorities) service. In general, for all the appointments
to major or important posts—including all permanent profes-
sional posts—local authorities are required to follow a statutory
procedure whereby they request the Commission for a recom-
mendation for the filling of these posts. Local authorities are
also required to appoint the candidate recommended by the
Commission.

33. In determining the candidate or candidates to be
recommended in a particular instance the Commission invites
applications by public advertisement from persons who possess
the qualifications prescribed for the post, and subsequently
arranges to have such persons interviewed by a Selection Board
appointed by them.

34. All medical posts in the service of health authorities—
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with the exception of short-term temporary posts—are filled as
a result of this procedure.

35. Similarly, posts of Matron and Assistant Matron, and
the corresponding male nursing posts in mental hospitals, are
filled on the recommendations of the Local Appointments
Commission.

36. If we take lay administrative posts involved in hospital
administration as including all those from County and City
Manager down, referred to in paragraph 29, then we may say
that County and City Managers invariably and Secretaries and
Accountants of health authorities in general, are selected
through Local Appointments Commission procedure; and that
those at executive level, mainly staff officers, are normally
selected locally by competitive interview by a Board (appointed
by the City or County Manager) from members of a basic
clerical grade recruited initially by open competitive written
examination at University entrance level.

37. In practice, there is a very general tendency for those
aspiring to promotion to the executive and higher grades to
acquire post-entry educational qualifications, e.g., in Arts,
Commerce or Economics at a University, in Accountancy or
Secretaryship, or in the form of a Diploma in Local Admini-
stration awarded by the Institute of Public Administration.

(i1) Voluntary Hospitals

38. Senior medical staff in voluntary hospitals are, in
practice, nominated by the medical staff Committee, subject to
approval by the Board of Governors or Committee of Manage-
ment.

39. Senior nursing posts are advertised, and filled by selec-
tion from the applicants by a joint committee of members of the
medical and nursing staff and Board members.

40. Senior members of the lay administrative staff are
generally recruited by advertisement and interview by a selec-
tion sub-committee of the Board of Governors or Committee of
Management. Minor clerical appointments are generally made
by the Secretary in consultation with the Chairman of the
Board.
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TRAINING

41. Until recently there has not been any formal scheme for
the training as administrators of senior medical, nursing, and
lay personnel engaged in hospital administration in either
health authority or voluntary hospitals.

42. Senior medical staff have, from time to time, attended
conferences, lectures and discussions arranged by their own
professional bodies in which administrative problems have come
under review. Some senior medical staff have also been granted
fellowships by the World Health Organisation and other
international bodies, and have been enabled to study admini-
strative problems and their methods of solution in other coun-
tries.

43. Senior nursing staff have, in some cases, had similar
opportunities to study nursing administration abroad. In
addition, An Bord Altranais, the Irish Nursing Registration
Board, which has responsibility, inter alia, for nursing registra-
tion, and for education and training of nurses, has recently
organised and conducted courses for Matrons, and Sister
Tutors in which various aspects of Nursing Administration have
been dealt with. By arrangement with the National University,
a special University Course of two academic years’ duration
has been provided for Sister Tutors.

44. The Institute of Hospital Administrators, in co-operation
with the Vocational Education authorities, recently introduced
a course extending over a period of two years leading to the
award of a diploma in Hospital Administration. Many engaged
in hospital administration, particularly on the lay side, have
undertaken this course.

45. Within the past year, the Institute of Public Administra-
tion introduced a number of short courses in hospital admini-
stration for senior people in this field. These courses have met
with a considerable and countrywide response, and have been
attended by medical, nursing and lay administrators.

In addition, a number of people employed in health authori-
ties have also attended courses in Organisation and Methods
Work Study Appreciation, Machine Accounting and A.D.P.,
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Stores Management and Purchasing, and Supervision, conduc-
ted by the Institute.

In view of the extent of the response to these courses, and 1
the evident need for a formal scheme of training for those ‘
engaged in the hospital services, the Institute has decided to
undertake as a regular feature of its training activities, the
provision of a number of courses on hospital administration,
and in management and other techniques likely to be of use to
hospital administrators. |

September 1962
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ITALY
by
Proressor FELICIANO BENVENUTI,
Professor of Administrative Law in the Gatholic University of Milan

THE STRUCTURE OF ITALIAN HOSPITAL ORGANISATION,;
DEVELOPMENT AND CONTEMPORARY PROBLEMS.

1. In Italy the present organisation of hospitals is not
uniform: in spite of some reforms the present structure results
from a group of institutions which were founded one after the
other at different times and with different purposes, and which,
for the most part, have maintained unaltered their fundamental
characteristics.

Hospital organisation is based on local public bodies called
‘Charitable and Public Assistance Institutions’; in modern
terms this might be called ‘nationalisation’ of hospital services,
hospitals previously having been either private or religious
institutions.

In the beginning' hospital assistance had been undertaken
by the Church or by private associations which had collected
all legacies bequeathed by wealthy citizens for the care of the
sick and needy in their areas.

The technical idea of the hospital as it is today, did not exist
and hospital activity was concentrated largely on medical
treatment and assistance for the sick and needy.

Thus hospitals, as general medical care institutions, were
subordinate to ‘Charitable Institutions’ and there the part
played by the Church was paramount.

The law of 17th July, 1890, no. 69722 (the bill was presented
to Parliament by the then president of the Council of Ministers,
Francesco Crispi) converted the previous Charitable Institu-
tions into public bodies. The administration of these bodies
was entrusted either to the ‘Charity Congregations’ then exist-
ing (which were a kind of committee of citizens concerned with
public charity in general) or else to boards already provided
for under the ‘statutes’.
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Therefore, each hospital came under the control of local
public bodies. Nevertheless the fundamental distinction was
maintained between the ‘Charity Institutions’ as the admini-
strative bodies and ‘Hospitals’ as the administered institutions
providing medical services. Because of this distinction the
Government has been empowered by the law of 1890 to amal-
gamate the various charity institutions, which were often too
small to be economically or technically efficient. In practice,
State intervention was extremely limited because of the
difficulty of amalgamating not only the charity institutions, but
even the hospitals. In addition to these technical and economic
reasons, there were political and administrative obstacles which
were difficult to overcome.

The above mentioned law of 1890, with a few modifications
introduced in 1923, is still the fundamental law governing the
administration of the funds of charitable institutions. This
allows the development of hospital activities, the functioning of
the administrative agencies and the State supervision of these
authorities.

The organisation of hospitals’ however (as a complex of
technical and medical services) for the admittance and medical
assistance of sick persons (whether poor or not) is governed by
the Royal Decree, 30th September, 1938, no. 1631, which lays
down the general rules for the medical services and the staff of
the hospitals, excepting those engaged in the administration.

This law, which led to the classification of hospitals under the
control of all kinds of public bodies, including those under the
control of local assistance and charitable institutions, detailed
the standards to which every hospital had to conform in order
to meet the hygienic and technical requirements. The same law
made a distinction between general and specialised hospitals,
the former divided into three categories according to the
number of patients, and made subject to certain compulsory
regulations; each hospital unit was then divided into depart-
ments for which a maximum and a minimum number of beds
was fixed.

The same law regulated the selection standards for hospital
physicians, and also their tasks, rights and duties. A medical
director* was appointed as the technical co-ordinator for each
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hospital. In each hospital department a chain of command was
set up. At the top is a chief physician (responsible for all his
department services) followed by his assistants and nursing
staff (see table no. 1).

Thus, although the various types of hospitals, many of them
of long standing, were kept and continued to be governed by
their statutes as regard the administration of their funds and
the appointment of their boards, their administration is now
regulated by certain fundamental rules, one of which provides
for unified State control (these rules are contained in the law of
1890). The standards of medical and technical services, how-
ever, were made uniform by the decree of 1938.

In this way satisfactory results were achieved: a pluralist
structure was efficiently allied to administrative uniformity and
equality of services; local communities were given the assurance
that their hospitals were democratically organised, while over-
centralization, that would have made hospitals top-heavy and
deprived them of initiative, was avoided.

On the other hand, the uniform regulation of hospital
services which applies to any public body managing hospitals
was extended to new hospitals of the great social insurance
bodies. Indeed, sanatoria, set up by INPS (the National
Institute for old-age pensions and TB insurance) (see table
no. 2), the traumatological hospitals run by INAIL (the
National Institute for Industrial Accidents Insurance) (see
table no. 3), the medical services organised by INAM (the
National Institute for Health Insurance) (see table no. 4)°
were adapted to the same principles as the hospitals managed
by the local Charitable Institutions.

Only two fields of activity have been omitted from the
system: first, psychiatric hospitals® which exist in all provinces
and which are subordinate to the provincial administration on
the basis of general principles laid down by the law of 14th
February, 1904, no. 36 and homes for abandoned children,
which also come under the authority of the provinces; secondly,
university clinics which, when they do not rely on agreements
with local hospitals, are governed by the principles laid down in
the laws concerning the universities.
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To sum up, hospital organisation’ in Italy is dependent either
on local ad hoc bodies (Charitable Institutions) or on the
provinces and social insurance institutions. Uniformity is
guaranteed—for the first group both by the law of 1890 as
regards the administration and by the decree of 1938 as to
medical practice, and for the second group either by special
Jaws (lunatic asylums, homes for abandoned children, univer-
sities) or by the same decree of 1938 (see table no. 5).

9. Here it is important to explain the purpose of these
hospital organisations.

It has already been said that formerly charitable institutions
aimed at helping the sick and needy and, indeed, even today
the law defines as a charitable institution any body whose partial
or total aim is to give assistance to the poor.

Following from this, even charitable institutions that offer
hospital care are bound to admit poor patients free of charge;
but this is no longer one of the most important purposes of
hospitals and not even they are obliged today—except in special
cases—to give free assistance to the poor.

As regards the latter, the same law of 1890 established what
was called the ‘assistance by place of residence’®; that is, the

‘commune’, or official district of residence of the poor persons
concerned, had to be identified and was made responsible for
the cost of medical treatment and other expenses sustained by
a charitable institution.

In fact, the duty of hospitals to give free assistance and treat-
ment to needy persons concerns only cases of serious illness,
when the patient has no right to ‘assistance by place of residence’
or to insurance sickness benefit.

Thus we have come to a subject which, at this moment, is
much talked about in Italy: that of the relations between hos-
pitals, ‘communes’ and the insurance organisations with
regard to hospital expenses’.

In theory, the situation is simple, hospitals are entitled to
exact payment of charges either from the patient (if he has to
pay for himself) or from the ‘commune’ (if he is a poor person
who has a right to the ‘assistance by place of residence’ rule) or
from the insurance organisations (if he is insured).
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Obviously, it is not necessary to dwell upon uncommon
cases, such as those in which the commune disclaims responsi-
bility or passes it on to another commune; or when a commune
alleges the existence of an insurance liability or vice versa.

In such cases of disagreement between hospitals on one side
and subjects expected to pay on the other, Italian law provides
for special procedures designed to guarantee a rapid solution
of the problem, so as not to leave hospitals too much at the
mercy of undischarged debts.

The most serious case is that in which the insurance organisa-
tions refuse to pay the hospital charges of one of its clients.

There are, of course, a lot of pretexts but the one which has
given rise to the greatest number of disputes was the refusal,
on the part of INAM, to recognise the decisions taken each year
by the hospitals, to increase their charges.

The law now lays down that charges should be fixed in accor-
dance with total expenditure during the preceding year, thus
arriving at an estimate which is likely to cover future commit-
ments.

At present, the greatest number of patients consists of insu-
rance beneficiaries. While, therefore, it is bad enough when
there is a refusal to recognise the charges approved by the
hospitals, it is even worse when the insurance organisation
refuses to pay the compensation allowed by its own terms.

This has indeed brought about an extremely difficult situa-
tion both because of the many legal controversies and because
hospitals have been deprived of a part of their regular income
and have therefore run into a heavy debt.

It may now be asked why there has been and is no interven-
tion by the State; that is by the Ministries, whose business it is
to supervise both hospitals and insurance organisations.

It is possible to give a formal reply to this question by
pointing out that administrative authorities cannot intervene
on problems concerning rights, the solution of which belongs
only to judges, and that the autonomy of the various organisa-
tions had to be fully respected when such a right is claimed
against a third party.
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In fact the Government did not intervene because they have
no clear idea of a solution to the problem of relations between
hospitals and insurance organisations.

Disagreement between the two sides is due to the attempt by
insurance organisations—and particularly by INAM-—to
take upon themselves the control of the charitable institutions.
They attempted to do this by infiltrating their own representa-
tives into the board of management of the institutions in order

to engineer changes in their statutes and thereby gain control
of them!°.

Thus, we have a repetition of the struggle between the State
and private or religious bodies, which, as already recounted,
ended with the law of 1890, in the victory of the State and

marked the end of private assistance in favour of public
assistance.

'The problem now consists in seeing whether participation
by insurance organisations in hospital management can be
limited to purely insurance matters, or if they can interfere
with day-to-day management in order to cut down costs. If the
former principle can be established, the insurance organisations
will leave technical considerations and the treatment of the sick
to the hospitals themselves.

It is obvious that there is one major reason for the struggle
between the two bodies: that is, the attempt by insurance
organisations to cut the costs for which they have to pay.

3. We are, then, in Italy, faced with a crisis in hospital
services'' and it is necessary, at this point, to give some further
explanation: this means that we must take into consideration
how general hospitals fulfil their functions (we can ignore
special hospital establishments, like for instance, lunatic
asylums, homes for abandoned children, sanatoria, etc.).

It is well-known that these general hospitals are now feeling
the effects of new medical discoveries and techniques.

For large hospitals of the first category (see table no. 6) (as
for instance large town hospitals) it has not been difficult to
adapt services to the new techniques of treatment and, apart
from the classical departments of medicine and surgery, to
establish specialised sections, and it can be said that the average
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standard of performance is fairly high. But hospitals of the
second and third category (such as small town or rural
district hospitals) are today in serious straits.

Finances (for the most part corresponding to the number of
beds already available) do not permit the establishment of new
departments, and in general in second category hospitals,
obstetrics, radiology and a traditional specialisation like ear,
nose and throat diseases or ophthalmology are the only depart-
ments in existence (see table no. 7). Third category hospitals—
having a daily average of 30 to 200 patients—are limited to
general medicine and surgery, relying on the nearest and better
equipped hospitals for specialised treatment and consultation.

Under such circumstances, it is obvious that it is necessary to
reorganise the hospital service; third category hospitals are, in
reality, little better than sick-bays, that is places where medical
treatment is limited to what is easiest and centres for diagnosis
or transfer of patients to better equipped hospitals.

Next, the problem arises as to the changes to be introduced in
second category hospitals (from 200 to 600 beds daily) which
have either to be developed, in all their departments, or to be
highly specialised, in order to link them with higher units at the
provincial level. Thus the problem of costs could partially be
solved.

But all this encounters one great difficulty, the autonomy of
hospital institutions does not allow outside interferences with
their functions as laid down in their statutes. There is also the
important sociological factor of local prestige; this would not
permit either closing the hospital or any specialisation which
might mean its ceasing to be the hospital of the local commune
and regarded by everyone as such.

4. Taking into account these requirements, the Italian
Government has worked out a bill for the reform of hospital
organisation, which was introduced in the Chamber of Depu-
ties on 10th November, 19612,

By this reform all medical institutions are divided into
hospitals, hospitals for the chronic sick and convalescent homes.

As to the first of these, the Government report on the bill
stresses the fact that a rational hospital organisation must be in
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a position to assure not the same treatment at all levels, but the
same quality of treatment at each level.

This means that the distinction drawn between the various
types of hospitals must take into account the range of treatment
available rather than the method of treatment, since this—in
both small and large hospitals—is supposed to be the same.

From this point of view the bill provides for the following
categories:

Ist  Central hospitals
2nd  Principal hospitals
3rd  Hospitals

The first category must be self-sufficient in all respects and
must include the departments of medicine, surgery, obstetrics
and gynaecology, paediatrics, infectious diseases, ophthalmo-
logy, ear, nose and throat diseases, traumatology and ortho-
paedics, dermosyphilopathy, urology, neurology, dentistry and
stomatology, unless some of these specialised treatments are
provided for by local institutions.

Moreover, they must also have separated services for radi-
ology, physiotherapy, pathological anatomy, chemical, clinical,
microbiological and virus researches, anaesthesia, reanimation
and transfusion.

In their turn, principal hospitals are expected to have the
same departments as the central ones, except for neurology,
dermosyphilopathy, dentistry and stomatology, for which
some services will be enough.

Both central and principal hospitals must also have medical
auxiliary services and, in any case, a residential school for
professional nurses and a school for male nurses.

In third category hospitals, apart from the services of radi-
ology and analysis, of anaesthesia and reanimation, and of
transfusion, separate sections of general medicine, surgery,

obstetrics and gynaecology and paediatrics are expected to
exist.

In order to permit a more rapid adaptation to the require-
ments of the hospitals in existence, the Governmental bill for
the reform of hospital organisation lays down that the provincial
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medical officer, who is the representative of the Health Ministry
in the province, draws up a ‘provincial hospital plan’, in which
he defines the range of activity of every institution in order to
co-ordinate it with the others operating in the province. Further-
more every financial engagement of the institutions themselves
is subject to the approval of the provincial plan.

This bill has given rise to many discussions and controversies,
since some believed it too revolutionary, and some too moderate.
In reality, it does not tackle the fundamental problems of the
Italian hospital organisation.

To solve these problems, it would be necessary not only to
institute a classification of hospitals, but also to completely trans-
form them. Such a transformation, however, cannot be brought
about by a plan worked out in the office of the provincial
medical officer without the co-operation of all those interested
in hospital organisation.

This bill, however, is bound to come to nothing if regions
are established in Italy. Indeed by Art. 117 of the Constitution,
regions would be entrusted with legislative authority regarding
‘charity, medical and hospital assistance’. It is obvious that
every region, being a democratic institution aware of local
needs, will be able to draw the lines for future development of
hospital organisation within the limits of the general principles
established by the national Parliament (see table no. 8).

5. Up to now, we have considered the principal lines of
hospital organisation, and contemporary problems. It is now
necessary to point out both its elective and administrative
structure.

As we saw before, each hospital is in general governed by a
charitable institution and therefore, in practice, the hospital
is administered by the board of management"? of the institution
itself. The only exception is the case in which the hospital is
dependent on a commune rather than on a charitable institu-
tion. This means that it is administered by the commune
representatives; all measures are taken by resolutions of the
Town Council, which acts as a Board of Management.

In the charitable institutions, however, the boards of
management are appointed in several different ways. As it was
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mentioned before, the institutions are autonomous bodies having
their own special statutes. Except in a few cases (i.e., the
exclusion of governmental and communal employees from
membership) the law is fairly liberal, so that it is not possible
to find a uniform scheme for the membership of charitable
institutions. It must be added that members of these boards are
always appointed by some public authority and are not directly
elected by the people; thus, for instance, a board of manage-
ment consists of two representatives appointed by the Town
Council, two others appointed by the provincial council and one
appointed by the Prefect; in other cases this power of appoint-
ment belongs to other authorities such as the Provincial
Assistance and Charity Committee and sometimes even to local
church authorities. However, physicians employed in the
hospital never take part in the board of management; only
infrequently are freelance physicians admitted. So there is no
direct link between board management and technical services.

However, a liaison between the two is made possible by
permitting the administrative secretary (who, in some statutes,
is also called the secretary director, the managing director or
the general secretary) and the medical director (a physician)
to attend meetings of the board of management. This privilege
is limited to formal attendance and the right of an advisory
vote (in some cases the latter is compulsory).

Thus, the managing director must subscribe to all proceedings
of the board, thus taking upon himself their responsibility, but
he may be relieved of his responsibility if he directs that his
dissent is recorded in the minute.

The medical director, in his turn, submits the measures
concerning the medical and nursing staff to the board and
expresses his opinion on the subject of appointments, job allo-
cations and disciplinary measures; together with his own obser-
vations he gives the reports of the health officers. Finally, he
gives advice regarding the selection and purchase of apparatus
as well as anything else which might be required in the hospital.

With the advice of the two directors—the most important
being the managing director, who co-operates with the President,
who is the executive of the hospital administration—the board
of management takes all measures concerning the hospital
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activity. When, however, these measures concern balance
sheets, investment of funds, the size and character of the
establishment of internal regulations' they must be submitted
for approval to a State agency, namely the Provincial Charity
and Assistance Committee, which is composed of the Prefect, who
acts as a chairman, of other State officers and also of members
elected by the Provincial Council or appointed by the trade
unions.

The scope of administrative supervision is rather limited,
although, in practice, hospital administration tends to increase
the number of measures to be submitted for approval to the
boards, in order to be relieved of some of their responsibilities.

Here it is necessary to point out that the Prefect can always
demand that a resolution of a charitable institution be submitted
to him and he can cancel it if he thinks that it is unlawful. The
Prefect can also send commissioners to defend the institution’s
interests, if a hospital administration, even after a warning
from the Prefect, continues to disregard the regulations of law
or to prejudice its own interests. In the most serious cases, the
board of management may even be dissolved and then the
commissioner assumes temporarily (no longer than three
months) all the powers of the dissolved body. These powers are
then transferred to the new administration.

This system of hospital administration, dating back to the
law of 1890, is based on the liberal laissez-faire principles of that
time. In the different social, econornic and political climate of
today, there is much greater need for the State to lay down
broad general principles to bring about better co-ordination
and stimulate development by those bodies responsible for
national medical services.

It is just for that reason that today—as we mentioned
before—the idea of giving planning authority'® to governmental
bodies has become popular. This would remove some of the
major disadvantages to be found in the autonomous system of
Italian hospital organisation of today.

It is not possible to say much about the internal organisation
of Italian hospitals, since this depends, to a large extent, on the
size of each hospital and individual requirements.
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As a general rule, there are many departments'® subordinate
to the secretary director: namely, the accountant’s department,
the steward’s office (purchase and distribution office), the recep-
tion and admittance office, with financial office (which is
concerned with patients’ fees), the personnel office, etc. This
matter, however, is regulated by each hospital. They also
regulate. the procedure to fill vacant posts by a system of
public and internal competition (the latter being reserved for
employees of the hospital concerned).

- The same procedure is followed when appointing a general
secretary director, while there are legal regulations governing
public competition for the appointment of the medical director.

It would, however, be desirable that, at least with regard
to the appointment of the secretary directors, the State laid
down the general rules of procedure and the qualifications
required.

6. This lack of uniformity in hospital organisation, resulting
from the autonomy of the various charitable institutions
controlling them, also explains why schools or training and
finishing courses for administrative employees do not exist.
Only recently have the two organisations concerned with these
matters—on one side the hospitals and on the other the
secretary directors—taken the initiative by holding courses
and study meetings every year'’.
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PORTUGAL
by
Dr. C. A. FERREIRA,
Director General of Hospitals, Ministério da Saide ¢ Assisténcia

l. THE PORTUGUESE CONCEPT OF HOSPITAL

1. Throughout the centuries the Portuguese hospital, as a
social institution, was influenced by the fundamental traits of
each epoch; it was dispersed, theocentric and technically
rudimentary in the Middles Ages; it was concentrated, human-
ised and administrated by representatives of the Crown in the
Modern Age, the epoch of the concentration of political power
and trade bourgeoisie; it was secular and scientific in the
centuries of liberalism and positivism; it is national and social
in the present epoch.

2. The present concept of hospital is summed up in the
following extract from an Act now being debated in the
National Assembly (the Statute of Health and Public Assistance)
which reads in Section XII as follows:

“The aim of hospital activities is to provide, in hospitals or in
connection with them, medical care and medical rehabilita-
tion and to collaborate in preventive medicine and social and
professional rehabilitation. The nature of the activity of
general hospitals, as well as of hospitals specialising in any
branch of medicine, must be simultaneously medical and
social and, when practicable, hospitals shall co-operate in
teaching and medical research. Therefore the following must
also be considered as aims of hospital activity:

(a) To co-operate with social services in all aspects of

problems relating to illness;

(b)) To provide a field of demonstration and practice for

training schools in any way connected with the medical

profession and health.’

3. On analysing the above legal extract, which has been

integrated and developed in the plan for the new Hospital
Act, also in preparation, the Portuguese concept of hospital

can be drawn up as follows:
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(¢) The hospital is an institution having not only a medical
but also a social character;

(b) It has its own duties and an obligation to participate in
other activities;
(¢) Its own duties are to provide medical care and medical
rehabilitation;
(d) Tts participation in other activities cover the aid the
hospital must give to:

preventive medicine;

professional rehabilitation;

teaching and scientific research.

4. Hereinafter I will try to set down the most essential
details of each of the aforementioned functions, explaining how
they are conceived and carried out in Portugal.

2. THE PORTUGUESE HOSPITAL AND MEDICAL CARE

1. The bulk of medical care in Portugal is carried out by
the hospital through its in-patients department, out-patients
department and domiciliary services.

2. There are general hospitals and hospitals specialising in
maternity care, tuberculosis, psychiatry, etc., the latter being
dependent on special ‘Institutes’ which co-ordinate the
respective services.

3. The Social Insurance System, through the Ministry of
Labour, has a wide network of Centres in which about 2,000,000
people have the right to first aid or to consult a doctor. These
Centres have no in-patients department.

There is an agreement between the Social Insurance Service
and the hospitals whereby the latter admit and treat patients
covered by Social Insurance, the cost being settled by the said
insurance. For the time being, however, this agreement applies
only to general surgical operations.

4. The doctors on the hospital staff can have their private
patients admitted to special rooms in the hospital reserved for
private patients.

5. The salary of the doctors on the hospital staff is composed
of two parts: a fixed salary according to the doctor’s category on
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the staff and a floating salary resulting from the division of fees
paid by his patients. (It should be pointed out that it is not
only the doctor who benefits from this division of fees but also
his technical auxiliaries and the nursing staff.)

6. The main lines on which our hospitals are run are
summarised in Section VII of the new Hospital Act which reads
as follows:

‘Section VII—1. Hospital care shall adhere to the following
guiding rules:

(1) The main aim is the medical care and the medical
rehabilitation of the patient. All other aims are to be con-
sidered as accessories to this main aim.

(2) Patients shall only be admitted to hospital when they
cannot be treated as out-patients or at home.

(3) The specialisation either of hospitals or of services shall
be restricted to the cases in which this is technically indispen-
sable but the need for close collaboration between the general
hospitals and the specialist hospitals must always be borne in
mind.

(4) Continuity of treatment shall always be carefully assured
when the patient has to be transferred to another hospital or
to a different department of the same hospital.

(5) The criterion for priority for admission to hospital shall
be based on the medical and social needs of the patient.
Under no circumstance whatsoever shall the amount payable
by the patient, either directly or indirectly, be used as a
reason for granting priority.

(6) Treatment will not necessarily end just because the
patient is allowed to go home. It is up to the hospital to keep
in touch with the patient until he is fit to return to work, or
even afterwards, in order to establish an efficient follow-up
of the case.’

3. THE PORTUGUESE HOSPITAL AND MEDICAL REHABILITATION

1. As Portugal did not enter the last war, the problems
arising from mutilation, lesions and other forms of physical
disabilities are not so great as in other countries. The attention
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of the Government has been drawn to this sector of medical and
social activity, however, by the increasing number of accidents
on the road and at work and by the possibilities that modern
science can afford for the elimination or reduction of sensorial,
physical, motor or visceral incapacities.

2. The hospital has taken upon itself not only the phase
pertaining to medical care and medical rehabilitation but has
also committed itself to collaborate in social and professional
rehabilitation.

3. The plan, already partially in operation, comprises the
following:

(a) In the hospital: medical care and medical rehabilitation
services;

(b) Outside the hospital but in liaison with it: special centres for
physical medicine and rehabilitation.

4. All hospital services are being encouraged to take part in
the new orientation being given to medical rehabilitation,
particularly in connection with orthopaedics, traumatology,
neurology and neurosurgery and physiotherapy.

5. Apart from the usual funds allocated to the hospitals by
the Government, 509, of the net proceeds of the Football
Coupons have been set aside for the treatment of the physically
handicapped. (It should be pointed out that the Football
Coupons are run under the auspices of the State.) This grant
will finance not only the medical phase of rehabilitation but
also the non-medical phase which comes under the Public
Assistance Board.

Three Physical Medicine and Rehabilitation Centres are
being built at the moment, one in each of the hospital zones
into which the country is divided.

4. THE PORTUGUESE HOSPITAL AND PREVENTIVE MEDICINE

1. Health is, in itself, a unitary concept. It is essential that
services dealing with health problems should bear this concept
in mind.

2. Bearing this principle in mind, Portuguese health legisla-
tion allows Public Health Officers to work, in their capacity,
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in hospitals. In the more outlying districts, these Officers have
more responsibilities: Therefore:

3. Section XXXIII of the new Hospital Act predicts that
there shall be a representative of the Public Health Service
on the Board of Directors of the hospitals.

4. On the equivalent of the British Regional Hospital Board
(‘Comissdo Inter-Hospitalar’), as is explained hereinafter,
there is always a representative of the Public Health Service
from the area in question.

5. Health Centres, dependent on the Public Health
Service, will operate in the country hospitals, known as sub-
regional hospitals, in installations granted them specially for
this purpose.

5. THE PORTUGUESE HOSPITAL AND TEACHING

1. As has been seen from the guiding rules quoted above
from Section VII of the Hospital Act, the main aim of all
hospitals is the medical care and medical rehabilitation of the
patient. All other aims, including teaching and research, are
considered as being secondary.

2. There are, however, special teaching hospitals where
medicine, nursing and other subjects connected with health
services, are taught. These hospitals are called ‘teaching
hospitals’. There are three in all, one in Lisbon, one in Oporto,
and one in Coimbra, functioning in liaison with the respective
Faculties of Medicine.

3. Teaching hospitals, like any other hospital, are integrated
in the general organisation for medical attention in this
country and also come under the Ministry of Health and Public
Assistance which administrates them through a staff appointed
by the Minister.

4. There is always a representative of the Faculty of
Medicine on the Board of Directors of these teaching hospitals.
Under Portuguese law, the Administrator of a teaching hospital
may be a Professor of Medicine, but not necessarily, and is
appointed in agreement with the Ministry of Education. On the
other hand, the Faculties of Medicine have representatives with
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the right to vote both on the Board of Directors and on the
Medical Committee. Lastly, the direction of each of the
hospital departments goes by right to the professors of the
corresponding Chair in the Faculty of Medicine. If there is no
Chair corresponding to the hospital department in question,
the Ministry of Health, when appointing a Director for the
department, gives the post in preference to Professors or
Doctors in Medicine.

6. HOSPITAL REGIONALISATION IN PORTUGAL

1. The first Act establishing the basis for hospital regionali-
sation in Portugal was Act 2011 dated 15th April 1947. Under
this Act, the country was divided into three zones (North,
Centre and South), the capitals being the university cities of
Oporto, Coimbra and Lisbon. Each zone is divided up into
regions which normally correspond to the districts of the admini-
strative division of the country. Each region is further divided
up into sub-regions which also normally correspond to an
area coming under local municipal authorities. In the head of
each hospital zone, there are central hospitals which are the most
advanced in the organisation and must therefore aid and guide
the regional hospitals. Some of these central hospitals are also
teaching hospitals.

In the head of each region, there is a regional hospital and
in the head of each sub-region, a sub-regional hospital.

2. We feel justified in calling the Portuguese regionalisation
system an advanced one seeing that the hospitals are, so-to-
speak, on a scale and are classified according to the standard of
medical treatment they must provide. The medical duties of
each hospital are concerned not only with its own functions
but also with those of the hospitals under it. The hospitals at
the top of the scale give every aid and backing to the hospitals
lower down the scale.

3. The sub-regional hospitals are at the bottom of the
scale. Their function is to provide their area with general
medical and surgical care, obstetrics and, when necessary,
accommodation for isolation cases.
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These sub-regional hospitals are situated in the municipal
areas.

4. The regional hospitals are in the middle of the scale and
provide, for their area, general medical and surgical services,
obstetrics and isolation, as is the case with sub-regional hospitals,
and also all current specialist treatment. These hospitals treat
the patients from the sub-regional hospitals when the state of
health of the patient is very serious and exceeds the technical
capacity of the sub-regional hospitals.

These hospitals must also guide the sub-regional hospitals
existing in the regional area, and establish a liaison with the
hospital at the top of the scale (the central hospital).

5. The central hospitals are the apex of the organisation and
deal not only with current specialist services, as is the case with
regional hospitals, but also with rare specialist cases. Our aim 1s
to make each zone technically autonomous and to supply each
zone with all the working elements required for a fully compre-
hensive unit with the capacity to resolve all medical problems in
their area.

6. The Portuguese system of hospital regionalisation can
only be efficient so long as each zone has committees capable of
co-ordinating the hospital services under their jurisdiction,
drawing up the plans for regional activity and controlling and
supervising the execution of these plans. Hospital regionalisa-
tion entails transferring responsibilities from a central office to
the zone or regional hospital authorities and, needless to say,
the setting up of an efficient service to supervise and control the
actions of the latter.

7. In each head of a zone, there is a Zone Director who is the
permanent delegate of the ‘General Direction of Hospitals’
to the hospitals in the area. In each of these regions there is also
the equivalent of a British Regional Hospital Board (‘Comissdo
Inter-Hospitalar’) formed by representatives of each type of
hospital in the area in question, whether general or specialist,
central, regional or sub-regional.

8. Each ‘Comissio Inter-Hospitalar’ has a Plenary Coun-
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cil which sets the policy for the hospital activity and approves
the major plans and an Executive Council which is entrusted
with the execution of the decisions taken by the Plenary Council
or of instructions from the General Direction of Hospitals.

9. The main characteristic of the Portuguese regionalisation
system lies precisely in the fact that the members of the ‘Comis-
sio Inter-Hospitalar’ are elected by the actual hospitals and
that their duties are limited to orientation and co-ordination
and not to hospital management.

10. In actual fact the ‘Comissdo Inter-Hospitalar’ in
Portugal is formed not by civil servants but rather by representa-
tives elected by the actual hospitals. On the other hand, it has
no administrative duties, the latter being entirely in the hands
of each individual hospital. The functions of the ‘Comissdo
Inter-Hospitalar’ are limited to co-ordination, orientation,
encouragement and supervision There can however be
collective services for the transportation of patients, for
purchases, statistics, etc.

11. At each of the regional hospitals there is a Bed Bureau to
which the patients who cannot be treated by the sub-regional
hospitals may apply to find out which hospital is more suited
to their particular case. This Bureau reserves the beds for these
patients and notes why the sub-regional hospital was unable to
treat them.

12. These Bed Bureaus are essential in the Portuguese region-
alisation system because patients are only transferred to other
hospitals when it is proved that there are medical reasons for
doing so. The Bed Bureau must be informed why the hospital
was unable to treat the patient.

The Bed Bureaus work not only in liaison with the regional
hospitals but also with the ‘Comissdes Inter-Hospitalares’,
the latter being the apex of the organisation.

13. The regionalisation movement is already in operation.
More than half of the country has been brought under this
system and it is hoped that it will be in operation all over the
country by the end of the first trimester of 1963.
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7. OWNERSHIP AND ADMINISTRATION OF THE HOSPITALS IN
PORTUGAL

1. As regards ownership, upkeep and administration, there
are two types of hospitals in Portugal: public hospitals and
private hospitals.

Public hospitals are founded, supported and administered
exclusively by the State. The private hospitals are founded,
supported and administered by the ‘Santas Casas da Miseri-
cordia’, or by other private institutions, although the State
grants them considerable financial aid.

2. The ‘Santas Casas da Misericordia’ are private institu-
tions which came into being in the XVth century as brother-
hoods.

There are a total of 14,000 beds in the ‘Misericordia’s’
hospitals, i.e., 609, of the general hospital beds.

3. Hospital activity is nowadays a public function to which
no State can remain indifferent. It is one of the most pressing
collective necessities and nationalisation is therefore accordingly

fully justified.

4, The problem, however, is to know whether special
conditions existing in some countries might not make it
advisable to permit the ownership and administration of
hospitals to remain private but to subject them to State orienta-
tion and supervision.

In my country we are trying to maintain this alliance between
the private character of the hospitals and State supervision.

5. As regards the general hospitals, the State owns and
administers directly only the central hospitals and the teaching
hospitals. The other general hospitals belong to the ‘Santas
Casas da Misericordia’. In Oporto, however, there is a central
hospital belonging to the ‘Santa Casa da Misericordia’.

6. But, no matter whether public or private, all hospitals
are integrated in the same regionalisation system on a national
level, all come under the technical orientation of the Ministry
of Health and all are subject to the administrative tutelage of
the State which approves their budgets and audits their reports.
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7. The administration of the private hospitals belongs to a
‘Board’ formed by citizens elected by the General Assembly
of the ‘Misericordia’. In the more progressive hospitals,
however, there are qualified Administrators responsible to the
Board for the management of the hospital.

8. THE FINANCING OF THE HOSPITALS

1. Funds for the financing of the hospitals are obtained
from the following sources:

(a) The fees paid by the patients who can afford to do

50;

(b) The Municipal Authorities who pay the fees for needy

patients domiciled in their area;

(¢) The Social Insurance Service which is responsible for its

insured in the terms of the agreement already mentioned;

(d) The hospitals themselves from income from private

property or from the exploitation of services operated

through the hospitals;

(¢) The State which makes up for any deficiency in the

aforementioned sources.

2. The portion payable by the patients depends on their
financial status and is assessed by a means test; there are
accordingly patients who pay the full fees, whereas others pay
only a part or nothing at all.

3. The Municipal Authorities pay a portion of the cost of
the daily upkeep of the patient. This portion is variable depend-
ing on the category of the hospital.

4, The Social Insurance Service pays in the terms of the
aforementioned agreement but, for the time being, this applies
only to general surgical operations. Their responsibility is
limited to 20 days stay in hospital.

5. The hospitals own property, sometimes exceedingly
valuable, the income from which goes towards its running costs.

6. Lastly, the State, through the Ministry of Health
and Public Assistance, grants subsidies to the hospitals, the rate
being that which will assure their proper functioning and in
accordance with the needs of the hospital.
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9. THE CONSTRUCTION AND EQUIPPING OF THE HOSPITALS

1. The Committee for Hospital Constructions, under the
Ministry for Public Works, is presided over by the Director
General of the Hospitals. This Committee is responsible for the
construction and remodelling of the public hospitals and, in the
case of private hospitals, gives technical guidance.

2. A Committee was also formed for the re-equipment of
the hospitals and is annually granted funds from the State
Budget. These funds are used to carry out the plans drawn up by
the ‘Comissoes Inter-Hospitalares’ and passed by the Minister
of Finance and the Minister of Health.

10. THE ADMINISTRATIVE STAFF OF THE HOSPITALS

1. A distinction must be made between the regimen appli-
cable to public hospitals and the regimen for private or
‘Misericordia’ hospitals. A further distinction must be made
between the managing staff and the purely executive staff.

2. In public hospitals the managing staff (administrators
and heads of departments) are chosen from candidates holding
a university degree and with administrative experience. A
Course for hospital administrators has not yet been started but
will start under the National School for Public Health, the
foundation of which depends on a new law pending for debate
in the National Assembly.

3. The executive staff of the public hospitals all follow a
common career in the services of the Ministry of Health. The
members of the staff are admitted or promoted by means of an
examination.

4. Both the managing staff and the executive staff of the
public hospitals are civil servants.

5. The administrative staff of the ‘Misericordia’ hospitals
have, up to now, been appointed freely by the Board of
Directors without any special qualifications being required.

6. However, under a new regulation being gradually applied
to regional hospitals, this freedom of appointment has been
limited by the following conditions:
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(a) The administrators and head clerks can only be chosen
from candidates who have passed an examination set by the
General Direction of Hospitals;

(b) The executive staff can only be chosen from candidates
who have passed a similar type of examination and who hold
academic qualifications on a high school level.

7. A Course in Hospital Administration has already been
held for Head Clerks and it is hoped to hold a similar course
for Administrators soon.

11. THE GENERAL DIRECTION OF HOSPITALS

1. The General Direction of Hospitals, formed under Decree
43,853 of 10th August 1961, comes under the Ministry of Health
and Public Assistance and must guide, co-ordinate, supervise
and control the activity of public and private hospitals.

2. The General Direction of Hospitals is being organised on
an essentially technical basis and responsibility is being gradu-
ally delegated to the zone and regional hospital authorities.

3. Its central offices comprise the following departments:
medicine, pharmacy, nursing, social services, management and
regional organisation, which are backed by a central depart-
ment of Archives, Library, Statistics and General Information.

4. In the head city of each zone, there is a Director who
presides at the ‘Comissdo Inter-Hospitalar’. This Director is
the representative of the General Direction of Hospitals for the
area and must see that the instructions from headquarters are
carried out. He is also responsible for drawing up, and execution
of, the hospital plan for the zone. In each region there is a
regional delegate.

October 1962
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PORTUGUESE HOSPITAL SERVICES ON 31/12/60

Moap I—Total Number of Hospitals and Beds

Classification Units Beds
General Hospitals 267 21,086
Mental Hospitals 11 6,441
Tuberculosis Hospitals 96 10,093
Maternities 15 1,082
Cancer 1 300
Cottage Hospitals 39 1,823
Nursing Homes 118 8,751

Total 447 49,576

Map II—Public and Private Hospitals

Public Hospitals Private Hospitals
Classification
Unities Beds Units Beds

General Hospitals 8 5,809 259 15,277
Mental Hospitals 4 2,996 7 3,445
Tuberculosis Hospitals 23 5,154 73 4,939
Maternities 6 967 9 115
Cottage Hospitals — —_ 39 1,823
Nursing Homes — — 118 8,751

Total 41 14,926 505 34,350

Map III—General Hospitals

Classtfication Units Beds
Central Hospitals 14 7,544
Regional Hospitals 24 4,622
Sub-Regional Hospitals 229 8,920
Total 267 21,086
PORTUGAL
Area 91,618.81 Km2
Population 9,130,410 inhabitants
Doctors 7,797
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SWEDEN
by
GILLIS ALBINSSON

1. The hospital service, its organisation and scope

For a right understanding of the Swedish hospital service and
its organisation it is necessary to give a general survey of the
major factors in the administrative organisation of the Swedish
democracy.

A. THE ROYAL GOVERNMENT

The Swedish Ministries have the ultimate political responsi-
bility and are responsible for the general policy in all depart-
ments of the State. Their duties are mainly in the field of legis-
lation and the compiling of annual Estimates and the distribu-
tion of the grants to State institutions. The supervision and
management of the State work and services is in the hands of
administrative boards, which are responsible not to the
Minister but to the King in Council (the Crown) and have a
largely independent status.

The ministerial responsibility for the health services rests in
the way mentioned above with the Ministry of the Interior
(there are at present proposals that it will be taken over by the
Ministry of Social Affairs). The Ministry is concerned with
such matters as the preparation of legislation and the annual
Estimates for the State hospitals and laboratories. The King in
Council (that means in practice the Minister of the Interior)

also appoints senior physicians and other higher officers in the
public health field.

The management of the governmental services and the
supervision of the municipal and private services rest with the
Royal Medical Board, which as said has a real independent
status in relation to the Minister but is subordinated the King
in Council. The board’s functions can be classified as advisory,
supervisory and administrative. They advise government
departments and other national boards and local authorities
on all matters requiring medical knowledge, watch over the
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state of the national health, supervise the medical management
of the hospitals and other health services run by local authori-
ties, and are themselves directly responsible for mental hospitals
and certain other institutions. They authorise doctors, dentists,
midwives and other medical workers to practise and make
proposals to the Crown for new legislation.

B. THE COUNTY COMMUNITIES

The planning, organisation and financing of the Swedish
hospitals have, during most of the two hundred years we have
had hospitals in a modern sense, been the duty of regional
authorities in territories corresponding to the British counties.
The primary communities—rural communities and smaller
towns—corresponding to the British parishes have no tasks in the
hospital field.

Up to 1864 the hospitals in the territories (provinces) were
administrated by special committees with the Province
Governor as chairman. From 1864 the management and
responsibility for the planning and organisation of the hospital
services, their running and financing have been the duty of the
County Councils which were instituted in 1862.

At first, a few words on the County Council and the County
Community. These represent local self-government in the county.
There are 25 counties. They have between 150,000 and 450,000
inhabitants. Only two are smaller than 100,000 inhabitants.
‘There are great differences between their areas and populations.
The county of Norrbotten in the upper north embraces 259%,
of the total area of Sweden but only 2349, of its population, but
the county of Stockholm (the surroundings of the capital) has
about 450,000 inhabitants on a relatively small area.

The four greatest towns do not belong to counties and they
are themselves responsible for the same tasks as the county.
"They can be called county boroughs.

By law the counties are entitled to deal with matters con-
cerning, inler alia, public health and sick care. In reality the
major responsibility of public health and sick care rests on the
counties and these tasks take about 80-85%, of their gross
expenditures. !
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The power of decision in the county lies with the County
Council. The administrative and executive power belongs to
the Board of Administration, the Sick-care Board and other
committees. The members of the County Councils are elected
by general and direct elections every fourth year. The members
of the Boards are appointed by the Council, mostly for four
years. The County Council meets once or twice a year, the
Board of Administration once a month or more frequently.
The County Council has an office and secretariat managed by a
county director and with a varying number of staff.

The County Council has an unlimited power of taxation.
The tax to the county is fixed on the same principles as the local
income tax. On average for the country the tax to the counties
takes about 5%, of a person’s income.

The County Councils are to a high degree independent in
relation to local as well as central state administration.

C. THE HOSPITAL SYSTEM

According to the Hospital Act, the counties and the county
boroughs are responsible for the somatic hospitals. Each
county forms legally a sick-care district and the county has to
provide facilities of hospital care for everyone living in the
county, both hospital beds and out-patient services.

The Act defines different types of hospitals. For somatic care
there are generally lasarett (general hospitals) and sjukstugor
(cottage hospitals). Furthermore there are some special hospitals
for TB (sanatorias) but nowadays many of them are used for
other purposes such as care of chronic sick. The reason is the
diminishing incidence of TB in Sweden, which has made it
possible to move the TB-care into special pulmonary clinics in
the general hospitals. There also are special hospitals and
nursing homes for chronic sick, for epidemics and for maternity
care. In most general hospitals, however, there are maternity
wards, special clinics for chronic sick and sometimes (in the
central hospitals) also infectious clinics, which replace the
special epidemic hospitals. ’

The State owns and runs the mental hospitals but according
to a committee report some years ago it is expected that the
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counties will have to take them over in the next ten years.
Owing to the deficiency of beds in the State mental hospitals and
counties since about 1927 they have had nursing homes for
mentally diseased and in the last ten years they have built
psychiatric clinics in their general hospitals.

The State has three general hospitals, all of them university
hospitals in Stockholm and Uppsala. The most well-known is
perhaps the Karolinska Hospital. All other university hospitals
are owned by counties or county boroughs.

The care and education of the mentally deficient patients
rest with the counties with the exception of certain categories,
such as the social and crippled, etc., who are treated in State
hospitals.

The following table shows the distribution of beds by owner
at the end of 1959.

Table 1. Hospital beds by owner 31.12.1959. (926 hospitals, nursing homes, etc.)

The County  Local Funds,
State  Counties Boroughs Auth. etc.  Private Total

General hospitals

and similar 4,033 28,199 9,072 7 1,162 1,354 43,827
Epidemic hospitals — 1,865 1,151 — — — 3,016
Hospitals for TB

of the lungs — 4673 1,076 — 254 — 6,003
Independent mater-

nity hospitals — 151 129 6 144 5 435
Nursing homes for

the chronic sick — 6,852 4,738 1,120 317 481 13,508
Mental hospitals 20,703 — 5,666 339 — 30 26,738
Nursing homes for

ment. diseased —_ 4,635 516 — 54 1,083 6,288

Total 24,736 46,375 22,348 1,472 1931 2,953 99,815

This table does not include the establishments and schools for
the mentally deficient.

The most striking feature which emerges from the table seems
to be the low ratio of private beds and beds in hospitals run by
funds. The beds run by primary communities are mostly
linked together with homes for aged. Their number has
diminished during the last ten years.

On the county level we have at least one central hospital, in
which there is a range of general and specialist clinics such as
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surgery, medicine, obstetrics and gynaecology, ear-nose-throat,
eye, paediatric, X-ray, psychiatric and generally also chronic/
geriatric and infectious clinics. The central hospital is ‘neigh-
bour hospital’ for a certain part of the county and specialised
hospital for a greater part or all the county. Besides this there
are what we in Sweden call ‘normal hospitals’ with surgery,
medicine and X-ray, sometimes also one or two other clinics
such as ear-nose-throat, paediatric or gynaecology. Generally
there is also a ward for the chronic sick. As ‘neighbour hospital’
we also have so-called mixed hospitals with mainly surgery and in
the sparsely populated areas cottage hospitals where often the
district medical officer is also the hospital doctor. Besides the
clinics or wards for chronic sick in the general hospitals there
are nursing homes for these patients in different places in the
county and also nursing homes for the mentally diseased. There
may also be a separate TB-sanatorium and an epidemic hospital.

As an illustration I will give a survey of the hospitals in the
county of Halland on the west-coast, where I have my daily
work. '

The county is about 90 miles from north to south and from
nine to 30 miles from west to east. It has 172,000 inhabitants.

We have a central hospital with 500 beds in the biggest town
(40,000 inhabitants) which serve about 87,000 inhabitants as
‘neighbour hospital’ and all the county as specialised hospital.
In the second town (15,000 inhabitants) we have a ‘normal
hospital’ with 160 beds serving about 54,000 inhabitants and in
the third town (11,000 inhabitants) a mixed hospital with 93
beds serving about 29,000 inhabitants. Furthermore we have
two cottage hospitals, one with 30 beds in a small town and
partly serving 20,000 inhabitants together with the normal
hospital mentioned above. Two doctors are fully employed in
this cottage hospital and its out-patient service. The second
cottage hospital is in another little town and has a district medi-
cal officer as part-time doctor. It is a secondary hospital to the
central hospital and serves a part of its district.

For TB we have a TB-sanatorium with 145 beds of which
only about 50 are occupied by TB-patients and two wards are
used for chronic sick. This sanatorium will be closed in the next
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three years and the patients transferred to a new pulmonary
clinic at the central hospital.

On the central hospital we have a clinic for chronic sick and
linked together with the normal hospital, the mixed hospital
and the cottage hospitals we have nursing homes for such
patients. Besides these we also have one independent nursing
home. In all, the county has from next year 405 beds for this
category.

Our epidemic hospital closed in 1961 and since then we have
had an infectious clinic built at our central hospital.

For mentally diseased we have two nursing homes with a
total of 150 beds and for mentally deficient two schools and two
nursing homes.

Besides these institutions we have also a number of institu-
tions and health workers outside the hospitals but as our theme is
the hospital service I will not enter deeply into this subject.

The above gives the hospital and institutional provision of
the hospital service in a county of 172,000 inhabitants. Such a
county is not large enough to provide the highly specialised
hospital care such as neuro-surgery, thorax-surgery, neurology,
special cardiology, plastic-surgery, etc. For these specialities
the counties and county boroughs have now introduced a
system (based on a governmental survey and report in 1958)
whereby the university hospitals and two other hospitals have
been enlarged in order to serve larger regions with about 1
million inhabitants, in these specialities. The system is based on
free negotiations between the counties.

Table 2 shows the number of beds in hospitals for somatic
diseases and the distribution on special departments or special
hospitals for the most frequent specialities.

It is necessary to lay stress upon the fact that in Sweden about
999 of the births take place in hospitals. Formerly there were a
large number of small independent maternity homes but as
communications have improved especially by the motorising
of the rural districts many of these homes have been closed and
the general hospitals and the cottage hospitals have taken
nearly all births in their maternity departments.
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Table 2. Hospital beds for somatic diseases 1959.
Beds per 10,000

Beds inhabitants

Non-specialised departments 3,778 5.1
Medicine 8,817 11.8
Paediatrics 2,318 3.1
Dermato-venereology 637 0.8
Neurology 300 0.4
TB 6,366 8.5
Surgery 9,848 13.2
Obstetrics 2,207 3.0
Gynaecology 1,765 2.4
Ophthalmology 873 1.2
Oto-rhino-laryngology 1,429 1.9
Maternity wards without specialist 1,367 1.8
For chronic sick 16,023 21.4
Beds at epidemic hospitals 3,601 4.8
Non-specified specialities 7,473 10.0

Total 66,799 89.4

In Sweden much stress is laid upon the out-patient work of
the hospitals, especially in the general hospitals and the
cottage hospitals. Every clinic or special department has its
own out-patient department. In 1959 the number of visits
at out-patients departments in general hospitals was about 4.7
million and the number of visits per out-patient was 2.4. In the
State mental hospitals there is very little out-patient work and
in some types of special hospitals, such as nursing homes
for chronic sick and epidemic hospitals, there is no out-patient
work at all.

D. THE HOSPITAL PERSONNEL

The personnel in hospitals for somatic diseases is shown in
table 3:

From the table one can see that the number of personnel per
100 beds is 110.5 in general hospitals. In cottage hospitals it is
71.2 and in epidemic hospitals 61. Attention may be drawn to
the relatively low ratio of nurses and midwives. In Swedish
hospitals there are many special groups of nurses’ aids and semi-
trained nursing personnel (auxiliary nursing personnel). The
training of nursesin Sweden is given inschools run by the County
Councils and county boroughs and a few private schools. The
training lasts three years. We seek to give all nurses’ aids a
special training, now including seven weeks of theoretical educa-
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Table 3. Personnel in hospitals for somatic diseases 1959.

Per 100
beds in general
Personnel Number hospitals
Physicians 3,603 7.52
Nurses 10,440 22.54
Midwives 656
Physiotherapists 507
Occupational therapists 188
Social workers 203 58.73
Doctors’ secretaries 1,462
Auxiliary nursing personnel 28,884
Administrative staff 1,295 2.98
Domestic staff 10,951 18.73
Total 58,469 110.50
The number in general hospitals 41,653

tion and 16 weeks of practical training. After this training and two
years of work in hospital the girl can attend a further course of
eight weeks of theory and 24 weeks of practical training in order
to get a higher position as semi-trained nursing personnel.

The following table shows the personnel at establishments for
mental diseases:

Table 4. Personnel at establishments for mental diseases 1939.
Per 100 beds in
State Mental hosp.

mental of the three
Personnel Number hospitals  largest cities
Physicans 474 0.9 1.6
Nursing personnel 11,154 36.1 42.2
Administrative staff 395
Domestic staff 2,642
Total 14,665

E. FINANCES, CHARGES AND COSTS

The charges a hospital may make for treatment are stated by
the owner; for somatic hospitals usually the County Gouncil (or
county borough council). By tradition they have become fixed
considerably below the real cost of maintaining and treating a
patient. Before 1955 about 609, of the population were members
of the State controlled sickness insurance which paid for them
during hospital stay, and from 1955 the National Sickness
Insurance pays for all hospitals patients by the local sickness
fund. According to recommendations from the Federation of
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Swedish County Councils and the Federation of Swedish Towns
all counties and county boroughs have fixed the same charge
for their hospitals, about 7s. a day (5 sw.cr.). In the State hospi-
tals the same charge is made. That low charge throws the
major part of the expenses on the hospital owner. The counties
and county boroughs have only small subsidies from the central
government and have to cover their costs mainly by taxation.
They also have to subsidise the State somatic hospitals by
paying practically all costs for patients from their counties and
boroughs who are treated in these hospitals.

The running cost per bed-day was in 1959 in general hospitals
about 65 swedish crowns (£4 10s.), in cottage hospitals 41 sw.
crowns (£3) and in homes for the chronic sick 27 sw. crowns
(£2). In the State mental hospitals the average running cost per
bed-day was 22 sw. crowns (£1 11s.) and in the mental hospitals
of the three largest county boroughs 30 sw. crowns (£2 3s.).

The total net expenses (operation and capital development)
of all types of hospitals in 1959 amounted to about 1,470
million swedish crowns (approximately £ 100 million) of which
the share for mental hospitals was approximately 367 million
crowns and 1,105 million crowns was the costs of all other
hospitals. The expenses of the State for mental hospitals were
about 281 million crowns and for other hospitals (including
subsidies to hospitals run by local authorities) 88 million
crowns. The expenses of the counties were 805 million crowns
and the county boroughs paid approximately 298 million
crowns. The capital costs for hospitals were approximately
290 million crowns or £20 million.

The average length of stay in general hospitals was in 1959
13.6 days and the costs per admission were 890 sw. crowns

(£61 8s.).

The increases of the hospital costs in Sweden are attributed
mainly to a rising level of salaries and wages. More than 709,
of all costs of general hospitals are wage and salary expenditures.

2. The way in which the hospitals are staffed administratively

So far I have made no mention of the hospital administration.
I will therefore first give some information about the Sick-care
Board and the Hospital Boards.
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It has been said before that every County Council has to elect
a Sick-care Board with special duties in the administration of
the county’s hospitals. The Board co-ordinates the activities of
different hospitals, plans the continuous development of the
hospitals and other forms of public health; and it has also to
appoint all assistant doctors and hospital secretaries. The head-
physicians are appointed by the King in Council after recom-
mendation by the Sick-care Board of the respective counties,
which has to choose among four applicants put on a ranking
list by the National Health Board. Many County Councils have
entrusted the duties of the Sick-care Board to the Board of
Administration, which has the central administrative, execu-
tive and economic power of the county between the council’s
meetings.

The direct administrative power of the hospitals is given to
the Hospital Boards, one for each hospital or for a group of
hospitals. The Hospital Board controls the grants from the
County Council, it prepares the estimates which later are scru-
tinised in the Board of Administration; the Hospital Board also
appoints all hospital staff besides the doctors and the hospital
secretary.

The daily administrative job rests upon the medical director.
He is normally a clinician responsible for patients. There are
no fully employed directors without clinical responsibility. The
economic responsibility rests upon the hospital secretary. In
the Hospital Act the medical director and the hospital secretary
together are called the Hospital Guidance. According to the
latest Hospital Act (of 1959) the County Council can decide to
lay the full guidance of the hospital in the hands of a hospital
manager. Hitherto ten Swedish hospitals have adopted this
form of administration (eight county hospitals and two State
mental hospitals). The eight hospital managers at county
hospitals are two lawyers with administrative training, one is
M.A., two are graduates from the Stockholm School of Social
Work and Public Administration, two are graduates from
commercial colleges and one has long practical experience in
hospital work. There are no obstacles to a doctor becoming
hospital manager, but there has been very little interest among
doctors for these jobs.
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The hospital manager administers the executive power on
behalf of the Hospital Board. So does the medical director in
co-operation with the hospital secretary. But the Hospital
Boards have given more power and more independence to the
hospital managers.

The ratio of administrative and secretarial staff in Swedish
hospitals is rather low in comparison with many other countries.
I have had information from Professor Chester showing them to
be only half the ratio of England or about 49, of the total
hospital staff while the ratio in England is said to be about 8%,.
Professor Chester has said that the only explanation attempted
at this stage is that in Sweden administrative functions may well
be performed in the offices of the County Councils; and I think
he is right.

3. How the administrators are selected and trained

Hitherto the administrators in Swedish hospitals have been
recruited from persons with commercial training and to some
extent also from persons with general administrative training,
especially graduates from schools of Social Work and Public
Administration (three such schools are now working in Sweden
giving training for social work and in providing special courses
also for public administration with special regard to municipal
administration). The administrator has entered the hospital
work in a lower position as clerk, cashier or assistant secretary
and then worked up to a position as hospital secretary. He will
have been given special training in a three or four month course
at a school of Social Work and Public Administration with
special regard to hospital administration for people working
in that field. The hospitals have had some difficulty in competing
with the general municipal administration for the trained and
graduate personnel. The medical directors have had no special
training apart from some weekly courses arranged by the
Federation of Swedish County Councils, which has arranged
similar courses for administrators as well.

A governmental committee has a few weeks ago presented a
report on this subject. Their proposals are, shortly, as follows:
A special training shall be given to students who intend to
enter hospital administration. That training shall be given in a
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special institution at the University of Uppsala during four
years of theoretical and practical studies. It is meant to embrace
law, statistics, sociology, economics and hospital administration.

Besides this training there are proposed special ten-weeks
courses for doctors intending to seek positions as medical
directors, and refresher courses for administrators. Special
courses of 15 weeks will, according to the report, be arranged
for administrators who have not taken the university training.

I think the proposals will be met with some doubts from
many people and institutions involved in hospital administra-
tion and perhaps the training of hospital administrators will be
given, in some respects, a form and a programme which differ
from the proposals.

September 1962



SWITZERLAND
by
Dr. FRANCOIS KOHLER,
Director of the Inselspital, Berne

I. THE GENERAL SITUATION

Swiss hospitals and their organisation can only be understood
in the light of the political and also the geographical structure
of the country. I shall therefore begin with a few remarks of a
general nature:

1. The Swiss Confederation is a federative state consisting
of 25 independent cantons and half-cantons. Each of these
cantons has its government, its parliament (in three small
cantons it is called ‘Landsgemeinde’) elected by the people
and also its own laws. More than in other states the commune is
the cradle of political life, in which the work is carried out by a
communal council also elected by the people. Furthermore, in
larger communes there is a communal parliament while in
smaller communes the electors gather together at a communal
assembly.

It should be emphasised here that Switzerland is the land
of direct democracy in which the electors not only vote in the
parliament (and in the communes and cantons the executive
body) but are also often called to vote on amendments to the
constitution and on the approval of laws and even on decisions
concerning large expenditure. For hospitals this means that—
for example in the canton of Berne—a law governing cantonal
subsidies to district hospitals has to be accepted by the people
and the same happens with the decision to rebuild the univer-
sity hospital for S.Fr. 70 millions.

2. The autonomy of the cantons mentioned above is par-
ticularly pronounced in the domain of health and hospital
services, as the Confederation has no legislative power over
hospitals and does not participate in any financial aid for con-
struction and running of hospitals. There are two exceptions,
one based on a federal law of 1928, for tuberculosis-sanatoria,
the other—since the new law of 1960 governing the federal
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invalid-insurance—for the construction and completion of
public and private but non-lucrative establishments, dealing
especially with rehabilitation. In both cases the federal state
gives subventions for building and running costs without actu-
ally either building or running these establishments itself, It
only runs establishments on a modest scale for military pur-
poses, while the Swiss Accidents Insurance, which assumes the
compulsory accident-insurance for employers and workers in
all factories, transport and buildings concerns, runs a spa and a
school of rehabilitation for the limbless.

But the autonomy of the communes is also of great importance
in the domain of hospital service as the majority of the district
and municipal hospitals is planned, built and run by the com-
mune or—as is more often the case—by several communes
which associate for this purpose in the legal form of an associa-
tion or a co-operative. )

II. HOSPITAL PLANNING

I feel that—without deviating from the subject—it is necessary
to say something about hospital planning on a regional scale
as this influences the number, size and situation of hospitals.

It should be mentioned that—because the federal state has
little to do with hospitals—there is no regional planning for
the whole area of the Confederation which covers 41,000 km2
and counts 5,429,000 inhabitants.

Each canton therefore establishes its own planning principles,
whereby even some of the larger cantons do little or nothing in
this respect. Again it must be emphasised that the conditions
differ entirely from canton to canton. For example, one is a
typical urban canton (Basel-Stadt) with 6,081 inhabitants to
the square kilometer, while the other is a typical mountain
area with only 21 inhabitants to the km2. Yet another canton
has to base its planning on an area of 1,729 km2 with nearly
1 million inhabitants, a further one plans for 274 km2 with
22,188 inhabitants.

Thus each canton has its own planning principles and hos-
pital problems. But it can be said that at present there are some
generally used basic figures establishing the coefficient bed/

127




population, which vary noticeably according to the way of life
and the ‘hospital habits’.

The figures which I am going to give you can be considered
more or less representative for Switzerland:

General hospitals per 10,000
inhabitants
Beds for general medicine and related fields 16
Beds for general surgery and related fields 20
Beds for children (medicine and surgery) 7
Beds for infectious diseases 3
Beds for maternity (without babies’-beds) 7
Total regional beds 53
Report 53
Super-regional bedsfor highly specialised
treatments 10

Total beds in general hospitals and

maternity (without babies) 63
Mental hospitals

of which 4 for acute cases 34
Hospitals for the chronic sick of all ages

(urban districts) 30-33

To conclude this chapter it should be noted that the lack of
general planning in hospital service has not yet proved dis-
advantageous. On the contrary the autonomy of the communes
and cantons has a stimulating effect. There is no red tape and
bureaucracy. We have at our disposal a close network of
generally speaking well-equipped hospitals, a situation which
we owe above all—and this we should always remember—to
the peaceful development of the country throughout genera-
tions.

I1I. THE DIFFERENT TYPES OF HOSPITALS

1. As arule each canton has a central hospital built and run
as a specialised or super-specialised establishment. The mental
hospitals are also generally cantonal establishments. Five
cantonal hospitals are at the same time university-hospitals.
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Besides, depending on the size and density of the population,
there are one or many district hospitals with a capacity of under
50 beds (but this is rather an exception) to 380 beds. In the
large canton of Berne (about 900,000 inhabitants) there are,
for instance, 33 district hospitals, 24 of which have less than 150
beds.

The geographical distribution, even there where no planning
exists, is not unsatisfactory, as the hospitals are generally built
in the normal centre of attraction of a region, the cantonal
hospitals usually in the cantonal capital with good communi-
cations.

2. Contrary to Germany, for instance, public hospitals run
by private bodies only play a secondary role. The vast majority
of beds for general and mental cases belong to the cantons
and communes. On the other hand, the hospitalization of the
chronic sick and the mental defectives is still often the work of
benevolent institutions which can reckon with the substantial
aid of the population and the public authorities.

In the big cities (as for instance in Lausanne, Zirich and
Berne) the private nursing homes play a part of a considerable
importance. They either belong to religious communities of all
denominations or are purely business concerns in which the
doctors are often financially involved.

3. For us in Switzerland the question of the opéimum size
of the hospitals is of less importance than in certain other
countries for the simple reason that because of the intense
decentralization of hospital services and of the communal
autonomy, Switzerland is the land of small and medium-sized
hospitals. Only in the university-hospitals does the number of
beds exceed a thousand, which is due to the teaching require-
ments. It can be rightly said that we have too many small
hospitals. This might be true from the viewpoint of economics
and of concentration of means. People cling to their district
hospitals and wish if possible to be cared for in the vicinity of
their homes. Furthermore, the highly important contact be-
tween the hospital and the general practitioner, which is apt
to be underestimated, is thus guaranteed.

The newest trend in the hospitalization of the chronic sick of all
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age-groups is to abandon the idea of the hospital for chronic
sick. The chronic department is incorporated in the general
hospital, a procedure which has been practised with success
in various hospitals for several decades. We are thus approach-
ing the famous idea of the ‘balanced hospital community’
conceived by Prof. McKeown of Birmingham, all the more as
in the large hospitals—although still on a limited scale—beds
are being made available for psychiatric cases.

The tendency to decentralize also affects the old peoples
homes so that the inmates don’t lose contact with their former
surroundings. Fortunately, the old idea of building these
homes in far away places is being gradually abandoned.

4. Many of our district hospitals are so called two-man
hospitals, i.c., with a physician and a surgeon, the latter dealing
also with gynaecology and obstetrics. There is a noticeable
trend to the three-man hospital which means that there is more

and more tendency to appoint an independent surgeon for gynae-
cology and obstetrics.

According to Dr. Buchel, cantonal physician of Zirich, the
number of beds for these types of hospitals are as follows:

Two-man hospital

Medicine 70
Surgery, obstetrics and gynaecology 100
Three-man hospital
Medicine 90
Surgery 100
Gynaecology and obstetrics
(not including beds for babies) 50

The next step before the real ‘health centre’ is what is known

as a ‘Vollkrankenhaus’ (complete unity) with the following
departments:

International medicine 100
Surgery 120
Gynaecology and obstetrics 60
Paediatrics 30
ENT and ophthalmology together 30

I would like however to stress the highly theoretical nature
of these figures.
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IV. THE ORGANISATION OF HOSPITALS

1. In order to understand the organisation of the hospital
services in the cantons, it is necessary to say a word or two about
the financing of construction and running costs. As we have seen, the
Confederation contributes nothing apart from very few excep-
tions. The canton pays the total building costs and assumes the
entire running deficit in the case of a cantonal establishment.
Communal and intercommunal hospitals are principally finan-
ced by the commune or communes for construction and
exploitation. As, however, this financial burden is constantly
increasing and exceeding the possibilities of the communes, it
has become a rule that the cantons help with subsidies for both
construction and running costs. The amount varies from canton
to canton. In the canton of Zirich it varies between 109, and

509, for construction and goes up to 909, for the exploitation
deficit.

In a word, the public hospitals cannot cover their expenses
with their receipts as the fees—except for amenity wards—do
not cover the real costs. The difference is paid by the cantons
and communes by means of subsidies.

2. In all the cantons, hospitals are subordinated to the
cantonal ministry of health. For cantonal hospitals it is a
direct subordination, for the others it is more a sort of super-
vision and control. Here, too, the solutions differ according to
the cantons. Still, it is possible to establish the following princi-
ples:

(a) Cantonal Hospitals

They are subordinated directly to the ministry of health,
usually by intercalating a hospital-board which sometimes has
only supervisory and advisory powers and sometimes also is
competent to make important decisions. Should this not be the
case, the hospital administration is directly responsible to the
ministry of health or to the whole government (e.g., the can-
tonal university hospital of Lausanne). The election of these
boards is done by the cantonal government, the minister ofhealth
being ex officio member or even chairman of the board. The
remaining members come from all professions and all classes
and exercise their activity in an honorary capacity. This system
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is also valid for hospitals belonging to an urban commune
(for instance, Zurich).

(b) District Hospitals (intercommunal)

The communes delegate their representatives to a hospital
board in which there are also members designated by the can-
tonal government. These usually large boards, whose members
are also honorary, often nominate a management committee
which carries out the administrative work and to whom the
medical superintendent and administrator are responsible.

3. We come now to the problem of the actual administrative
structure of the hospital. Neither here is there a generalised
Swiss solution, but here, too, one can discern some basic princi-
ples to which I add my personal views:

(a) In the case of an establishment with a single type of
patients (mental hospital, TB-sanatorium, children’s hospital)
the following type of administration is justified:

Hospital board
(or management committee)

medical superintendent—director

administrator

In this case, the administration is subordinated to the medical
superintendent. There are also hospitals of this type in which
the medical superintendent and the administrator are on the
same footing. If you were to ask me my opinion, I would cite
as many examples in both cases where difficulties have arisen
between these two gentlemen. We must bear in mind that
especially in the hospital field all organisation and ruling is
useless if people do not get on together.

(b) It still happens today in Switzerland that smaller hospitals
(the limit being about 30,000 days of sickness) do not have a
Jull-time admimistrator. 1 consider this solution as absolutely
feasible, so long as two conditions are fulfilled: The chairman of
the board must really look after his hospital. The medical
superintendent and the matrons should be capable organisers
and should have experience in hospital exploitation. In this
case the school-teacher or the communal clerk will act as a
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secretary-treasurer of the hospital and the board can rely on an
active women’s committee which deals with the purchase of
linen and household goods. I consider this a very happy and
truly democratic form of organisation.

(¢) In smaller hospitals with several departments, one of the
hospital physicians is nominated as responsible medical officer
to the board. The administrator is then generally directly
subordinated to the hospital authorities. In medium-sized
hospitals (which means for Switzerland about 200 beds), the
chief medical officers usually form a college and elect one of
their number as chairman and spokesman to the board. In
this case the administrator is always subordinated directly to the
hospital authorities.

(d) In big hospitals the tendency in Switzerland is to follow
the French system, in which the management is entrusted to a
lay-man alone. For my hospital we thus have the following
organisation:

Board of governors

I

management committee

|

director

The medical superintendents form a college, the chairman
of which is present at all the sessions of the board and the
committee with an advisory vote. He is not—as in Germany—
the medical director of the hospital but spokesman for his
colleagues and adviser to the director on medical matters
concerning the entire hospital. It corresponds however to the
individualism of the Swiss medical corps—this may also be
true for other countries—that the director should first discuss
with each senior medical officer problems concerning his own
particular department.

(¢) Let us now look at the administrative structure of our
particular hospital, always remembering that each hospital is
at liberty to choose its own type of organisation. The following
example of the Inselspital, a university hospital of a thousand
beds, is thus by no means generally applicable. Our present
schema is roughly as follows:
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Director

Chief chap- chief engineer head of vice- adviser on
pharma- lain accoun- administration director nursing
cist tant | matters
workshops, staff] kitchens,
mainten- patients, laundry, nursing
ance, almoners, household, administration
supply of post, general
power, printed inspection
heat, matters,
water, etc., medical
technical supplies
supply,
transport

To this I should like to make a fundamental remark:
Except in smaller hospitals and establishments we in Switzer-
land have been aware for a long time that the matron is
responsible for the nursing administration and not for the
kitchens, laundry and household even if she would like to be.
We are not warmly disposed towards those all-powerful ladies
who rule the whole hospital including the doctors and the
administrator. The above mentioned vice-director of the
Inselspital has under him seven particularly well trained and
qualified house governesses who have full responsibility for
household, kitchens and laundry and are given wide catering
competences.

V. SELECTION AND TRAINING OF ADMINISTRATORS

If the organisers and participants of this meeting hoped to
learn something new and even revolutionary concerning the
training of a hospital administrator, they will be disappointed
by Switzerland’s contribution to this problem. I must confess
here that this question has not yet been solved in Switzerland
and there seems to be no solution in sight. I will content myself
with a description of the present situation and with my personal
opinion:

1. Some years ago the university hospital of Basel founded
a school of administrators with the help of the Swiss Hospital
Association. The training of a mainly practical nature lasted—
if I am not mistaken—two years. The number of candidates
was modest and the quality rather poor. One candidate managed
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to finish the course and then the school ceased to exist; the
experiment had failed. The reasons for this failure are manifold.
Owing to the language problem in our country (we have three
national languages) and due also to the exiguity of Switzerland,
the number of candidates will always be small. Moreover, the
financial questions were not solved, as the candidates were
paid little or nothing even though they had had previous
professional training. Furthermore, the overworked collabo-
rators of a big hospital do not form the ideal teaching staff for
such a school.

Be this as it may, no one today mentions this school and
in Switzerland an administrator does not acquire his professional
knowledge either in a specialised school or at a university. It
is the same old story, namely that one is nominated administra-
tor or director of a hospital by destiny, chance, promotion,
vocation or sometimes by favourable political circumstances. It
should be recognised that progress has been made in the
timely training of a successor within the hospital and that
generally the administrator receives an adequate salary. I
know that the salaries of directors of big hospitals are noticeably
higher here in Switzerland than for instance in France, Ger-
many and Holland.

2. When a small or medium-sized hospital with a board, a
senior medical officer and a matron dealing directly with the
problems of daily administration looks for a full-time admini-
strator, it will choose primarily a man with commercial or
administrative experience. The candidate with previous
hospital experience will be at an advantage. It should be noted
with gratitude and satisfaction that our hospital authorities
are being swayed by the point of view that administrators
who have gleaned their knowledge in small hospitals should
be nominated to more responsible jobs. This shows the greatly
desired possibility of a hospital career, one which goes even
further than the still rather sealed frontiers of our cantons.

In larger hospitals (I am referring here to the not very
numerous general hospitals of 400 beds and over) the com-
mercial training is not always a decisive factor as generally
there is a qualified staff of collaborators to hand. When I
consider the six big hospitals of my country (five university

135




hospitals and a cantonal hospital) I note that three of the direc-
tors are lawyers, one an economist, one a mathematician and
the other a man of commercial experience. In this connection
it should be mentioned that the conception of the doctor as
director in the sense of administrator has died out in Switzer-
land, the last example having been up to 1954 in my hospital.

3. From the foregoing it appears that the hospital admini-
strator in Switzerland either learns his profession by gathering
his experience in a subordinate position in the hospital and
is then promoted or nominated to a leading post in another
establishment. Or he will be elected without any hospital
experience (which is still possible in the case of certain political
elections) and has to learn his profession while already holding
down a responsible job. I shall come back to this aspect of the
problem.

The hospital administrator is not without any training
possibilities: The Swiss Hospital Association holds annual
training courses and there are also in Ziirich and St. Gallen
institutes of economics which organise regular sessions for
hospital and home administrators. In some cantons and larger
towns the administrators organise regular meetings and visits.
Many hospital authorities encourage participation in foreign
congresses and specialised exhibitions. The Swiss and German
or French hospital press is read and studied nearly everywhere.
The five directors of the university hospitals meet several
times a year to deal with professional problems and our most
important collaborators gather annually for a two-day working
session. All this is facilitated by the small distances and the
excellent communications of our country.

4. In conclusion I should like to answer briefly the question
whether it is unfortunate, that we in Switzerland have no
actual course for training administrators, no clearly defined
administrator’s career.

The longer I work in a big hospital which is in the throes of
a tremendous scheme of extension, and the more often I have
the opportunity to study the structure of other hospitals in our
country, the more I am convinced that the question of whether
the administrator or director is fitted for his job is not really
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dependent on his specialised knowledge or on his skill in ‘tech-
nique hospitali¢re’. In Switzerland, as in your countries, the
hospital is what we call in German a real ‘wasps-nest’ with
many very intricate problems concerning human relations.
Moreover, a large hospital has also become big business and
an especially complicated enterprise. Whoever has to direct it
or to assist in its direction must first be a leader and secondly an
organiser. If these conditions are not fulfilled, all the technical
knowledge is of no avail. This knowledge is acquired very
rapidly—I could mention many examples—if the profession is
exercised with enthusiasm, even with fervour. Two years ago
during a conference I gave in Holland I made a list of what I
feel to be the principle qualities of a hospital administrator. In
conclusion may I repeat them:

a good education;

great tact and no exaggerated personal ambitions;

a sense of team-work ;

a talent for organisation;

good understanding for problems of public health and
welfare;

a good sense of humour, broad shoulders and an ability

to remain even-tempered.

Under these conditions I feel it is possible to get on well with
a large number of professors of medicine and a regiment of
nurses.

September 1962.




WESTERN GERMANY
by
Dr. S. EICHHORN,
Manager, German Hospital Institute

THE HOSPITAL SERVICE IN THE GERMAN FEDERAL REPUBLIC
A. Population Statistics

The area of the Federal Republic without West Berlin
numbered at December 31st, 1960, 53.8 m. inhabitants. The
ratio of males to females was 100:112. In an area of about
248,000 km? the population amounted to 217 inhabitants per
km?. Since 1950 (194 inhabitants per km?) population density
has increased considerably. West Berlin at the same time had
2.2 m. inhabitants. The total population increase between
1950 (48.2 m.) and 1960 amounted to 5.6 m. or 11.69%. It
consists of 519, increase in births and about 49%, immigration
increase. In 1960 there were 9.3 marriages, 17.7 births and 11.3
deaths for every 1,000 inhabitants. The infant mortality per
1,000inhabitants amounted to 34 (i.c., died during the first year
of life). Taking into account the births and deaths there is a
total increase in births of 6.4 per 1,000 inhabitants. 9.49%, of
the population are children below the age of six, 12.1%, are
children from six to 14 years, 689, are persons of employable
age from 15 to 65 years and 10.5%, of the population are persons
of 65 years and above. The number of old people beyond the
age of 65 has constantly increased during the last decades.
While it amounted in 1910 only to 5%, of the total population,
it reached 7.89%, in 1939, 9.3%, in 1950 and finally 10.5%, in
1960 (men 9.2%,, women 11.7%,). According to the estimates of
the probable population development it is reckoned that the
number of old people will amount to 15%, by 1980. Employed
persons account for up to about 509, (men 64.19, and women
33.89%,).

B. Organisation and Administration of the Health and Hospital

Service

The German Federal Republic is a federative government.
In the field of the health service all executive power is assigned

138




to the ‘Lander’. The Federal Republic is only in charge of
legislation as far as the following tasks are concerned:

measures against diseases of human beings and animals
either infectious or dangerous to the public,

permission for medical or other healing professions,
control of medicines, drugs, anaesthetics and poisons,
protection in handling food, semi-luxuries and necessaries,
public welfare, including the public health service.

It is the Health Ministry which is responsible for the health
service for the Federal Government. Furthermore at the
Federal level there is the Federal Board of Health which
particularly carries out research work in the field of public
health service and provides additional statistical data. The
Federal Health Council, which is composed of 50 non-pro-
fessional members of scientific and professional associations,
local institutions for public welfare, etc., assists the Federal
Government in drafting Health Acts.

In the ‘Lands’ (Lander) the interests of the health service arein
each case taken care of by a central authority of the health
administration. The health departments of the ‘Lands’ are
directed by a Medical Health Officer, who is in the case of the
City States (West Berlin, Bremen and Hamburg) directly
subordinated to the Senator for the Health Service and in the
other ‘Lands’ to the responsible Minister. The central Land
authorities prepare the Land Acts, give instructions as to their
execution and ensure that they are carried out in accordance
with the law.

The Boards of Health are affiliated to the city and rural
districts, and are the lowest administration authorities. The
Boards of Health are under a Medical Health Officer. He is in
charge of the following medical tasks: health of the police,
public health instruction, school health service, mother and
child consultation, care of tuberculous, venereal, physically
handicapped, chronic sick and addicted persons. To these
duties may be added further voluntary tasks in the field of
public health service. As part of their compulsory duties, the
Boards of Health also supervise all hospitals. In most of the
‘Lands’ the supervision of the Boards of Health is not the direct
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responsibility of the Medical Health Officer of the ‘Land’, but
of the Department of Health Service of the President of the
administrative district.

The character, organisation and structure of the ambulatory
and stationary health service are determined by the so-called
‘social insurance’. The social insurance is a special form of
social security—in which insurance principles and the needs for
social adjustments are brought together. A further distinguishing
mark of the social insurance is its compulsory character. It
arises from the social insurance acts of 1881 and includes health
insurance, accident insurance, pension insurance, unemploy-
ment insurance and unemployment relief, children’s allowance
and pension insurance of farmers.

The body responsible for the health insurance—which is our
prime concern here—is the health insurance fund and also the
‘Land’ Insurance Institutions in respect of those tasks which are
executed jointly for the district of a ‘Land’ (insanity, tuberculo-
sis). The German health insurance is based upon compulsory
insurance. Subject to obligatory insurance are all labourers and
employees and certain independent persons engaged in
gainful activity, if their regular annual salaries or wages do not

exceed DM. 7,920—also widows entitled to pension, widowers
and orphans. Under certain preconditions a voluntary insurance
with the legal health insurance or a voluntary continuation of
insurance of persons who are no longer liable is possible.
Including the family-members who participate in the insurance
the social health insurance includes approximately 809, of the
population of the Federal Republic.

The right of the insured to ambulatory medical treatment is
guaranteed by the health insurance through qualified medical
practitioners and dentists. Apart from the treatment in urgent
cases not all qualified medical practitioners are admitted to
ambulatory treatment of the insured, but only those who are
granted a licence by so-called ‘licensing committees’. In total,
there are in the Federal Republic about 74,600 employed
physicians, (as well as 30,600 employed dentists) 44,500 of
whom are general practitioners and about 30,100 are special-
ists. About 46,700 physicians are self-employed persons and
about 21,450 are full-time employees of hospitals. About 7,150
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of the self-employed physicians have a part-time employment
in hospitals. Some 44,263 of the self-employed physicians
(approx. 60%,) are permitted to give ambulatory medical
treatment to panel patients. Although the provision of hospital
treatment is according to legal provisions a permissive perfor-
mance, in practice the insured claim it as a right. The health
insurances grant their insured persons hospital treatment in
hospitals of their own choice. As a rule the health insurances
conclude general contracts with the hospitals. The nursing
costs of the hospitals, agreed upon in these contracts, are paid
by the health insurances directly to the hospitals instead of
being reimbursed to the insured persons.

There is no legal obligation in the Federal Republic for the
provision of hospitals. Such obligations are only in part incorpo-
rated in some of the ‘Land’ Acts. However, there are special
regulations for the provision of epidemic beds. Thus there is
only a limited amount of compulsory construction of hospitals.
The local authorities are only on account of regulations regard-
ing the control of contagious diseases obliged to provide hospital
beds. The social insurance institutions have to provide for
hospital beds for the medical treatment of casualties. For the
treatment and nursing of indigent and psychopathic persons
and cripples the ‘Land’ Welfare Organisations have to provide
the appropriate accommodation.

The establishment of general hospital beds is preponderately
left to the local authorities, the local authority organisations
and to non-profit organisations. To a larger extent than in
most other countries the hospital beds of the Federal Republic
are supported by free social bodies (non-profit organisations).
The public hospitals are mainly in the hands of local authorities
and local authority organisations.

The ‘Lands’ confine themselves to the provision of beds for
psychopathic persons, while the Federal Republic only provides
hospitals for disabled ex-servicemen. The interest of the social
insurance institutions in public hospitals is only important in
case of tuberculosis-hospitals. The burden of free general
hospitals is borne by various bodies. For example, hospitals are
run among others by religious communities, parishes, ecclesi-
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astical and secular communities. Those carrying responsibility

for private hospitals are mostly members of the medical
profession.

The public and free hospitals of general benefit do not
require any Government licence, since they are not business
enterprises. Private hospitals need a licence, which is granted
to the owner personally. All hospitals, regardless of their kind,
are subject to governmental supervision. The latter is executed
by the Boards of Health. Psychiatric hospitals are subject to
special supervision. However, the Medical Health Officers have
no material influence upon the working of the hospitals, except
for general police interests in case of danger.

C. The Existing Hospital Resources
1. HOSPITALS, HOSPITAL BEDS, HOSPITAL INSTITUTIONS

The number of hospitals in the Federal Republic without
West Berlin amounts to 3,451 with a total of 553,424 hospital
beds. Thus the rate of hospital beds per 1,000 inhabitants
amounts to 10.4. This ratio of hospital beds varies between 8.6
in Bremen and 11.2 in Bavaria. Still greater are the regional
differences of the number of hospital beds within the various
‘Lands’. These regional differences in the number of hospital
beds available, however, do not permit the drawing of any
definite conclusion as to a regional variation of requirement for
hospitals, since it has to be taken into account that some of the
hospitals are of more than local Importance (university
hospitals, larger municipal hospitals, above all special hospitals,
such as tuberculosis sanatoria and nursing homes). Through
the superimposition of the various catchment areas, the regional

differences in the total amount of beds are partly balanced,
mainly within the various ‘Lands’.

569, of all hospital beds are in public hospitals, 379, in free
hospitals of general benefit and 79, in private hospitals. The
number of hospital beds in public hospitals reduced somewhat
during the past few years, whereas the number of hospital beds
in free hospitals of general benefit and in private hospitals
increased. Statements as to the breakdown of hospital beds
available among the larger groups of hospital institutions in the
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Federal Republic do not exist. Table 1 shows the breakdown of
hospitals and hospital beds per hospital institution in North-
Rhine-Westfalia as per December 31st, 1955. Table 2 gives a
survey of the classification of hospitals as to working capacity.
According to table 2 the point of main empbhasis is on hospitals
of 100 to 200 beds (19.9%). They are followed by hospitals of
200 to 300 beds (14.19,) and by hospitals with 300 to 400 beds
(10.49%,). 18.1%, of all beds are in hospitals with more than
1,000 beds (university hospitals, larger municipal hospitals,
tuberculosis sanatoria, mental hospitals and homes, etc.). As
regards public hospitals 46.69, of all hospital beds are in
hospitals with 500 and more beds. With free hospitals for
general benefit the concentration lies with hospitals of the
largest class, of 400 beds (72.19, of all hospital beds). 66.19, of
all private beds are in hospitals up to 100 beds. The interesting
point is that against previous years the number of beds in smaller
hospitals decreased and in larger ones increased. The most
outstanding thing of all is the increase in the number of beds in
hospitals of 200 to 500 beds.

2. REQUIREMENTS AND OBJECTIVES OF HOSPITALS

52.59, of all hospitals in the Federal Republic are General
Hospitals. They unite in each case several special departments
(surgery, medical department, gynaecology/maternity, and
departments for throat, nose, ear and eye diseases, etc.). The
special hospitals (also designated nursing-home, asylum and
sanatorium) account for 47.5%,. They are either specialised in
the treatment of certain kinds of diseases or groups of kinds of
diseases (surgical hospital, lying-in hospital, orthopaedic
hospital) or in special ways of treatment (observation hospitals,
sanatoria). In terms of beds the proportion is as follows:
general hospitals 58.59%,, special hospitals 41.5%,. Table 3 shows
the breakdown of hospitals according to their classification
(medical-nursing objects).

As to questions of hospital bed requirements, the regional
distribution of beds available, the bodies or institutions respon-
sible for hospitals and payment it is usual to distinguish between
hospital beds for the so-called ‘general hospital service’ and
the so-called ‘special hospital service’. Hereby the hospital
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beds for tuberculous persons, cripples, psychiatric persons, and
addicts, as well as those for chronic diseases rank amongst
special hospital service. They are characterised by the fact
thatthey have a predominantly long average stay period and are
as a rule of great supra-regional importance. The number of
beds for the special hospital service amounts to 3.2%,. Any other
hospital beds in general and special hospitals class as general
hospital service. These hospitals are characterised by a pre-
dominantly short average stay period and are mostly of limited
regional importance. The number of beds for the general
hospital service comes to 7.29,. Statements as to the number
of beds for the various medical specialties for the total area of
the Federal Republic do not exist, but only for individual
‘Lands’. For the ‘Land’ North-Rhine-Westfalia the number of
beds per medical specialty is given in table 4.

3. PERFORMANCES OF HOSPITALS

Approximately 7.0 m. patients were given stationary
treatment in 1960 and the nursing days amounted to about
188.6 m. To each 1,000 inhabitants there are some 131 hospital
bed-cases and some 3,500 hospital days. Every hospital bed on
average has been occupied for 339 nursing days, the average
use thus came up to 92.9%, the average stay period being
28.3 days. The high average value for the stay period is due to
the very long stay period in some special departments (par-
ticularly tuberculosis, psychiatry and orthopaedics). The
general hospital service shows an average stay period of about
21 days. Studies as to the stay period revealed that the duration
of the patient’s stay in hospital is not only determined by medical
reasons. The age of the patient, the sex and question of accom-
modation (single persons stay normally longer) are in this
context of considerable importance. Of further significance is
the question, whether the patients themselves have to pay for
their stay in hospitals or whether the social health insurance
takes over the costs (self-paying people on an average stay a
shorter time). The number of hospital cases treated under the
general hospital service on a Federal average amounts to 110
per 1,000 inhabitants. This number has constantly increased
during the past years (1949: approx. 103).
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4. HOSPITAL STAFF

The hospitals of the Federal Republic employ about 21,450
full-time physicians and about 7,150 part-time physicians.
Furthermore there are about 350 auditing and unpaid phy-
sicians as well as about 3,050 medical assistants. The number of
nursing employees totals 100,665 plus 23,253 nurses in training.
According to the object and size of the hospital the number of
employees in the individual hospital varies considerably. For
the most important groups of personnel the situation is as
follows: The number of patients attended by one physician
fluctuates between 12 and 30. The number of patients to be
cared for by one nursing employee fluctuates between three and
five. The number of hospital beds per one maid varies between
nine and 12. The number of beds as per administrative
employee varies between 20 and 35. The number of patients
per one employee of the kitchen personnel varies between 25
and 40. The output of labour of the laundry personnel fluctuates
between 40 and 60 kg. dry-wash per each employee per day.
The relation of the total employees to the patients to be cared
for fluctuates approximately between 0.8 and 2.0. Table 5
shows a survey of the average monthly salaries for the most
important groups of personnel.

5. ORGANISATION AND MANAGEMENT OF HOSPITALS

The management of the hospital is the responsibility of the
hospital board which is composed of the medical director, the
hospital matron and the director of administration. The full-
time employed physicians are in charge of the medical service.
Only 848 hospitals within the Federal Republic are so-called
‘Beleg’ Hospitals, in which self-employed physicians attend
their patients without being responsible for the technical and
economic organisation of the hospital. Every special depart-
ment is directed by a leading physician. One of the leading
departmental physicians acts at the same time as a medical
director of the hospital with the task of general medical super-
vision in medical-hygienic matters. The subordinated medical
service is performed by full-time senior physicians and medical
residents. Furthermore there are so-called medical assistants,
who after finishing their studies work in hospitals until they
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acquire the qualification of a physician (two years). The con-
duct of the nursing service is in the hands of the hospital matron.
The hospital matron nowadays mostly has a one-year’s special
training course at a nursing college. The nursing service as a
rule is so organised that small groups of patients (14 to 17
persons) are to be looked after by one nursing team (hospital
nurses, curators and nurses still in training). Several such
nursing teams (if possible all nursing teams of a special medical
department) are combined organisationally and are subject to
the control of a ward sister. Ward sisters must also be trained
at a nursing college. The nurse-training lasts three years, and is
executed in nursing schools recognised by the government,
which are attached to the hospitals. The training is concluded
with a governmental examination. Besides the hospital nurses
there are auxiliary nursing personnel, so-called nurses who
have a different general background and training. The training
of these persons as a rule lasts one year. The administrative
management of the hospital lies with the director of
administration (see passage D).

6. COSTS AND FINANCING OF HOSPITAL MANAGEMENT

Exact statements as to the financial economy of hospitals in
the Federal Republic are not available—neither as to total
expenditure nor as to turnover, nor as to fixed assets. Only the
expenditure of the social health insurance for hospital services
and stay at a spa is known. Expenditure for some 60.4 m. nurs-
ing days amounted in 1960 to approximately 1.57 milliards,
as against a corresponding cost of about DM 440 m. in 1950,
an increase of about 2709,. According to the medical-nursing
needs of the hospitals the prime costs per patient day vary
between DM 20 and DM 40. Taking an average value of DM
25 as a basis, the result is an annual turnover in the hospitals of
DM 4.7 milliards.

About 50 to 559, of the operating costs are in respect of
personnel. The cost of material goods (medical requirements,
food, water, power, laundry requirements, other requirements
and administrative requirements) amount to about 30 to 35%,
of the operating costs. Of these, the cost of food, about 15 to
20%,, is of great weight. This is followed by medical require-
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ments with 8 to 129,. About 15 to 189, of the total costs are in
respect of costs of depreciations and maintenance. The costs of
financing amount to I to 2%,. During the past years the costs of
the hospitals increased considerably, some above 1009.
Particularly striking is the large increase in salaries and wages
and the increase in costs of medical requirements (intensifica-
tion of treatment and nursing—shortening of the stay period).

The individual costs making the total cost thereby varied to
some extent, but the sequence of the individual costs, however,
hardly changed. For about 809, of the population associated
with social insurance, the health insurances take over the costs
for the hospital stay. About 109, of the population has a legal
claim of another kind to medical treatment (e.g., public
welfare, armed forces, etc.). The remaining 109 are self-paying
persons, i.e., they have to bear the costs for hospital treatment
themselves. The larger part of these patients belongs to private
health insurances. The health insurances take over the costs
of hospital stay for 78 weeks. If necessitated through the
financial position of the patient, the public welfare bears the
hospital costs after termination of this period.

Apart from the self-paying persons of the first and second
nursing class (6 to 89, of all patients), the daily costs (cost per
day per patient) are price-controlled by means of legal regula-
tions. According to the ‘Federal Government Hospital Costs
Regulation’ of August 31st, 1954, the determining of the daily
costs (for all patients except for the self-paying persons of the
first and second class) has to be based upon the prime-costs
within the meaning of this regulation. But the ‘regulation
prime costs’ differ from the actual prime costs for the purpose of
price calculation. Neither the interest on borrowed capital nor
the depreciations for acquisition values may fully be taken into
account. The difference between the actual prime costs and the
returns resulting from daily costs is covered by means of un-
systematic contributions of the responsible institutions or public
authorities, as well as by means of private contributions or
through withdrawals from the hospitals’ real assets. This
considerable gap in the current financing of hospitals is still
further aggravated by two factors. On the one hand the social
insurances may argue that they, with regard to their difficult
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financial position, are not in a position to reimburse the
hospitals the ‘regulation prime costs’. On the other hand the
valid daily cost rates of the current accounting period are based
upon the actual costs of the last accounting period, very often
even the preceding one, which are in part as a result of the
upward trend of prices considerably below the real costs. The
most important difference to the actual prime costs, however,
is due to the fact that the usually paid public contributions,
i.e., such as those fixed by parliamentary bodies and shown in
the regular public budgets, may not be considered in the prime
cost calculation of the hospitals. This regulation is in particular
a heavy burden for the municipal hospitals. At present there
are three proposals for the termination of the financial diffi-
culties of the hospitals under discussion :

1. Full cover of prime costs through the daily cost rates and
an increase in the health insurance contribution.

2. Full cover of prime costs through the daily cost rates,
constant health insurance contributions, with financial
support of the health insurances through subsidies from the
Federal Government.

3. Division of the daily cost rate; reimbursement of the
current operating costs through the health insurance, and
_reimbursement of ‘Vorhaltungskosten’ through the govern-
ment.

The hospitals claim full reimbursement of the prime costs
through the daily cost rate, since they fear that if they accept
the ‘Vorhaltungskosten’ costs from the State, the government
will exert its influence on the management.

7. HOSPITAL PLANNING

Adhering to the principle of voluntary self-help there is no
governmental planning in the Federal Republic for the
operation and construction of hospitals. The planning is up
to the individual hospital institutions and to the regional
planning communities of several hospital institutions. Any new
planning of a hospital is as a rule preceded by an estimate of
the future bed requirements. The studies necessary comprise
mainly the catchment areas for any planned medical specialty,
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the ascertainment of beds available, and otherwise planned
additional hospital beds, the number and kind of hospital cases
to be expected, the probable duration of the in-patient stay and
the minimum, optimum and maximum of the future bed-occu-
pation. A number of further factors influences the result of the
estimate, among other things migration and immigration, the
age structure, the social and industrial structure, the traffic
conditions, the housing conditions and the frequency of acci-
dents. Due to medical nursing and economic reasons it is
necessary to graduate the total number of beds available accor-
ding to the demand. On a lower level hospital beds are available
for the kind of treatment which can be spread over a large region.
Moreover on a central level those beds that do not allow a
wide dispersal must be available. On the upper level special
beds and equipment have to be provided which are used
relatively seldom and which therefore have, out of medical,
nursing and economic reasons, to be centralized. The density of
this network of hospitals with different requirements has to be
in conformity with the population density and the traffic
connections. On account of this graduation the following types
of General Hospital developed:

Mimimum service: Comprising at least the following main
subjects (directed by a full-time hospital physician): Surgery
and Medical Department and starting with a minimum of

120 beds.

Basic service: Comprising additionally as subsidiary subjects
(looked after by a part-time employed independent physician)
gynaecology and obstetrics, throat, nose, ear and eye diseases.
The minimum number of beds is around 200.

Regular service: Its minimum requirement is Surgical and
Medical departments, Gynaecology, Obstetrics, as well as
Paediatrics, as main subjects, and as subsidiary subjects
throat, nose, ear and eye diseases, special technical equip-
ment and personnel, aid such as radiologist service, with
extra beds and full pharmacy. The minimum number of beds
is about 400.

Central service : As against the regular service it is supplemented
by the main subjects of Urology and Neurology, with a total
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of 600 beds, furthermore by additional technical equipment
such as special laboratories and pathology.

Maximum service : Comprises all, or at least a great number of
general specialties as main subjects, furthermore all technical
equipment and personnel with a minimum number of about

1,000 beds.

Besides, there are the small hospitals with less than 120 beds
for an additional service. Specialty hospitals are according to
their objects, size and structure as the case may be associated
with one of these six types.

The voluntary conformity and classification of the various
hospitals into this network of general hospital service is super-
vised and supported by the government, subsidising the
construction of hospitals with public funds (contributions by
the ‘Lands’ amount to 30 to 709, of the total building costs).
In case of financial applications, the health authorities as a
rule examine the question of requirement and the suitability
in relation to the whole network of ‘stationary’ hospital
service.

The individual construction of a hospital is as a rule methodi-
cally and intensively planned. Members of the planning team
are: hospital management, architect, physicians, hospital
nurses, hospital consultants and special technicians. Planning
and building of a hospital comprises the following steps:

1. Ascertainment of bed requirements.

2. Determination of the medical nursing objects (number
and size of the medical departments and treatment
equipment).

3. Drawing up of a working programme (performances,
staff problems, division of work, working process, places
of work).

4. Setting out the building programme (functional continu-
ity, functional space co-ordination, accommodation, require-
ment 7e site area, working spaces and room areas).

5. Planning the hospital building.
6. Execution of the hospital building.
7. Opening.
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8. BUILDING HOSPITALS

Within the Federal Republic, in order to concentrate
treatment facilities and on grounds of economy, hospitals are
reverting from the pavilion building method back to the block
building method. The block building is at present constructed
in T-form, Y-form, H-form or in comb form. The hospital
establishments are constructionally divided into a nursing, a
treatment and a maintenance sector plus a personnel accom-
modation sector and if the occasion arises establishments for
teaching, research work, and extra services. The basic con-
structional conception of hospitals now prevailing is that the
nursing sector and the corresponding treatment facilities are
combined horizontally (for instance beds of the surgical depart-
ment on the same floor with operating rooms, surgical ambu-
latory department, central sterilization, etc.). In order to meet
the varied requirements of functional continuity and of the
dissimilar corridors in the nursing and treatment section,
nowadays the two-floor system is largely chosen for the nursing
sector as well as treatment sector. Whereas in the treatment
sector, lighting and ventilation are mostly artificial, it is
preferred to solve the lighting and ventilation problems in the
nursing sector by means of large interior courts. Altogether one
endeavours in planning a hospital to provide all the pre-
requisites as regards the building, the equipment and furnishings
for an eflicient hospital service, i.e., to give the best possible
service to the patient, to limit expenditure and to give favour-
able working conditions for staff. With the development of the
modern hospital service, the building costs for hospitals have
risen steeply. The space necessary per bed fluctuates at present
between 140 and 220 cubic metres interior space per bed, the
building costs between DM 140 and 200 per cubic meter
interior space. To this according to requirements is added 15 to
25%, for cost of equipment and furnishings and about 10 to
159, incidental expenses. Thus the building costs per hospital
bed, without the costs for the site and the opening up, vary at
present between DM 30,000 and 65,000. About 559, of the total
costs fall to the nursing section, 309, to the treatment section and
159, to the supply section (excluding staff accommodation, facil-
ities for teaching and research work). The hospital beds are
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mainly financed through contributions ‘a fonds perdu’ of the gov-
ernment, to some extent through own funds, through loans at a
reduced rate of interest granted by the government or private
persons, through other borrowed capital or private contribu-
tions. The present relation of building and working costs is
that the current working costs reach the initial investment costs H
after about three to six years. This circumstance justifies the ‘
effort to save current working costs by additional capital
J expenditure, for instance through mechanisation of transport,
through the use of labour-saving devices, through the centraliza-
tion of all supply services, etc. A reduction of the running costs
of DM 300, per bed and year (DM 1 per patient day) would in
a 50-year period balance a larger capital investment of about
DM 4,900 per bed.

When planning and building hospitals the general legal
provisions (technical building provisions, DIN-standards, pro-
visions of professional organisations) have to be observed.
Furthermore minimum requirements for hospitals are pre-
scribed by police regulations, or regulations as to the design,
building and fittings of hospitals, which differ within the
various ‘Lands’. Above all they relate to the position of the
site, the total layout, the nursing units, traffic questions, the
lavatories, the supply facilities, the removal of sewage, etc.
Additional regulations exist furthermore for surgical depart-
ments, lying-in departments, children’s departments, infectious
diseases departments, tuberculosis departments, chronic
patients’ departments as well as departments for neurotic and
mentally ill persons.

—~——————a

D. Hospital Administration

1. TASKS

Administration and supplies for the hospital are the responsi-
bility of the hospital administrator. As per spheres of operation
they are classified as follows:

1. Reception: information, telephone service.

2. Registration: acceptance and transmitting of particulars
about patients, ascertaining of the person liable for H
payment, cost protection.
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3. Booking office: acceptance and execution of payments.

4. Accounting office: registration, compiling and payment
for patients’ treatment.

5. Book-keeping office: financial and operating book-keep-
ing control, audit, statistics.

6. Personnel department: staff records, wages and salaries.

‘7. Supply department: ordering, purchasing and admini-
stration of stocks, stock control.

8. Business management: supervision and control of all
business activities of the hospital, planning and organisa-
tion.

The management of the hospital administration is the
responsibility of the co-called administration manager, who in
larger hospitals is also called director of administration. One
departmental head isin charge of one orseveral spheres of opera-
tion. He is assisted by case workers. In the past the hospital
administration has seen its main task in the administration
of the assets of the hospital, in registering receipts and
expenditure, in purchasing and keeping records. With
the development of the hospital to a complicated operating
organisation, the task of hospital administration further
developed along managerial lines. Nowadays planning, organi-
sation and control of operating activities are the main task of
the hospital administration including co-ordinating the works
and spheres of activity of the nursing, treatment and supply
sector with the officer in charge of the respective services (medi-
cal service, nursing service, supply service). The registration in
terms of figures, the description and the control of all activities
is the task of the accounting department, which by the recording
of receipts and expenditure has developed as a decisive tool of
management.

This change of the character of hospital administration is
still in an elementary stage. Above all in establishments, where
the administration manager mastered the tasks from the point
of view of his general background and personality, it was possible
to transform the mere hospital administration into a real hos-
pital management.
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2. TRAINING OF ADMINISTRATION MANAGERS

The general background of the administration managers was
quite different during the past. Partly they came from the
public service, partly from industry. In the first case they had
an administrative training, in the second a commercial
training. During the past few years, however, the hospital
institutions were led to believe that the position of an admini-
stration manager depends upon special knowledge of the
science of business management, upon technical and medical
knowledge and thus upon a special general background.
Moreover they found that it cannot be a matter of chance, to
find the proper personality for this position. Thus for a couple of
years endeavours have been made to systemise the training of
administration managers. There are two possibilities:

1. Theoretical training of younger experienced members of
the hospital staff at a university seminar.

The ‘Deutsche Krankenhausinstitut e.V.” and the Seminar for
Social Policy at the University of Cologne run a two-year
seminar for hospital administration. For this purpose the
participants come four times for a period of four to five weeks
to the University of Cologne, in order to become acquainted
by means of lectures, seminars and exercises with the basic
facts of the science of hospital management, of economics, of
business financing, of jurisprudence, of medicine, of building
and of technology. In the meantime special practical work and
written exercises have to be executed. The total number of
lectures and seminar lessons within the two years amounts to
about 450, 260 of which comprise the science of business
management, 60 economics and business finance, 80 juris-
prudence and 50 medicine, building and technology.

2. Theoretical training on university lines and practical
training of university graduates (experts on business manage-
ment, jurists, physicians).

The hospital institutions are aware of the fact that in view of
the manifold tasks of hospital administration—mainly in
larger hospitals—a university training is desirable for the future
administration manager. Therefore one envisages that, im-
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mediately after having finished their studies, university
graduates (experts on business management, jurists, physicians)
would be acquainted by means of lectures, seminars and
exercises at the Cologne University, with the special problems
and questions of hospitals. Moreover these applicants for
hospital administration would gather experience in especially
chosen and appropriate training hospitals as management
assistants. Also these applicants for hospital management
would undertake a larger (scientific or practical) work in the
hospital field. One intends to determine a total training term of
about three years. This second, however, very important way,
to regulate the general background and training of hospital
administration managers, is up to the present only in a state of
planning and testing.

E. Development Tendencies of the Hospital System

Seen from the present situation the following development
tendencies for the German hospitals may be recognised:

1. PRESERVATION OF DECENTRALIZED ADMINISTRATION OF
GERMAN HOSPITALS

The present structure, according to which the stationary
health service is no concern of the government, but a task of
voluntary self-help, is to be preserved at all events.

2. SATISFACTORY SETTLEMENT OF THE QUESTION OF FINANCING
THE WORKING OF HOSPITALS

Since it is generally accepted that the prime costs of hospitals
have to be reimbursed, a reasonable way for the raising of the
necessary funds has to be found, which is acceptable both to the
hospitals and the health insurances.

3. INTENSIFICATION OF REGIONAL HOSPITAL PLANNING

The individual hospital institutions need to work more
closely together than hitherto to form regional planning
communities, in order to shape the structure of hospital beds
available in an optimum way.
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4. INTENSIFICATION OF OPERATIONAL PLANNING OF THE
HOSPITAL

The previous endeavours for a strict planning, organisation
and control of hospital activities should be intensified.
5. FUNCTIONAL ADJUSTMENT OF HOSPITAL BUILDING

Still more than up to now hospital building should be adjusted

to the operational requirements of the hospital.

6. INTENSIFICATION AND SYSTEMATISATION OF THE TRAINING
OF HOSPITAL PERSONNEL, ABOVE ALL FOR HOSPITAL
MANAGEMENT

The hitherto rather unsystematic endeavours of individual
professional associations as to the training of hospital personnel
should be systematised and intensified. Above all instructions
and uniform arrangements should be provided for the leading
hospital professions (medical director, administration manager,
hospital matron).

Table 1. The hospitals in North-Rhine-Westfalia according to hospital institutions (1955)

Hospitals Hospital beds

Institutions

Number Number %

Public Hospitals. . . .. 61,085
Towns .. .. .. .. . 15,867
County Municipalities . . .. . 6,303
Rural Districts .. .. . . 3,873
Landschaft Associations .. 20,178

Other Municipal Administrative
Associations 1,687
5,266

2,796

5,115
100,716
72,989
23,935
697
3,005
2,514

‘Lands’ .. ..

Land Insurance Institution

Other (e.g., Professional Associa-
tions) .. .. .. ..

Free Hospitals of General Benefit

Caritas (a charitable institution)

Home Mission .. ..

German Red Cross

Other ..

Private Hospitals
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North-Rhine-Westfalia in total 164,315




Table 2. Hospitals and Hospital Beds According to the Operational Size (1960 )

Size of Hospitals Hospitals
as per Number of Hospital Beds Number

Hospital Beds as
planned—
Number

Hospital Beds
as planned—

%

25 483
50 627
100 780
150 480
200 304
300
400
500
600
800
800—1,000
1,000—and above

6,840
22,520
54,640
57,067
52,916
78,247
57 316
40,534
25,678
27,314
30,448
99,904
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Total

553,424
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Table 3. Hospitals and Hospital Beds According to Classification (1960)

Purpose Determination

Hospitals

Hospital Beds

General Hospitals .
Hospitals for General Medicine
Hospitals for Infectious Diseases
Babies’ and Children’s Hospltals
Tuberculosis Hospitals

Surgical Hospitals

Orthopaedic Hospitals . .

Gynaecological Hospltals/Matermty Hospxtals.

Lying-in Hospitals ..
Mental Hospitals and Homes ..
Psychiatric Hospitals
Neurological Hospitals
Hospitals for
Addicts .
Throat-Nose-Ear- Dlseases
Eye Diseases
Skin and Venereal Diseases
Roentgenology and
Chronic Diseases ..
Sanatoria .
Other Special Hospltals
Prison Hospitals .

1,823
122
4
77
268
172
39
170
38
76
51
19

6
40
45
13

8
20

382
40
38

324,188
12,256
245
11,430
38,651
11,324
4,678
8,416
363
68,067
23,284
1,676

756
897
1,743
1,313
369
4,103
32,059
5,377
2,229

Total

3,451

553,424




Table 4. Bed Rates (Hospital beds per 1,000 inhabitants) according to special Medical
Departments in North-Rhine-Westfalia (1960).

Specialty Number of Beds per
1,000 Inhabitants

e
o

General Beds

Surgery ..

General Medlcme
Infectious Diseases

Skin and Venereal Diseases
Gynaecology/Maternity
Babies and Children
Psychiatry/Neurology ..
Throat/Nose/Ear

Evyes

Urology .
Roentgenology ..
Other* ..

Lg——moum—woo
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Total

*Among others beds for silicosis patients, dentistry, orthodontics, sanatoria, prison
hospitals.

Table 5. Summary of Average Monthly Salaries of Hospital Personnel

Professional group Salary in DM

Chief Physicians .. .. .. .. .. 2,050
Head Physicians .. .. .. .. .. 1,750
Medical Residents .. .. .. .. .. 1,350
Matrons . . .. .. .. .. .. 900
Probationers .. .. .. .. .. .. 580
Nurses .. .. .. .. .. .. .. 550
Nursing Helps .. .. .. .. .. 480
Midwives .. .. .. . 650
Medical-technical Assistants (female) .. .. 620
Gymnasts/Masseuses/Bath Attendants - .. 550
Supply Manager/Kltchcn Manager .. - .. 1,000
Cooks .. .. .. . 750
Dietitians .. .. .. . .. .. 650
House-maids .. . . .. .. 450
Administration Manager .. .. .. .. 1,400
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