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Committee

Organisation
and Procedure

Scope

1. The termn Commiltee Organisation and Procedure
includes for the purpose of O & M studies, work
which might be described as the general administra-
tion of the group but excludes establishment and
personnel, financial control, accounting and supplies
arrangements to which separate sections of this guide
relate.

General Considerations

2, The Management Commities is responsible for
the running of the hospitals, subject to any direction
from the Secretary of State or RHB and in discharg-
ing this duty should take account of the interests of
the patient and the public. The Committee determines
the extent of the officers’ authority, the limits within
which officers may incur expenditure without prior
approval, and the staff appointments they make.
Commities sanciion has to be given to numbers of
stafl which may be employed in the various grades
and to any alteration in their numbers. Priorities of
expenditure, estimates of income and expenditure,
the final accounts and the system of financial control
also need Committes approval, as do proposals for
new buildings before submission to the Board.

3. The Committes should endeavour to set standards
of performance and ensure that full use is made of
modern management aids such as cost accounts and
management statistics, [t should satisfy itself that the
resources of its hospitals are deployed in the most
effective manner to mect changing conditions and
should review the performance of the various hos-
pital departments. In representing the consumer, it
should satisfy itself that complaints about hospital
services arc handled satisfactorily. In order that a
Commitiee may concentrate on matters of prime
importance, it must delegate responsibility for other
matters to its chief officers and in no way attempt to
play an executive role.

4. The most recently offered advice upon the organi-
sational relationships existing between Committees
and Officers of Hospital Authorities is contained in
HM(68)28. In this, the Minister strongly commended
the observations of the Farquharson-Lang Commit-
tee on the separate bui complementary functions of
members and officers and said that ‘“Members are
responsible for deciding policy, for reviewing and
n

modifying it as necessary, but its execution should be
left to officers. Hospital authorities and their com-
mittees cannot effectively participate in day-to-day
management of the service, which is the responsibility
of its officers. It follows from this that the hospital
authority must, in deciding, reviewing or modifying
its policy, define its aims and decisions in such a way
that officers can proceed to execute them confidently
and without further reference to members except on
major issues. Officers, in bringing proposals to
Boards and Committees, must present them in a
form which results in compreheénsive decisions,
rather than ad hoc decisions related to particular
incidents. When particular incidents raise questions
of policy on which a decision is needed from a Board
or Committee, the policy issue should be presented
in such a way that the decision can be applied by
officers to other similar incidents which might arise
later. The Farquharson-Lang Commitiee suggesied
that, within their general policy, the authorities must
decide priorities and determine specific objectives in
particular ficlds. Before they can reach conclusions
on these objectives, however, their officers will have
to provide the information on which such conclusions
can be based. Thereafter, authorities should arrange
for progress reports at reasonable intervals from
their officers so that they can assess to what extent
their objectives have been attained. This requires
reappraizal of the functions of hospital authorities
and their committees and reappraisal of the delega-
tion of responsibilities to officers; definition of the
functions of authorities or their committees is
desirable rather than of theextent of officers powers.”

5, The advice given in HM(68)28 is in no way
mandatory, but it serves to underline the primary
functions of a Committee and its relationship with
Chief Officers. However, it implies that responsibility
for the co-ordination of medical and nursing activi-
ties shall be undertaken by the Chief Administrative
Officer. This is not necessarily always practicable and
various expedients, such as the appointment of an
Executive Committes consisting of Chairman, key
Board members, the Chairman of the Medical
Executive Committee and Chief Officers, may be
employed to brief the Management authority and so
to ensure that on major issues the sectional interests
are represented and can be resolved.

6. HM(568)28 also gives advice on the establishment
1
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of Committees. The Farguharson-Lang Committee
recommended that Scottish Boards of Management
should have not more than three commitiees for
(i) medical and allied services and patient care,
coupled with major staffing questions; (i} finance;
(iii) buildings, services and equipment. For smaller
groups and wholly psychiatric groups the Farquhar-
son-Lang Committee suggested that two committees
might suffice. The Minister commended the principle
of fewer sub-commitiees and the allocation of sub-
committee responsibility by functions, which accords
with the views of the Salmon Committee, but he did
not make precise recommendations to Hospital
Management Committees and Boards of Governors
on the number of sub-committees or their functions.
Instead, he urged them to review their organisations
to achieve the simplest possible committee structures,
taking into account the gencral principles on the
relative responsibilities of members and officers
referred to in preceding paragraphs.

7. Reducing the number of standing sub-committees
could create a tendency towards the setting up of
more ad fiee committees to consider various aspects
of hospital work and HM(68)28 suggesis that
Hospital Management Committecs and Boards of
Governors should consider carefully the need for
ad koc commitiees of members against the recom-
mended greater devolution of authority to officers,
and states that as far as is practicable detailed
enquiries and investigations should be delegated to
senior officers under the guidance of the appropriate
standing sub-commitiee. If it should be deemed that
any e froc committees of members are essential, they
should from the outset be given specific terms of
reference and asked to complete their task by a
specific time.

8. The Farquharson-Lang Committee recommended
the abaolition of house committees in Scotland and in
their place recommended organised visiting of hos-
pitals by authority members, The Minister preferred
to leave it to each Hospital Management Committes
and Board of Governors to reach their own decision
an whether house committees should continue where
they exist, but he asked them to reconsider the value
of such committees, with regard to the following
principles. The advice given in 1949 that house
commuitees should be given no executive functions
still applies. There should be regular organised
visiting of the hospitals by all members of the Hos-
pital Management Committee or Board of Governors
itself, and any visiting undertaken by house com-
mitiees should supplement and not replace this.
Attendance at house commitiee meetings by members
of the Hospital Management Committee or Board
of Governors should not involve excessive calls upon
their time, and attendance at, and the servicing of,
house commiltees should not make excessive calls
upon the time of officers.

9. HM(68)7, which discussed the development of
the organization of hospital medical staff, refers 1o
the ‘Cogwheel® Report’s recommendation that there
should be a small exccutive committee, composed of
representatives of the medical divisions. Where such
an organisation is established the functions of their
committes would be to receive divisional reports, to
consider major medical policy and planning and
co-ordinate hospital clinical activities. It would also
act as the main source of medical advice to the hos-
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pital authority with such relations with the group
medical staff committee as may be locally determined.,
The Chairmen of divisions will need suitable sup-
porting  services. Since the executive committee
would be the main source of medical advice, its
chairman should attend meetings of the authority.
Close liaison with the Chief Administrative Officer
and the Chief Nursing Officer is also important.

Committee Structure

10. Whilst the Committee structure will necessarily
vary according to the size, structure and peculiar
needs of a hospital group, the effectiveness of the
committes arrangements can be assessed by two
considerations. First, how does the committes struc-
ture cover the various functions to be discharged by
the authority and does the work of the Commitiee
overlap ? Second, is any committee dealing too much
with dewail, rather than policy formation, and
assuming functions which ought to be discharged by
its officers? The main functions of a hospital autho-
rity willinclude budgeting, financial control, staffing,
medical planning and policy, standards of perform-
ance and effective deployment of resources, main-
tenance and supplies and planning for development.
Some authorities will also have a responsibility for
capital work. A committes structure must, therefore,
be devised to ensure adequate cover of these main
points,

11. Management Committess tend to discharge their
functions through sub-committecs formed in one of
two ways; either territorially or functionally over the
whole Group. The former method normally is
affected through the use of house committees, which
though possessing no executive powers, do form an
additional deliberative link in the committee struc-
ture and can involve themselves in proposals which,
if not in direct conflict with Group policy, may erode
its formation. They may also complicate the pro-
ceszes of command of hospitals by the Chief Admini-
strative Officer.

12. It is, of course, for the authority to determine
what its committee structure should be, subject to
the requirements of Regulation 3 of SI 15582/1968,
However, a system of functional or specialist com-
mittees serving the Group as a whole, running parallel
with and matching the administrative organisation
permits delegation of powers in a systematic way.
It enables members also to familiarise themsclves
more quickly with the considerations affecting their
specific areas of responsibility. The comprehensive
view of functions by these various committees should
ensure that the needs of unit hospitals and depart-
ments will be judged in relation to one another so
that the equitable treatment of éach can be demon-
strated. Peripheral hospitals will be aware that their
requirements and standards are assessed in a con-
sistent and uniform manner. Business is likely to be
more efficiently discharged by an extended use of
functional committecs with delegation of defined
powers. There may be, however, a danger of the
seiting up of too many Standing Committees or ad
hoc committees. One form of committee structure
which may assist the ¢fficient discharge of the
authority’s functions would be a main General
Purposes Committee with two smaller functional



committecs, such as, for example, one dealing with
Finance and Establishments and the other with
Planning. Financial conirol, authorisation of expen-
diture and oversight of the authority’s function as an
employer would be looked after by the first of the
smaller committees, while planning developments in
group services and in the field of physical resources,
togeither with reviews of progress, not only of
developments but of the efficiency with which present
business, both clinical and administrative, is con-
ducted, would be the sphere of the second: each
should be given defined limits of delegated authority
and major matiers would be referred, with recom-
mendations where appropriate, to the General
Purposes Commitiee.

13. Where Group functional commitiees, with
delegated powers, are established, house commitiees
may serve as identifable links between the manage-
ment body and the staff at the hospitals. Among the
factors which have influenced decisions to set up or
maintain house committees within a Group, is the
need to further the welfare of the patient by maintain-
ing links with Leagues of Friends, to maintain public
relations within the community and to maintain
contact between the management body and the staff.
However, all these matters can be dealt with in other
ways, by the hospital officers, by Group officers and
by members, particularly when all hospitals are
located within easy range of one another. Members,
as well as Group officers, can continue to visit
individual hospitals from time to time and can adopt
a planned visiting policy with specific objects in mind
related to the functional responsibilities of the Com-
mittee served by the visiting member. The object of
such visits should be for members:
(1) to acquaint themselves with the conditions
under which the service is operating in all hospitals
in the group and to establish and maintain contact
between the governing body and the staff;
{2} to obtain “consumer” reaction by observation
and consultation with on-the-spot officers; and
{3) to ascertain the effect of Committee decisions
and evaluate results.
Therefore, when a functional commitiee system is
established, house committecs can be discontinued.
Links between unit hospitals and the managing body
can be maintained not only by visiting, but by holding
committes meetings in turn at different hospitals in
the Group.

Servicing of Committees

14. To enable committees to be satisfied that their
conclusions are soundly based, proposals submitted
by officers should be presented in a form which
enables comprehensive decisions 1o be made, giving
recommendable courses of action, together with the
likely outcome of this or that course, and the relevant
balance of advantages.

I5. There is a danger that too much information
may be supplied to members of committees in the
form of agenda, supporting papers, reports 1o com-
mittees on  delegated funclions and commitice
minutes. These should be condensed as far as
practicable. Unnecessary items—such as routine
reports of stafl sickness, requisitions for routine
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purchases within previously agreed policy limits—
should be excluded. Authority to deal with minor
matters can be delegated 1o officers, subject to report
to committee from time to time. Other action is also
possible, such as presenting digests of such documents
as incoming letters. The complete document would,
of course, be available at the meeting.

16. Recommendations made by subsidiary com-
mittees to principal committees should be by direct
reference via the authority’s Secretariat. Transmission
of committee minutes in bulk from one commities
to another is likely to be wasteful of committee
members’ and staff’s time.

17. The principal officers including, where appro-
priate, the Chairman of the Medical Executive
Committee and the Principal MNursing Officer,
together should be responsible for the adviee given
to committees and the action to be taken on com-
mittee decisions. They should meet regularly with
the Chicf Administrative Officer as the officer
responsible for overall co-ordination.

18. One of the problems of producing committee
papers is the ‘peaking’ of typing loads, due to the
desire of Chiel Officers to present up-to-date and
comprehensive reports. Commiliees should be
prepared Lo accept preparatory or outline reporis on
matters of such urgency, on the understanding that
supplementary reports, where necessary, are pro-
duced subsequently,

19. Draft minutes of committee meetings should
normally be prepared within the ensuing 24 hours in
order that, where appropriate, prompt executive
action may be taken.

20, Standing Orders should, imrer alia, define the
roles, delegated functions and powers of committees
and Chief Officers.

Group Administration

21. The consideration of Committee Organisation
and Procedure would be incomplete without some
reference to group administration and the functional
relationships most likely to contribute to an effective
organisation. A section on this subject will be
included in future editions of this guide.
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Budgetary

and General
Financial Control

Scope

I. In O & M studies the term Financial Control is
defined as being senior management's responsibility
for budgetary and financial contrel throughout the
group, and the range of functions for which the
Treasurer is responsible both within and outside his
department. The following considerations, which
have emerged from a variety of studies, are used in
management survey.

General Requirements and
Operational Considerations

2. Adeguate financial control in the Mational Health
Service requires:
(1) continuous review of all services to ensure they
are carried out economically and efficiently and
that the need continues for their provision at the
level currently undertaken;
(2) construction of annual budgets of expenditure
consonant with Group policies for the continuous
development of services, and revision of these
budgets at the mid-point of each financial year;
(3) control of expenditure to ensure that:
(i) declared aims and objectives of Group
spending are attained ;
(i) value for money is obtained ;
(iii) overspending of approved estimates does
not ocour;
(iv) waste is minimised
(4) control and review of income to ensure that
all sums due to the authority are properly cal-
culated and collected ;
(5) control of the accounting and financial systems
including the use of an adequate system of internal
check which will not only ensure that systems
continue to be applied satisfactorily but also that
changing needs will be identified zo that any
necessary action can be taken;
(6) security of cash, stores, stamps and other
items of value.

3, The Financial Regulations (SI 1969 Mo, 1582)
require a hospital authority to appoint either a
Finance Committee or Sub-Committee, the member-
ship of which consist wholly of members of the
appointing body. The Finance Committes should
participate in the preparation of budgets in accord-
ance with the declared aims of the authority and
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maintain general oversight of the course of expendi-
ture. [ts functions include:

(1} advising the hospital authority on the financial

aspects of all matters within the scope of the

functions of that authority;

(2} ensuring that proper financial control is

maintained in all matters for which the hospital

authority are responsible;

{3) issuing Standing Financial Instructions;

(4) ensuring the proper maintenance of such

financial records as the Secretary of State may

specily;

(5) submitting to the hospital authority financial

estimates specified by that authority: or, as the

case may be, by the Regional Hospital Board; or

by the Secretary of State.
4. The Treasurer as the Chief Officer most intimately
concerned with financial conirol atiends Finance
Commitiee meetings and should have the right to
report independently to the Board or Management
Committee itself. He works in close collaboration
with the Chief Administrative Officer and other
officers and with committees having a specific interest
in the purchase, us¢ and control of materials, equip-
ment of services, and in the employment and deploy-
ment of hospital resources, eg. ‘Cogwheel’ type
medical executive committees, or sub-commitiees
set up to review purchases of medical and surgical
equipment. He provides them with current informa-
tion and advice, including information on the pro-
gress of expenditure and on current cost levels, to
enable them the more effectively to control expen-
diture for which they are responsible. His efforts
will be directed towards the maintenance of proper
accounting records, the prompt sctilement of
accounts and collection of income, and the proper
custody of cash and stores, throughout all hospitals
in the group.
5. Effective budgetary control is a joint exercise in
which all officers have parts to play. It calls for a
degres of co-ordination and co-operation which is
not achieved automatically but requires a conscious
effort by all those concerned.

6. Relevant information and prompt action are
prerequisites of any sound system of budgetary
control. A reliable accounting and costing system is
essential and this must provide a concise, up-to-date
and complete picture of the financial position as well
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as indicating effective signposts to action. Probably
the most important requirement is the possession of
up-to-date financial information. For example, the
aim should be that the Finance Committee should
have before it a statement showing the financial
position at the latest not more than three weeks
prior to the date of the meeting. The primary respon-
sibility for keeping annual expenditure within agreed
estimates should, so far as possible, rest with those
responsible for the activitics which give rise to the
expenditure, Up-to-date financial information includ-
ing commitments, helps them to maintain budgetary
control, Such information should be in easily digest-
ible form confined perhaps o items of exceptional
significance and indications of trends since the
presentation of too great a mass of information and
too great an analysis of expenditure under sub-
headings may prevent essential facts being identified.

7. The mannér in which hospital costing should be
carried out is described in the Hospital Costing
Information Motes, The main purposes of cosling are
to indicate trends in the cost of performing work, to
enable inter-hospital, regional and national com-
parisons to take place and to suggest where investiga-
tions need to be made. In addition to the annual cost
gtatements, the production of interim statements
{covering the most important cost factors) is impor-
tant if management i to do this. A report should
accompany each annual and interim cost statement
providing comment about any costs which vary
significanily from those expeécted or from Mational
and Regional averages. In addition, up-to-date infor-
mation should be included about costs which have
been commented upon in previous reports. Costing
information, however, does not of itsell provide a
measure of quality of service or performance, nor
does it take account of a wide range of varying local
circumstances. Statistical and other systems which
supplement the use of costing information by concen-
trating attention on the extent to which current
activities achieve acceptable standards of perform-
ance within agreed cost limits will generally be
NECESEArY.

Budgetary and General
Financial Control

8. HM(69)93 setsoul the following patternof require-
ments considered desirable to achieve an adequate
system of Financial Control over expenditure and
release of cash:
(1} the preparation and approval by the authority
af all revenue estimates and revised estimates in
detail (for example, on the lines shown in Table B
of the Annual Financial Statementz) for each
hospital under the control of the authority or each
main activity carried out by the authority for the
Group as a whole: or in the case of a Regional
Hozpital Board, on the lines of Tables A and C;
(2) the presentation fo the authority as soon as
practicable afier the end of each calendar month,
of a statement comparing cumulative revenue
cxpenditure to date with the appropriate propor-
tion of these estimates in such form as will enable
the authority to consider significant variations;
(3) the examination by the authority of any
significant variations between expenditure shown

under paragraph 10{3) below and the appropriate
proportion of the estimates, and the recording of
their decisions as to any necessary corrective action
in the Minutes;

(4) the preparation and approval by the authority
of all capital estimates and revised estimates
showing approved expenditure for each scheme;
(5) the inclusion in the authority’s S5Standing
Financial Instructions for the guidance of officers
of a clause to the effect that no expenditure may be
incurred which has not previously been provided
for (but not necessarily particularised) in approved
estimates, other than with the specific prior
approval of the authority or its Finance Com-
mittee (or Sub-Committee). Expenditure on items
of equipment or individual schemes of maintenance
costing more than £1,000 in the case of Regional
Hospital Boards or Boards of Governors, or £250
in the case of Hospital Management Committees,
should be particularised in the estimates or should
be subject to the separate approval of the authority ;
(6) the presentation to the authority of monthly
lists of all accounts paid, in such form as will
enable members to call for explanation of any
item;

(7) the maintenance of safe and secure arrange-
ments for the issue of monevs payable, including
an effective system of internal check of accounts
before payment is made;

(%) the maintenance of a main account for the
receipt of all income and advances, the main
account to be uzed only for the funding of sub-
sidiary accounts on an imprest basizs on the
signatures of two persons, one of whom should be
the Treasurer or his authorised deputy, and the
other drawn from such members or officers as the
authority may decide.

9. The construction of budgets should be undertaken
by the Treasurer in collaboration with other Chief
Officers and the Finance Committee, who must
collectively be responsible to the Authority for the
broad deployment of resources and the effective
control of expenditure. The pattern of the budget
established by its chicf officers must be agreed by
the Authority as fully reflecting its current policy
and plans for the development for the group as a
whole and not merely representing the sum of its
various parts. It is necessary also to ensure that
budgets are true forecasts of expenditure and not
merely a revision of the previous year's estimates
which may not fully reflect later events.

Control of Expenditure

10. In reviewing expenditure for the purposes of
budgetary conirol it is necessary to have regard not
only to the true expenditure to date but also to
commitments and other foresecable expenditure
provided for in the estimates but as yet uncommitted.
A Finance Sub-Commitice needs to know:
{1} the budget for the year;
(2) the appropriate proportion of the annual
budget to date;
{3) expenditure to date comprising
(a) salaries and wages and the value of goods
and services received, other than for stock, for
which payment has been made, plus
(b) the estimated cost of goods and services



received, other than for stock, for which pay-
ment has not yet been made;
{c) the estimated value of goods issued from
stock;
(4) the estimated value of unfulfilled orders placed
which are expected to be met within the financial
¥Ear;
(5) ‘non-recurrent’ expanditure provided for in
estimates but not appropriate to be apportioned
as in (2) and not yet committed.
From thiz information it may be judged how
expenditure (3) compares with estimates (2) and,
equally important, how expenditure to date together
with foreseeable commitments (4) and (5) is likely
to compare with the provision made for the year (1).
The opportunity should be taken to emphasise
significant departures from anticipated expenditure
and indications of trends should be given,

11. Expenditure statements for individual depart-
ments should be produced at intervals (monthly,
where appropriate) to enable departments’ managers
to exercise financial control and to take sensible
decisions affecting current and future policy.

12. Whilst much expenditure is of a routine nature
and is incurred by deparimental officers under
delegated authority within approved allotted budgets,
purchases over a certain sum named by the authority,
or of a non-routing nature, should only be authoris-
able by specified senior officers or by committee or
sub-commitiee, as appropriate. All developments of a
recurring nature should only be approved by a
sub-committee having details of the costs occurring
in the first part-vear and a full year.

13. All officers with financial responsibilities for
example, Hospital Sccretaries, Purchasing Officers,
Stores Officers, should be advised of the timetable,
in simple diary form, to which the Treasurer’s
Department has to work, so that they will be better
able to assist in the prompt provision of expenditure
information. They should be made fully aware of
the part they play in the control of expenditure.

Control of Income

14. The collection of income is an important
responsibility of Hospital Treasurers. It is important
to have a control procedure to ensure that all unpaid
debtors' accounts are identified and that any neces-
sary follow-up action is taken. The procedure will
normally involve a reconciliation between the
Sundry Debtors Control Account and the individual
debitor’s accounts and should be prepared indepen-
dently of the officers responsible for collecting
remittances. In addition to the accountancy require-
ments, there is also a need to review charges from
time to fime to ensure that they are still appropriate.
Whilst some charges are regularly reviewed by other
organisations or are linked to other factors, eg.
Private Patient and Road Traffic Act charges, there
are still a number which depend upon local initiative.
Some of the more important of these are:

(1) rents and rates of hospital properties;

(2) charges for services (except where collected by

pre-payment meter) eg. electricity, gas ete;

(3) meals and refreshments;

{4) rent of hospital lands;

(5) prices forsales and transfers in trading services.
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The system of Internal Financial Control should be
so devised that changes in the various factors which
should affect these charges, eg. Local Authority rent
increases, increased cost of providing services, are
identified and the necessary action taken. The
maintenance and regular review of a document which
records the levels of various forms of income is one
of the casiest and most effective ways of spotting
promptly the failure to collect or to account for
collections.

Other aspects

15. A prime objective of Financial Control is to
ensure that value is obtained for expenditure in-
curred. Information from the Hospital Costing
Returns and oiher sources may provide useful
signposis upon cosis and performances, including
the main ¢lements of staffing and pay, services,
materials and equipment, but other factors, cg.
standard and scope of the services provided, also
need to be taken into account. This aspect of
financial control featuring some of the areas of
financial responsibility has been the subject of audit
reporis viz:

(1) Sraff —apparcntly low productivity
in an X-ray Department

—apparently high level of staff-
ing in a Pathology Depart-
ment.

—bailer house staff numbers re—
maining unchanged although
automatic stoking had been
installed;

—low occupation of staff resi-
dences

—spare capacity in  hospital
laundries

—failure to review staff rents and
meal charges

—failure to revise out-of-date
contracts for swill sales

—failure to review gas and
electricity tariffs to ensure that
the best terms are being
obtained;

—fallure to invite competitive
tenders for supplies

—significantly higher than aver-
age drug consumption

—lack of conirol of the use of
paper hand towels

—excessive food waste.

The system of Internal Financial Control adopted

by the authority should ensure that the necessary

controls exist to prevent such defects being over-

looked.

(2) Services, erc.

(3) Marerinls

16, In addition, a system of Internal Financial
Control will embody (a) internal audii, and (b)
metheds of internal check, both of which will be
under the direction and control of the Treasurer.
The programmes of internal audit, reports on findings
and corrective measures taken as a consequence of
reporis received will also be the comcern of the
hospital authority. Internal check systems will be
designed (a) to eliminate as far as practicable the
opportunity for fraud, ie. by the separation of

7



2

duties of handling cash, stores, ete, from those of
compiling prime records or control records, (b) to
create automatic means whereby vital errors and
omissions which have occurred in ancther part or
parts of the accounting system are revealed. Thus a
satisfactory system of internal check can reduce the
burden of internal auditing otherwise required.

Functions of the Treasurer

17. The duties of the Treasurer will normally

include:
(1) giving advice to the Hospital Authority and
its senior officers on ils financial operations;
(2) in conjunction with the Chief Administrative
Officer and other chief officers, considering the
revenue estimates of umit hospitals and depart-
ments, the preparation of budgetary information
and annual financial estimates for approval, and
making appropriate detailed budgetary alloca-
tions to hospitals and departments in accordance
with the Authority's decisions on priorities;
(3) the prompt setilement of all debts, including
the payment of salaries and wapges, ensuring the
prompt collection of income due, and its payment
into bank;
(4) the maintenance of the necessary financial
records and books of account for both statutory
funds and moneys held in trust by the Authority ;
(5) ensuring that stores records, inventories (where
appropriate) and, for example, such other records
as the Losses and Compensation Register are
properly maintained ;
(6) compiling regular statements relating expen-
diture to date with the approved estimates in
order to provide evidence of budgetary control,
and to draw attention to the need to initiate any
changes which may be called for;
(7)) extracting such other information of a financial
nature, including costs, s0 as to assist (a) in

ensuring that declared aims and objectives of
Group spending are attained, (b) in comparing
the relative expenditure of the various deparimenis,
year by year, or at shorter intervals as may be
appropriate, (c) in gauging their efficiency, (d) in
deciding on the manner in which future develop-
ments may best be planned, and (e) in ensuring
that the best value iz obtained for money;

(8} providing and maintaining adequate measures
for financial control and for the security of the
Authority’s funds, including the direction and
control of internal audit;

{9) assizting the hospital authority and heads of
departments in the compilation and maintenance
of necessary accounting statemenis and in advising
them in regard to methods of controlling the
progress of expenditure and the use of manage-
ment accounting information generally.
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Establishment
Work including

Personnel

Management

Scope

1. This section provides guidance about Establish-
ment Work at a hospital or group of hospitals.
For this purpose. the term includes staff manage-
ment and control, recruitment, carcer development
and training, some aspects of accommodation,
safety, health and welfare of the stail and joint
consultation and communication.

Basic Considerations

2. The work of the Establishment Section is con-
cerned with the effective provision and deployment
of manpower resources to meet theneedsof hospitals
and the staff who work in them. In some circum-
stances, there are advantages in organising Establish-
ment Work on a group basis, (these would include
flexibility in the use of staff) but in other circum-
stances, organisation on the basiz of the individual
hospital may be the solution. The Establishment
Section is responsible for the recruitment of appro-
priate personnel, for ensuring that they are trained
effectively for their jobs, and for planning careers.

3. The conventional role of the establishment office
outside the Hospital Service i3 associated with the
recruitment, advancement and well-being of staff,
Within the Hospital Service however, whilst accept-
ance of responsibility for these functions is readily
acknowledged, the need for the creation of a specific
‘personnel officer” post is not yet universally ad-
mitted.

4. Effective staff management and control requires
the introduction of simple methods of staff conirol,
not only to assess requests for additional staff but
also to recognise any reduction in staffing require-
ments. Job descriptions provide guide lines to staff
and management of their responsibilities and are
invaluable in the correct assignment of tasks io
appropriate grades and disciplines of staff. Full use
should be made of available statistics and Work
Study and O & M recommendations. The Establish-
ment Section should provide up-to-date manpower
information on:

(1) staffing structure (organisation charts);

(2) who the stail are (organisation charts);

{3) what they are doing (job description);

(4) the number of staff required (manpower needs

and requests);

(5) the number of staff in post (manpower
returns);

(6) how long they are committed to the programme
of work (programme) ;

(7) members of staff, including summaries of
staff, age, qualifications, previous experience efc,
as appropriate, for cach department.

5. The responsibility for taking action or making
decisions governing staffing matters should be clearly
defined and understood, particularly for matters
COTMCCTRINE
(1) the approval or rejection of a project or
programme of work;
(2) the financial or staffing limits imposed on
specific departments;
(3) the limitations of delegated authority to
individual officers (cg. rights to *hire and fire"),

6. Recruitment to the more senior posts is usually
as a result of public advertisement where the aim
is to induce a sufficient number of properly gualified
and experienced people to apply so that a selection
can be made from a wide selection of candidates.

7. Features of good staff recruitment practice include:
(1) centralised control for editing, placement and
timing of advertisements;

(2) a method of notifying existing stafl of vacan-
cies, preferably before their appearance in the
press;

(3) a means of assessing whether value for money
is being obtained whichever of the various methods
of recruitment is used. Comparison should be
made of the cost/success ratio of advertisements
in different publications and also with the cost of
other forms of recruitment eg. use of agencies;
(4) flexibility of arrangements to respond at short
notice to urgent needs or to resolve staffing
problems arising from such matters as the dis-
charpe or reassimilation of local redundancies;
(5) evidence of advance planning (visits to schools
and colleges for end of term leavers) prepared
talks, film strips, other illustrative material,
adequate liaison with Employment Bureaux,
agencies atc.

8. It should be the continuous aim of management
to improve the standard of the staff in carrying out
their tasks and to develop their skills 10 meet the
challenges that promotion would bring. Adequaie

9
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training facilitics are essential and should be
organised as appropriate.

9, Each Group should have a post with general
responsibilities for training which in smaller estab-
lishments is likely to be combined with other
establishment and personnel duties. Job rotation will
in many cases, provide a broad base of experience
for staff to build upon. Where appropriate planned
movement will ensure the steady accumulation of
experience both in the interest of the individual and
of the hospital service overall. Annual reports of
performance should supplement this to asgist
management in planning the careers of staff and to
help staff to achieve their potential.

10, The oficer undertaking the role of Establishment
or Personnel Officer may already undertake the role
of "Welfare Officer® for the staff. The report on “The
Care of the Health of Hospital Service Staff” made
firm recommendations on the setting up of a
*Hospital Occupational Health Service® - (HM(68)
49), In this and in previous HM's guidance has been
afforded on important aspeets of this work including:

(1) pre-employment medical examinations -

HMC(48)79; HM(65)57;

(2) other routine medical examinations;

{3} examination and reseitlement of staff afler

sick absence;

{4) maintenance of stall immunisation records;

(5) maintenance of staff health records;

(6) reporting of accidents in hospitals -

HM(55)66;

(7) health and food hygiene - HM(62)42;

HM(64)34 ;

(#) stafi counselling and personal problems.
In any case, responsibility for these aspects of staff
welfare work should be allocated specifically and
this information should be known to all members of
management and staff.

i1. It 15 a function of local management ‘to secure
the greatest possible measure of co-operation
between the Authorities responsible for the nation®s
healih and the general body of persons engaged in
the health services, with a view to increased efficiency
in the public service and the well-being of those
engaged in the services’. Only if the spirit of co-
operation 15 evident at all levels between management

and staff will this be successfully achieved. A high
standard of communication between departments as
well as within them is a key factor to its attainment,
Staff representatives should be kept fully informed
of matters likely to affect working arrangements or
stafl numbers.

12. The successful introduction and maintenance of
pay/productivity schemes is dependent to a large
measure on good relations and good communica-
tions; appropriate action should be taken to enlist
the full co-operation of the staff concerned and to
explain at an early stage what is being done, how
it is to be done, and when it is to be done.

13, The Personnel Officer is likely to be concerned
with the publication of news letters or house journals,
which imter alia may include details of the achieve-
ments of joint working parties or sub-committees
associated with new developmenis and the resulis of
suggestion schemes, He may also be responsible for
the organisation of informal meelings between
management and staff.

General

14. In order to assist management, the Establish-
ment Section should provide detailed information
on manpower staffing and deployment throughout
the hospital in a simple and concise form. This is
often best done by the use of vertical organisation
charts linked to a ‘tabloid® of the staffing position
and complement. An abridged example of such a
chart is given below:

Such charts should be simple, dated and titled and
reviewed at regular intervals; (at a revision stage,
some reprinting and editing time may be saved by
the use of transluscent overlays). The posts outlined
on the charts can be cross-referenced to job descrip-
tion cards giving details of the duties, location and
the qualities, qualifications and experience needed
for the job.

15. In addition to providing passive information of
the nature contained in an organisation chart, the
Establishment Section must also exercise positive
measures 1o ensure effective control of staffing and
its deployment. Arrangements should be made for

Establishment Division Staff Chart . . . 1970 Approved | In
Section (Portering) Posts Post
Hospital Secretary
I
Head Porter 1 1
J. Smiths
|
Deputy Head Porter Deputy Head Porter Z 1
Vacant J. James
Operating Theatres, Reception Room,
General Daily Gates, Post Room
Shifits
7 Total 3 2




regular manpower reviews to take place to assess the
staffing necds measured against the standards of
output for the work carried out in the various hos-
pital departments.

16. The Personnel Officer should keep group,
hospital and departmental management aware at
guitable intervals of the staffing position overall
taking into account age, resignations, forthcoming
retirements and difficuliies in recruitment. Manage-
ment can then take informed decisions on whether
to redeploy staff, limit the work, or to make special
recruitment arrangements. Keeping this information
up-to-date will involve some clerical ¢ffort but the
rewards are likely to be worthwhile and should result
in & better manpower utilisation and the removal of
such difficulties as the threat of breakdown in hos-
pital departments and wards caused by foreseeable
staff vacancies. In addition, control information
should be provided for the Group, in comparative
and summary form illusirating for example:

{1} wastage of staff and reasons (ie. resignation,

retirement, transfer);

(2) number of staff recruited against the number

of vacancies;

{3) expendiiure on adveriising and recruiiing

media and the extent of its success;

(#) cost of recruitment per head of staff.

17. The closest possible liaison should be maintained
with the Treasurer's Department in all matters
affecting staff salaries and wages, superannuation,
income-tax, national insurance and related subjects.
In particular, they should be given the earliesi
possible notice of impending staff appointments,
resignations, promotions and transfers.

18. Recruitment should be organised centrally by
the Group thus enabling:
(1) the content and style of advertisements to be
attractive and of a consistently good standard;
they should be kept as simple as possible and
contain only the essential details of the post;
(2) the cost of the various types of presentation
(eg. Display, Semi-Display, Lineage) to be related
to the importance of the vacant post or the urgency
with which it should be filled ;
(3) more accurate budgeting lor advertising based
on an analysis of success and media used;
(4) greater economy through adoption of “Block’
advertising (see 19(2) below).

19, Useful means of improving advertising methods

and reducing the preparation time might include:
(1) maimtaining a scrapbook illustrating in date
order examples of the hospital authority's printed
advertisements  filed by grade with selected
examples of competitors” advertisements. These
may gencrate ideas to improve appearance and
cut costs;
(2) adopting a technique of combining several
different advertisements for staff under the onme
title heading with a single common address and
using a reference code to identify the individual
posis;
{3) using pre-printed leaflets for fuller details of
the hospital, the job and conditions of service
thus limiting the advertisement to essential details,
highlighting information that is likely to be
attractive.
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20. Selection interviews should be held as close as
possible to the time specified in the candidate's
letter of invitation. Selection procedures may
include:
(1) standard arrangements for the selection of
interview board members and candidates;
(2) the provision of a programme for candidates
showing the venue, board membership and inter-
view times;
(3) the circulation of guidance notes for new
interview board members on procedure, conduct,
assessment;
{4) necessary information about the job and
associated factors, such as current manpower
policy, the ages and other relevant facts about
staff holding positions immediately senior to the
post being filled, training, opportunities ete;
(5) the circulation of briefing papers on candidanes
in adequate time so that the interview board
members may prepare relevant questions.

21. Short induction courses are generally worth-
while for newcomers. The following topics of general
interest may be considered for inclusion in the course
curriculum:

(1) information about the hospital; history,

staffing, layout (including an abbreviated tour of

the various hospital deparimenis);

(2) facilities for staff (residential, car parking,

recreation, dining, clubs);

{3) hospital rules and regulations, conduct and

discipline, welfare arrangemenis;

{4) fire and accident drill and safety;

{5) joint consultation facilities,

schermes;

{6) introduction to Whitley Councils functions

and practices;

{7) arrangements for pay incentive schemes.
Some of this information may also be included in an
information leaflet for distribution to all newly
recruited staff.

suggestion

22. Advice upon in-service training of staff is avail-
able for certain categories of staff eg. Head Porters
HM(68Y96, Domestic Staffl HM{6949, Cooks
HM(69)51. However, guidance on the setting up of
appropriate courses can normally be obtained from
the Regional Training Officer.

23. The risk of accidents to staff can be successfully
reduced by a systematic campaign to make manage-
ment and staff aware of the hazards. Periodic
inspections of working methods and arrangements,
and equipment should be undertaken. Salety awards
and the use of posters can be effective means of
penerating interest in this subject. The nomination of
a Safety Officer should be considered.

24. The risks of firé can be reduced by:
(1) regular inspection of fire fighting cquipment;
(2) the regular practice of fire drill at varying
times of day,;
(3) the provision of up to date instruction on the
handling of fire fighting equipment.
{4) achieving a high level of hason with the local
fire brigade,
The nomination of a Fire Prevention Officer should
be considered. Guidance on general fire precautions
in hospitals is given in Hospital Technical Memoran-
dum Mo 16,
11
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Staff

25, The functions of the Personnel Officer may be
summarized as follows:

(1) staff management and establishment control,
including the provision of information to depart-
mental managers about existing staff numbers and
known changes, and making arrangemenis for
regular manpower reviews to be carried out;
(2) provision of all necessary information to the
Treasurer’s Department for salaries and wages
and associated purposes;

(3) editing, placement, and timing of advertise-
ments, and making arrangements for staff
interviewing;

(4} arrangemenis for induction and any subsequent
training of staff in conjunction with any nominated
group training officer, or other training institutions,
as appropriate;

(5) career planning for staff, in conjunction with
the Regional Training Officer, where necessary';

{(6) stalf welfare maiters including arrangements
for medical examinationz, the maintenance of
stall health records, stafl counselling and promo-
tion of social events;

(7} fostering good staff relations, including the
publication of news letters or house journals etc;

(8) ensuring that relevant information is com-
miinicated to staff before, during and after the
introduction of incentive payment schemes, and
where necessary, acting as industrial relations
officer.
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Gardens and
Hospital Grounds

Scope

1. This section provides guidance about the organi-
sation of the work of maintaining gardens and
grounds in a hospital or a group of hospitals. It is
not intended to provide information about any
Farming or extensive Market Gardening activities
which take place. Memorandum Trading Accounts
will almost certainly be prepared for these activitics
and these accounts will provide a suitable guide to
their efficiency.

General Considerations

2. The layout of hospital grounds should be designed
to provide good visual amenities for patients, staff
and vizitors and to minimise maintenance costs,
Some of the characteristics of the type of layout
and methods which should normally be found are:
(1) a high proportion of close mown or rough
grass;
(2) the restriction of flower beds to sites where
they have an amenity value. Perennials should be
used extensively;
(3) the use of shrubberies for display and screening
with ground covering perennials to reduce weed-
ing;
(4) the avoidance of irregularly shaped lawns
which tend to increase mowing effort ;
(5) hedging restricted to what is really necessary
for screening or privacy;
(6) the use of bulbs and perennial plants for
display and flower cutting;
(7} little or no glasshouse propagation of plants

3, Where possible, the grass cutting and other
services should be organised on sub-group or infer
group basis.

4, If the cost of maintaining grounds per acre is
limited to that specified in paragraph 6, there will
be no advantage in arranging for the maintenance
work to be carried out by outside contractors,

5. The maintenance of grounds and gardens for
part, or for the whole of the group, by a téam of
gardeners is likely to be an cconomical way of
providing the service, Abstract of Efficiency Studies
Mo 125 describes how a team service for a number
of hospitals was extended to the rest of the hospitals
in the group.

Working Methods

6. The annual cost of maintaining gardens and
grounds should not significantly cxceed £300 per
acre, including the area occupied by buildings, This
sum 15 related to an acreage of 10. If the area is
greater than this, the cost per acre should not exceed
£270. This cost includes only normal mainténance
costs, the greater proportion of which are the wages
of gardening staff. It does not include the initial
purchase of equipment.

{Nove: These cost indices were appropriate in Movem-
ber 1969, They will need to be adjusted for any
general increase in ASC wages, ie. one not related
to increased productivity, which takes place.)

7. Agreed standards of maintenance should exist
and should apply to all hospitals. The standards
should take into account both the aesthetic value
and ihe cost of maintenance, If siandards are not
set, extra costs may be incurred in cultivating to a
higher standard, or the appearance of the gardens
and grounds may fall below that required.

8. A periodical review of the policy adopted for the
maintenance of gardens and grounds should take
place. The cost of the present policy should be
compared with alternatives which should include the
leasing or sale of any land not required by the
hospital, There is a danger that the appearance of
land which is leased, may fall below the standard
required by the hospital. If the location of the land
5 such that its appearance is important, assurances
should be obtained that it will be maintained to an
agreed standard.

9, Orgamisation of grass culling services on a
group or sub-group basis, or even on an inter group
basis where this is leasible, will provide a more
economical service, particularly in the use of equip-
ment. A gang mower, tractor and mowers of, say,
36in, 28in and l4in, will generally be needed, sup-
plemented by hand mowers and by & motor scythe,

10. The shape of lawns can make a considerable
difference to the time needed to maintain them.
Shapes containing gentle sweeping curves or straight
lines have been found to be cconomical of main-
tenance. They should be capable of being cut by
gang mowers. Rectangularly shaped lawns usually
involve turning the mowing machine through a full
half circle at the end of the lawn. Since the larger
motor mowers weigh between 53 and 6 cwi, con-
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siderable physical exertion is necéssary by the
operator turning these through 180°. Several methods
of restricting the turns to about %0° are possible,
although the simplified cutting will inevitably
dispense with the light and dark stripe effect.

11. Where residential or hospital departmental
accommodation is provided in adjacent houses,
garden maintenance costs can be reduced if the
gardens are combined and simplified open planning
adopted. Many small pieces of land which need to be
maintained individually can increase costs substan-
tially.

12. Where it is not possible to use grass collection
boxes, eg. when grass gang mowers are used, grass
cuttings should be allowed to lic when conditions
are suitable in order to save gathering and removing
them from the lawn. Suitable cuttings may be used
1o mulch adjoining shrubberies. If it is necessary to
carry them away, suitable equipment should be
provided.

13, The placing of signposts or poles in lawns can
substantially increase the amount of work involved
in mowing a lawn. It is preferable not to have
signposts in lawns but if they must be located there,
they should be so placed not to increase significantly
the amount of work. This may be done by placing
them in 8 flower bed or on a paved area or by making
them removable.

14. Worn ‘paths’ over lawns may indicate the need
for normal paths. When new paths are being laid,
the level of the lawn should be about lin-2in above
the level of the path to simplify lawn edge trimming
work, Where paths already exist and are at the same
level as the lawn, edging work will be simplified if a
6in channel is dug between the lawn and the path.
If the channel is filled with gravel, it can be treated
annually with a weed and grass killer.

15, Cultivation of annual plants is expensive and
their substitution by perennials, shrubs and roses is
a much less expensive way of providing a colourful
display. Flower beds should have the following
characteristics to avold spending cxcessive amounts
of staff time on their maintenance. They should:
(1) have a real amenity value for patients and
staff:
(2} not be over ornate nor have a shape which
makes the maintenance of such an aréa unneces-
sarily complicated and difficult, particularly for
the cutting of grass;
{3) contain perennials, roses and flowering shrubs
to minimis¢ maintenance costs. Roses normally
last for at least 10 years and the average annual
cost of replacing them is considerably less than the
cost of purchasing or propagating annual or
bedding plants. The labour of attending to roses
and perennials (including manuring, scparating,
pruning, etc) is also less than that involved in
attending to annual or bedding plants;
(4) be of reasonable size. Small flower beds can
significantly increase the amount of work in
mowing lawns. If a number of beds are reasonably
close together, they should be combined to form a
larger bed, preferably with gentle sweeping curves
or straight edges. If access is required for weeding,
strategically placed paving slabs are to be preferred
1o narrow grass paths.,

16, Shrubberies not only act as screens but also
provide an interesting and colourful display of
blooms and foliage. They are not expensive to mMain-
tain. There should be a plan for pruning and
arrangements should exist to ensure that it is
implemented. The amount of weeding in shrubberies
can be kept to a minimum by interspersing ground-
covering perennial plants.

17. Glasshouse propagation of plants can be costly
and where this takes place in heated houses, is
generally uneconomic. There is a danger that produc-
tion may become related, not to the needs of the
hospital but to a desire to fill all the available space.
Alternative plants, such as pots of bulbs, spring
bulbs and perennials and annuals which can be
propagated in cold frames, may be worth considering.

18, Hedges are costly to maintain. They should only
be used where privacy or screening is required and
should be no higher or wider than is absolutely
NECCSSATY.

Staff

19, It may be possible at peak times to supplement
a lower number of staff by engaging temporary
gardeners or gardening contractors rather than to
employ the larger number of staff required to meet
peak demands. At small hospitals employing one
full-time or part-time gardener, it may be possible
to provide assistance from a larger hospital.

20. The overall management ratio for gardens and
haospital grounds is as stated in paragraph 6. The
number of staff required for the various categories
of gardening work, such as grassland maintenance,
care of lower beds, plasshouse work, care of road-
ways, hedges and shrubberies, etc have been calcu-
lated and after further testing will be published.

Equipment

21. Attachments can be obtained for several
machines, motor scythes in particular, which can
enable them to pull small platform trucks, clear
snow, power hedge trimmers, or provide compressed
air for weed control spraying. It is important, there-
fore, to consider these attachments when decisions
about the purchase of machines are being made.

22, Where there are large arcas of lawn and many
trecs, a leaf collection machine will generally repay
its purchase price within 12 months.

23, The Mational Agricultural Advisory Service has
recommended the sizes of machines shown in the
Table on page 15.

24. A light tractor petrol engine should give a
performance when using a triple gang mower of
11 rmiles per gallon. There are two types of hitch;
the hook-hitch and the lifi-hitch. It is worth paying
extra for the lift-hitch attachment as this enables
the driver to lift the cutting gear clear of the ground
when he has to cross roads or move to another site.
The driver can do this without leaving the driving
scat. Hook-hiiched gear has to be unhitched and









Engineering

and Building
Maintenance

Services

Scope

1. This section provides information about the
organisation of Engineering and Building Main-
tenance Services in a hospital or a group of hospitals.

General Considerations

2. The management of an Engincering and Building
Maintenance Service calls both for a general control
of resources and for the detailed control and super-
vision of a wide variety of individual jobs of varying
sizes, often spread over a wide geographical area.
Engineers and Building Supervisors cannot person-
ally perform both functions effectively, except in
small compact groups, and some delegation of
responsibility will normally be necessary.

3. It has not usually been found to be a successful
arrangement to appoint a technical officer to be in
charge, as works superintendent, of two other
officers responsible for engineering and building work
respectively. It is rarely possible to find an officer
who has adequate knowledge of both branches of
work and it is normally better for the necessary
co-ordination to be by the group administration.
In most hospitals, maintenance work is carried out
both by direct labour and under contract. Considera-
tion must be given to achieving the most efficient
division of work between the two. The main factors
which should be taken into account are described
in paragraphs 41 to 53 of Hozpital Technical
Memorandum No [2.

4. To provide effective control over the economic
use of direct labour and to reduce delay in mecting
demands, it is desirable to:
(1) work to an agreed programme, covering major
and other specific maintenance tasks and minor
capital works;
(2} decide upon a schedule of priorities covering
all tasks included in the programme;
(3) evolve planned time schedules for the different
trades, based on the estimated time required for
the tasks included in the programme;
(4) keep job costing records, for the purposes of
financial control, and az an aid in estimating the
cost of future similar work.

5. The detailed programmes of direct labour work
should be designed to produce an even flow of work
for all directly employed staff throughout the year.

c

Contract work should be integrated to ensure that
the correct sequence of jobs is followed. The annual
programmes will need to be translated into monthly
programmes, showing how the work is to be allo-
cated to the different trades.

6. Studies have suggested that some maintenance
tradesmen are less than 30 per cent effective mainly
because:
{1} a proportion of the work allocated to them is
of doubtful value;
(2) an unduly large proportion of their time is
spent in unnecessary travelling or waiting for
instructions or materials ;
(3) adequatetoolsand equipmentare nof available;
{4} insufficient provision is made to provide alter-
native indoor work, should weather conditions
interfere with outdoor work;
(5) they are otherwise under-employed.

7. As the efficiency of an organisation is dependent
mainly on the planning of work, pre-job control of
workmen and supervision, the control system should
be simple, easily understood by workmen and require
little clerical effort on their part, The operation of
the system adopted should leave supervisory staff
adequate freedom to make preparations for future
work to be done and to undertake some direct
supervision of work in progress.

8. Eifective day-to-day management by the Group
Engincer and the Building Supervisor and the super-
vising staff is essential to achieve the efficient use of
resources, The importance of management training
at the appropriate level for all supervisory and con-
trolling staff cannot be over emphasised.

9. Committees should always be provided with
estimates of the cost of subsiantial jobs and be
informed of the actual cost on completion. Reasons
should be given when under and overspending occurs.

10, The supervision of contractors® workmen is the
responsibility of the contractors concerned. The
responsibility, however, for ensuring that the draw-
ings and specifications are observed by contractors
rests with the Group Engincer or the Building
Supervisor. Frequent and detailed inspections of
work carried out by contractors should be made.

11. The need for late variations to specifications
which often cause contract prices to be exceeded,
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can be avoided by full and careful consultation with
all parties in preparing drawings and specifications.

12. An efficient Engincering and Building main-
tenance service cannot be provided by an Engineer
or Building Supervisor working in isolation. It
requires the full support of the hospital authority
and the active co-operation of the heads of the
different departments and the group and hospital
secretaries. The Woodbine Parish Report suggests
that Building Supervisors should be provided with
professional support at RHB level by the appoint-
ment of a professional officer on the staff of the
Regional Architect who would be responsible, on
behalf of his chicf officer, for advising upon all
technical aspects of maintenance.

Working Methods

13, There should be a functional Commitiee to
which the Group Engineer and the Building Super-
visor can report and the necessary machinery at
Committee level for ensuring that the Group's
expenditure on maintenance is the right amount to
spend and is being wisely spent. A costed long-term
plan for bringing all buildings and equipment in the
group up to a satisfactory state of maintenance
should exist and be updated annually. This will
provide guidance inter afiz on progress achieved
and the extent to which current revenue can be
used to avoid incurring much greater costs in the
future.

14. The urgency of some hospital engineering and
building maintenance makes it necessary for staff
to be available quickly to rectify faults. Permanent
stall will be familiar with the conditions of the
hospitals and will be able to undertake work with
the minimum amount of interference with hospital
routines, With direct labour, there is also the
advantage of flexibility since it is easier to modify
work programmes in the light of changing circum-
stances. The main drawback is the probability that
the staff will at times be under-employed and this can
be overcome as a result of the introduction of a
planned programme. Unless, however, the total
number of staff is closely related to the planned
programme, there will still be unoccupied time.
Generally, the number of directly employed staff
should be kept to the minimum that will ensure an
amount of work which will keep them steadily and
effectively employed. This will allow the balance of
the work, which is likely to be less regular in ils
incidence, to be placed out to contract in good time,

15. In some hospitals, such as small isolated units
in large groups, it may be that all maintenance work
should be done by local contractors on an ‘on call’
basis to avoid incurring excessive travelling time,
There are, however, no hard and fast rules which can
be applied to determine whether all or part of the
maintenance work should be done by contract or
direct labour. Each case must be considered on the
basis of overall standards of efficiency and economy.
In order to optimise the effectiveness of a direct
labour force, as many of the resources as possible
should be centralised and subject to close planning
and control. It is likely that this can be achi:vrpd by:

(1) acentrally controlled group team of workmen
18

to deal with any maintenance and upgrading work
which can be carried out economically by direct
labour; and

{2) a reduced labour force attached specifically
to cach hospital to carry out minor day-to-day
repairs and to operate any planned maintenance
schemes.

16. In general, the normal work load of the main-
tenance =taff should not consist of satisfying ad hoc
requests for a repair or replacement. If ad hoc
requests are the rule, most of the work becomes
urgent and the incidence of work is unpredictable
making the economic and effective use of main-
tenance staff difficult. Supervisors will have no clear
idea of what the men are doing or of how long they
should take on each job. Routine maintenance of
plant and equipment should be planned on an annual
basis: each item being inspected and maintained in
accordance with its own requirements. The advan-
tages of such a plan are:

(1) plant and equipment is regularly inspected and

maintained and deterioration is brought under

control;

(2) breakdowns are almost eliminated;

(3) the interval between replacement of items is

extended;

{4) work can be done at convenient times without

disruption to the normal services;

{5} the volume of work becomes a known, rather

than an unknown factor, for staffing and financial

control purposes.
Hospital Technical Memoranda MNos 12 and 13
describe the requirements of Planned Preventive
Maintenance programmes. In many hospitals, up to
50 per cent of the total maintenance budget can be
absorbed in dealing with breakdowns and ad hec
requests, Within a year or two of the introduction
of planned maintenance work it should be possible
to reduce this to about 5 per cent.

17. The objective of a building maintenance scheme
is to keep or restore hospital premises to acceptable
standards of salety and efficiency, having due regard
to the needs of the Health Service, the resources
available and the conditions under which the work
has to be carried out. A Hospital Technical Memoran-
dum is being prepared which will demonstrate how
this can be done. It will describe how to draw up a
planned programme, how to determine and set up
the necessary organisation and how to ensure that
the work is carried out effectively and efficiently.

18. A long term forecast should be prepared by the
Building Supervisor for up to § years ahead, to
include foresecable renovations, repairs, replace-
ments and improvements. This should be reviewed
and extended each year. Annual building and paint-
ing work forecasts should be prepared in October
and incorporated in the survey of revenue expendi-
ture for the next financial year, The following should
be put on a definite planned basis rather than ‘as
required’:

(1) painting maintenance (including washing

down);

{2) road and path repairs;

{3) roof and gultering maintenance;

(4) pointing of brickwork;

(5) modification of shelves or storage;

(6) floor sanding;



{7) fush panelling of doors;

(8) repositioning of departmental fitments/equip-

ment.
Other items, which should also be part of the annual
programme for building maintenance work, are
listed in paragraph 16 of Hospital Technical Memo-
randum Mo 12,

19. The programme of maintenance work for the
year should not be based on the allocation of
financial provision of a given amount against which
jobs done during the year are charged until the sum
is exhausted. A sum, based on a calculation of the
cost of planned maintenance plus an allowance for
emergency work and minor repairs, should be
computed and the amount needed for major jobs
should, so far as possible, rest on a schedule of
approved jobs for which estimated cosis have been
agreed. Under this arrangement, work done would
be 1o a predetermined programme and the cost of
individual large jobs would be compared by means
of suitable job costs with the estimated cost, thus
providing a running conirol over this class of work.,

20. In order to provide information on which the
Committee can judge the effectiveness of emploving
direct labour, competitive tendering on a realistic
basis should be encouraged. There should be a
comprehensive job costing system for major items
of work under which all jobs of a significant size
are costed and the final costs compared with prior
estimates. Paragraphs 90-98 of Hospital Technical
Memorandum Mo 12 set out a method of assessing
the Tull cost of carrying out direct labour main-
tenance work,

21. 1t is useful to check occasionally the cost of
labour and materials wsed to maintain items of
equipment in order to see whether the cost of
maintenance is reasonable. An analysis of the time
spent on different types of repair work will also
indicate the possible need for replacement (eg. re-
wiring rather than continued ad hoe repairs).

22, Comparison of the costs of similar jobs, for
example, redecorating wards, may show surprising
variations which can be the result of differences in
the scale of alterations and standards of fittings.
Investigations may be usefully made with the aim
of setting limits within which costs should be con-
tained and specifying minimum siandards for essen-
tial features.

23. Hospital Secretaries should be advised (a sample
basiz is sufficient) of the approximate labour and
material costs of minor maintenance work which they
have approved in order that they may appreciate
the cost of such work as a guide to approving future
requests.

24. In some circumstances, for example, when a
large job is undertaken by Direct Labour or when
contract and direct labour work needs infegration,
consideration should be given to the use of network
analysis to plan and control the work. Abstract of
Efficiency Studies Mo 139 describes a 4-year washing
and painting programme and shows the network
analysis and detailed planning for the painting of a
ward. The use of this technique is likely to have the
following advantages:

(1) greater precision in detailed planning and con-

trol is obtained throughout the project;
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(2) adequate warning is obtained of timing con-
flicts and areas likely to prove troublesome:
(3) better use is made of resources;

{#) a real undersianding is obtained of the prob-
lems involved in meeting a scheduled completion
date.

#

25. However carefully the system of regular inspec-
tion is built up, emergencies and breakdowns may
still occur. To cope with these there should be
machinery for:

(1) prompt notification of such occurrences:

{2) immediate repairs (or eventual repairs if there

i% nO Urgency);

{3) ascertaining the cause;

{4} preventing a repetition.

26, Standard procedures should exist which enable
any work outside the normal programme to be
adequately controlled. They should enable the
appropriate priority to be determined so that it can
be fitted into its correct place in the programme,
The notification of work to be done should be in
writing, with urgent work being requested by tele-
phone in the first instance with subsequent notifica-
tion in writing. Requisitioning officers should be
asked io state clearly what needs to be done, Where
local jobs are undertaken by hospital staff acting on
orders from Hospital Secretaries, the same practice
should be followed, except that the request forms
would be passed to the head of the maintenance
department retrospectively, after the work had been
completed. A system for dealing centrally with
requisitions should contain two essentials:
(1) officers who initiate requests should be
informed as soon as possible whether the job can
be donc and an estimate of the commencement
date should be given. If the job cannot be done
within a reasonable time, or cannot be done at all,
the reasons should be fully stated:
(2) the Group Engineer [ Building Supervisor
should keep under constant review all jobs
awailing attention.
Abstract of Efficiency Studies No 80 describes a
requisitioning procedure which was introduced after
a study of a Works Department in a hospital group
of 900 beds.

27. Good supervision of workmen requires that:
(1} so far as possible the workmen should under-
stand beforchand what is to be done and be
allowed the appropriate time in which to do it ;
(2) adequate technical puidance and assistance is
made available, as necessary;

(3) jobs should be checked as mecessary after
completion to ensure that they have been carried
out satisfactorily.

28. It is the usual practice for workmen employed
at the main hospital to report to a common point,
normally the maintenance workshops, at the begin-
ning and end of each day to change clothes and
collect, deposit tools, etc. A day's work can be
allocated to each man at the beginning of each day
which at the end of the day can be checked to make
sure that it has been done. This can be done by using
a combined daily work allocation time sheet which
can be used in conjunction with a weekly summary
sheet for wages compilation. Suggestions for the
design and vwse of work allocation sheets appear in
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paragraphs 68-T1 of Hospital Technical Memoran-
dum Mo 12.

29, Shortly after appointment, a tradesman should
be made aware of the working routine of the hospital
so that he will know when best to do hiz work and
will appreciate the need to keep noise and disruption
to a minimum. He will also be better able to under-
stand the complex framework of autherity within a
hospital.

30. Authorisation of variations to the specifications
of work being carried out under contract should
always be properly authorised and channelled via
the Engineer or Building Supervisor for approval
by administration or by the Committee and should
always be confirmed in writing. The Engincer or
Building Supervisor should always carry out a
thorough inspection and testing of contractor’s work
before the expiration of the retention pericd and
before the payment of the final account is authorised.

31, Separate stores for the Engincer and the
Building Supervisor are UnneCessary and can lead
to duplication of stock items, Some hospitals have
been able to include these items in a separate section
of the Main Stores to be issued by the staff of the
Main Stores. This arrangement can help to improve
the control of the stock range and can also reduce
stock holding costs. In scattered hospitals, use should
be made of fixed quantity sub-stores, particularly for
inexpensive items in constant demand, eg. lamps.
Stocktaking and inventory checking would, of
course, be more difficult and possibly the risk of
loss through petty pilfering greater. Where stores are
dispersed in this way, a simple recorded replenish-
ment system should disclose whether abnormally
high consumption merits enguiry.

32. Although the range of stock items is consider-
able, the number held of any individual item is
usually guite small and, except in isolated cases,
comparatively insignificant. There is a danger that
the cost of purchasing and stock control procedures
will be out of proportion to the value of the stocks.
Hospitals can keep the stock range to a minimum
by purchasing against annual contracts (or trade
terms less a small discount) with large builders’
merchants and ironmongers. This type of arrange-
ment can also reduce the amount of clerical staff
{ime in deciding where to place an order or in trying
to obtain a higher rate of discount where the yield
is insignificant in relation to the effort invelved.
Abstract of Efficiency Studies Mo 36 describes a
study to determine the space requirements for an
Engineers’ Department Stores during which the
stock range was examined. As a result, there was a
et reduction in the number of stock items of 18 per
cent which, in turn, reduced the amount of space
required by over 20 per cent,

Staff

33, Insufficient evidence is at present available to
enable staffing ratios to be calculated for the staff
of Engincering and Building Maintenance Diepart-
menis. In a hospital in which planned preventive
maintenance takes place, the number of dircctly
employed maintenance stafl should be elosely rejated
to the planned programme to ensure that, for all the
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different trades, there is an amount of work available
which will keep them steadily and effectively em-
ployed.

34. The Engineer/Building Supérvisor's prime res-
ponsibility is for the day-to-day management of
maintenance work and for the preparation and
submission of management data to administration.
To discharge this responsibility he should:

(1} be in attendance at committee meetings when

building and engineering maintenance is dis-

cussed

{2) have sufficient clerical assistance to enable

him to perform his administrative functions.
Efficient management of maintenance work must be
based on a complete knowledze of all buildings,
plant and equipment. The technical work involved
in preparing drawings, specifications, etc will cause
a fair proportion of the Engincer/Building Super-
visor's time to be spent in the office. He should be
relieved of all routine clerical work so that he may
have the time to visit and inspect all premises and
to control his department. All clerical work and
records should be centralised in order to maintain
the Engincer/Building Supervisor’s overall control
except where directly employed staff are dispersed
throughout the group when custody of routine
inspection and maintenance records will have to be
left to the Hospital Engineer.

Equipment

35, The wide range of equipment in a hospital can
require the provision of special tools and equipment
which can hardly be regarded as the craftsman’s
responsibility to provide even if he is in reccipt of a
tool allowance. While adequate security iz essential,
these toals should be available to the craftsman
needing them. In some cases it may be advantageous
to make up individual tool kits for special jobs, eg.
for servicing floor polishing machines, Special trolleys
can save time and should be designed to carry the
necessary tools and spares, ete for electrical, car-
pentry and plumbing maintenance.

36, There is merit in duplicating the provision of
some relatively inexpensive equipment. For example,
duplication of painters’ trestles, etc should ensure
that equipment is always available at sites before
jobs commence so that painters can move from job
to job without incurring delays in waiting for equip-
ment to be transferred. Similarly, the provision of
step ladders at specified points throughout the
hospital can eradicate wasted time in looking for and
carrying ladders from place to place.

17. A plant register is an invaluable aid to manage-
ment and should contain the following information:
(1) details of machinery, for example, in the
laundry, showing date of installation, type, load,
size, etc;
(2) the hourly and weekly capacity per machine;
(1) the present hourly and weckly output per
maching;
(4} arecord of lost man hours due to:
{z) breakdown/routine maintenance,
(b} stalf absences,
i{c) other reasons.









Linen Services

Scope

1. For this purpose, the term Linen Services in-
cludes the laundéring of linen and uniforms, the
storage of clean linen, and the alteration, repair and
replacement of linen and uniforms. The distribution
of linen is also included and references may also
appear in the section for the Portering Services. It
excludes the collection of soiled and infected linen,
the linen requirements of the C55D and the care of
and distribution of linen within the user depart-
ments. These aspects will be included in the sections
for the departments concerned.

General Considerations

2. The present concept is that of hospital laundries
designed to supply areas or a number of groups.
Unless there are special conditions such as excessive
transport costs, no new laundry having a throughput
of less than 55,000 articles per week is considered {o
be an economic unit. MNevertheless 90 per cent of
existing laundries process less than this. In general,
larger laundries tend to achieve lower unit costs and
offer much more scope for continued improvements.
Subject to overall Regional Laundry planning con-
siderations, for zmall hospitals with their own laund-
rics, where a new area laundry is more than, say,
three vears distant, it is worth investigating the com-
parative costs of:

(1) the present arrangements;

(2) adopting an evening shiflt to absorb the work

of neighbouring laundries; and

(3) contracting the work out to commercial

laundries. Where this arrangement is being con-

sidered the cost of any laundering work which is

still to be done in the hospital must be taken into

account.

3. There seems to be scope for exploring (2) and (3)
where a hospital laundry processes less than 10,000
articles each week. Total laundering costs have been
shown regardless of the level of output to be more
sensitive to productivity of labour than to any other
factor, thus emphasising the erucial role of manage-
ment. Wages generally comprise about 59 per cent
of operating costs and about 41 per cent of total
production costs. In new laundries, the number of
articles processed per operator per week should not
be less than 1,600, Further comments on size, cost

and efficiency of hospital laundries appear in Hozpital
O & M and Work Study Report No 12,

4, Modern factory management techniques are
applicable to a hospital laundry and a comprehen-
sive programme for improving and maintaining
laundry efficiency should include the following:
(1) Product Design. Can the article be eliminated,
replaced ecomomically by disposables, simplified
or standardised ?
(2) Sequence of Operations. Can any operation be
eliminated, combined or simplified ?
(3) Work Place Layout and Eguipment. Can the
workflow be improved and handling be reduced
by repositioning equipment and/or using mechani-
cal conveyors ?
(4) Staff Training. Can the operators work be
expedited and made less laborious by appropriate
training based on motion study principles ?
The two main objectives of Laundry Management
are:
(1) to maintain a balanced daily throughput of
the number and type of articles required by the
Central Linen Room;
{2) to achieve the minimum total cost per article
laundered without lowering standards.

5. Efficient laundry management requires precise
knowledge of the ouiput of each process and the
labour, materials and services involved. Records
should be maintained to provide this control infor-
mation. The use of a Job Specification Sheet is
recommended for each work station giving step by
siep instructions regarding the methods to be
employed in processing the various classes of linen
involved.

6. The laundry manager should be consulted on the
purchase of textiles in relation to laundry costs and
should arrange iests for shrinkage, colour fasiness,
etc. He must be consulted in the purchase of new
laundry equipment s0 that its value in terms of
increased production or reduced labour costs can
be assessed.

7. The basic principles to be observed in organising
hospital linen supply systems can be summarised as
follows:
(1) the systern must always be geared to the current
necds of user departments;
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{2) there should be maximum standardisation of

articles in order to simplify laundry operations

and linen distribution procedures;

(3} there should be maximum utilisation of linen

stocks.
Obzervance of these basic principles and the main-
tenance of effective quality, quantity and cost control
requires close co-operation. One way in which co-
operation can be fostered is to set up a Linen Services
Committee comprising the Laundry Manager, Linen
Superintendent, representatives of user departments,
the officer responsible for the distribution of linen,
and a senior administrator as Chairman.

8. A central linen room should exist adjacent to the
laundry, if possible, and should provide users with a
comprehensive range of items. Each separate hospital
should have a linen room to receive and despatch
laundry consignments and to issue clean linen to
USErs,

0, Sewing room work is an integral part of the Linen
Supply Services and as such should be under the
overall control of the officer responsible for supplies,
day to day supervision being exercised by the Linen
Superintendent or, in the absence of this post, by
the Workroom Mistress, All linen repairs, marking
and manufacturing should be carried out in the
Central Sewing Room to achieve the maximum
rationalisation of work and maximum economy of
labour.

10. The establishment of a Group Central Linen
Service should eliminate the need for condemning
procedures at hospital level and issues of new linen
should be made to the Central Sewing Room.
Whenever a hospital loses its on-site sewing service,
special local work, eg. curtaing, equipment cOvers
should be measured by a visiting seamstress from the
Central Sewing Room.

Working Methods

11. Arrangements should be made to review periodi-
cally the various types of articles processed to bring
to light :—
(1} needless variety in the design of articles which
serve @ similar purpose, eg. bed linen, staff uni-
forms, variously named ‘cloths’;
{(2) particular features of article design which
create laundering problems, eg. ‘gathered’ waist
bands in aprons; unnecessary thickness (causing
duplication of drying/finishing work on the iron-
ing machine); fastening tapes on gowns;
(3) various articles for which, having regard to the
actual underlying cost of laundering them, dis-
posable substitules may be preferable, ez, face
masks, theatre caps, bed-pan covers, nurses'
laundry bags, nurses’ caps, ‘feeders’ (bibs), tray
cloths and hand towels.
A local review of linen in circulation also provides
the oppertunity to give early effect to the nationally
agreed article specifications.

11. Correct laundering methods should be estab-
lished for each class of article, to ensure that the
simplest methods are employed consistent with the
standard of *finish’ strictly required for each type of
article. It has often been found that articles have
24

been finished to a higher standard than is strictly
required, for example:
(1) theatre clothing is invariably autoclaved after
laundering and, therefore, need only be processed
by the ironing machine;
(2) sheets may be put through the flat work iron-
ing machine a second time in order to remove a
slight residual dampness in the sheet hems. This
duplication of work is costly and can often be
avoided by proper attention to machine speed and
steam pressure;
(3) the modern type of nurses” apron can usually
be finished to an acceptable standard by the flat
work ironing machine instead of using the much
more expensive press finishing operation.
(4) many covers and cloths often réquiré nothing
more than washing and tumbler drying yet are
commonly given much more elaborate and
expensive treatment.

13. Flatwork ironing accounts for about two-
thirds of the total articles ‘finished” in the laundry
and must be organised to secure the maximum use of
machine capacity and operators, particularly to
ensure that:

(1) consistent with drying efficiency, the machine

speed is as high as it can be;

(2) the number of articles being put through a

second time, is kept to a minimum;

{3} the operators are kept supplied with uniform

batches of prepared work;

(4) the whole width of the drying bed is utilised

and that the gaps between articles is kept to a

minimum;

{5) folding does not slow down the whole opera-

tion;

{6) if the laundry processes over 40,000 articles

weckly, automatic feed and folding attachments

should be considered if they do not already exist.
Attention to the above should increase output of
flatwork by up to 25 per cent. Damaged linen should
be removed during processing and sent direct to the
sewing room for repair or replacement. Stained
articles should also be picked out during ironing.
Ideally, the number of stained articles which need to
be removed at this stage should be very small but at
the maximum should be less than § per cent of
throughput.

14. Excessive peaks of arrival of soiled linen can
cause delay in making clean linen available and cause
undesirable fluctuations in day to day workloads.
This may lead to shortages of clean linen resulting in
special and, therefore, inefficient laundry runs to fill
‘panic’ orders and in uneconomic staffing levels to
cover the fluctuations in load.

15. Overall cfficiency depends on achieving the
correct relationships between:

(1) the workload;

(%) machine output capacity;

(3) operator performance.
Action should be taken to énsure that these relation-
ships exist otherwise there is a danger that the
capacity of the laundry will not be fully utilised. A
reliable method of calculating output is required.
This can be done by weighing, using issue figures
from the Linen Room or by taking a sample count
each week. Methods of doing this are described in
Hospital O & M and Work Study Report Mo 12,



16. A Laundry Manager needs to reconcile the daily
izsue requirements of the Linen Foom with his own
need {0 maintain a balanced Aow of work to the
various laundering processes. The Linen Room
Superintendent should supply a summary of daily
linen issues as a daily production target and each
work station should have a daily work schedule
providing the operator with ‘targets’. The comparison
of actual output with these targets will indicate a
degree of success each operator is achieving and
action can be taken to remedy any recurrent failures,

17. Work should be released from the sorting room
in uniform batches correctly classified to eliminate
the need for in-process sorting at subsequent stages.
The number of classifications should be kept to the
minimum necessary, eg. classification by user may
not be necessary, to avoid delays in passing linen to
the wash room. Care should be exercised in selecting
containers for the movement of soiled linen since
some (ypes can give rise to unnecessary handling.

18. If excess production capacity exists, considera-
tion should be given to increasing the throughput,
perhaps by providing a laundering service for other
hospitals subject to the Regional Laundry planning
arrangements, if this can be arranged economically.
Capacity can sometimes be increased by a short
evening shift, enabling the work of a smaller laundry
to be absorbed.

19. Unnecessary handling operations can be costly,
¢g. one unnecessary precalendering fold given to a
sheet in the laundry of throughput of 50,000 articles
per week can waste as much as three-quarters of one
full time member of the staff. All procedures should
be critically examined to ensure that methods are
consistent with the requirements of the finished
product.

2. Carefully designed trolleys can help to reduce
movement and handling in most areas of the laundry.
Where the washroom is on the same level as the
sorting room soiled linen should be classified directly
into trolleys to avoid double handling into and out of
classifving racks. High level trolleys can reduce the
effort involved in transferring loads from extractors
into drying tumblers. Mobile racking should be used
for collecting finished work from the machines and
transporting it to the packing séction. In some cases,
it may be possible to pack ward and departmental
linen supplies direct from the finishing process using
mobile bag holders, thus avoiding double handling
into and out of the siorage racks.

21. Laundry Managers should be supplied with
timely and relevant information concerning the
items of expense for which they are directly respon-
sible.

22. The main types of linen distribution systems in
hospitals are!

{1) exchange trolley direct from a central linen

To0m;

{(2) daily quota direct from a central linen room;

{3) topping up from a hospital linén room;

{4) requisitioning from a hospital linen room.
Because of the labour costs involved in maintaining
hospital linen rooms, the linen distribution system
should be direct from a central linen room situated
adjacent to the laundry supplying users direct. OF
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the two systems operating from a central linen room,
the daily guota system is preferred as the initial
cquipment cost of an exchange trolley system is
considerably more than the cost of the daily quota
system. Generally, however, the daily quota system
and the exchange trolley system are similar in that a
day's use is pre-determined and issued direct from a
central linen room: the systems differ only in the
physical methods of handling the linen.

23. Vehicles allocated to the Linen Service may be of
the prime mover and trailer type when dealing with
large volume production but in oiher cases they
should meet the specifications contained in the
Linen Services Report. Any vans used for transport-
ing soiled or clean linen 1o or from the laundry
should be capable of being thoroughly cleaned and
disinfected after each journey. When hospital trucks
are used for soiled linen, they should also be disin-
fected after each journey. Comtainers of clean linen
must, of course, be kept dry and especially rest on a
dry surface during transit.

24, Containers of washable cottonfterylene for
common linen and return to wser items, can, if the
laundry system allows, also be used for the return of
soiled linen. Personal linen can be wrapped in heat
sealed bags and the same bag used to return the
solled items.

25, Containers for infected linen should be water-
proof, strong, cheap (or disposable) and light 1o
carry. Light gauge polythene bags enclosed in a
washable outer canvas or navlon bag for transit
purposes are recommended. The outer bag should be
coloured and marked to identify the contents. Other
containers eg. rigid plastic bins, and heavy gauge
polythene bags are suitable but could prove expensive
and may have other disadvantages. Although alginate
stitched plastic bags are also expensive they should
be used for linen from patients with typhoid.

26. Attention should be directed to security measures
such as:
(1) the reduction of linen holdings everywhere to
the minimnm :
() the locking of stock rooms and the restriction
of the number of persons having access to them:
(3) recording and sealing of containers during
transit and the insistence on receipts at each stage
for the number of containers;
{4) constant and positive supervision by all staff
having linen in their charge;
{5} spotchecks by the Linen Room Superintendent
at any stage of the linen cycle;
(6} frequent systematic and accurate condemning
procedunes.

27. As the Workroom Mistress in the Central
Sewing Room must sort damaged items in order to
allecate them to the staff, items which are worn or
damaged beyond repair should be placed aside at
this stage to be examined subsequenily by the
Condemning Officer.

28. Some repairs cost more than the article is
currently worth and carciul scrutiny of the articles
for repair should be carried out to ensure that only
economic repairs are undertaken. The thermo-patch
linen repair system eliminates the need for skilled
seamastresses 1o spend valuable time repairing items

25



6

of linen. Studies have revealed that this system can
be used to repair at least 50 per cent of all damaged
or worn articles.

29. In view of the very real and expensive problems
of marking, the retention of individually marked
hospital linen is not compatible with laundering
ecopomies, minimum linen stocks and cfficient linen
supply. The specification working party on bed linen
suggests that it is difficult to justify inter-weaving on
economic grounds, Of other methods of marking
available, the use of a pantograph attachment to a
domestic sewing machine has been found to be much
more costly than the use of a system of rubber stamps
and felt tip pens.

30, After repair and rewashing, linen should be
returned to the Linen Room for distribution. At no
stage is there considered to be any need for listing,
exchange of signatures or any other form of paper
work. Sewing room records should be restricted to a
repairs and condemned book, a goods received book,
a material conversions book (itemised) and a staff
uniform index card. A standard measurement form
should be used for recording staff measurements.

3l. Much of the manufacturing activities undertaken
in the hospital sewing room is uneconomic. It is
recommended therefore that manufacturing activi-
ties should be restricied to those articles which:
(1) cannot be obtained from linen manufacturers;
or
(2) can be made at a price significantly lower than
the outside manufacturers’ costs,

Staff

32, The following performance figures have been
produced after a series of production studies. The
fipures are based on the hourly output of a reason-
ably competent operator working under normal con-
ditions and with reasonably efficient equipment.
They are expressed in terms of a nominal 75 per-
formance on the BS1 scale and relaxation and con-
tingency allowances, synchronisation loss, lost time,
and unmeasured work, ¢tc have been allowed for.
They have been taken from Hospital O & M and
Work Study Report Mo 12:
{1} Sorting and Classification:

{i) General hospital, 400 articles per hour;

{ii) Psychiatric hospital, 460 articles per hour;
(2) Washing (includes conveying from classifica-
tion and hydro extraction):

(1) Manual controls

400 Ib per hour
Hydro extraction 240 1b per hour
GO0 1b per hour
(i) Auwtomatic controls
560
L ek 300 Ib per hour

Hydro extraction
00 1b per hour
{iii) Wash/extractors 500 Ib per howr:
(3) Tumbler drying, 850 Ib per hour;
(4) Folding tumbled work, 250 articles per hour;
(5) Calendering (with folder) and associated pre-
paration, 87 articles per hour;
(6) Pressing and folding, 30 articles per hour;
{7) Hand ironing, 12 articles per hour:
(8) Packing and racking, 250 articles per hour,
26

33. Laundry efficiency is very sensitive to changes in
the morale and utilisation of stafl and therefore the
ability of the manager to motivate and control staff
is of paramount importance. Because of the laundry
manager's comparative isolation from the hospital
administration, the efficiency of hiz department is
often largely dependent upon his personal skill and
initiative. The increased emphasis on modemn
management techniques should be reflected in the
training of laundry managers. Technical competence
is most important but unless this is complemented
by management expertise the laundry manager will
not be fully effective. To build an efficient laundry
service, it is necessary for staff training needs to
be determined and adequate training facilities pro-
vided for all grades of laundry staff.

i34, A linen turnover of 60,000 or more articles
weekly usually justifies the appointment of a Linen
Superintendent. The Superintendent should nor-
mally be accountable direct to the officer responsible
for the distribution of supplies and not to the Laundry
Manager. Where the weekly turnover is significantly
less than 60,000 (broadly equivalent to less than 1,000
beds served) the day to day supervision of linen
packing and despatch can be undertaken by a
working chargehand in the Central Linen Room.
Studies have so far suggested that the ratio of staff
likely to be required in the Linén Room is one
assistant to between 12,000 and 14,000 articles
handled per week.

35, Depending on the policy of the Sewing Room
there is some evidence 1o suggest that one seamsiress
will normally be required for each 4,500 items
handled each week by the Linen Room. The ratio
might also be expressed as one scamstress for 80
beds.

Equipment

36, In order to achieve maximum machine utilisa-
tion, careful calculation and planning of machine
times and matching of machine loads should take
place. The following are among the more important
factors which should be taken into account:
{1) machine capacities should be compatible to
avoid, for example, a 130135 1b load from the
washer/extractor having to pass to a tumbler
dryer with a capacity of 100 Ib;
{2) the sequence of machine operations should be
controlled to prevent simultanecus stopping by
two or more machines allocated to the one
operator and to keep machine down-time to a
T T |
(3) machine loadings and times should be correct
for the degree of finish required ; :
(4) machine output will be reduced il optimum
machine cyele times are cxceeded and if water
temperatures are incorrect. Longer running may
also cause dirt to be re.deposited in the articles
being washed;
{5) machine output may be reduced if loads are
not of the correct weight, Overloading machines
is likely to invelve longer cycle times,

37. Imefficient calenders or over provision of calender
capacity may be highly uncconomic of labour. A



large modern calender will cope with a total through-
put of 50-60,000 articles per week, given a sheet
spreader and automatic folding machinery. Five
staff should be adequate to man the calender (plus
one to feed work to the sheet spreader operator).
Important factors of calender operation are:
(1) the calender speed should be optimum for its
design:
(2) the fitting of feeding and folding machinery
can increase the throughput considerably. The
fitting of extra rolls and gap picces may alsp
increase the calender’s capacity;
(3} edge to edge feeding should be maintained as
far as possible. This will involve careful, planned
preparation and feeding. Care must be taken to
ensure that edge to edge feeding is not achieved
solely as a result of unnecessarily slow calender
specds or cxcessive time spent on preparation.
(4) selvedge feeding of sheets will increase output,
il the calender size is suitable:
(5) sufficiently large baiches of similar articles
should be assembled to provide long calender runs
without change of speed;
(6) it may be possible by increasing the steam
pressure, by improved pre-drying or by special
runs at a slower speed to avoid passing articles
through the calender more than once;
{T) it may be worthwhile considering the replace-
ment of two older less efficient calenders by one
modern machine,

38. Hydro-extractor processes usually involve heavy
work and labour saving equipment is generally
Justified. A loading hoist, such as that described in
Abstract of Efficiency Siudies No 37, may reduce
hydro-labour by as much as 50 per cent at the same
time as increasing throughput by 10 per cent.

39, Some small machines will generally be needed in
the wash-house to deal with small classifications, for
example, ‘launderette’ equipment for siaff)patients
personal clothing: small diameter tumbler dryer to
prevent woollen shrinkage.

40, Studies have shown that cabinet drving machines
arc generally less economic than tumblers. Output
from cabinet type garment presses has been found to
be significantly more than conventional rotary
presses and requires similar floor space.

41. An effective programme of preventive main-
tenance should take place to minimise machine
breakdown. It should be devised to cause the
minimum amount of interruption to laundry pro-
CESSES.

42, A plant register is an invaluable aid to manage-
ment and should contain the following information:
(1) details of the laundry machinery showing date
of installation, type, load size, etc;
(2) the hourly and weekly capacity per maching;
(3) the present hourly and weekly output per
machine ;
{4) a record of lost machine-hours due to;
(i) breakdown/routing maintenance;
(ii) staff absence;
(1ii} other reasons.
A copy should be held by the Group Engineer and
possibly by the Regional Engineer.
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Materials and Services

43. In order 1o avoid extravagant use of materials:
(1) access to bulk stocks should be strictly con-
trolled by the Laundry Manager;

(2) the calculated materials requirements should
be released to the wash-room on a daily/weekly
basis;

(3) wash-room staff should be properly instructed
regarding the allowed quantities of soaps, deter-
gents, ete per load and provided with standard
measures if automatic washing controls are not
fitted ;

{4) wash-room demands for additional materials
will be evidence of extravagance requiring investis
gation by the Laundry Manager;

{5) a materials book should be used to record the
receipt of bulk supplies, standard weekly issues
and weekly excess figures. This same record
should be used by the Hospital Management
Commitiee Treasurer for costing purposes. By
this means, unit costs would reflect actual con-
sumption of materials, and not as sometimes found
the amounts invoiced during the accounting
period.

44. The cost of introduction of disposable items must
be realistically astessed. The cost comparison must
be made between:
(1) the purchase price, storage cost and the dis-
posal cost of disposable items, and
(2) the actual cost of laundering the particular
linen items plus its purchase price and estimated
life.

45, In addition to cost, other factors which must be
taken into account arc the total laundry capacity
available, the extra work created on the supplies and
storage functions, the acceptability by staff, the
affects on the risk of cross infection, the control of
use and incidence of wasiage. The following dis-
posable items are among those which should be
considered for use:

Hand Towels,

Tea Towels,

Serviettes,

Bed-pan Covers,

Urinal Covers,

Face Masks,

Operation Caps,

Clinical Sheets.

46. The cost of stcam production is usually outside
the Laundry Manager's control, on the other hand
the quantity of steam consumed by the various
laundering processes is largely within his jurizdiction.
As a routine instrument of control the metered
consumption of steam should be charted on a graph
using target figures as a reference line.

47. Some laundrics are more fortunate than others
in respect of the price and suitability of water
supplies. Even so, it is the Manager's duty to regulate
the quantities used and maintain a similar record to
that referred to above for steam control.

48. An insufficient or excessive number of rinse
cycles or incorrect *depth® (water level) may not only
give a low standard of cleanliness or reduced output
but may waste water and steam. Leakages may also
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waste considerable amounts of water. Manually

controlled machines should not use more than

4} to 6 gallons of water per pound weight, machines

with auiomatic controls not more than 3 to 3

gallons per pound weight and machines with water

re-use systems not more than 1§ gallons per pound
weight of linen.

Accommodation

49, Work should procesd from sorting room to
packing section by the shortest possible route avoid-
ing ‘dog legs’ and back tracking, thus reducing
movement of linen and operatives. About two articles
out of every three are so called ‘flat-work™ and
ironing machine finished. Accordingly this main route
must be given top priority when siting machines in
relation to cach other and when considering the
scope for mechanical handling facilities. The layout
of equipment must follow the sequence of opera-
tions: machines should not be too close or sited at
right angles which prevent free passage with loaded
trolleys. Machine doors which open towards each
other can prevent simultansous loading and unload-
ing. It may be useful to install conveyors in the press
area to take work to operators and to remove pressed
articles.

50. It issuggested that a Central Linen Room should
be sited at each hospital laundry with a capacity to
hold approximately 50 per cent of the linen stocks in
circulation. A Central Sewing Room should be
created nearby for all repairs and tailoring. Storage
accommodation at user/department level should be
capable of holding 48 hours supply and to safeguard
hospitals against unforeseen difficulties an emergency
stock equivalent to 5 per cent of each of the ten most
popular items should be provided at hospital level.
In order to achieve the maximum fexibility of
storage equipment and to reduce the time spent on

handling linen between the end of the production
lines and the linen stores it has been found that the
most practical method is by the use of movable racks.
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Transport

Scope

1. For this purpose, the term Transport is defined as
being the organisation and management of the exter-
nal transport arrangements in a Group. The section
does not include guidance about the movement of
supplies, ctc within the hospital nor to the normal
arrangements for the authorisation and use of the
private cars of staff. References to the movement of
goods within the hospital will be included in the
sections for Supplics, Stores and the Portering
Services.

Organisation

2, Studies have shown that the organisation of
hospital external transport varies greatly, There are
centralised group transport departments, sub-group
transport cenires and compleiely decentralised
arrangemenis. In many instances, wehicles are allo-
cated to certain departments for their specific use.
However, unless transport is regarded as a group
service and is planned on a group basis, there is a
very real danger of duplication of journeys. The
initial planning should be undertaken at Group
Administration level and should include:

(1) an assessment of the group transport needs;

{2) an investigation o determine the best trans-

port programme to meet these needs;

{3) the determination of the best distnbution of

transport bases within the group to provide an

efficient service;

(4) a study to determine which vehicles are the

most suitable for the particular needs;

(5) the compilation of realistic driving rotas (o

operate the transport programme in the most

economical manner;

(6) arrangements for the maintenance of vehicles;

(T) a programme for replacement of vehicles;

(&) arrangements best suited for the management
of the transport service.

1. From a series of studies the conclusion was drawn
that significant improvements, possibly of the order
of 15 per cent, are generally possible in transport
services, mainly by improving journey co-ordination
and better control over the use of vehicles and
drivers.

Working Methods

4. Responsibility for the control of the Transport
Service should be allocated to a senior member of
the Group Administrative stafl, When it is necessary
to have vehicles and drivers at more than one base,
the senior driver should be regarded as representing
the Group Transport Officer. Full laison should
exist between the Transport Officer and officers

responsible for the control of any departmentally
allocated vehicles.

5. The majority of journeys can be programmed in
advance but there is also the need (o provide trans-
port for ad koc requirements. Submuission of requesis
to a central control point is usually the best and most
economical way to organise these journeys. It is by
no means certain that the employment of drivers on
a standby basis is the most efficient way of meeting
the ad foc demands that arise outside normal
working hours and at weekends. Cost comparisons
have shown that in the majority of cases where
public transport is not available, the use of reliable
taxi services is more economical, the charges being
25 per cent or more below the costs per journey when
hospital transport is used.

6. Authorising the use of taxis, especially during
normal working hours, should be the responsibility
of the Transport Officer, as the officer in the best
position to know whether the demand can be met by
the use of the Committes’s own vehicles.

7. Although there may be advantages in allocating
a vehicle to a department for its sole use, generally
studies have shown that such vehicles are badly
utilised. They ofien stand idle for a great proportion
of their time and are ofien under loaded. There is
also a tendency to use them merely because they are
available which often leads to a duplication of
journeys.

8. With centralised service departments, there is
always a need for regular, well planned distribution
around the Group to deliver such things as stores,
laundry, sterile supplies ete. Advantage should be
taken of this service (o transport the numerous other
items which need to be conveyed beiween hospitals,
eg. Pathology specimens, X-ray films, case notes ¢ic.
The use of properly designed containers may extend
the use of some vehicles to enable a greater range of
items to be conveyed. A copy of the time-table
showing regular delivery times should be available
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in all departments that may need to use the
SCrvice,

9, Studies have produced evidence which showed
that too little attention has been paid to the need to
turn transport round guickly at call points. The time
spent in turn-round has been found to be generally
about 35 per cent of the hours spent away from the
bas=, with a percentage range between 116 per cent
and 59-8 per cent. Clearly, any unnecessary time
spent in turn-round will diminish the amount of
uzeful work able to be carried out by the transport
service. The use of trailers may help to reduce turn-
round time.

10. Administrative arrangements for maintenance
should be the responsibility of the Transport Officer
who would be expected to seck technical advice from
Group Engineers. Planned mainlenance should be
arranged in accordance with manufacturers’ instruc-
tions. Daily checking of oil, water and fuel levels
should be the responsibility of drivers who should
also be expected to keep the vehicles clean. It is
generally considerably more costly to employ a
mechanic (o carry out rouline maintenance and
repair work, although it may be economic if there is
vehicle/mechanic ratio of 12:1 or more. In some
cases, vehicle maintenance by directly employed
stafl has cost twice as much as in groups employing
firms of motor engineers.

11. The duties of the Transport Officer should also
include:
(1) collaboration and advice to the Supplies
Depariment in arranging contracts for taxis,
petrol and maintenance ;
(2) initiating and pressing claims against suppliers
and manufacturers of vehicles for defects arising
during the guarantee period.

12. Arrangements should exist for the control of
vehicle keys to prevent unauthorised use. Conirol
can also be improved by proper garaging facilities
which also help to reduce deterioration of the body-
work of vehiches.

13. In order to provide adequate control and cost
information, transport service records should in-
clude:
(1) standard log books containing information
about the purchase of the vehicle and summarised
history of ils performance and maintenance;
(2} vehicle journey sheets containing the detailed
information about journeys.
Abstract of Efficiency Studies No 120 describes a
study of a group transport service and includes

copics of vehicle log and journey sheets and log book
sheets.

14. The opportunity to effect overall savings by the
use of radio telephone facilities in vehicles is likely
1o be affected by the:
{1} area to be covered;
(2) number of vehicles fitted with radio telephone;
(3) number of urgent calls between base and the
vehicles;
(4) need to install remote control equipment and
to have G.P.O, private lines.
A study of a radio-telephone system involving radio
in only one vehicle and using remote control equip-
ment was found to cost about £180 per annum to
30

operate. The value of savings was found to be about
£27 per annum of which only £5 was likely to be
collectable. However, other studies have suggested,
with a larger fleet and using shared transmitting
facilities without remote control, perhaps using the
local ambulance service facilities, that the installa-
tion of a radio-telephone system can be justified on
economic grounds.

Vehicles

15. Studies have shown that an assessment of the

existing fleet of vehicles can generally besi be carried

out under 3 headings:
(1) whether the organisation is the most suitable
to meet transport needs, Consideration should be
given to the allocation and basing of vehicles, the
programming of runs and the control of opera-
11005 ;
{2y whether the number of wehicles in use is
reasonable, If the average mileage calculated over
the whole range of vehicles is substantially less
than 300 miles per vehicle per week, it is likely
that too many vehicles are being used;
(3) whether the vehicles in use are of the right type
(see Section 6 for the description of type of
vehicle required by the Linen Services) and are
reasonably well loaded. Many hospital vehicles
are of the wrong kind generally being too big and
carrying a high proportion of small or medium
sized loads. This has been particularly noticeable
in the case of vehicles allocated to Engineers’
Departments. Engineers’ Departments should con-
sider hiring when the need for a particularly large
vehicle arises infrequently.

16. With the exception of larger passenger carrying
vehicles, maintenance costs start to increase signifi-
cantly during the third year of life of vehicles cover-
ing more than 6,000 miles per annum. Appendix N
of Hospital O & M Service Report No 7 illustrates
the rate of increase of maintenance costs for different
types of vehicles.,

17. The advantages of planned replacement pro-
grammes are that they:
(1) ensure that wvehicles do not become un-
ECONOMmIc;
{2) can take into account changes in transport
necds;
{3) enable replacement recommendation to be
made well in advance of actuwal need and, con-
sequently, permit a thorough study to be made of
the possible choices. Ministry of Defence contracts
enable authorities to buy some vehicles at a lower
cost,
{4) they provide information from which the
Treasurer can compile estimates.
Small vehicles ie. under 15 cwi which are more than
5 years old or with mileages over 50,000, and larger
vehicles over 7 vears old or with mileages in excess
of 70,000 are unlikely to be economic (0 run.

18. Wiih passenger carrying vehicles, the size should
be related to the maximum number that is most
frequently carried. For example, it is not economical
to provide a 30 seater coach when there are only a
small number of occasions when the passengers
number more than 20, It is likely that a coach would



need to have an annual mileage of about 12,500 a
yedar to be an economic proposition.

19. In general hospitals, apart from early morning
and evening journeys to collect and return staff and
for the transport of student nurses between the
PTS and the hospital, there is little or no further
demand for the use of a coach. An alternative worth
considering is the employmeni of two smaller vehicles
which can be used for the transport of both passengers
and goods.

20. It is only in special circumstances that a saloon
car will need to be used. Often it is more economical
1o hire a car or taxi than to keep a saloon car on the
strength of the transport fleet. There is a tendency,
once a car is purchased, to use the vehicle for work
which could be done by other vehicles at less expense.

21. Although petrol engined vehicles are most suit-
able for most of the tramsport work, in some
circumstances other types of vehicles may be more
appropriate. Appendix G of Hospital O & M Service
Report Mo 7 describes their merits and indicates the
nature of the work for which they may be appro-
priate.

22. A more efficient use of vehicles can be obtained
by using vehicles which are suitable for carrying
passengers andfor goods and should resuwlt in a
smaller transport fleet being sufficient to meet the
needs. Estate type wvehicles may be purchased by
hospital authorities free of purchase tax through
contracts placed by the Ministry of Defence. These
vehicles can then be sold after 12 months leaving the
authority with a minimal depreciation cost, and,
unless the mileage has exceeded 12,000, with all
necessary replacement parts covered under the

guarantee.

23, The need to keep a vehicle as a standby for
others can be avoided by having a properly planned
programme of regular maintenance. There is a
danger that unnecessary, unprogrammed and un-
controlled journeys may be made in standby vehicles
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as there is a tendency to use them merely because they
are available.

Staff

24, Detailed studies have shown that if the mileage
covered by the entire driving staff averages sub-
stantially less than 9 miles per hour of duty, an
investigation should be made into their uiilisation.
The total annual mileage should be divided by the
total annual hours of driving stall.

25, The employment of portér/drivers has, with
cerfain  exceptions largely connected with peak
periods of demand, been found to be inefficient.
There has been a tendency to use two or more porter/
drivers where one full-time driver would suffice,
mainly becanse of the difficultics of fitting portering
work requirements to porier/drivers” duties where
driving has priority.

26. Some overtime may be unavoidable but care
must be taken to ensure that the hours worked do
not exceed the limits fixed by Part VI of the Road
Transport Act 1968,
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Supplies

Scope

1. This section provides guidance about the Supplics
arrangements in a hospital or a hospital group.
For this purpose the term is intended to include,
in addition to the purchasing of goods and materials
for stock and for immediate use, the arrangements
for the issue and disiribution of stock iiems, clean
linen and sterile supplies and the collection and
disposal, if necessary, of soiled or waste products.
A separate section exists for Stores.

Basic Considerations

2. The Hunt Committee concluded that the essen-
tial features of a supply organisation for the hospital
service are that it:
(1) should provide, efficiently and economically,
an adequate service for supplies and equipment
to meet the needs of the hospital service;
(2) must conform to Government economic and
financial policy;
{3) must be alert and receptive to new develop-
ments in the field of supplies and equipment io be
able to arrange trials and to sponsor further devel-
opment of promising ideas;
(4) must command the confidence of the hospital
service.

3. As reccommended in the Hunt Committee
report, a Hospital Service Supply Branch has been
set up in the Department’s Supply Division. The
Branch is responsible for the preparation of national
specifications, for issuing guidance on ‘best buys'
and for placing central contracts. An advisory body
has been set up to cnable the central auihorities to
keep closely in touch with users’ views.

4. Quiside the ceniral authority, the responsibility
for the organisation of the supply service rests with
Regional Hospital Boards. Each Regional Hospital
Board has appointed a Regional Supplies Com-
mittee and a Regional Supplies Officer. Boards of
Governors are co-operating with Regional Hospital
Boards in the preparation and running of supply
schemes.

5. The Hunt Committee also recommended that
Area Supply Units should be created. Their functions
to include the preparation of specifications in so
far as these have not been determined centrally,

D

selection of suppliers, negotiation of contracis over
a ficld to be defined from time to time in consultation
with the central and regional authorities.

6. Area Supply Units might, in appropriate circum-
stances, decide on bulk purchase for their areas
with distribution from central stores of some pro-
ducts, They would advise the hospital groups about
developments in stock control and distribution
methods and exercise general responsibility for
supply arrangements in their areas.

7. The Hunt Commitiee envisaged that most of the
actual purchasing of supplics would be undertaken
by Hospital Management Committees or Boards of
Governors under central, regional or area contracts.
Supply functions at group level would include the
preparation of estimates of supply requiremenis,
ordering supplies under central or regional contracis,
the administration of group and hospital stores
including efficient stock control and maintenance
of a close watch upon levels of comsumption,
responsibility for the mainienance, condemnation
and regular replacement of stores, fumishings and
equipment and the disposal of waste material and
surplus or obsolete equipment.

Working Methods

8. Selection procedures for materials and equipment
should normally take account of the following
considerations:
(1) a detailed up-to-date specification should
exist for each item in the Supplics Department
purchasing catalogue. The specification should be
carefully devised and should not contain any unnec-
essary complication. It should be reviewed period-
ically by the useérs and by the purchasing officer.
(2) the suitability of goods purchased against the
specification should be kept under review to
ensure that they have not been superseded by new
and improved products.
{3) there should be a wide measure of standardisa-
tion of hospital materials and equipment both
within and between groups particularly in such
categorics as bedding, linen, stall uniforms,
crockery and glassware. Working Party reporis
on the standardisation of hospital materials and
E
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equipment provide guidance about specifications
of items which are suitable for rationalisation in
this way.

9. Standardisation of specifications is likely to
result in a reduction in administrative costs and
generally avoids the dissipation of technical re-
gources. Detailed consultations should take place
between user departments, technical experts and
supply staff in order to determine standards and
specifications. This procedure not only enables the
user requirement to be identified in a technically
satisfactory way, but also ensurés the item’s maore
ready acceptance by the user departments concerned.
Specifications need to be reviewed regularly and re-
vised to take account of new techniques or materials
which become available and of changes in user
requirements.

10. Tt has sometimes been claimed by heads of
departments that they should purchase the specialist
items used in their departments since only they have
the technical knowledge needed to choose the best
articles and to ensure that the quality of goods re-
ceived is satisfactory, Successful purchasing, how-
ever, demands not only technical knowledge of the
commodity being bought but also skill and experi-
ence in the techniques of contracting and purchasing.
The Hunt Committee came to the conclusion that
the user's part in the purchasing functions should
be to provide expert advice about suitable specifica-
tions, sources of supply, quality control, etc.

11. Standing Orders should specily the conditions
under which a full tendering procedure should be
operated, and under which invitations to tender
should be either advertised in the national press,
the local press or sent to firms on selected lists.
Selected lists should be amended regularly by the
addition of suitable firms and by the deletion of
firms whose tenders arc consistently unsuitable.
The rencwal of contracts for cach class of supplies
should as far as possible be staggered throughout the
vear to provide an even flow of work.

12. It is undesirable that a Committee should be
faced with lengthy lists of items of expenditure for
authorisation. A maximum figure should be approved
by the Committee below which expenditure may be
incurred by officers for particular items with the
gualification that the Commitiee should always be
concerned where matters of policy are involved.

13. It is important to ensure that an adequate degree
of guality control of purchases exists. Where neces-
sary technically qualified staff should be available
to undertake this work. Better use can be made of
technical staff resources if there is a small number
of larger scale contracts rather than a large number
of smaller contracts: this arrangement will also
cnable staff to be concentrated at the centre.
Mevertheless, there is a clear need at hospital level
for inspection of goods and for solving local
problems on the spot. The Hunt Commities re-
commended that the central authority should be
able to command the services of a professional and
technical section adequately staffed to secure
quality control at the point of manufacture and to
ensure that there is a proper system of test quality
control at the periphery.

14. The quality of the buying policy decisinns will
materially affect the cost of operating a store. Basic
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to these decisions are the following considerations:
(1) should a particular item be held in stock or
should it be bought as and when it is required,
Unless it must be readily available, an item should
only be regarded as a stock item when a consistent
and worthwhile demand exists;
{2) when should orders be placed for stock items.
The factors which influence the decision when to
place an order are the rate of issue from stores,
and the time required to obtain new supplies,
ie. the lead time. From this information, plus a
safety margin it is possible to calculate the
reorder level. A typical reorder level table is
contained in ‘Optimum Purchasing Tables' an
Oxford Regional Hospital Board Operational
Research Unit publication ;
(3) how much to order, including consideration
of possible discounts for bulk orders. The economs-
ic order quantity will be that which incurs the
minimum total cost of holding stock and of
replenishing stock.
Various Operational Research techniques exist
which can assist stock controllers to arrive at such
decisions. Prominent among these are Economic
Order Quantity and Coverage Analysis. The Oxford
Regional Hospital Board Operational Research
Unit has published booklets which explain the bases
of the techniques and demonstrate their practical
application. The NCB Operational Research Ex-
ecutive is at present studying the possible application
of stock contrel in the Mational Health Service in
collaboration with the Department of Health and
Social Security. A report will be published in due
COUrse.

15. The achieved storage cost is one method of
measuring the efficiency of the stock controller,
another is the frequency of turnover of stocks.
In industry and nationalised undertakings, a stock
controller would be expected to turn over his stock
at least four times and possibly five or six times each
yer,

16. An important factor in a purchasing decision
iz often the offer of discounts linked to the purchase
of specific quantities. The problem is whether the
savings obtained by buying the larger quantities
are greater than the cost of holding the additional
stock. The following table, which sets out the decision
levels based on a 20 per cent holding cost, is compiled
from a typical Operational Research model.
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For example, the transaction will be worthwhile if
the purchase price is reduced by 5 per cent and this
involves acceptance of less than 6 months additional
stock.,

17. If economical stock holding is to be achieved,
control must exist over the range of items which are
held in stock. In addition to the items which must
be carried in steck because of their essential nature,
the remainder will need to be examined from time
to time, perhaps annually, to ensure that their
continued stocking is justified. Items which have not
moved at all during the period or which have moved
slowly and erratically should be reconsidered. When
additions to the range are requested, the requisition
should be accompanied by a clear statement of their
purpose and which should demonstrate why the
need cannot be met by an existing stock item. It
should also be shown that there will be a consistent
and worthwhile demand for the proposed addition.

18. The keeping of control records for stores ac-
counting purposes can be time consuming and,
particularly in the case of low valug items, sometimes
disproportionate to itz value. Abstract of Eficiency
Studies Mo 116 describes a study which took place
at a London Teaching Hospital as a result of which
stores accounting was discontinued in respect of
356 out of a total of 593 stock items in the Cleaning
Materials, Medical and Surgical, Hardware and
Crockery, and Printing and Stationery categories,
There has been a considerable improvement in the
uze of stafl time without any real loss of control.
An extension to the scheme to Bedding and Linen,
Patients" Clothing and Staff Uniforms took place
later and as a result, a further 67 items were removed
from stock records.

19. The examination of the considerable volume of
goods, information and equipment which iz trans-
ported throughout the hospital requires a detailed
study and this needs to be done before a fully
co-ordinated comprehensive service can be designed.
Without such a study, solutions which are sensible
in themselves may be inappropriate in a wider
context.

20. The frequency and type of issue of stock items
directly affect the amount of labour involved in the
distribution of stock items to wards and departments.
Less frequent issues have been introduced in some
hospitals, for example, fresh milk once per day and
dry provisions at weekly intervals. Cleaning Materials
may be issued at fortnightly or monthly intervals.
Peaks of work can be avoided by arranging for
deliveries to be spread over a number of days.

21. It is by no means certain that the traditional
requisition system is the most effective way of
initiating issues of stores, There is much to be said
for the alternatives (ie. standard packs and topping
up) and provided that these are properly planned a
great deal of clerical work and time is saved, not
only in the Stores Department but also in the usér
departments, These systems are likely to relieve the
nursing and technical staff of clerical work and are
worth considering especially where they case the
work of the Stores Depariment whilst siill maintain-
ing an effective control of consumption. The adop-
tion of standard pack issues may have a substantial
effect on the work within Stores Departments since
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it will normally be possible to make up standard
packs in off-peak periods. Abstract of Efficiency
Study No 40 describes a study at a London Teaching
Hospital which resulted in the introduction of a
standard pack issue system.

22, The efficient and economical working of the
store requires that the incidence of demands should
be regulated to produce as even a flow of work as
possible. This calls for a programme for stores issucs
to each hospital or department. The various cate-
gories of stores should be issued on prescribed dates,
not only to facilitate storekeeping but also to reduce
the work of maintaining stock records.

23. Whilst the main function in the use of resources
is usually under the direction of the user or pur-
chaser, nevertheless the Supplies Department has a
responsibility to ensure that issues and purchases are
adequately controlled and that the rates of con-
sumption are reasonable. The following action can
contribute to these aims:
(1) in a requisition system, all requisitions for
supplies should be authorised by a senior officer;
{2) the use of stores issue summaries can facilitate
the examination of issued quantities. Their use
can also speed up the evaluation of issues by the
Treasurer's Department thus enabling responsible
officers to receive deiails of their expenditure on
stores issues more promptly;
(3) condemning should be done by a sub-
committes or a senior officer. Articles condemned
should be treated so as to make their resub-
mission impossible.

24. Stodies of inventory arrangements have shown
that often great efforts have been made to compile
inventorics but maintenance and checking have
tended to fall behind. Some Groups have tried to
do too much at once with the result that much of
what has been done is unreliable. Improvements are
generally possible in the following directions:
(1) dizcretionary powers delegated by the Depart-
ment to Hospital Authorities with regard to the
detailed content of inventories are not always used.
The work of checking inventories can be increased
unnecessarily if they include a high proportion
of small items of short life and insignificant
value such as crockery, glassware, minor instru-
ments, cutlery, etc. ltems with a comparatively
short potential life should be regarded as ‘con-
surnable’ and excluded from the inventory control.
Yaluable, attractive and portable items must be
recorded and checked frequently;
(2) the purpose and use of inventories are not
always clearly understood by hospital staff and,
in consequence, arc regarded as a nuisance;
(3) there is sometimes lack of definition of res-
ponsibility for the varipus phases of inventory
waork, largely due to failure to distinguish between
responsibility for the articles appearing on the
inventory and for the inventory itself;
(4) there is a need for firm direction and super-
vision of the inventory system at Group Office
level if full co-operation between all officers
concerned is to be obtained;
(5) checks of inventory items should be carried out
regularly and the check of each item should be
carried out as far as possible simultaneously
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throughout the hospital to prevent transfers
during the course of the check.

25 A review of the present system of control of
inventory items has recently been completed by the
Department of Health and Social Security and revised
guidance will be issued in due course.

2. In addition to the purchasing function, the
Supplies Department will from time to time,
be asked to dispose of materials and equipment.
It is likely that the range of items for disposal will
include the following:
(1) obsolete or condemned furniture and equip-
ment;
{2) obsolete stores;
(3) seasonal surplusses of farm or garden prod-
uce;
{4) used hypo solution:
(5) used X-ray films;
(&) swill;
(7) other scrap and waste materials.

37. Whilst there is a need to demonstrate that value
for money is being obtained when disposals take
place, the relatively small sums of money involved
make it necessary to retain a sense of proportion
so that the expenditure incurred in arranging for the
sale does not exceed the income produced.

Some suggested methods of disposal are:

Vehicles at Government vehicle or local
auction.

X-ray films by sale by tender in or out af
envelopes. If sold out of the en-
velopes or files, the cost of labour
involved in their removal must be
appreciated.

Silver Waste by sale by tender.

Swill by sale by tender.

Farm Produce by sale to other hospital authori-
ties, if possible.

Occupational by sale to other hospitals or to

Therapy local authorities. Alternatively by

Products sale to hospital staff or to volun-
tary and commereial organisations.

Scrap Metal by sale by tender to approved scrap
metal merchants.

Rags and by sale by tender, if possible.

Paper Segregation of materials is desir-
able.

Obsolete and by sale by local Auctioneers, if

Condemmed  possible. Alternatively by direct

Furniture and  sale to staff. Old medical equipment

Equipmemt  may be useful to voluntary hosp-
itals or homes or missionary soc-
ieties.

Burplus by sale to other hospital or local

Siores authorities; il this is not possible,

by sale by tender.

28. Disposal of refuse can iake up a considerable
amount of portering time and may require as many
as 70-75 hours per week in larger hospitals. Move-
ment of dirty and infected materials within the hos-
pital should be restricted in the interests of hygiene
and o reduce the risk of cross infection. Such
devices as chutes, hoists, incinerators and waste
disposal machines have been installed in order to do
this and also to minimise handling and transport.
There is as yet no full agreement of the value of these
36

devices in relation to their cost or effectiveness and
there may be difficulties in installing them in or on
existing structures. Abstract of Efficiency Studies
Mo 19 describes the installation of chutes for refuse
and used linen in an existing hospital.

29, The collection, transportation and disposal of

refuse, ete will be simplified if:
(1) sufficient receptacles are provided to enable
the different types of refuse to be kept separate -
swill, infected materials, paper and used or
broken containers;
(2) refuse is collected at least twice per day after
peak time of accumulation;
{3} bins, efc are not marked with ward names
which complicates replacement arrangements;
(4) sufficient spare bins are provided to cnable
an empty for full exchange to take place;
{5) dizsposable paper sacks or bin linings are used
which eliminate the need for cleaning and exchange
of bins. They are lighter to handle, quicter in use
and provide less risk of cross infection but have
the disadvantages of being a greater fire risk and
possibly being more expensive. Abstract of
Efficiency Studies Mo 32 describes the circum-
stances which led to the introduction of paper
sacks for refuse disposal in a hospital of 700 beds;
(6) large refuse hoppers are used where appro-
priate. These can be hired from some local
authorities and reduce handling of refuse.

30. So far as possible *dirty’ materials should follow
different routes from clean materials. They should
be kept away from areas where hygiene is of the
utmost importance and also from the main hospital
traffic routes.

Staff

31, Regional Supplies Officers are in the process
of determining the most appropriate organisation
for their region and it is only after this has been
done and the organisations have been in operation
for some time that information will be available
from which ratios can be calculated. The Hunt
Committee, however, concluded that it would be
appropriate for the services of a supplies officer to be
available for a number of groups, envisaging the
disappearance of the designated supplies officer
post at Group level.

32. The Hunt Committee considered that the area
supplies officer might have three section heads
{one of whom might be his deputy) responsible
respectively, for medical supplies, non-medical items
and provisions. He would not normally need
professionally or technically qualified stafl in his
unit since he could call on technical expertise from
the central and regional authorities. It might,
however, be desirable to employ some trade special-
ists if it were decided to develop, for example, Area
Butchery Departments.

Selective Bibliography

33. The following publications contain information
about supplies arrangements in hospitals:









Central

Sterile Supply

Scope

1. This section provides guidance about the organi-
sation of Central Sterile Supply arrangements in a
hospital or a group of hospitals. In addition to work
carried out within the department, the section
includes guidance on the distribution of packs to
the users. References to the collection of linen and
used dressings etc will be included in the sections for
the Portering Services (Mo 15); the laundering of
linen in the section for the Linen Services (No 6);
and the purchase and custedy of equipment, materials
etc before issue to the Central Sterile Supply Depart-
ment in the sections relating to Supplies (Mo 8)
and Stores (Mo 22).

General Considerations

2. The Collingwood Committee report defined the
aims of a CS5D as follows:

“To provide, for all departments of the hospiial
served — with possible specified and limited excep-
tions — reliably sterilised articles, including dis-
posables when and where required, as economically
as possible and under conditions which can be
properly controlled”.

The report also noted that in the long term the
CSSD requirements may be changed considerably
cither by increased use of disposables or greater
commercial supply. These irends may become
increasingly significant to an extent that C55Ds may
evolve largely into specialised sections within the
main hospital storage and issue departments,
although facilities for sterilisation of instruments for
operating theatres would still be needed. Regional
Hospital Boards and Boards of Gowvernors were
asked to bear these possibilitics in mind and to aim
at the necessary fexibility when planning new
C55Ds,

3, The best way to ensure that standards of sterility
are as high as possible is to centralise the work in a
separate, highly specialised department serving all
hospital departments with the possible exception of
Operating, Accident and Emergency and Out-
Patient Departments. There should be a properly
qualified superintendent in charge of the department
with administrative ability and adequate technical
knowledge of the engincering and biological aspects
of C55D work.

4. The Collingwood Report went on to say that
Central Sterile Supply is most effective when it
provides a limited basic range of articles for the
greatest possible number of uses. Arrangements
should therefore exist to ensure that the product
range is controlled to prevent any unnecessary
extension of the range. The possibility of purchasing
a standard range of dressing packs and materials
from trade sources should be kept under review and
nearby Industrial Therapy Units may be able to
carry out some of the simpler packing procedures
on behalf of the department.

5. Sterile disposable equipment and materials are
becoming available in increasing quantities and their
use should be carefully considered not only because
of the direct costs but also for clinical reasons and
their ability to reduce infection,

6. Generally, a CS5D should serve at least 2,000
general beds or its equivalent in services that require
sterile products, and much larger numbers may be
served effectively. There should be liaison between
Regional Hospital Boards and Boards of Governors
to discuss the provision of sterile supplics and to
decide where CSSD's are to be located. The appoint-
ment of Advisory Committees at Regional level io
advise on all aspects of C85D's and of User Com-
mittess at CSSD level are likely to contribute to the
effective and economic fulfilment of users' needs.
The User Commitiee’s responsibilities should
include:

(1) deciding the general policy of the department ;

(2) ensuring that adequate liaison and co-opera-

ation exists;

(3) determining the standard of service to be given;

(4) controlling the range of packs;

(5) reviewing the possible use of disposable

substitutes;

(6) considering whether some packs should be

provided by commercial sources;

{7) considering equipment losses.

Working Methods

7. The Steering Committee on the Standardisation
of Supplies from Central Sterile Supply Departmenis,
set up following the report of the Collingwood
Committee, put forward in an Interim Report
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issued in May 1970 proposals for model packs and
procedures to be the subject of trials by hospital
authorities.

8. The Collingwood Report noted that Central
Sterile Supply is most effective when it provides a
limited basic range of articles for the greatest possible
number of uses. A review should be made of the
items processed by the CSSD to assess which can
be modified to meet a wider range of needs and
whether any can be dispensed with altogether.
Once the basic need is catered for, any additional
needs can be met by providing supplementary packs
containing particular dressings or instruments. In
this way, reductions can be made in unit cost.

9. In order that the most economical method of
providing packs can be established, cost comparisons
should take place from time to time, between packs
available from commercial sources and those pre-
pared in the CSSD. If costing of the full range of
packs is not possible, cost comparisons should at
least take place for the range of simple packs since
it is for these packs that comparisons are likely to be
most worlhwhile, It may also be worth exploring the
possibility of arranging for some simple packing
work to be undertaken by local Industrial Therapy
Units.

10, The advantages and disadvantages of using
disposables should be fully taken inte account when
considering the replacement of traditional materials
by their disposable equivalents. Disposzables which
can be recommended on clinical grounds are those
used in direct contact with the patient or which are
difficult to sterilise effectively. Others would reduce
the infection risk, save staff time and give value for
money. Lists of each type appear in Appendices of
the Collingwood report.

11. Long production runs can achieve economies in
unit costs but there is a danger that if they are
too long, the value of capital tied up in stock will be
high and that an excessive demand for storage space
will be created. Daily production runs may be
appropriate for high uwsage range of packs and
weekly runs for the small usage range.

12. Packing procedures should be devised for each
pack and should specify:
(1) the number of packs to be produced at each
production run;
(2) whether packs should be produced by indi-
vidual packers or on a production line basis;
{3) the quantities of materials required and their
arrangement on the work bench;
{4) the sequence of the packing operations;
(5) whether the work should be carried out by
skilled or less qualified staff,
Adequate supervision should exist to ensure that
packing procedures are followed.

13. Tt is likely that there will be advantages in
organising the packing work in two workflows:
(1} theless complex packs with a high throughput ;
(2) maternity and theatre packs etc with a lower
throughput,
Al least, 15 square feet of packing space on each
work bench is likely to be required for the assembly
of packs in the first category and, in addition, some
storage space above the bench will be requirdd. For
40

those in the second category, it is likely that about
30 square feet of packing space with some shelf
storage, will be required on cach work bench. Work
benches should be so designed to keep packing
movements to a minimum, with storage of materials
either on shelves or above the bench within easy
reach of the packer (see Illustration 6-"Central
Sterile Supply - Principles and Practice”). Depending
upon the volume of production and the shape of the
department, a belt conveyor may be useful 1o move
packs away from the packing stations.

14. Unpacking, inspecting and refolding linen in the
CS8D invelves duplication of some of the work
already carried out in the laundry. To prevent this
duplication of work and to avoid the need to return
rejected linen to the laundry, it may be worthwhile
setting up a special inspection and folding procedure
in the laundry which meets the linen needs of the
CS8D,

15. Sufficient quantities of materials and equipment
musi be available before packing commences since
shortages not only reduce the length of production
runs but also cause time to be lost and extra journeys
for supplics. The use of mobile racks should be con-
sidered for the movement of materials and equip-
ment between the stores wash-up and make-up areas
since their use can reduce considerably the amount
of handling.

16. There is likely to be a need for simple devices
to enable measuring and cutting of lengths of material
to take place easily and quickly. Measuring devices
which are built into or inscribed on the workbench,
and clamps which permit the material to be wound
around them and then cut, have been found to be
useful.

17. The identification of packs by name and date of
production can take up a considerable amount of
staff time. Employees who rubber stamp these details
on bags can become very proficient and produce
large quantities relatively quickly but the stamping
usually invelves at least two runs before both name
and date are printed. If a printing machine is avail-
able, it may be worthwhile considering ils use for
the over printing of a limited range of bags. Over
printing bags for the whole range may however
produce a considerable demand for storage space.

18. Significant reductions in pack handling can be
made if the same containers are used for workbench
loading, sterilising, storage and possibly for distri-
bution and collection. Since empty confainers can
take up a great deal of space, an ability to nest when
empty is desirable in order to keep container storage
space 10 & minimm,

19. It may be worthwhile experimenting with differ-
ent sizes of container in order to achieve a higher
degree of autoclave utilisation. Different arrange-
ment of packs within the autoclave container may
also contribute to increased utilisation.

0. Washing and drying rubber suction tubing and
catheters is difficult and can take up significant
amounts of staff time. Consideration should be
given to the use of disposable substitutes in view
of the doubis expressed about the effectiveness of
washing procedurcs as well as the Collingwood
Report’s recommendations,



21. Hypodermic syringes were listed in Appendix A
of the Collingwood Report among the items which
on clinical grounds should be used in dizposable
form. The use of disposable syringes is likely to
be more economic where the replacement rate

of reusable syringes is more than 2 per cent of
LUrnover.

22, The production of sterile distilled water for
non-intravenous use in 8 C85D may involve the
utilisation of facilities for only a minor part of the
day. Where this is so, it is worthwhile considering
the centralisation of all sterile fluid production.

23, The main systems of supply of centrally sterilised

items to wards and depariments are:
(1) requisition or indent, which requires some
clerical work at ward and departmental level;
{2) container exchange, which requires additional
quantities of supplies in the ‘pipe line’, increases
in the amount of work and storage space for
unpacking, cleaning and repacking containers.
The speed of replenishment at the user point is
usually increased and standardisation of ward
storage, if this is required, is achieved;
{3) topping up avoids the clerical work in requisi-
tioning and the extra work and space needed for
container exchange. The use of dispensers can
facilitate topping up procedures and should ensure
that packs are used in the correct sequence.

24. The choice of system will ultimately be depen-
dent on local circumstances. A combination of
sysiems may be appropriate, such as topping up for
soft packs and an exchange system for hard packs.

25. Before a vehicle is allocated on a full time basis
to the CSSD to transport sterile and used supplies
between the department and hospitals, it should be
demonstrated that it will be reasonably well used.
The ratios of vehicle use and driving set out in the
section about Transport may be of use as a guide
to determine whether the utilisation is at an accept-
able level. Where the volume of traffic does not
justify a specially allocated vehicle the use of special
containers or compartments within a group trans-
port vehicle may be a possible solution.

Staff

26. Staffing ratios have not yet been devised for
CSSD staff. Some of the factors which are likely to
affect the number of staff required are the:

{1} number of packs produced;

{2) types of pack produced ;

{3) range of disposables in use;

(4) amount of distribution work carried out by

the staff of the department.

27. It is not yet possible to assess the number of
porters required in a CSS3D by means of a
simple comparison with some hospital factor for
example, the number of beds or walking distances
involved. However, the appropriatencss of the
number of porters employed may be assessed by
considering (1) whether each porter works as far
as possible to a defined programme (2) whether the
tasks in this programme fill his hours of duty or can
be rearranged to eradicate any gaps, or the tasks
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combined in such a way as will fully occupy the
morning or the afternoon, leaving the rest of the
day free for necessary work elsewhere and (3) whether
in the light of the work 10 be done, some or all could
be better done by pool porters.

28, The Collingwood report recommended that the
CS55D Superintendent should be properly qualified
with administrative ability and adequate technical
knowledge of the engineering and biclogical aspecis
of CSSD work to ensure, for instance, that the
performance tests of sterilisers are carried out
regularly and effectively. He must also be able to
manage staff and to establish and maintain good
relationships and continuous contact with the doc-
tors and nurses for whose needs the CSSD will cater.

29, There is a need to retain a degree of flexibility
in the use of CS5D staff who should not become too
specialist but be able to carry out a range of duties.
The employment of an evening shift of at least four
hours is likely to be an economic way of increasing
production enabling greater use to be made of plant,
space and equipment.

Materials

30. A check on the quality and quantity of items
purchased from suppliers iz advisable. There is some
evidence to suggest that deficiencies of some materials
can be of the order of 10 per cent, and a realistic
checking system should be devised and instituted.
The frequency and type of check must be decided
with care to avoid the cost of checking exceeding its
value.

Equipment

31. An cffective programme of preventive mainte-
nance should take place to minimise the possibility
of machine breakdown using if possible directly
employed stail trained in the performance require-
menis of the machines. If trained staff are not
available there should be maintenance contracts
with the manufacturers. The programme should be
arranged to cause the minimum amount of disruption
1o CSSD processing. It is useful if there is a separate
entrance (o the autoclave for maintenance purposes.,

Accommodation

32. Work should proceed using simple production
flow methods through the department in a logical
sequence following the most direct route. The layout
of equipment should follow the sequence of opera-
tions but must be flexible enough to cope with changes
in workload. Machinery, equipment and work
benches should be sited to allow the free passage of
loaded trolleys or mobile racks which have important
parts to play in the movement of materials and
equipment both within and between the different
sections of the CSSD. Conveyors are also likely to
contribute to the solution of handling problems but
some care should be exercized in their selection in
order to achieve the correct scale of provision,
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Printing,

Post Room and
Common Services

Scope

1. This section contains guidance about certain
services and activitiss normally provided on a
departmental basis but which benefit from being
organised centrally. It also contains references to
activities which are too small to merit an individual
section but are too important to be excluded.

2. For this purpose, Printing, Post Room and
Common Services are defined as:

(1) Filing arrangements.

(2) Document Copying, Printing and Reproduc-

tion Services.

(3) Typing and Secretarial Services.

{4) Forms design.

(5) Communication Services.

(6) Post Room arrangements.

(7) Accommodation.
3. Other work which could be regarded as Common
Services has not been included as it is contained in
separate sections eg. Transport (No T), Portering (No
15

General Considerations

4. There is evidence from O & M Reports that these
services are among those which frequently suffer
from a lack of management interest and guidance,
The result can be an inadequate service with un-
trained staff using out-of-date and inappropriate
methoeds and equipment.

5. The effective provision of Common Services
largely relies on the nomination of an officer respon-
sible for their management. It is important that he is
recognised in his role both by the staif providing the
services and the users of the services. It is probably
more important to ensure that the services are under
cffective management than to be too concerned with
decisions about the optimum location of them.
6. Within a hospital the overall responsibility for
these services will wsually rest with the Hospital
Secretary. The main requirements are to:

{1) provide services on which staff can rely;

(2) give adequate publicity to the arrangements

and to issue guidance for users;

(3) ensure that staff employed to provide the

services are adequately trained ;

{4) ensure that the equipment in use is appropriate.

Filing Arrangements

7. Some files are best kept deparimentally eg.
medical records, personmel information and cor-
respondence with individual contractors, but others
which have a more general use are best filed centrally.
The second category will include files relating to
matters of policy and correspondence ansing from
the application of that policy in individual cases eg.
the various topics which can arise from a decision to
undertake a new building project. Papers of this type
should be filed by the subject title and the aim should
be to group together papers required to be read
together. Responsibility for the management of the
filing system should rest in one person who should
decide the choice of file titles and the allocation of
file numbers.

Document Copying,
Arrangements

Printing and Reproduction

8. The amount of copying and reproduction work in
the hospital service is increasing and often involves
multiple copying of the same document. It is neces-
sary to ensure that the most appropriate machines
are purchased and also to control the amount and
type of work to avoid unnecessary expense. It should
be the responsibility of one officer to co-ordinate
requirements and to ensure that copying and repro-
duction of documents are carried out as efficiently as
possible. It is likely that if a printing service is et up,
it will need to be designed to serve a group or an
even larger combination of hospitals. The publica-
tion of a users” guide to the range of available facili-
ties, the type of work suitable for various machines
and the costs of reproduction is essential.

Typing and Secretarial Services

9. Thetypingand secretanalservicesshould generally
be provided ona hospital rather than on aGroup basis.
It is preferable to have one officer in cach hospital
responsible for providing this service in order to:

(1) maintain an adequate standard of service and

a satisfactory level of output;

{2) standardise the typing layout to increase

productivity;

(3) provide an even distribution of work load;
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{4) organise the training of junior typists to
achieve specific goals eg. typing and shorthand
speeds and to meet the special typing needs of a
hospital depariment;
{5) arrange cover for secretaries during periods of
absence;
(6) programme the recruitment needs of the
service;
{7) control the recruitment and expenditure budget
on ‘agency” typing.
10. The use of dictation machines and audio typing
is to be encouraged. A system of Centralised Dictat-
ing should only be installed after a detailed survey of
the requirements of the hospital has been made.

Forms Design and Procurement

11. The introduction to the book ‘The Design of
Forms in Government Departments” published by
puso reads ‘Forms and documents used in office
work are imporiant aids to the conduct of business.
But a particular form or document must be proved
to be necessary; it should be clear that the material
which it contains cannot be found in an acceptable
form clsewhere eg. in a letter or in another form. And
a necessary form will only justify iiself if it reflects
the most efficient means of obtaining, storing or dis-
seminating the needful information.”

12, There should be a Group Officer part of whose
job should be to:
(1) eo-ordinate all demands for printing and
stationery;
(2) review existing forms;
(3) control the creation of new forms;
(4) give guidance on the design of forms.

Communication Services

13. Communication in the context of this section
has been limited to the conveying of information by
use of mechanical, electrical, or electronic equipment.
Most of this equipment is expensive in itsell but to
this must be added the cost of installation. It is
important therefore that decisions on such equip-
ment are the right ones and that these are made as
early as possible during the planning and design
stages of hospital building (Hospital Building Note
Mo | - Appendix [tem 17).

14, It 15 important to publicise the benefits to be
derived from the use of communication equipment.
Mew staff should be made aware of the existence and
use of such equipment. The publication of this infor-
mation in a hospital staif directory which can include
information on the distribution of duties will be
beneficial,

Post Room Arrangements

15. It is important to ensure that the mail and other
written communications in a hospital are circulated
in a prompt, efficient and regular manner. It would
normally be expected that the service would be
organised on the basis of the individual hospital
rather than the Group. Care should be taken in the
planning and siting of the Post Reom. It should
normally be near the main entrance for postal
deliveries and close to the Head Porter’s room for
44

ease of supervision; this can also provide additional
space during periods of heavy deliveries. Larger
hospitals may consider it worthwhile providing Post
Office facilities such as parcel post, Savings Bank,
stamp issuing machines, ete.

16. The Post Room should include sorting facilities
or racks and if justified should be provided with the
equipment such as franking machines, mail trolleys,
opening, folding, inserting and sealing machines. It
is likely that the provision of folding, inserting and
sealing and opening machines will only be justified
when a substantial volume of mail is handled.

Accommodation

17. The detailed space requirements of wards,
departments and offices are described in the Building
Motes. Demands for additional accommodation in
an existing hospital building is a regular feature and,
within this context, it is essential to use the available
accommodation as effectively as possible. Whilst
the use of space within a departmént will primarily
be the responsibility of the department head, a
general review of the utilisation of space and the
location of departments, including storage space,
common use areas and residential accommodation
should be undertaken from time to time.

Filing Arrangements

18, Filing arrangements arc expected to meet the
working needs of an organisation and, when organ-
ised and functioning efficiently, contribute signifi-
cantly Lo the smooth running of the organisation. The
arrangements should normally provide for the:
(1) production of papers without undue delay;
(2) use of a classification system which is suitable
for the work involved, which is legible and can be
easily undersicod by the stafl concerned;
(3) retention of papers and documents in good
condition during their lifespan;
(4) utilisation of a minimum of staff time and
expenditure on equipment;
(%) systematic removal of items for which the need
and interest has lapsed.

19. General guidance about filing arrangements is
contained in Hospital O & M Service Report No §
The Filing of Management Papers and reference
should be made to this publication when filing
arrangements are reviewed in detail. It is probably
worthwhile, however, to list the following which are
among the important points made in this publication:

(1) when classifying by subject it is important

that:

i) headings should be mutwally exclusive, so
that one subject cannot be identificd under
more than one heading;

(i) headings should be precise, and should
comprise 2 or 3 words only, wherever pos-
sible, so preventing unwicldiness;

{iii) cross-references should normally be restricted
to synonyms, cross-referencing of other types
is usually an indication that existing subject
titles need to be reviewed ;

(2} main subject headings may neéd to be sub-

divided in order to facilitate references and to



avoid files becoming too bulky, but the number of
such sub-divisions should be kept to a minimum.
Too great an expansion may indicate that the
main subject heading is, or has become, too broad;
(3) it is desirable that correspondence files should
be¢ numbered and filed in numerical order. The
numbering is ancillary to the classification system
which must be worked out first. The aim is
clearly to distinguish one from another, to provide
a means of reference, to enable them to be traced
from index entries, and to facilitate systematic
storage. Numbers can help to show that a file
forms part of a series. It is preferable to indicate
the department owning the file by letier symbols
eg. ‘F' for Finance Department, after which a
number will follow to indicate the main subject or
sub-subject, followed by the reference number of
any case file which may have been created. Colour
coding of file covers can provide a satisfactory
aliernative method of distinguishing ownership
and may also assist filing;

(4) indexes indicate what files exist on a given
item of business and to enable files to be traced.
The most suitable type of index for the majority
of purposes is the strip index. A maximum of
2 indexes may be necessary = subject, numerical
or nominal, the latter being used when it is
necessary to be able to trace papers by the name
of an individual, or firm. Elaborate indexes,
including the maintenance of inward correspon-
dence registers should be aveoided, They are
generally an indication that the classification
gystermn is at fault. People will set up costly
systems to try to find papers by relying more on
notes of the receipt of letters than on any expecta-
tion that a file of a particular title is likely to
contain the sought for letter and its companion
correspondence.

(5) The mathod of storing files does not become a
significant item of cost until the volume of office
filing becomes greater than is found in the
majority of hospitals. Storage in 2 or 4 drawer
steel filing cabinets is neat and clean but costs 4
times as much as storage on shelves and occupics
one and a half times the floor space. Cabinets are
prone to mechanical defects (eg. drawers sticking,
runners get oui of alignment) and require more
effort by the staff to remove and replace files.
Storage on shelves is convenient and economic
and provides easier access o the files, but the files
then tend to collect dust. This can be minimised by
providing roller blinds or by enclosing the files in
box-files or other containers— but these devices
tend to slow up the handling and re-arranging of
files, are an added expense and take up additional
space. There is however a case to be made for the
use of lockable filing cabineis where security of
documents is necessary. There may also be the
exceptional case where the need for ease of acces-
sibility justifies the additional cost of a rotary
filing system.

20. It is important to ensure that the space available
for filing is used as effectively as possible. Some of
the ways in which this can be done are to:

(1) reduce the volume of papers to be retained by

removing unnecessary or ephemeral matter;

(2) use more appropriate racks;

10

(3) evect a special storage building using the
cheapest appropriate form of construction on
available space in the grounds of the hospital:
(#4) remove to secondary storage all files, such as
case notes, whose referral rates do not justify
their reténtion in the immediate access siore,
Beference 1o case nodes more than 10 years old is
infrequent. (See Appendix C of the Tunbridge
Report.)
Studies so far underiaken indicate that it will only
be after all such possible steps have been taken that
microfilming systems should be considered. Mot only
are they expensive to install and operate but there is
evidence that their use has the effect of inhibiting
reference to records which might otherwise have been
useful.

Document Copying, Printing
and Reproduction Services

21. The different mechanical methods available for
copying and reproduction work are:
Duplicating Photocopying Process
(1) Spirit duplicating (1) Thermofax
(2) Stencil duplicating  (2) Diffusion Transfer
(3) Offset lithographic  (3) Direct Positive
printing (4) Reflex
(3) Verifax
(6) Photostat
(7) Electrostatic
(8) Dwveline
(9) Micro-filming

22, The reproduction of documents within the
hospital service will largely be confined to duplicat-
ing methods with the use of one or other photocopy-
ing processes (cg. Verifax, Electrostatic, Dweling)
because they are relatively economic and easy to
operate in meeting general copying needs.

23, The speed with which photocopying machines
and materials are introduced, and improved, and the
changing prices of machines and materials make it
difficult to produce meaningful guidance on costs
and systems work which is of value for other than
comparative purposes at a particular time. A broad
general guide in considering which method of
mechanical reproduction of documents should be
adopted is that when a very small number of copies
are needed, photocopying is usually more economic
and where a larger number of copies are needed
then & machine duplicating process is probably the
answer. A concise statement of the methods of
reproduction which are in general use is, together
with comparative tables of the suitability of processes
and relative costs, contained in the book ‘Document
Copying and Reproduction Processes’ by H R Verry.
Details have been abstracted to provide information
on processes, suitability and costs in the Abstract of
Efficiency Studies Mo 9.

24. The correct location of duplicating and photo-
copying machines under a centralised service is
important and must take into account not only the
requirements of the users but also the need to avoid
under-employment of staff. In smaller organisations,
it may be that the equipment can be best located in
or pear 1o a typist’s or clerk’s office, so that its use
can be controlled and so that the operator can be
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employed on other duties when not required to
operate the equipment. Working rules should be
formulated and published as a users’ guide so that
the originator of the request and the operator know
which method of reproduction is suitable and are
aware of the cost of copies.

25. The use of copying processes in a systems appli-
cation has reduced costs, climinated unnecessary
copy typing and its associated dangers of transcrip-
tion errors, and time spent on checking in several
Pathology Departments (Abstracts of Efficiency
Studies Mos 5, 72 and 90). In particular their use
has proved to be suitable and economic for the
reproduction of routine and cumulative Haematology
and Biochemistry reports, It must not be assumed
however that the use of photocopying equipment for
the production of Pathology reports will auto-
matically produce appreciable savings. Before
reaching a decision, a study should be made of the
relative advantages of different methods of producing
reports including photocopying, dyeline etc processes
and possibly, il acceptable, self copying paper.

26. Stencil duplicating still remains an appropriate
and economic method for producing many docu-
ments including Committee agendas and minutes. In
certain cases, it has been possible to justify the use of
automatic stencil cutting machines to improve the
service by reducing the amount of typing and check-
ing time involved.

27. A challenge to stencil duplicating has recently
come about with the development of smaller offset
lithe machines which can, of course, be used for
other purposes. These machines have a high rate of
output and the quality of the work they produce is
good. They are relatively lowly priced and should
always be considered when a reproduction unit is
being established on a group or arca basis.

28. A routine maintenance programme should be
established for all office equipment and for photo-
copying machines in particular in order to reduce the
possibility of breakdown which can cause loss of
confidence in the system.

Typing and Secretarial
Services

29. The use of dictating machines produces savings
in time and can alleviate shorthand typist recruit-
ment problems. Adequate training is essential for
users and typists. The use of dictation machines
provides a facility which can be made available to
more staff than is possible with a shorthand writer
service. This in turn produces savings in staff time.

30. Measurement of the work of typing stafl can
vary from key taps to numbers of sheets of typing.
An acceptable output for copy typing has been
determined as 20 units per day (a unit being an AS
or guario sheet of single spaced typescript). A simple
and effective measurement tool is the transparent
template, details of which are given in The Measure-
meni of Typing Work published in O & M Bulletin -
May 1962. Other methods of setting standards and
measuring output are given in ‘Work Measurement
in Typewriting’ by W W Burke and J Maxim Watts,
published by Pitman. /
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31. Typewriters should be cleaned as a matter of
routine. Where there are sufficient machines it is
likely to be worthwhile to enter into a routine
maintenance contract. A procedure should be agreed
for condemning equipment. Attention should alse be
given to the purchase of appropriate functional
furniture {eg. desks not over 26in high, footrests,
well supported swivel chairs etc) and to the reduction
of noise by acoustic tiling, carpets and felt desk
pads.

32. Typing and secretarial services can be provided
in several ways, the most popular are by:
(1) a pool system;
(2) an individual allocation of typists and sec-
retaries to certain staff;
{(3) ‘secretariats’ of secretaries and typists allo-
cated to serve specific departments.

33. Apart from Medical Secretarial services it will
be uncommon for the numbers of typing and sec-
retarial staff in a hospital to be sufficiently large for
the organisation of staff on a large ‘pool’ basis to be
efficient. Mevertheless, it is unéconomic in most
circumstances for staff to be provided on an indivi-
dual basis. This creates problems during holidays
and sickness and little guidance can be given to new
or junior staff. The most effective alternative is the
setting up of ‘secretariats’ to provide a typing and
secretarial service to one or more departments or
sections. This can comprise one senior secretary or
typist and two or three others. It provides an interest
for the typists in that their work can be identified
with the section they serve and reliel can be easily
arranged during absences. The day-to-day manage-
ment should be the responsibility of the senior
gecretary or typist.

34, A recent improvement in typing output has
been achieved by the introduction of a simplified
typing layout. The new format without impairing
legibility shortens typing time by cutting out un-
necessary key depressions and carriage movements
and is easier as well as quicker to do, especially by
less experienced or occasional typists. The basic
differences with the traditional typing layout are:

{1} the beginning of as much of the typescript as

possible at a common left-hand margin, so elimi-

nating nearly all indentations, and

(2) the omission of punctuation marks, brackets

and underlining ete, whenever these are not

essential to clarity and understanding on the part
of the reader.

Exceplions to this layout are limited to lengthy
reports requiring numerous paragraph and sub-
paragraph headings, because of legal necessity, or
obligation to conform with other bodies” require-
ments.

35. Other ways of improving typists’ productivity
are by the use of glazed window envelopes, the
introduction of continuous stationery and standardi-
sation of paper sizes.

Forms Design

36, A useful preliminary step in controlling the un-
necessary growth of forms is for a Group Officer to
set up a master-file containing copies of all forms in



use in subject order together with an outline of any
related system. A survey of all existing forms can
then more easily be made and duplicate, overlapping
and obsolete forms removed from the range. Action
should be taken to standardise forms where possible
not only within the Group but also, if appropriate,
within the Region using any information which may
be available in the Regional Work Study Unit. Med-
ical Records Forms should follow, as far as possible,
the principles commended in the Tunbridge Com-
mittee’s report on the Standardisation of Hospital
Medical Records. Abstract of Efficiency Studies
No 127 and 128 illustrate practical ways of tackling
problems associated with the rationalisation of forms.

37. Good forms design can increass operational
efficiency and the principles which should be fol-
lowed are set out on pages 16 to 31 of *“The Design
of Forms in Government Departments’ compiled by
the O & M Division of HM Treasury. International
paper sizes should be adopied. If a form is io be
completed by typewriter, care should be taken to
ensure that the form provides the correct spacings.
1f it is to be used in connection with Automatic Data
Processing systems, it should be designed to facilitate
punching. Absiract of Efficiency Studies No 103
demonstrates how a review of official order forms
was carried out and illustrates the recommended
model order form and acceptable alternatives.

33. When forms are printed by commercial firms,
substantial unit price reductions are oftén possible
by optimizing order guantities. Supplies Officers
should be aware of consumption rates either from
their own records or from an estimate by the user,
and in planning order sizes, care must be taken to
avoid a loss through obsolescence. Studies have
shown that a considerable number of obsalete forms
and bespoke printed books are retained in stock, thus
reducing or cancelling the benefit saved from lower
unit purchase prices.

39. Elaboration in printing 15 expensive and such
features as:

(1) multi-colour printing;

{(2) carbon-patching;

(3) complicated design;

(4) variety of type sizes;

(5) non-standard paper sizes;

(6) non-standard punching
should anly be included if they produce significant
useful benefits.

40. For general application carbon paper will be
the most appropriate choice for the majority of
direct copying work in the hospital service. This is a
simple and obvious way to eliminate work by the
multiple production of copies of forms (ie. in dupli-
cate, trplicate and quadruplicate) from the ome
original. These forms extend throughout the hospital
and include such items as:

(1) official orders;

(2) official receipt forms;

{3) debtors account forms;

{4) requisition/issue notes;

(5) goods received book;

(6) patients property books.
41. Carbon backed paper, carbon patching, or one

time carbon avoid the need for interleaving and may
have specialist applications.
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42. Self copying papers are marginally more expen-
sive, but provide permanent smudge-free copies and
avoid the need for interleaving of carbon papers.
They have been used for such records as:

(1) request/report forms;

{2) ward treatment books;

(3) official order forms, issue/requisition notes etc,

43, Abstract of Efficiency Studies Mo 121 describes a
study of ward books and forms, as a result of which
combined ward treatment and work books were intro-
duced. The book provides for two copies of certain
information, using self-copying paper.

44. It is worthwhile imposing an expenditure limit
on items of printing and stationery by:
(1) means of an overall sum;
(2) control of numbers and quality on an indivi-
dual or departmental basis.
The long term aim should always be to prevent such
expenditure rising unless increases are justified by
operational savings.

45, Many items of siationery and office machinery
are available at very competitive prices from HMSO
which should be regarded as the normal supply
gervice, The Stationery Office will also undertake
overprinting of forms.

Communication Services

46, Management Services (MHS) have carried out
studies of communication aids in use in the Hospital
Service. The results of the studies may be sum-
marised as follows:

(1) Comprehensive Ppepmatic Tube Systems, It
was concluded that, in MNational Health Service
hospitals, comprehensive pneumatic tube systems
are of doubtful value. Their use is limited; their
virtue of speed is overrated; they are expensive to
inztall. By comparison, a well organised messenger
service is 50 per cent more effective in eliminating
errands; costs virtually nothing to install and
operates at about one third of the cost. Exception-
ally a case may be made for a direct point to
point pneumatic tube system.

(X} Closed Circuit Television. Current studies
are being underiaken to examine the feasibility
and use of closed-circuit television as a medium
for improving the speed of communications in
the hospital service. It is too carly to give guid-
ance. One aspect of a study relating to ECG,
EEG and medical photography data transmission
is summarised in Abstracts of Efficiency Studics
in the Hospital Service Mo 122 - Closed Circuit
Television.
(1) Patient/Murse Call Systems. The main con-
clusions of the study of Patient/Murse Call Systems
are:
(1) a non-auditory patient/murse call system
should be satisfactory for most ward units; the
ward layout may, however, have some influence
on call-buiton requiremenis and the location of
the call indicators;
(2) the saving in nursing time achieved by use of
auditory systems is negligible;
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{3) there is a need for call facilities in the ward
units covered by the study (details of a system
which will meet the requirements identified
during the study are given in Hospital Building
Mote Mo 4).
{4) Facsimile Telegraphy. Facsimile telegraphy
is electronic equipment designed to transmit and
receive the contents of documents in facsimile over
telephone or private line for any distance. It has
been found that there are a number of documents
in common use in hospitals which are suitable for
transmission between departments by facsimile
telegraphy but their transmission by this means
would cost substantially more than a messenger
service. Only in the case of pathology report trans-
missions were there advantages, but on the evid-
ence of trials these proved too tenuous to justify
the increased cost. Studies which have so far been
carried out indicate that compared with the
telephone, and other similar developing systems,
facsimile telegraphy costs more, is slower and
does not in itself contain a means of ensuring that
the message has been received by the intended
recipient. Fairly rapid development of this type of
equipment is however taking place and further
studies are planned. The possible use of tele-
printer equipment is also to be the subject of a
separate study.

47. Telephone requirements in a hospital can be
adequately met by the use of a Private Automatic
Branch Exchange (PABX) or a combination of a
Private Automatic Exchange (PAX) and Private
Manual Branch Exchange (PMBX). Guidance on the
selection of a new installation or where major altera-
tions are proposed is given in the draft Hospital
Technical Memorandum on Telephones, and in
Hospital Building MNote Mo 18 — Administrative
Department. Advice is also available from the Post
Office Area Telephone Manager. Where necessary,
space should be allowed for associated equipment
with the telephone exchange to provide facilities for
systems for fire alarms, staff location, tie lines,
medical gas alarms, lift telephones.

48. Swdies have been made of means of collecting
charges for patients’ private calls, setting up of an
information bureau to handle enquiry calls for
patients and external and internal hospital telephone
systems. (See Abstracts of Efficiency Studies Nos 24,
51, 84).

49, In smaller hospitals, it is usual to have the
exchange adjacent to the Enguiry Counter. This
facilitates the passage of messages and allows a
receplionist to act as operaior providing a relief
during short periods of absence.

50. Rapid location of staff increases the general
efficiency of a hospital but this cannot always be
provided by a telephone system. Most staff call
location systems operale in conjunction with the
telephone system and provide a means of informing
members of the stall that there is a message for them
and that they should proceed to receive it on the
nearest telephone. Basic requirements are that the
systemn should be quiet in operation, clear, reliable
and cause little interference to other electrical equip-
ment. Hospital Technical Memorandum No 20,
Staff Location Systems, describes in detail different
types of call svstems for hospitals, [
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Post Room Arrangements

51. A reliable routine document collection and
delivery service should exist and should be carefully
planned and maintained. It should normally be part
of the regular comprehensive messenger service of
the hospital. Such a service will produce savings in
the time taken in errands by more highly paid staff,
will reduce walking time for the porters, will reduce
ad hec demands on the portering service, and should
assist in planning the work of other departments,
Group arrangements for the transmission of inter-
hospital communications may be dependent on an
organised van service.

52. The Post Room provides an opporiunity to give
a general inductional training to newly recruited
personnel in clerical and portering grades. It may
also be used as a proving ground for porters who
demonstrate ability in minor clerical tasks.

53. Some of the ways in which Post Room pro-
cedures can often be improved are to:
(1) abolish the postal inward and outward books
(except for registered or recorded delivery items
and mail containing valuables);
{2) arrange for mail to be sorted by an early shift
porter and distributed to offices by, say, 9.0-
9.15 am;
(3) sort letters and packages direct on to a
messenger delivery trolley to save double handling;
{4) publicise the collection and delivery times for
internal and G.P.0. mail throughout the hospital,

54, Postal franking machines can usually be
justified even if the number of letters is relatively
small. Not only do they save work, particularly il a
detailed postage book is kept, but they provide
greater security. It is generally more economic to
purchase a franking machine than to hire one.

Accommodation

55. Hospital Building Bulletin No 5 describes a
method by which the optimum inter-relationship of
hospital departments can be determined using traffic
movements as a main criterion. In addition to its
more obvious application during the planning of
new hospitals, it will also be of assistance when
considering additions or alterations to an existing
hospital or when changes in the use of accom-
modation are contemplated.

56. A range of office area furniture has been recom-
mended by a Specification Working Party and is
featured in a report which was issued to the Hospital
Service (Report of the Specificarion Working Party
on Office Area Furniture). The range includes desks,
office chairs, tables, bookecases, filing cabinets,
library furniture and clothes lockers. The Working
Party's aim was to provide a reasonable standard of
furniture at & reasonable price. Purchases are
arranged through Central Supply.
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Medical Records
Department

Scope

1. Ths section includes guidance about the work of
the Medical Records Depariment in a hospital or a
hospital group. A separate section exists for the
Medical Secretarial Services. (Mo 12).

Organisation

2. Medical Records work will generally be organised
on the basis of the hospital rather than the Group,
although services may be provided by a large hospital
for nearby small hospitals with the use of a common
numbering system. In the future, the possibility
exists of organising records on a Group or some
larger basis, say at a District General Hospital, or a
system of record linkage developed with the aid of
computer facilities for information storage and
retrieval.

3. A Group policy for the organisation of medical
records work should exist, devised perhaps by a
Medical Records Sub-Committes, and arrangements
should be made for its implementation. Among other
matters the Group policy should be expected to
provide general guidance about the basic organisation
of records work, the availability of records services,
the roles of the Medical Records Officers, the
structure, form, order and content of records and the
length of time records are to be retained. Since the
work is clerical in character, the responsibility for its
effective discharge lies most appropriately with the
general administration. The Hospital Secretary will
normally have overall responsibility for records
work but the Group Secretary should exercise a
gencral oversight of policy implementation and the
efficacy of the working arrangements where the Medi-
eal Records Officer has Group responsibilities.

4, Where Hospital Activity Analysis is in operation,
the Medical Records Officer should ensure that
completed data collection source documents are
sent to the appropriate centre for processing without
delay, and should oversee the coding of data where
this is undertaken at hospital or Group level.

5. The main considerations which should govern the
organisation of the work of the Medical Records
Depariments are:
(1) medical records should always be available
when required and in the form they are required.

Mational standard forms in the HMRE series will
be uzed as required and forms used for functions
for which no standard forms exist at present
should be of compatible design. Good svstems of
numbering and tracing to enable speedy retrieval
are required;

(2) adequate liaison should exist bevween the
different groups of stafl using medical records 1o
enable due consideration to be given to such
matters as the design and content, methods of
storage, availability, use and movement of
records ;

(3) medical records procedures should cause
patients the minimum of waiting, inconvenience
and embarrassment. Appointment systems and
patient documentation should be carefully planned
not only to reduce waiting and inconvenicnce to
paticnts but also to enable the departments
concerned to work efficiently and achieve the most
advantageous use of staff and equipment. Trans-
port requirements need o be carefully assessed
and the planning of journeys co-ordinated with
paticnt and departimental requirements and so
far as is neceszary with ambulance authorities.

6. In addition to the clerical staff of the Medical
Records Department concernéd with case papers,
statistics, registrations, appointments, admissions,
transport facilities, surgical appliances etc, it is
usual for the Medical Secretarial Services to be
under the general contral of the Medical Records
Officer.

7. Although the clerical arrangemeénts in associated
depariments, eg. Pathology, Physiotherapy, X-ray,
Accident and Emergency may not in all hospitals
be under the direction of the Medical Records
Officer, the clerical siaff may be subject to the
general control of the Medical Records Officer for
selection, allocation and discipline. This arrange-
ment can add a greater degree of Aexibility to staffing
procedures and can help to broaden the experience
of staff.

g. The Medical Records Department will generally
be adjacent to or linked with the Out-patient
Department, where one exists, since normally a
considerable part of its work is associated with
oul-patient arrangements.
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Working Methods

9. The ‘Tunbridge’ Report recommended that a
standard patient referral letter should be introduced
for completion by General Practitioners containing
provision for all the necessary information required
for the pre-registration of patients. It can reduce
clerical staff time and simplify administrative
procedures involved in sending guestionnaires 1o
patients for completion. The letter should be read
by the Consultant or a member of his firm on the
carliest possible occasion after the receipt of the
form.

10, The registration of patients in advance of attend-
ance is recommended because!
(1) patients are spared possible embarrassment;
(2) queueing at registration desks is reduced
or climinated;
(3) it permits an even flow of work in the Medical
Records Department avoiding peaks of work
which must be handled immediately.

11. Mon-attendance by out-patients can be between
10 per cent and 20 per cent. In order to avoid
unoccupied stafl time, a percentage addition, based
on local experience, should be made to out-patients’
bookings. Where block bookings exist, the booking
times of the extra patients should be staggered to
reduce waiting time in the event of a high rate of
attendance.

12. Except for urgent cases, the despatch of new
out-patient appointments to patients should allow
sufficient time to enable patients to make suitable
arrangements of to notify the hospital of their
inability to attend. This will provide an opportunity
for the Medical Records Department to call in a
replacement should this be necessary.

13, If it is unlikely that the patient can be given an
appointment for some time, perhaps for a month,
an acknowledgment should be sent to the patient
soon after the receipt of the General Practitioner’s
referral letter. This assures the patient that he has not
been overlooked and reduces the number of en-
quiries which might have been made if the patient
had been uncertain about the arrangements being
made for his appoiniment.

14, The follow-up appointment should be made
prior to the patient’s departure from the hospital
and recorded directly on to the clinic list, which
should be prepared in duplicate. This aveids the
need for despatching appointments subsequently
whilst the copy of the list for the clinic staff is pre-
pared without further effort.

15. 'The advantages of an efficient system of mech-
anical registration of patients’ identification details
are:
{1} it avoids medical and nursing staff in repetitive
writing, with the attendant risks of transcription
errors, omissions and illegibilicy;
(2) it speeds clerical work in Medical Records
Departments in connection  with  linkage of
Pathology and X-ray reports with relevant case
modes;
(3) it enables patients’ details to be reproduced
to a standard pattern, assisting staff to logate the
information required more easily.
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16. The main systems of mechanical régistration are
as follows:

(1) embossed metal or plastic plates requiring

special plate embossing machine;

2} aluminium foil master which can be embossed

on & standard typewriter;

(3) stencilling;

(4) spirit duplicating.
When capital costs, annual running costs, noise
levels and degree of utilisation are taken into account,
the more expensive and more complex types of
addressing machines may not be justified for patient
registration purposes. A hand operated rotary
spirit duplicator is a simple, flexible machine which
can produce clean un-smudgeable dry labels at an
ECONOMIC Cost.

17. A comparative cost study in 1968 showed that the
running costs, purchase and preparation of masters
and purchase of gummed labels for 10,000 registra-
tions (16 labels per patient) were approximately:

Spirit duplicator £100
Embossed plates — metal £200
Embossed plates - plastic £250
Stencil £300

The cost of purchasing gummed labels was less than
a fifth of the cost of purchasing self adhesive labels
whilst the cost of purchasing single labels or labels
in sheets was approximately one third of the cost
of gummed labels in continuous form.

18. The logical extension of pre-registration is to ask
patients to report direct to the clinic and this system
may prevent some duplication of effort and should
reduce the gueucs at the main reception point.
Giood signposting is required. The clinic list and the
case notes should be sent to the clinic before the
clinic commences to avoid the need to call for in-
dividual case notes. If case records are assembled
3 days in advance of the clinic, sufficient time is
provided to search for notes. Assembly more than
3 days in advance frequently involves wasted effort
as some notes may still be in circulation or receiving
attention.

19, It is important to pull X-ray films for out-
patients only on request, since the pulling of films
unnecessarily can add substantially to the amount
of work involved, not only in the actual pulling
and subsequent refiling of the films, but in the extra
demands on the portering services. If particular
Consultants require to see previous films for all
patients at consultation, it may be worthwhile,
for some specialties eg. Traumatic/Orthopaedic
Surgery, to file films and notes together during a
eourse of treatment.

20. The in-patients waiting list should be centralised
and can be conveniently maintained in the Bed
Bureau section of the Medical Records office. The
maintenance of waiting lists is clerical work and as
such is more appropriate to the clerical staff of the
Medical Records Department than to Medical
Secretarics, The association with the Bed Bureau
enables a check to be made of waiting list cases
admitted as ‘emergencies’. The Hospital Secretary
should be associated with the supervision of the
preparation of waiting lists in order to facilitate any
necessary changes in the organisation of elinics and
other medical services,



21. The maintenance of the waiting list on visible-
edge records permits flexibility in grouping like
conditions and eliminates the danger of overlooking
entries in books and of rewriting book entries.

22, If cases nearing the head of the waiting list are
revicwed a month or so prior to the anticipated
admission dates to confirm whether treatment s still
required, whether any dates are unsuitable and
whether patients are able to come in at short notice,
and by what means they can guickly be contacted,
eg. by telephone, last minute attempts to select and
send for patients and excessive use of telegrams can
often be avoided.

23. The copying of admission lists can involve a
great deal of clerical effort. A review should be
carried out from time to time to establish how many
copies are needed zo that they can be prepared in the
most economical way.

24. Details of all admissions should be notified to a
central admission point to simplify arrangemenis for
obiaining additional details of the patient eg. drug
therapy, and to enable documenis and labels to be
prepared and made available on the ward. Motifica-
tion to a central point is a convenient way of initiat-
ing work in connection with other matters affecting
the patient eg. Social Security benefits.

25, Case notes and previous X-ray films should be
available on the ward on the arrival of the patient for
immediate reference and to avoid errands being run
to retrieve individual case notes or X-ray films.

26. The main considerations which should apply to
the form and content of the medical records and the
arrangement of records within the case note folder
arc:
(1) whilst the adoption of national standard
record forms is not mandatory, in general the
design and content of case notes may be expected
to conform broadly to the principles enunciated
in the Report on the Standardisation of Medical
Records and to the more recent advice given by
the Advisory Committee on Hospital Medical
Records. This should include such matters as,
the uge of International Paper Sizes, the logical
arrangement of papers within the case folder,
the adoption, wherever practicable, of standard
format and design of documents in general use,
eg. Patienls Identification Sheets, Clinical Motes,
Motices of Consent, Test Reports, Charis,
Questionnaires and Formal Notifications 50 as 1o
facilitate reference to them;
(2) although full details about the patients will be
required initially only some of this information will
be needed in making requests for tests, examina-
tions etc. In these, care nesds (o be exercised in
selecting the identifving particulars, which should
be restricted to essential information. The
inclusion of the patient's hospital number, as well
as his name, on all forms is important;
(3) the design of case note folders is at present
being reviewed and recommendations about
such matters as the uze of colour coding, and the
information which should be printed on the folders
are likely to be made. Information printed on
case note folders should be kept to a minimuim,
and it is doubtful whether there iz a need for
inclusion of the following items:
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(i) the waming ‘Confidential’ ‘Not o be
handled by the patient’;
{ii) printed provision inside the folder for

identifying particulars;
(iii) provision for dates of admission and dis-
charge;
(4) the printing of unit numbers on folders is
expensive. Numbers should ecither be stamped
by an automatic numbering machine or be hand-
written;
(5) a limited use of different coloured paper or
printing may assist in distinguishing some
different types of forms. The widespread use of
colour, however, may lead to some confusion
and should be deprecated.

27. The way in which the filing and retrieval system
is organised can significantly affect the service
given by the Medical Records Department. The
following information may be useful in an assess-
ment of the effectiveness of the system under
review:
(1) shelves can provide half as much fling space
again as cabinets at one-fifth the cost. Racks
fitted with castors (sce Abstract of Efficiency
Studies No 11) increase mobility, The latest Hes -
most likely to be in demand - should be located
as near as possible to stall using them;
(2) pulling and filing take longer if folders are
packed too tightly on shelves and too little
gangway space between rows is allowed., On
average about 60 to 65 case folders per foot run
is required, whilst the width of the gangway
should be approximately 3fi. Guide cards are
useful to divide batches of files (division every
30 notes) and facilitate pulling and putting away;
(3) if folders are fitted with pockets, filing spine
uppermost is convenient for pulling and filing
but may cause excessive wear on edges of folders;
in general, filing spine downwards is the best
method ;
{4) the use of a limited range of diferent colours
for each batch of say 1,000 case notes can facilitate
sorting of the notes prior to filing away.
{5) case notes should be booked out of the filing
store to the place of first issue by means of a
tracer card. A note of further movement should
be kept at each place of divergence from the
normal pattern of movement ;
(6) as it is impractical to attempt to keep all
case noies indefinitely, hospitals should decide
on a policy of weeding of files and subsequent
retention. Micro-filming is a means of easing
pressure on storage space but reading from
film is inconvenient for medical staff and printing
out is cosily. It is often cheaper and better to
build additional storage rooms;
(7) the failure to file reports etc, and case notes
promptly can increase the time taken to reirieve
notes and reduce their wtility. Arrears of filing
should not be allowed to accumulate;
{(8) sorting racks are to be preferred to tables or
desks for rough sorting.

28. The establishment of a ‘current file' of case
records of patients currently attending the QOut-
patient Department or to be admitted can sub-
stantially reduce the time spent searching for
records. It will also reduce the number of entries made
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on the tracer card to that of the transfer to the
‘current file'.

29. A 24 hour service should be provided wherever
practicable, if necessary restricting access to the
Medical Records library at certain times to author-
ised staff.

30. When files go astray, much time can be spent
searching for them, Tracing clerks should use a
check list of locations to be searched. If there are a
number of files which are difficult to trace, it is
often better for one clerk to deal with them all
rather than that several clerks should make indepen-
dent searches, visiting the same locations. The
Medical Records Officer should keep a permanent
record of all instances where unusual difficulty is
experienced in tracing files so that causes can be
established and remedies considered. (See Abstract
of Efficiency Studics Mo 132). Care should be
taken to book out files sent out of the hospital.
The attachment of a distinctive flash to files from
other hospitals helps to remind the recipient that
the “sending’ hospitals still have the files booked out.

31. Responsibility for safe custody of case notes
and tracing of files should be assigned o nominated
clerks. Medical Secretaries should be encouraged
to make less urgent requests on an application form
rather than by telephone which causes interruptions.,
The portering service can often be utilised to convey
applications and later, the files, to save the Medical
Secretaries making time-consuming journeys.

32. In smaller departments, it may be possible for
one clerk to accept compléte responsibility for
certain clinics including the making of appointments,
follow-up of failures to attend, clinic reception,
assembling of case notes and diagnostic reports, and
filing. In larger depariments, however, it will be
necessary to allocate the work on a functional basis,
ie. appointment clerks, registration clerks, filing
clerks.

33. Where called for, special arrangements should be
made for reports on pathological, X-ray and similar
investigations to be sent direct to the medical *firms’
requesting them but where this is done particular
care must be taken to ensure that such reports are
filed promptly after scrutiny. Such reports sometimes
accumulate on wards after patients have left and
are sent belatedly to the Medical Records office for
filing. This practise should be discouraged as it may
lead to loss of the reports concerned.

34. Delays in completing patient discharge letters
and summaries can lead to avoidable questions from
General Practilioners about follow-up treatment
etc. Moreover such delays often cause case papers (o
become mislaid, and waste clerical staff time.

5. In hospitals where Chest Clinic records are kept
independently of relevant X-rays and other medical
records amalgamation of arrangements for storage
can achieve a very considerable saving in administra-

tive costs provided that suitable accommodation
is or can be made available.

36. The introduction of multi-lingual instruetion
forms and notices for patients should help reduce
delays and errors which can occur in areas in which
a number of languages are in common use.

4

Staff

37. A formula which has been derived from a num-
ber of studies provides a means of calculating the
number of clerical stafl likely to be required by a
Medical Records Department. It is:

12BD+9N+4B8T+19(A+E)
61672

Where D = Discharges and Deaths

N = Mew Out-patient
attendances

T = Total Out-paticnt
attendances - §.H.3 figures

A=New A & E l
attendances

E=Total A & E
attendances

An addition of 10 per cent should be made to the
result for annual and sick leave.

38. The Medical Records Officer post should be
excluded from the assessment. In addition to the
above, a local assessment thould be made of work
other than pure medical records services. It might
include such items as:

(1) services provided for other hospitals;

(2) financial work — Private Paticnts, RTA ac-
counts;

(3) cancer registration;

{4) hearing aid work;

(5) hospital activity analysis.

Because of the relationship between the Medical
Secretarial and the Medical Records Services, it will
normally be advisable to consider jointly the
numbers of staff employed in the provision of these
services.

39, Flexibility in use of staff is essential, particularly
in small departments where it is useful for stafl to
gain experience of as many different functions as
possible. However, too frequent changes of duties
cause confusion to those outside the depariment as
they become accustomed to contacting a particular
officer for a particular service.

Accommodation

40, In order to facilitate communication between
depariments actively using the same files and to
simplify control and supervision of staff by the Medi-
cal Records Officer, the Medical Secretarial Services
should be accommodated close to the Medical
Records Depariment.

41. The use of secondary storage areas for ‘non-
current’ case papers should be reviewed. Where
five years have clapsed since the last discharge of the
patient it may well be preferable to use secondary
storage facilities rather than to use mobile shelving
to extend the number of files on hand or to employ
microfilming. Studies of recall rates of patients show
that retention for immediate access of papers for
five years following last discharge covers more than
90 per cent of necds.









Medical
Secretarial
Services

Scope

1. This section provides guidance about the organi-
sation of Medical Secretarial Services in a hospital
or a group of hospitals. A separale section exisis
for the Medical Records Department (No 11).

Organisation

2. Medical Secretarial Services will generally be
organised on the basis of the hospital rather than the
Group, although services may be provided by a large
hospital for nearby small hospitals. The services
should be organised in such a way that the object of
providing prompt and effective secretarial assistance
to the medical staff is economically achieved. The
administrative officer in charge of the Medical
Records Depariment should ensure that there 15:

(1) an adequate standard of service to all depart-

ments or specialties;

(2} a uniform method of record keeping;

(3) control over the movement and prompt filing

of papers;

(4) adequaie training, supervision and conirol of

the Secretarial Services,

3. The Medical Records Officer, being responsible
for both the Records and Secretarial Services is in a
position to foster good working relationships bet-
woeen clerical staff and secretaries with consequent
improvements to the service given to the medical
staff.

4. Secretaries should normally be organised in small
groups. A Senior Sccretary should be responsible
to the Medical Records Officer for supervision,
allocation of duties, training and provision of relief
staff.

5. The use of dictation machines and audio-typing
should be actively encouraged-this does not
extend to the general adoption of Centralised Dicta-
ting Systems which must be assessed on their partic-
ular merits in the situations obtaining.

Working Methods

6. Medical Secretarial Services can be provided in
the following ways:
(1) by adoption of a ‘pool’ system;

(2) by allocating secretaries to individual Con-

sultants or medical ‘firms' or to groups of *firms’;

{3) by combining both arrangements (1) and (2).
Method (3) is preferred to the others provided
appropriate accommodation is or can be made
available since it combines the advantages of indivi-
dual allecation with the opportunity of using margin-
al spare time. It 15 desirable to avoid, if possible,
staffing any unit or firm wholly with part-tima
secretlaries as this can make continuity of work
difficult. A useful addition to the zecond method
is a small relief pool, which can provide a place of
training for new stafl, provide reliefs to allocated
secretaries, and help out with arrears of work
wherever theze may have accumulated.

7. Secretaries can be allocated to individual *firms®
or groups of “firms’, so that they feel themselves to
be important and trusted members of the individoal
teams, and can undertake the organising functions
which are zo valuable. At the same time, if they
work together in small groups one of them can be
nominated as the Senior Secretary in Charge, and
can supervise, ensure an even spread of work both
on a long term basis and from day to day, train
and help new staff, and organise lunch breaks
and leave periods so as to provide cover for all firms.

8. The use of dictating equipment can produce a
valuable saving in medical and secretanal time and
should be actively encouraged since a greater output
is possible by using dictation machines and audio
tvpists than by shorthand typists. It is particularly
useful for the dictation of case summaries and can
be used generally when secrétarial staff areé not
available. Training of doctors in the use of dictating
equipment should be arranged and adequate dicta-
ting facilities, conveniently situated, should be
provided. A speedy and accurate transcription
service is vital to the acceptance and success of such
equipment,

9, A review should be carried out from time to time
to ensure that all routine standardised communica-
tions and enguiries which are capable of being
printed exist in pro forma siyle, to save secretarial
time. The use of glazed window envelopes for letters
should alse be encouraged.

10. Generally, the in-patient waiting list should be
centralised and maintained in the Bed Bureau
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Section of the Medical Records Office since the
work is essentially clerical by nature. However, if
exceptionally, waiting lists are kept by secretaries
for their firms, the lists should be kept in a uniform
manner, The Hospital Secretary should be associated
with the supervision of the arrangements for the
maintenance of waiting lists in order to facilitate
any necessary changes in the organisation of clinics
and allied medical services.

11, Clearly labelled shelf filing should be provided
for each firm in the secretaries’ offices to accommo-
date case papers, so as to provide a visual apprecia-
tion of those which are awaiting:

(1} the results of investigations;

(2) dictation;

(3) typing;

(4) signature;

(5) filing

12. This method of shelf filing can help to provide
a more economical and improved sérvice by ena-
bling:
{1) medical secretaries to ensure that all reports
are available in advance of appointments;
(2) the Medical Records Officer and senior
medical staff to be aware of any sizeable backlog
awaiting dictation;
(3) supervisory stafl to be aware of any arrears
of typing or filing so that work can be reallocated.

13. The tracing of stray case notes should not
normally be carried out by the Medical Secretarial
Services, This function can generally be organised
more effectively and economically by the medical
records staff, Saving of medical sceretarial time
has been found to be as much as 10 per céent when
tracing is carried out by the medical records staff.

14. Significant amounts of secrétarial stafl time
can be wasted if medical secretaries are responsible
for locating medical staff who are wanted on the
telephone. The installation of an effective call system
may b justified.

15. The maximum possible use should be made of
messenger services for the movement of records,
reports etc. between departments. In-patient case
notes should be collected by the messenger service
immediately after discharge to cnable discharge
letters and summaries to be diclated, typed and des-
patched as soon as possible.

16. Except for Accident cases, on acceptance of a
patient for treatment or admission, a letter should
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be sent to the patient’s General Practitioner within
72 hours. On discharge of a patient the General
Practitiorer should be notified within 24 hours and
summary notes despatched within a week.

Staff

17. The output of pool typists is generally about
20 units a day, a unit being an A5 or quarto page
of single-spaced typescript including time spent in
checking and amending. This yardstick can be used
to measure whether the typing output of medical
sccretaries is reasonable in relation to the time
which they spend on typing work. A convenient
method for estimating the volume of typescript
produced in a representative period is to arrange
for the staff to make an extra copy of all documents

iyped.

Equipment

1€. A routine maintenance programme should be
established for all office equipment and for dictating
machines in particular, in order to reduce the effect
of breakdown which can cause loss of confidence
in the system.

Accommodation

19. Tn order to avoid long communication lines
between departments actively using the same files
and to facilitate control and supervision of staff
by the Medical Records Officer, the Secretarial
Services should be accommodated close to the
Medical Records Department.

Selective Bibliography

20, The following documents contain information
about the organisation of Medical Secretarial
Services:
Hospital O & M Service Reports: London. HMsO

Mo 2 Medical Records and Secretarial Services.
Abstracts of Efficiency Studies in the Hospital
Service: London. HMSD

WNo 10 Medical Stenographers Deparfrent.

No 109 Cemtralised Secretarial Services.



Out-Patient

Department

Scope

1. This section provides guidance about the
organisation of work in the Out-patient Department,
A separate section existz for the Accident and
Emergency Department (Mo 14).

Organisation

2. In the modern hospital, the Out-patient Depart-
ment, along with the accident and emergency
depariment, is the *shop window® of the hospital. It
is particularly important therefore that its organisa-
tion should be seen by patients and visitors to be
efficient and considerate. It is desirable that the
overall responsibility for the functioning of the
department should be that of a senior administrative
officer, possibly the Hospital Secretary or the Medical
Records Officer. Responsibility for the day-to-day
control and co-ordination of the activities of records
staff, domestic staff, receptionists, social workers,
nursing and medical staff should be clearly identified
with a designated officer. The selection of the officer
will depend on local circumstances eg. size and
situation of the department, but where in large
departments the out-patient superintendent or sister
has this responsibility she should not herself take
any clinic.

3. Out-patignt procedures should be designed to
cause patients the minimum of waiting, inconve-
nience, and embarrassment. Appointments systcms
should be carcfully planned not only to reduce
waiting and inconvenience to patients but also to
enable the departments concerned to work efficiently.
The main factors involved in the control of waiting
time are:
(1) an efficient appointments system which can
minimise the time spent waiting to se¢ the doctor;
(2) adequate consulting and examination room
accommodation and efficient arrangements inside
the consulting suite, which can reduce the time
spent waiting during the consultation;
(3) adequate accommodation and efficient ar-
rangements in Medical Service Departments;
(4) full co-operation between medical, nursing
and other staff.

4, Transport requiremenis need to be carcfully
assessed and the planning of journeys co-ordinated

with patient and departmental requirements and so
far as is necessary with ambulance authorities,

§. The siting of the Out-patient Department is
important. The external approach and the relation
to other hospital departments, eg. Diagnostic, X-ray,
Pathology, Physical Medicine, the Pharmacy and
the Medical Records Departments, directly influence
the guality of the service provided.

Working Methods

6. The smooth working of an Oui-patient Depart-
ment largely rests upon:
(1} an efficient use of resources — staff, space and
cquipment;
(2} a first class appointments system;
(3) the climination of unnecessary waiting by
patients;
(4) adequate arrangements for the use of other
hospital departments;
(5) the provision of case notes at the correct time
and in good order.

7. Considerable care is required in the compilation
of the programme of clinics. This is normally a
standard programme constructed on a weekly cycle
taking into account the availability of medical staff,
types of accommodation eg. examinations and dark
rooms, availability of equipment and a balanced
deployment of supporting staff. Any adjustment to
the standard programme should be controlled from
an agreed office eg. Departmental Sister, so that the
optimum use of facilities can be achieved and changes
communicated quickly to all concerned.

8. The criticisms most frequently made about
appointments systems are that:
(1) clinics start late;
(2) patienis are called too early for preliminary
recording and specimen taking procedures. Fifteen
minutes is usually sufficient for these activities;
(3) the appointments system does not accord
with the doctors” speed of working;
(4) bookings stop at some stage in the clinic
session eg. at 4 pm when the session ends at
5.30 pm. Paticnts booked at 4 pm will have to
wait unnecessarily for over an hour;
(5) the agreed booking rate is not adhered to;
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{6) adequate notice of annual leave is not given
to enable action to be taken;
{7) paticnts are not called into the consulting
room in the order of appointment.
Abstract of Efficiency Studies Mo 85 which describes
a study of out-patient arrangements sets out the new
methods and procedures which were introduced and
shows the results which were achieved.

9, Mon attendance by out-patients can be between
10 and 20 per cent. In order to avoid unoccupied
stafl time, a percentage addition, based on local
experience should be made to out-patients’ bookings.
Where block bookings exist, the booking times of the
extra patients should be staggered to reduce waiting
tirrie in the event of a high rate of attendance.

10. The logical extension of pre-registration is to
ask patients to report direct to the clinic and this
system may prevent some duplication of effort and
should reduce the gueues at the main Reception
point. The clinic list and the case notes should be sent
to the elinic before the clinic commences to avoid the
need for the collection of individual case notes, 10
case records are assembled 3 days in advance of the
clinic session sufficlent time is provided to search
for missing notes. Assembly more than three days
in advance frequently involves wasted effort as some
notes may still be in circulation or receiving atiention.

11. The registration of patients in advance of
attendance is recommended because:
(1} patients are spared cmbarrassment;
(2) queucing at registration desks is reduced or
eliminated ;
{3) it permits an even flow of work in the Medical
Records Department avoiding peaks of work
which must be handled immediately.

12. Except for urgent cases, the despatch of new
out-patient appointments to patients should allow
sufficient time to enable patients to make suitable
arrangements or to notify the hospital of their
inability to attend. This will provide an opportunity
for a replacement to be called should this be neces-
Sary.

13. Waiting inside the consulting suite wvaries
according to the method of consultation. Time
studies have shown that the uninterrupted method of
consultation causes less waiting and creates less
demand for accommodation than the interrupted
method by which the consultation proceeds in
stages, with an interval between interview and
examination while the doctor interviews the next
patient.

14. The variation in consultation times, the need to
allow for patients who may arrive late or who may
be unable to keep their appointment, and the general
pressure on out-patient clinics make some waiting
inevitable, Mevertheless, it ought to be possible to
achieve a standard of efficiency which enables at
least 75 per cent of the patienis to be seen by the
doctor within 30 minutes of their appointment, and
the majority of these within 15 minutes, and causes
no more than 5 per cent to wait over one hour.

15. There should be a simple routine check by the
officer responsible for the day-to-day running of the
Out-patient Department to ensure that arangsments
are operating as planned. For example, a comparison
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of the time of the last appoiniment with the finishing
times of the clinic is a useful measure of the efficiency
of the booking procedures. Excessive waiting and
regular variations point to the need for action.

16. In order to ensure that the maximum number
of patients are seen with the minimum of waiting
it is important to remember that progress is governed
by the slowest procedure. One way of securing mini-
mum waiting would be to gear the rate of booking to
the slowest procedure, but this would reduce waiting-
time at the cost, say, of nol providing as many
patients at the consultation stage as the doctors could
see. The aim in these circumstances should be to
improve the facilities at the slowest stage to bring
its rate up to that of the consultation stage.

17. Some clinics are of necessity conducted in stages,
at each of which the patient may have to wait. At
Chest Clinics, for example, the usual procedures are
interviewing and weighing, undressing and dressing,
having X-ray taken, waiting for X-ray to be devel-
oped, consultation and treatment.

18. The flow of patients from clinics to the Medical
Service departments should be controlled to mini-
mise unoccupied stafl time and to keep waiting time
to a minimum. Close co-operation between the
departmenis and an appreciation of the factors which
influence the referral of patients can achieve signi-
ficant savings by helping to improve the appoint-
ments system and to provide aneven flow of patients.

19, Some waiting is inevitable in ancillary depart-
ments because patients are referred without notice
from clinics. The main point to be watched is that
adequate provision is made for the period when it is
known that out-patients will be coming from clinics.
Some relief can often be given if patients are given
the choice of attending later in the day at a less busy
time.

20, The follow-up appointment should be made prior
to the patient's departure from the hospital and
recorded directly onto the clinic list, which should be
prepared in duplicate. This aveids the need for
despaiching appointments subsequently whilst in
addition the copy of the list for the clinic staff is
prepared without further effort.

21. Clinics are sometimes necessarily interrupted in
an emergency resulting in the absence of the dector
from the clinic for some time. It is advisable to
have contingency arrangements clearly defined and
well known so that the effect of the absence can be
minimised. A recognised deputy should be named
where this is possible. Particular attention should be
paid to obtaining advance notification of doctors’
holidays, special leave, ete.

22, There should be well devised and well recognised
alternative duties for clinic staff in the event of::

(1) the cancellation of a clinic

{2) the carly completion of a clinic
to ensure that stafl are fully and efficiently employed.
Where more than say iwo hours of staff time per
individual are involved, redeployment to wards and
other departments may be possible. For shorter
periods redeployment within the Out-patient Depart-
ment is the likely alternative.



23, Cloze co-operation must exist between clinic
staff and the staff of the medical records department.
The early provision of appointment lists may
facilitate the production of the case notes, but these
are of limited use if they are not up to date. Con-
siderable time can be wasted sorting unfiled papers
and chasing missing reports. There should be a clear
distinction between the work of the medical records
department and the clinic staffs and checking of lists
and notes reduced to the necessary minimum.

24. The introduction of multi-lingual writien instruc-
tion forms and notices should help to reduce delays
and errors which can occur in areas in which a
number of languages are in common use.

Staff

25. It is impossible o propound the composition of
one ideal clinic team because the requirements of
different clinics vary according to the demands and
techniques required by each specialty. The use of
more non-nursing staff, however, could create a
potential saving in nursing staff, (Abstracts of
Efficiency Studies No 117 and Management Services
(NHS) Report Mo 2 *“The Work of MNurses in Out-
patient Departments’). At presentinsufficient evidence
exists to enable staffing ratios for Out-patients’
Departments to be determined. However, recent
studies have identified the pattern of work under-
taken by clinic teams.

26. It has been established that ancillary work*
accounted for 13 per cent of the total staff time.
Qualified nurses spent 12 per cent of their time on
such ancillary duties - more than half this time was
occupied by two activities, ‘obtaining and putting
away instruments and equipment, preparation/lay-
out of trolleys’ and ‘chaperon duties’. This work was
not regarded by the Standing Mursing Advisory
Committee as requiring the skills of a qualified nurse
and there is scope for the close study of the allocation
of duties in Out-patient Departments.

27. As litthe as 7 per cent of qualified nursing stafl
time has been found to be spent on nursing work®,
the area in which these staff might be expected to be
mainly employed. The percentages for the individual
gualified nursing grades were:

b
Departmental Sister -
Sister 9
Stafl Murse 7
Enrolled MNurse 7

These figures suggest that Out-patient Departments
generally may be overstaffed with highly qualified
personnel much of whose work could be done by
lower grade professional staff or even by non-
professional staff,

28. Qualified nurses spent 28 per cent of their time
on clerical work®, ie. four times the amount of time
occupied by nursing work; for all nursing staff the
proportion was 27 per cent and for all grades of
staff 28 per cent. More than half the time spent by
nursing staff on clerical work was accounted for by
two activities, ie. ‘handling, checking, sorting-
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case notes, clinic lists, etc, in a clinic suite or sub-
wailing areas’ and ‘studying case notes, documents,
etc, including preparation work for clinics”.

29, Qualificd nursing staff spent 16 per cent of their

time on administrative and supervisory duties®;

the proportion for all grades of staff was 14 per cent.

Two activities accounted for 10 per cent of all staff

time and 13 per cent of qualified nursing stafl time;
(1) receiving/issuing instructions, official con-
versation: clinic staff (7 per cent of qualified
nursing staff time);

(2) directing patienis® movements within the
clinic (6 per cent of qualified nursing staff time).
The second of these two activitics does not usually
require professional skill and yet staff nurses were
found in all the Out-patient Departments studied to
be the grade mainly concerned. Staff of the clinic
receptionist type might well undertake this type of

duty.

30. Cleaning* occupied 4 per cent of all stafl time
and of qualified nurses" time; 90 per cent of the time
spent on cleaning was accounted for by cleaning,
tidying, and preparing clini¢ suite between clinics
and patients.

3. Personal and waiting time* proved to be a
significant factor; 29 per cent of all staff time and
29 per cent of all nursing staff time was spent in this
way. Of this, nearly %0 per cent was speni waiting.
It might be possible to reduce the amount of waiting
time if instead of being in whole time atendance the
nursing staff concerned operated on an ‘on-call®
basis.

32. The need for portering assistance to patients can
vary considerably on different days of the weck
because the numbers of patients attending different
clinics fluctuate widely, as does their need for help.
Full time porters should be allocated to the depart-
ment related to the work of less busy days with
additional staff when necessary being provided from
the general pool of porters.

33. It is nol vet possible to assess the number of
porters required in an Out-patient Department by
means of a simple comparison with some aspect of
hospital activity, for example, the number of beds,
attendances or walking distances involved. However,
the appropriatencss of the number of porters em-
ployed may be assessed by considering (1) whether
each porter works, as far as possible, (o a defined
programme (2) whether the tasks by this programme
fill his hours of duty or can be rearranged to cradicate
any gaps, or the tasks combined in such a way as will
fully occupy the morning or the afternoon, leaving
the rest of the day free for necessary work elsewhere,
and (3) whether in the light of the work to be done,
some or all could be better done by pool porters.

34, The uze of voluntary workers as Main Hall
receptionists has been found to be of great help to
out-patients and has saved clinic staff time. Their
duties included receiving patients and making them
feel welcome and ot ease, answering questions,
directing them or accompanying them to clinics and
departments and answering the telephone,

* See the Sianding Mursing Advisory Committee’s
Report for the Central Health Services Council issued
under HM(65)70.

&l
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Accommodation

35, Waiting room accommodation should be bright
and cheerful and contain attractive furniture and
furnishings. A canteen service, preferably staffed
by voluntary workers should be available in all
Out-patient Departments. Good signposting or other
directional aids such as lights and colour codes are
also essential. The use of symbols may be better
than written descriptions for directional notices and
signposts. There should be sufficient space for the
parking and manoeuvring of prams and wheel-
chairs. Adeguate toilet facilities, clearly identified,
should exist, with special provision for disabled
patients. Care should be taken to ensure that the
taking and handing in of specimens can be carried
out without embarrassment.

36. It may be that the physical relationships of the
rooms in the Oui-patient Depariment are respon-
sible for increasing the work of staff and causing
embarrassing and unnecessary movement for
patients. Abstract of Efficiency Studies No 63
deseribes a study as a result of which rooms were
re-allocated and some minor alterations were made
to the structure. The movement of patients has been
reduced to the minimum and their comfori consider-
ably increazed. The staff have also bencfited by the
elimination of both disturbance and noise caused by
the movement of patients between certain rooms.
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Accident and

Emergency

Department

Scope

1. This section provides guidance about the organi-
sation of work of Accident and Emergency Depart-
ments. A separate section exisis for the Out-Patient
Department (No 13).

Organisation

2. In 1962 the Standing Medical Advisory Commitiee
on the Accident and Emergency Service recom-
mended a substantial reduction in the number of
accident and emergency units and a concentration
of the service in a pattern of such units which would
each serve populations of at least 150,000, with
supporting services in other specialties and with
smaller hospitals receiving less serious cases, Excep-
tionally, the provision of a unit for areas conlaining
fewer people may be justified but there might be
difficulty in providing a full service at all times.
Co-ordination of the accideni units should be a
function of the Regional Hospital Boards and not of
the hospitals at which the special centres for neuro-
surgery, plastic surgery etc are located. The number of
accident beds (including neuro-surgery, plasticsurgery
etc) should normally be 30 to 35 per 100,000 popula-
tion but there may be areas where experience shows
that fewer or more beds are needed. It is desirable
that one consultant, normally an orthopacdic
surgeon, should have dav-to-day control of the de-
partment and that questions of policy in the organ-
isation of the service can best be settled by a group
of consultants representing the main specialties inclu-
ding dental surgery. The responsibility for secing that
comprehensive and accurate clinical records are kept
should be with the consultant in charge of the unit,
Major Accident and Emergency Departments should
have radiology and pathology standby or on-call
cover over 24 hours for 7 days each week.

3. Co-operation between hospitals and the ambu-
lance services is important and hospital staffs
however jumior should be conversant with ambulance
procedures. Every effort should be made to achieve
perfect co-ordination. Direct radio or radio tele-
phone links between ambulances and Accident and
Emergency Departments should generally be pro-
vided. To avoid continuous manning of & radio in the
Accident and Emergency Department a link can be
provided through the ambulance control unit to
any external telephone extension in the hospital.

4, Im Hospital Building Note No 22 it was stated
that the department should be sited so that patients
coming by public transport do not have far to walk
on the hospital site and those coming by car should
be able to drive to the entrance. A separate entrance
may exist for seriously ill patients but all other
patients will normally enter through the same
entrance and this should facilitate the provision of
reception arrangements. Part of the main waiting
space should be capable of being divided off for
children so that they are shielded as much as possible
from witnessing other casualties.

Working Methods

5. The possibility of economising on staff at week-
ends by arranging that departments which are not
inconvenicntly distant from each other remain open
in rotation, should be explored. (HM{68)83.)

6. There can, by definition, be no appointments for
‘new’ patients and because the incidence of these
cannot be forecast, appointmentis made for “old’
patients can be regarded as only approximate and an
claborate system could not be justified. It is, however,
possible to devise a system of calling ‘old” patients in
quarter hourly blocks which is simple 1o use and
requires no clerical assistance. It is described in detail
in Hospital O & M Service Report No, 1 ‘0Old’
patients appointments should be so timed to avoid
peak periods of emergency work. Although these
can be reasonably well defined for cach authority and
are likely to include morning and evening rush hours
and between 10.30 pm and 2.30 am, there can be
other factors which need to be considered. Apart
from geographical and area occupational influences
eg. heavy industry and motorways, it is not un-
common to find that the general public regard, and
at times, use the department as an extension o their
GP's surgery. Where the incidence of non-urgent
cases endangers the true function of the department
appropriate notices and publicity may be required.
But while it exists due allowance has to be made for
the increased workload.

7. An Accident and Emergency Register of all
cazes attending the department must be kept and
should contain the following information:
(1) identification details of the patient;
63
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{2) the name of the doctor who attends him and

the time he does s0;

{3) the disposal of the case.
Paragraph 98(v) of the Report on the Standardisa-
tion of Hospital Medical Records 1965 refers. The
introduction of an Accident and Emergency Record
Card should be considered where it is not in use,
Details of all cases involved in road traffic accidents
should be recorded for the purposes of hospital
charges payable under the Road Traffic Act 1960, A
possible system is described in Abstract of Efficiency
Studies MNo 114,

8. As the care of accident and emergency patients at
hospitals may be transferred from one department
or one medical attendant to another, instructions
should be given to all members of the stafl to ensure
that necessary information is passed to the person in
charge of the patient at each stage of his treatment.

4, The failure of proper communication between the
hospital and the General Practitioner is a common
gource of misunderstanding and friction. The
administrative arrangements should ensure:
(1) that adequate secretarial staff is available in
order that a written reply is promptly sent to any
Written communication ;
(2) that information about a discharged patient is
conveved to his General Practitioner by letter or
by telephone with subsequent written confirma-
tion. This should include:
(i) the result of relevant investigations;
(i) the diagnosis;
(i1} the treatment that the patient has received;
{iv) any advice or instructions given to the patient;
{v) further care recommended.

10, All Accident and Emergency Departments
should have standing orders with which every
member of the staff employed 15 familiar. General
guidance material for such standing orders appears
in the Appendix to HM(68)83.

11. The introduction of multi-lingual written instruc-
tion forms and notices should help to reduce delays
and errors which can occur in areas in which a
number of languages are in common use. The use of
symbols may be better than written deseriptions for
directional notices and signposts. Especially in
hospitals situated near sea and airports and motor-
ways it iz useful to compile a list of staff and volun-
tary workers who can act as interpreters should the
nesd arise,

Staff

12. HM({63M0 stated that normally, the medical
staffing of Accident and Emergency units should be
s0 arranged as to allow each unit to have three
consultant surgeons in order to $ecure consultant
cover at all times. Where however a unit is provided
for a population of less than 150,000, consultant
cover will be more difficult to achieve. Such units
should not have less than two consultant surgeons
who could undertake elective surgery in addition to
accident and emergency work.

13. The report of the SMAC Sub-Commitiee on
Accident and Emergency Services stated that below
the consultant grade, there should be three afficers
of intermediate grade and an adequate number of
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senior house officers to give a service at all times of
the day and night. Every effort should be made to
avoid employing pre-registration doctors in Accident
and Emergency Departmenis. Where, for training
purposes, this is thought to be desirable, the desig-
nated head of the department should arrange for
close supervision. Care is necessary to ensure that
duty roias are designed and applied and that staffing
provision i5 related to the probable demand upon
the department throughout each 24 hours.

14. HM(6B)83 stated that the numbers and grades
of nursing staiff required will depend on the opera-
tional policy, provision and layout of the depari-
ment, but normally a departmental sister should be
in charge and responsible for the nursing aspects of
work. It is important to ensure that there are
adequate supporiing stall and that nurses are not
carrying out non-nursing duties. The responsibility
for "sorting” patients who present themselves at a
hospital into those who need hozpital care and those
who do not should not be placed on the nursing
services; it cannot properly be carried out by other
than a registered medical practitioner.

15. The need for portering assistance to patients can
vary considerably on different days of the week
because the numbers of patients attending the depart-
ment fluctuaie widely, as does their need for help.
Full4time porters should be allocated to the depart-
ment related to the work of less busy days, with, when
necessary, additional staff being provided from the
general pool of porters. To ensure that these arrange-
ments operate efficiently it is important that all
porters in the general pool should be trained in the
handling of patients.

16. It is not yet possible to assess the number of
porters required in an Accident and Emergency
Department by means of a simple comparison with
some hospital factor, for example, the number of
attendances or walking distances involved. However,
theappropriatenessof the number of portersemployed
may be assessed by considering (1) whether each
porter works, as far as possible to a defined pro-
gramme, () whether the tasks in this programme
fill his hours of duty or can be rearranged to eradicaie
any gaps, or the tasks combined in such a way as will
fully occupy the morning or the afternoon, leaving
the rest of the day free for necessary work elsewhere
and (3) whether in the light of the work to be done,
some or all could be better done by pool poriers.
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Portering
Services

Scope

1. For this purpose, the term Porlering Services
covers the convevance of patients, information,
messages, equipment, supplies and refuse, ete to and
from departments. Guidance is included about the
basic organisation of portering services where this
extends into departments or where there is a direct
relationship between the pool and deparimental
portering services, for example, a comprehensive
messenger sérvice, The section does not extend {o
inter-hospital movement nor to movement within
departments.

General Considerations

2. Mearly all hospital portering work is created by
the activities and requiremenis of other members
of the hospital organisation. The basic problem is to
tailor fluctuating and partially unpredictable needs
to a fairly static complement of porters and vet
provide an efficient and economical portering
gervice, Portering work 15 of three kinds:

(1) work which is undertaken at daily, weekly or

other regular intervals;

(2) work of an ad foc nature which is undertaken

as and when required and in response to requests

received from anywhers in the hospital;

(3) departmental dutics - where a porter is

attached to a particular hospital department,
The work at (1)and (2) above will usually be carried
out by staff attached to a general poriering pool.
Work in category (1) should be carried out to a
defined programme which must be designed to
achieve the efficient deployment of staff. In category
(2) it is essential to establish the degree of urgency
for ad foc iasks so that they can be fitted into the
work programme in their proper sequence avoiding
peaks of work wherever possible.
3. The quality of management is likely to have a
profound influcnce on the standard of Portering
Services provided in a hospital. The hospital ad-
ministration should take a direct pant in designing
the organisation and methods of control: the Head
Porter, with management training, should provide
day-to-day control and supervision, making the best
use of his staff.

4. A Head Porter needs to give particular atiention
to the following:

P

(1) the activities of all departments and their
working arrangemenis;

(2) the relationship between deparimenis;

(3) their needs for portering services:

(#) the nawre of all portering tasks, so that he
can instruct and direct the portering staff in their
duties;

{5) effective methods of doing the work ;

(6) working timetables and duty rosters;

{7} supervision of portering staff and dealing with
related personnel problems:

(8) the establishment of effeciive supervisors
amongst his staff,

3. The examination of the considerable volume of
goods, information and equipment which is trans-
ported throughout the hospital requires a detailed
study and this needs to be done before a fully
co-ordinated comprehensive service can be designed.
Without it, solutions which are sensible in themselves
may be inappropriate in a wider context.

6. When exanuming the internal fransport function
of the portering services, it 5 important to ensure
that all journeys are essential, that they are not
unnecessarily repeated and that, so far as possible,
movements about the hospital on defined routes are
combined 50 that what has to be moved can be
moved by as few people as possible. Centralised
messenger services have been criticised by depari-
mental heads as being less reliable than a depart-
mentally provided service but this is seldom borne
out in practice. Deliveries to wards and departments
should be organised so that they are made at times
convenient to all concerned avoiding congestion in
supply rooms and corridors. It is important for a
delivery and collection service to operate reliably
and unobtrusively,

7. The correct selection of equipment can signi-
ficanily reduce the number of journeys to be made
and the amount of effort required to convey supplies
and equipment. It should also contribute to a reduc-
tion in portering costs,

£. A high standard of stall morale can make an
important contribution to the cffectiveness of the
portering services. Good management, adequate
training and good staff relationships all have im-
poriant roles to play in ils development and main-
fenance.

fil
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Working Methods

9, Portering services are likely to be provided more
effectively and economically il the Head Porter has
the management qualities to be able to use his
resources efficiently and to establish and to maintain
goodwill with the members of the stafl. The Hospital
Secretary should be responsible for overall planning
and control. These responsibilitics will include
taking any necessary action to ensure that the
system still meets the needs of the hospital and is
operating as intended. He will also have an important
part to play in personnel, recruitment and training
arrangements.

10. There is a tendency for regular portering tasks
to be concentrated unnecessarily into the mornings,
particularly inte the first two or three hours of the
day. Often a large number of portering stall are
provided in order to meet high peaks of demand
al these and other times. Wherever possible, porter-
ing tasks should be retimed to avoid peaks of activity.
Some of this regular work must necessarily be under-
taken at specific times, for example, the trans-
portation of food trolleys from the kitchen to the
wards. It is often possible, however, to vary slightly
the times of meals in different wards so that fewer
poriers, making several trips each, are required.

11. The volume of ad koe work is more consistent
throughout the day and from day to day than is
generally imagined, even though individual tasks
differ in importance, nature and frequency. Porters
sometimes operate on the basis that every ad foc
request should be met as quickly as possible
whether it 15 necessary or not. So that the request
can be given ils correct priority, the ongmnator
should be asked to indicate the urgency of cach
request, using a simple system with classifications
such as:

(1) immediate,

(2) as soon as possible,

(3) carly,

{4) non-urgent.
For both routine and ad hoc tasks, the work should
be spread as evenly as possible avoiding peaks of
activity in order 10 make the most effective use of
portering staff.

12. It is customary for porters to be engaged on only
one activity at any time with the result that a ward
or department may be visited by several porters in
the first two hours or so of the day. Journeys are
often productive in only one direction and a high
proportion of the time of porters is speni merely
returning 1o the duty room. Significant reductions
in staff time are likely to accrue from co-ordination
and combination of journeys.

13. The nature of hospital work is such that a
proportion of unoccupied time on standby duty is
unavoidable, Including night times, it has been
consistently found that pool porters are unoccupied
for between 40 and 50 per cent of their time. From
studies carried out, it would seem that a reasonable
maximum percentage may be 30 per cent and this
can be achieved by better planning without detri-
ment to the standard of service given. Abstract of
Efficiency Studics Mo 93 describes a review of
Portering work in a Teaching Hospital as l,iu‘Er result
[

of which the standby time was reduced from 63-5
to 30 per cent.

14. Supervision of pool porters is more difficult to
arrange than that of departmental porters whose
supervizion will normally be undertaken by the
departmental head concerned. A deputy head porter
is mot justified where the total number of porters is
less than 10 but is invariably necessary where the
number exceeds 30, In this situation, he would assist
with supervitsion, particularly in covering ‘early
and late watches® and every day of the week. Thers
is also a case in certain large hospitals where, for
example, four or more porters work in outlying
buildings or where teams work on specific duties,
for a charge hand porier to be appointed. The
appoiniment of & charge hand may also be appropri-
ate in small hospitals where the post of deputy
head porter cannot be justified.

15. Adequate information and training shouold be
given to porters about such matters as:

(1} conditions of employment;

(2) the layout of the hospital;

(3) the functions of departments;

(4) stafl relationships;

(5) ihe best way to carry out his work;

(&) the best way of giving assistance to staff and

patients.
A list of subjects which should be included in a
training programme appears in Hospital O & M
and Work Study Report Mo 11.

16. Training is essential for supervisory grades of
porters. The training should deal with the subjects
listed in paragraph 121 of Hospital O & M and
Work Study Report No 11 more deeply and also
including at least the elemenis of

(1) work simplificaiion;

(2) principles of supervision;

(3) staff relationships;

(4) job instruction.
The imterim report of the Advisory Group on
Ancillary 5taff Training, issued with HM(68)96,
describes the arrangements which should be made for
the training of Head Porters.

17. Portering staff are required to handle, lift and
transport containers of various sizes and weights.
Instructions by the staff of the Department of
Physical Medicine in the correct method of lifting
and handling may help to avoid injuries such as back
strain which oecur as a result of such duties.

18. A carcfully designed routine collection and
delivery service can contribute much to the running
of the hospital. There should be a collection and
delivery time-table co-ordinated with key ward and
departmental activities which should be strictly
followed. The main advantages of such a service
are; )
(1) errands undertaken by professional, technical,
nursing and other stafl are considerably reduced ;
(2) substitution of *round trips’ for point to point
journeys represent a  considerable saving in
porters” walking time;
(3) the need for many ‘ad hoe” calls disappears;
(4) the regular service assists depariments in
planning their work ;
(5) the most economic routes can be chosen re-
ducing the amount of time and effort.



Abstract of Efficiency Studies Mo 46 describes the
reasons for the introduction of such a service at a
particular hospital, how it was introduced, and sets
out an analysis of the time saved by its introduction.

19. The frequency and type of issue of stock ilems
directly affects the amount of porering work
involved in the distribution of stores to wards and
departments. Less frequent issues have been intro-
duced in some hospitals, for example, fresh malk
once per day and dry provisions at weekly intervals.
Cleaning materials may be issued at fortnightly or
monthly intervals. Peaks of work can be avoided by
arranging for deliveries to be spread over a number
of days,

20. Lodges at the entrances to hospital grounds are
frequently manned by poriers throughout the 24
hours of the day. The duties of lodge and gate porters
may include:

(1) safeguarding against unauthorised entry;

(2) directing patients, visitors and callers on

busincss;

(3) recording the arrival and departure of goods,

wehicles and ambulances;

{4) operating a weighbridge;

(5) supervising time clocks;

{6) minor clerical tasks.
Generally, gate porters are very much under-
occupied. Records of incoming and outgoing
vehicles and of unregistered mail are seldom used
and the task of directing visitors is of limited value.
It is doubtful if a manned gate lodge provides any
real security against unauthorised entry, The need
1o continee the practice should be clearly demon-
strated. Absiract of Efficiency Siudies Mo 92
describes the results of a review of gate porters.

2. Disposal of refuse takes up a considerable
amount of portering time and may require as many
as 70-75 hours per week in larger hospitals. Move-
ment of dirty and infected materials within the hos-
pital should be restricted in the interests of hyvgiene
and to reduce the risk of cross infection. Such
devices as chutes, hoists, incinerators and waste
disposal machines have been installed for this pur-
pose and also 1o minimise handling and transport.
There is as yet no full agreement of the value of
these devices in relation o their cost or effectiveness
and there may be difficulties in installing them in or
on existing structures, Abstract of Efficiency Studies
Mo 19 describes the installation of chutes for refuse
and used linen in an existing hospital.

22, Where hospital porters collect and transport
refuse for subsequent disposal, attention should
be paid to the following points:
(1) sufficient receptacles should be provided to
enable the different types of refuse to be kept
separate — swill, infected materials, paper and used
or broken containers;
(2) refuse should be collected at least twice per
day after peak times of accumulation;
{3) bins, etc should not be marked with ward
names as this complicates replacemént arrange-
rents;
{4) sufficient spare bins should be provided to
enable an empty for full exchange to take place;
(5) the use of disposable paper sacks or bin linings
eliminates the need for cleaning and exchange
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of bins. They are lighter to handle, quicter in use
and provide less risk of ¢ross infection but have
the disadvantages of being a greater fire risk and,
possibly, being more expensive. Abstract of
Efficiency Studies Mo 32 describes the circum-
stances which led to the introduction of paper
sacks for refuse disposal in a hospital of 700 beds,
(6) large refuse hoppers can be hired from some
local authorities and can reduce handling of refuse.
So far as possible “dirty" materials should follow
different routes from clean materials. They should be
kept away from areas where hygiene is of the utmost
importance and also from the main hospital traffic
TOULEs,

23, Night porters provide a very important service
but the majority of their time, perhaps as much as
85 per cent, may be unoccupied. Some hospitals
have found it possible to arrange for them to
undertake cleaning duties, ¢g floor cleaning and
polishing, where the sleep of patients and resident
stafl is not likely to be disturbed by the work.,

24. Delivery of meals to the wards is likely 1o be best
carried out by the general pool of poriers, since the
employment of sufficient kitchen poriérs to carry out
these duties will generally involve an over-provision
of stafl at other than meal times. Fewer porters will
be required if slightly different meal times are
adopted for each ward. As the delivery of meals 1o
patients 15 one of the most important tasks under-
taken by the portering staff, it should be closely
studied and the remainder of the porters” programme
built around the needs of this activily.

Staff

25, Simple comparisons of portering needs to hos-
pital characteristics, cg. the number of beds, do not
provide a reliable guide to the number of porters
needed. It is more likely that the number of porlering
staff can be related to units of work performed,
the type and number of units ranging with different
kinds of work. Much more evidence is required
before the vsefulness of guides of this sort can be
judged. At present, an accurale assessment of the
number of staff required can be based only on
detailed study of the needs of individual hospials.

26. When reviewing the number of pool portering
stalf employed, hospital management should obtain
information about:
(1) the tasks carried out, including any carried
out in depantments or on relief duties;
(2) the length of time they require;
{3) when they have to be carried out;
(4) how they are being done so that it can assess
whether they are being carried out in the most
efficient way possible;
(5) how the time allowed for ad hoc duties has
been calculated and whether it has been assessed
realistically.
The programme of work should provide for these
tasks to be carried out with the most efficient use of
staff, particularly by avoiding peaks of activity.

27. In larger hospitals of 400 or more beds, 1t is
likely that a full-time post of mortuary porter will be
needed. In small hospitals, however, this is unlikely
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to be the case and the arrangements should provide
for other duties to be allocated Lo the porter in order
fully to utilise his time.

28. It will generally be necessary to arrange shift
working so that all staff may share in early, late and
night duties. Care should be taken to limit the man-
ning of rotary shifts to the minimum required o
cover the lightest period in the 24 hours (usually the
night shift). The remainder of the day work should
be covered by porters working for periods of duty,
possibly including alternating shifts, which should be
determined according to the needs of the programme
as a whole.

29, The establishment and maintenance of a high
standard of stafl morale is important. Good com-
mugications between management and stafll are
essential, particularly where duty rotas and off-duty
time are concerned. Provision of smart uniform or
overalls and a comfortable and attractive duty room
adequately furnished and equipped, and kept in
clean and tidy condition, can also make a valuable
contribution,

Equipment

30, Often, much of the equipment used by porters
for the transport of supplies is makeshift and
inappropriate, for example, stretcher or instrument
trolleys which are used for general transport. The
absence of suitable equipment often involves extra
effort and time. Guidance about the selection of
power driven and hand trucks appears in Hospital
O & M and Work Study Report Mo 11, paragraphs
93 to 102, It may also be worthwhile reviewing the
suitability of containers and such aids as post
pouches and bags.

31, In all but the smallest and most compact hos-
pitals, there may be advantage in using powered
vehicles for transporting heavy loads, particularly
in hospitals where the corridors are on a slope or
where the wards are widely dispersed. Alterations
may be necessary, such as widening doorways or
building ramps to avoid double handling of supplies
and unnecessary travel around ‘obstacles”,

Accommodation

3. Diagrams of the general layout of the hospital
and clear directional notices will usually result in a

reduction in the number of questions asked by staff,
patients and visitors. Additional signposts should be
provided in the grounds and in the main building at
points where guidance is likely to be required.
Descriptions of hospital departments should be
given in simple, rather than technical terms. Colour
codes may help 1o establish orientation within the
hospital and the use of simple, unambiguous symbols
is also worthy of consideration, especially in areas
where a number of languages are in common use.
Well designed symbols will also add to the appear-
ance of the hospital.

33. The main encquiry point is usually best situated
in the entrance hall of the hospital. Where sufficient
space is available, the porters’ duty room and the
main switchboard should be sited immediately
adjacent to the enquiry desk. In any event, both
should be as close as possible to the enquiry desk
where the duties of the officer manning the desk
should include responsibility for receiving and pas-
sing on requests for general portering assistance and,
during some periods particularly cutside the hours
of @ am to, say, 6 pm, the task of operating the
telephone switchboard. It may also help supervision
if the Head Porier's office is nearby. Accommodation
for hand trucks and frequently uzed items should
also not be far away.
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Catering

Department

Scope

1. This section includes guidance about the organi-
sation of work in hospital Catering Departments.
For this purpose, the term includes work in the dining
room as well as work in connection with the prepara-
tion and cooking of meals. References to work which
is closely associated with catering activities, such as
the conveyance of cooked food to wards and the
purchase, storage and issue of provisions, appears in
the sections for the Poriering Services (Mo 13),
Supplies (Mo 8) and Stores (Mo 22),

Organisation

2, The organisation of a hospital kitchen is influenced
by the number of patients and staff for whom meals
are being produced and the pattern of feeding. The
latter factor is governed at any one time, by general
feeding standards and customs as applied to the
particular requirements of hospitals. Over the years
both standards and customs have changed and
evidence suggests that the rate of change is accelerat-
ing. Mew technigques which are being developed and
tested include:

(1) frozen state storage with subsequent heat

restoration;

{2) plated meals service;

{3) the use of ready prepared fresh vegetables;

{4) continuous small batch cooking.

3. It iz from these and other experiments that the
future pattern of hospital catering will emerge but
the conventional system is likely to remain pre-
dominant for some time to come and it is rom studies
of conventional systems that most of the information
contained in this section has been derived.

4. The Group Catering policy should, among other
matters, provide guidance about the basic organisa-
tion of the Catering Services, the roles of the Cater-
ing Officers and the standard of catering at all
hospitals in the group.

5. The kitchen iz presented with a number of dead-
lines each requiring to be met — cooked food must
be available both in the wards and the dining rooms
at correct times. To be too late will have a dis-
organising effect on the entire hospital; to be oo
soon would almost certainly cause the guality of the
prepared food to deteriorate. To meet this challenge,

F2

the best standard of performance has been found
where kitchen management possessed a high level
of organising ability in addition to culinary skill.

6. In addition to providing a choice of normal diets,
the kitchen produces a range of therapeutic diets to
meeet the individual dietetic needs of certain patients.
Kitchen work, therefore, includes the large scale
production of normal diets and some mdividual
production of therapeutic diets.

7. The kitchen, as a productive unit, is supporied
by a purchasing agency to provide the raw materials
and distributory services to take the product to the
wards and dining rooms. As a general rule, kitchen
staff should not be engaged in the supporting func-
tions, although some participalion by cooks in
dining room service is claimed to be justifiable.

8. In a hospital kitchen serving about 600 beds, with
a high standard of management, using an extensive
but mot exclusive range of fresh foods as distinet
from convenience foods, with a menu choice and
bulk distribution to wards, the total staff time is
likely to be spread over the main kitchen activities
as follows:

0.
]

Provisioning .. o i s
Preparation .. e A B
Cooking it o i ok
Dishing up o s 4 ]
Cleaning 25

Administrative and Clerical Work .. 7
9. One main kitchen should serve all the require-
ments of a hospital. The limitation of a 1,500 mid-
day meals maxinmum for a kitchen is no longer
applicable. Kitchens of up to 2,000 mid-day meals
are now being planned for the larger District General
Hospitals and even in Teaching Hospitals providing
up to 4,000 mid-day meals the only division between
patients and staff meals is in the cooking and
service part of the kitchen. All preparation areas are
gommon to both.
10, Large scale frozen food systems in hospitals are
still in the experimental stage. Their costs of opera-
tion and the management problems which arise from
their intraduction have still to be evaluated.
11. A Building Bulletin about hospital kitchens
which will discuss the advantages and disadvantages
&9
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of such catering practices as centralised tray services,
is being planned.

12, Mormally, only one dining area should be pro-
vided and this should operate on a cafeteria service
basis, although it may be necessary to arrange for a
priority service for those who, exceptionally, require
meeals without delay because of official commitnrents.
A waitress service may be provided but an extra
charge should be made to cover the cost of the
additional staff needed. To provide maximum
flexibility to meet changing demands, the wailress
service should be in part of the main dining-room
separated by non-permanent partitioning.

13. Ideally, the dining-room should be on the same
level as, and immediately adjacent to, the central
kitchen.

14. In May 1964, hospital authorities were in-
formed of the costings for the Department’s recom-
mended scales of food for Acute and Psychiatric
Hospitals catering for more than 275 people. Sub-
sequent changes, month by month, in the Hospital
Price Indices for Provisions, and resulting changes in
the upper and lower limits of the scales are notified
to Regional Hospital Boards and Boards of Gover-
nors by the Department at six-monthly intervals.

Working Methods

15. Good organisation and adeguate supervision of
work are essential features of all efficient hospital
kitchens, Whilst the basic organisation is the res-
ponsibility of the moest senior stafl, if supervision is
to be effective, it will form an important part of the
duties of Kitchen Superintendents, Head Cooks and
Assistant Head Cooks. The time spent in management
iz likely 1o be of the order of 40 per cent of the total
hours of work of skilled staif. The following per-
centages of the time of individual grades are likely
to be needed to maintain adequate control and
SUpervision:

o
Kitchen Superintendent ic o]
Head Cook .. o i Fei
Aszistant Head Cook .. v con b

Cook .. . - o R

16. Under schemes which relate pay to productivity,
it is likely that the proportions of time spent by the
grades of staff, réferred to previously, on ‘manage-
ment” will be higher. This is particularly so where the
type of scheme being operated is either a measured
day-work scheme or a productivity scheme, It is not
yei possible to say how much more time would be
spent in managing kitchen work but it is quite clear
that more planning and effective supervision is
neecded if kiichen work is to be so organised as to

enable staff to attain the performance targets that will
be set.

17. In some hospitals, meat is bought in joints and
preparation work is kept to a minimum whilst in
others, carcase meat is bought and full scale butchery
departments are in operation. In a kitchen serving a
hospital of about 300 beds, the creation of a separate
butchery is likely 1o be expensive; any saving result-
ing from the purchase of carcase meat is more than
T0

lost by the cost of employing a butcher. Larger scale
production may result in the provision of an economic
gervice but a study of the feasibility and economics of
operating a group or area butchery will be necessary
before this can be established,

12. A number of hospitals still operate bakeries
producing bread for a group of hospitals or for one
hospital only. The main advantage claimed is that
the quality of bread is superior to that obtainable
elsewhere, The Specifications Working Group on
Cereals and Cereal Products recommended that
hospital authoritics operating their own bakeries
should examine costs and should continue production
only where the costed price of the article is compar-
able with outside contract prices. Where consider-
able financial outlay for renewal of major items of
equipment is required, serious consideration should
be given to the discontinuance of the production of
bread.

19, More information is required about the prac-
ticability of purchasing ready prepared fresh vege-
tahbles. Only a handful of schemes appear to be opera-
tional and the best that can be said is that while they
appear to be promising it is too soon to assess their
validity and acceptability. 1T their use proves to be
acceptable, consideration should be given to their
operation by the hospital service on a group or area
basis.

20. Comprehensive portion control is the most
effective way of controlling provisions costs and
needs to be exercised in three stages:

(1) Purchase— on the best estimate of possible
requircments.

(2) Preparation— by the use of standard recipes
and the issue of food to cocks in the correct
quantities based on the recipes and the numbers
known to require each dish (from choice of meal
system).

(3) Issue - portion control when cooked food is
provided to wards and dining rooms. Control is
relatively simple where readily identifiable por-
tions exist, eg. chops, sausages, but quantities of
vegetables, some puddings, etc are more difficult.
In these circumstances ladles, scoops and other
similar devices related to the portion size should
be used.

21. Work in connection with the receipt, custody and
issuc of food to the kitchen will normally be the
function of the senior cook on duty. It is important
io ensure that the food supplied to the kitchen is
checked for both guality and quantity. Similarly,
there must be adequate control of the issue of food
which should be based on menu requirements and
the number of staff and paticnts to be fed.

22, Preparation work which includes highly skilled
meat preparation as well as unskilled vegetable
preparation accounts for some 35 per cént of total
kitchen work. It is important that stalf with the
necessary level of skill should be employed on
preparation work if the work is to be done without
the level of waste being unnecessarily high. Adequate
supervision and the correct use of preparation aids
will also help to keep the amount of waste to a
minimum. Batch cooking, by ensuring freshness
and maintaining nutritional values, also contributes
to the reduction of waste. Abstract of Efficiency



Studies Mo 20 discusses a number of wavs in which
potate peeling arrangements can be improved to
minimise waste,

23. The maximum acceptable level of food waste in
hospiials is between 7 and 10 oz per person fed per
day. The Catering Officer should arrange for periodic
checks to take place to assess the amount of waste so
that any necessary action can be taken. Abstract of
Efficicncy Studies No 47 describes one study in which
the amount of wasic was found, on average, to be
Moz per person per day. The weight of swill,
however, can be exaggerated by the inclusion of
excessive liquid, tea leaves, etc and may also include
waste from food brought into the wards by visitors.
Some care is necessary, therefore, before applying
weight of swill as a measure of catering efficiency.

24. Therapeutic diets produced individually are
several times more costly in staff time than thera-
peutic or normal diets produced as part of the main
kitchen output. The menu should be planned jointly
by the Catering Officer and Dictitian to ensure that
dishes suitable for the majority of therapeutic dieis
can be selected from the main menu. Foods obtained
from the main kitchen may need special treatment
in & diet bay for a few types of diet, but diets needing
completely separate preparation and cooking are
very few indeed and, except in teaching or specialised
hospitals, are likely to be required only occasionally.

25. A variety of means of identifving diet containers
is used in hospitals, such as chalk marks and plastic
labels; not all of which are satisfactory. The use of a
standard colour code, such as that developed by the
Department of Health and Social Security, should
help to avoid confusion where different practices
exist within the same hospital or between hospitals,
Self-adhesive coloured labels containing the des-
cription of the diet, are available from HM Siationery
Office (see Abstract of Efficiency Studies MNo 129),

26. The loading of food into trolleys and other
containers is normally undertaken by skilled stafl
and checked by the Kitchen Superintendent or Head
Cook to ensure that the quality and quantity of food
are correct. Savings in labour can be achieved
by more attention to the selection of inner containers
for trolleys. If the containers are obtained as sub-
divisions of a standard size and in three different
depths (5in, 3in and 1}in), they not only fit more
economically into the trolleys, but enable some dishes
to be cooked and served in the same utensil (saving
time and washing up). The containers can also be
used to control production and service, as require-
ments can be made up of units with a number of
portions. The despatch of the trolleys should take
place at the proper time and should be part of a
programme of kitchen work which should aim to
minimise the time between the production of the food
and the service lo patients and staff.

27. Meals should look attractiveand appetising when
served to patients and it is therefore important that
losses of heat and nuiritional value must be kept to
the absolute minimum. In hospitals with widely
dispersed ward units, the use of powered tugs can
help to minimise delivery times.

28. Whether the delivery to and collection from the
wards of food trollevs is carried out by kitchen or
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pool porters, must be decided in the light of local
circumstances. It is rare, however, for there to be
enough portering work within the kitchens to justify
the employment of more than one or two poriers and
to provide sufficient porters to deliver meals to the
wards usually resulis in the employment of other-
wise unnecessary porters. For this reason, the work
is usually carried out by pool porters. Staggering the
times of meals in different wards will enable the
work to be carried out by fewer staff. It should also
case the organisation of work in the kitchen.

29, Cleaning work in kitchens should be carried out
to a planned schedule and generally should be under-
taken by unskilied staff. The cleaning of working
surfaces during preparation work, however, should
be carried out by the skilled stailconcerned. Inmost
hospital kitchens there are sufficient straight runs to
justify the use of mechanical floor cleaners, augmen-
ted by mops to cope with areas inaccessible to the
machines. The use of suitable mechanical aids to

clean pans and utensils can also reduce time and
effort.

30. Most of the clerical work should be undertaken
by stafl in the Catering Office and only those clerical
duties concerned with the direct administrationof the
kitchen should be performed by the kitchen staff.
These include:

(1) preparation of duty rosters, work lists and

cleaning schedules:

{2) preparation of requisitions for supplies:

(3) labelling of diet tins.
In particular, there is no need for kitchen staff to be
involved in summarising patients’ meal requisitions.
Experience has shown thai patients are more likely
to get what they want and the time of ward siaff is
saved, if patients make their own choice on menu
cards. Such cards are, of course, essential with any
form of centralised tray service.

31. Micro-wave cooking has been imtroduced in
some hospitals to cater for night stall where numbers
per oven are small (not more than 30 or 40) and
attendance is staggered over a meal period of one
hour. Guidance to hospitals on the use of micro-
wave ovens is being prepared in the Department.

32, A snack bar providing simple hot and cold snacks
may have a useful part to play. As a separate unit,
the snack bar need not be sited in the dining-room
complex and, in a hospital occupying a large site,
there are advantages in providing these facilities in
a poszition where they can be used for between-meal
beverages for those staff who work at a distance from
the main dining-room. Automatic vending machines
may be worthy of consideration. Distribution of
refreshments by trolley or on trays from the dining-
room is likely to be expensive, especially il erockery
is washed up by the dining-room staff.

33, Where meals are served continuously (say
between 12.00 and 1.30 pm) it i5 usually unnecessary
to allocate attendance times (o avoid overcrowding as
staff adjust their arrival times 1o avoid peak periods
of demand.

34, The Catering Officer or his deputy should visit
the dining-rooms and wards frequently to receive
any comments the staff and patients wish to make
about the catering services. In some hospitals, it is

T
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the practice to arrange for the Kitchen Super-
intendent or the Head Cook (0 accompany the
Catering Officer at intervals of about once a week as
a means of bringing together the kitchen stafl and
the users of the service.

35. The centralisation of washing up facilities is
likely to produce ccomomies in cost and effort.
Capital costs can normally be recouped within one
to two years. Generally, significantly fewer stafl
are required to maintain the services. Studies also
have shown that:

(1) an agreed standard of hygiene ean be intro-

duced throughout the hospital and controlled;

(2) the noise of washing up in the wards is

eliminated ;

(3) the crockery breakage rate has been reduced;

(4) the amount of detergent used has been reduced.

36. Where insufficient space is available for full
centralisation, it is likely to be worthwhile con-
sidering the introduction of machine washing facili-
ties for a mumber of wards. Where an arrangement
of this tvpe is contemplated, the following points
should be borne in mind:

(1) the machine should be equipped with a tem-

perature booster tank unless the temperature of

the hot water system is 180°F;

(2) the machines should preferably be equipped

with a device to prevent interference by staff with

their cycle of operations;

(3) efficient scraping of dishes is absolutely neces-

=ry;

(4) dishes should be rinsed before insertion if

finely chopped vegetable matter forms part of a

meal;

(5) sufficient erockery racks should be available

to avoid waste of operator time during machine

cycle times;

{6) a wetting agent will assist smear-free drying.

Staff

37. Previous studies have shown that a simple
count of meals produced have provided an accurate
cvaluation of the workload of hospital kitchens.
Staffing ratios, caleulated at normal performance,
are accordingly based on this conclusion and
the graphs for all kitchen work and for skilled and
unskilled staff appear as an appendix to this section
together with instructions about their use. These
staffing ratio graphs should be used in accordance
with the guidance provided but it should be noted
that during the course of the studies, the pattern of
meals consumption by staff began to change follow-
ing the introduction of *Pay As You Eat’ schemes,
It was therefore necessary to devise, as a temporary
measure, a conversion factor for that part of the
workload concerned with providing meals under
these schemes. The application of this factor may
introduce slight inaccuracy into the calculation of
total meals produced but nevertheless it will provide
a reasonably accurate guide for use with the graphs.
A detailed report on hospital kitchen work is being
prepared for publication in the Management Services
(MNHS) series and will include stafl ratio graphs on
bases which accurately reflect workload.,
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38. Unskilled work in the kitchen will be under-
taken by kitchen porters and domestic assistants
normally under the direct supervision of the Kitchen
Head. If the Kitchen workload exceeds 40,000 meals
a weeck, the immediate supervision might best be
provided by a working chargehand, who might be
either a porfer or 2 domestic assistant. The charge-
hand would be responsible for ensuring that the
correct standards are maintained and that the work-
ing hours of the unskilled staff are related to the
needs of the kitchen. In older kitchens where the
weekly meals production is between 30,000 and 40,000
and the layout of the working sections is such that
the Kitchen Head, in addition to his other respongi-
bilities, would find difficulty in giving as close atten-
tion to unskilled work as is necessary, the appoint-
ment of a chargehand might also be justified.

39. The production of prepared food at preciscly the
correct time, and with the most effective use of staff,
will generally require a system of shift working. A
system which was found to work satisfactorily in a
hospital kitchen producing 15,000 meals per week
was as follows:
(1) Cooking staff
(a) early shiflt 6 am to 2 pm;
(b) late shift 12 noon to 9 pm.
(2) Domestic Assistant— 7 30 am to 4 30 pm.
(3) Portering Staff — gither 7 am to 4 pm or
8 am to 5 pm.
{4) Wight Staff - normally 9 pm to 7 am.
(5) Kitchen Head and Deputy (without sectional
responsibilities) should usually take turns in
working different shifts.
Some staff will need to be brought on at 8 am and
others at 10 or 11 am if the peak workload is (o be
adequately covered without overstaffing early or late.

40, The times of starting and finishing shifts may
vary from hospital to hospital according to local
conditions and the extent to which part-time staff
are emploved may also influence the precise shift
arrangements. However, any significant variations
from the above could well mean a failure to match
the provizsion of stafl to the workload, changing as it
does throughout the day.

41. Although the number of unnecessary errands to
the wards and departments by kitchen staff can be
reduced by more careful planning, it is unlikely that
they ean all be eliminated. The number of errands,
however, should not normally exceed a rate of 20
errands per 100 beds per week.

42, ‘Hospital Catering’, HMSO 1962, suggesied
that the staffing of dining-rooms depended on the
type of service provided. It was envisaged that a
cafeteria service needed approximately one staff to
every 30 diners, semi-waitress service 25 per cent
more and full waitress service some 50 per cent more.
These staffe were to be sufficient for all duties—
service, washing up and cleaning. This guidance is
still appropriate provided that some adjustment is
made for the reduction in the working week from 44
to 40 hours.

Equipment

43, Studies of preparation aids, which save many
hours of staff time, have disclosed that, in general,



there is a low level of utilisation. Throughout the
Hospital Service there is a considerable number of
these machines, representing a substantial investment,
which are not being used for much of the time. When
replacements are required, consideration should be
given Lo the purchase of multiple purpose machines.

44. Handling aids, such az portable vegetable tanks,
trolleys and portable racks, should be used where
itheir absence would involve double handling with its
inheérent demands on time and effort.

45, If owvens are positioned at or slightly above floor
level, staff will have to stoop and lift containers of
food, often heavy and frequenily hot. Staff generally
prefer ovens at a height some 3 or 4 feet above floor
level but this arrangement may not be practicable
because of the extra space required. Injurics can be
prevented if the staff of the Department of Physical
Medicine instruct Kitchen staff in the handling and
lifting of containers.

46. Where planned preventive maintenance 15 in
operation, electrical and mechanical Kitchen aids
should be included in the maintenance programme.
For example prompt replacement of worn carborun-
dum plates can contribute to the efficicncy of opera-
tion of potato pesling machines. Absiract of Effi-
ciency Studies Mo 20 indicates, amongst other things,
the effects that worn plates have on their operation,
Complex machinery, eg. micro-wave ovens, should
be regularly serviced by manufacturers on contract
rather than by hospital stafl.

Accommodation

47. The kitchen should preferably be on the ground
floor with staff dining rooms on the same level, The
bulk stores area should be easy to approach, clearly
defined and with adequate turning space. Good
natural light and ventilation is very important. The
position of the kitchen should enable food to be
delivered to the patients as soon after cooking as
possible.

48. The layout of the kitchen and the siting of its
working areas should be designed to achieve a good
flow of work. Distances between successive processes
should be kept to the minimum whilst retaining an
adequate amount of space to enable the process to
be carried out. The following examples of in-
efficient arrangements were observed during detailed
studies of hospital kitchens:
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(1) areas outside the main cooking area, eg.
larder, vegetable preparation room, cold room
and diet kitchen were all separated from the main
cooking area by internal corridors making com-
munication between areas difficult;

(2} the food store and larder were too remote from
the main kitchen aren. The refrigerated meat
store was a considerable distance away from the
cold room and meat preparation area;

(3) prepared food had to be moved some con-
siderable distance when loading food trolleys. In
some hospitals, there were no trolley bays and,
as a result, trolleys were housed in passage wayvs;
{4) the pan and utensil wash area was too small
and access was poor. In another hospital, this
wash area and the bakery were in the same room:
(5) the main kitchen area was too large for the
amount of work being undertaken and a more
compact kitchen would have reduced the amount
of stalf movement.
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Appendix
How to use Kitchen Staffing Ratio Graphs

1. The graphs provide a means of determining the
hours of kitchen staff time needed to undertake any
given workload between 5,000 and 40,000 meals
produced per week. The staffing ratios relate to acute
hospitals where catering arrangements include the
following characteristics:

{1} The average number of meals produced each

week is between 5,000 and 40,000,

(2) Most food is bought fresh and requires

preparation.

{3) Cooked and prepared food is distributed in

bulk and is not plated in the Kitchen.

{4y A menu choice system is in operation.

2. The calculation of weekly average numbers of
meals produced should be by reference to a period
which will reflect the current workload. Ideally, this
period should be over the last 12 months, but where
significant changes in the kitchen output have
occurred within the last year it will be necessary to
take these into account. In these circumstancés a
period of less than 12 months may produce a more
realistic average but care must be taken to avoid
distortion by a disproportionate emphasis on seasonal
variations in kitchen work.®

3. The meals to be included are:
(1) Breakfasts
(2) Lunches
(3) Suppers
{(4) Other meals which involve the kitchen staff
in a significant amount of work. For example,
special functions, requiring the preparation of
substantial meals, should be included in the work-
load, whereas light refreshments (eg. coffee and
biscuits) should not.

4. By reference to the vertical scale of the graph
selected, the appropriate ‘numbers of meals’ point
should be projected horizontally to the graph line
and at the point of intersection a vertical projection
should be made down to the horizontal scale which
will indicate the ‘hours per 100 meals® of staff time
required to undertake the workload. The total hours
can then be ecaleulated by multiplving the ratio (ie.
hours per 100 meals) by the appropriate ‘numbers of
meals’ and dividing the product by 100.

5. To equate the total hours of work with the total
hours of staff time needed to undertake this work,
provision must be made for annual and sick leave.
To the total hours of work calculated as in paragraph
4 an addition of 10%; should be made.

6, The calculations described in paragraphs 4 and 5
above can be expressed as the following simple
formula:
H=MR+10% of MR or IIMR
100 100 1000
Where H =iotal hours of staff time required.
M=average number of meals produced
per week (vertical scale of graphs).
E=hours of staffl time per 100 meals
{horizontal scale of graphs).

7. To simplify the production of the siaffing ratio
graphs certain grades of staff have been grouped
together under a single heading, eg. the graph lines
headed ‘cooks’ include all skilled grades with the
exception of assistant cook; the graph lines headed
‘unskilled stafi® include Kiichen maids, domestic
assistants and kitchen porters. In the following table
the particular graph catégories into which cach
grade has been placed is shown by means of asterisks.
An assistant head cook, for example, is included in
(1) the total staff ratio graph, (2) the skilled staff
ratio graph and (3) all other ratio graphs having a
graph line headed “cooks’.

Staffing Raiio Graph Categornies
Skilled Suaff
GRADE Total Unskilled
Staff Assistant Staff
Cooks Cooks
Catering Officer or Assistant z e
Dietitians * =
Kitchen Superintendenis or Head Chefs b e
Assistant Kitchen Superintendent or Assistant Head Chef e *
Head Cook or Assistant Head Chef " .
Assistant Head Cook or Sectional Chef k: *
Buicher s by
Cook-in-charge § &
Cook or Dict Cook . by
Assistant Cook - Lt
Apprentice Cook excluded 1
Domestic Assistant or Kitchen Maid - 7
Kitchen Porter . .
Trainee Catering Officer excluded
Mursing Cadet excluded

* Meals Connt

During the course of the stuedy, the pattern of meals
consumption by staff began to change following the
introduction in hospitals of Pay As You Eat. For
costing purposes, weekly cash takings in respect of
stafl meals are divided by a sum (£2 13s &d 1/4/70 -
T4

31/3/71) to produce the number of staff fed per week.
For the purpose of using these graphs therefore it
will be necessary to convert the number of staff fed
per week into the number of meals per week pro-
vided for this category of consumer by multiplying
by a factor of 21.
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APPENDIX.

STAFFING RATIO GRAPH 2 No. 1
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STAFFING RATIO GRAPH No. 2
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STAFFING RATIO GRAPH

TOTAL KITCHEN WORK
NUMBERS
OF MEALS
PREPARED
IN AVERAGE
WEEK

APPENDIX.

Mo 4

45 000

40000 UNSKILLED

35000

30000

25000

20000

il
-l-l'"—.

15000

10 000 \

5000 ;.""

2 2.5 3 3.5 4

4.5
HOURS OF 5TAFF TIME PER 100 MEALS FPREPARED



Domestic
Services

Scope

1. This section provides guidance about the organi-
sation of Domestic work in wards, in staff resi-
dences and in departments and offices. In this context
domestic work is defined as the range of tasks
normally associated with the domestic assistant
grade (eg. cleaning and washing-up), which are not
directly related to individual patiemt care and
attention. It does not include services to patients,
the use and care of medical equipment, clerical work
or tasks usually covered by Ward Orderlizs, Ward
Clerks, Nursing Auxiliaries etc.

General Considerations

2. The main considerations governing the organisa-
tion of Domestic services are the need to develop:
(1) appropriaie standards of hygiene for each
ward, depariment and staff residence;
(2) methods which will enable this standard of
hygiene to be provided using resources as effi-
ciently as possible;
{3) cleaning programmes which cause as little
disturbance to patients and siaff as possible;
(4) the correct level of supervision of the work;
(5) cloze liaison with departmental heads in order
to be aware of any changes which affect the
provision of domestic services,
Diomestic work should preferably be organised on
the basis of the hospital rather than the Group but
under the overall control of a Group Domestic
Manager. Some services may well be provided for
some buildings outside the curtilage of the hospital,
for example stall residences.

3. Domestic management has a threefold responsi-
bility:
(1) to take part in the development of efficicnt
working arrangements and procedures;
{2) to train employees in co-operation with the
Group Training Officer;
{3) to ensure, through on the spot observation,
that the procedures are being properly supervised
and carried out.

4, Sound arrangements for training and supervising
the staff are the key to efficient management of the
work. Control of the whole of the domestic force in
each hospital should be concentrated under one
person, normally the Domestic Superintendent, to

permit standardisation of methods, to ensure that
agreed standards are effectively and efficiently
maintained and to achieve the utmost flexibility in
the deployment of stafl. Ward Sisters should be
relieved of the responsibility for supervising domes-
tic staff to allow them more time to concentrate on
their nursing, training and administrative functions.

5. Benefits are likely to accrue by the central
provision of some services. These include:
(1) washing-up;
{2) heavy cleaming such as floor maintenance,
washing of walls, windows, door frames etc;
{3) messenger services 1o wards and departments;
(4) distribution of supplies on a top-up or daily
quota basis.

6. In the first of these, work is removed from stafl
in the ward area and departments and in the re-
maining three, resources are directed from outside
to work inside the depariment. Central Services
which operate within ward arcas should be sensitive
to ultimate control by ward management although
direct supervizion should be imposed centrally,

7. In recent years various forms of ward house-
keeping teams have been introduced in some
hozpitalz. Generally, they take one of the following
forms:
(1) a team of domestic staff directly supervised
by a Ward Housckeeper, providing services for
one or more wards, and responsible for duties of a
domestic nature such as cleaning and washing-up;
(2) a team directly supervised by a Ward House-
keecper, providing services for one or more wards
and responsible for the duties in (1) above, and a
further range of duties of a non-nursing character.

8. Although some studies of the effects of intro-
ducing Ward Housckeeping Teams have taken
place, more evidence is required before firm con-
clusions can be drawn. The Department 15 investi-
gating the organisation of non-nursing work in
wards, including the use of Ward Housekeepers,
and a report will be published in due course.

9, The provision of Domestic Services by commercial
firms is likely to be more expensive than directly
employed staff and generally requires a significant
degree of linison-work, This alternative should only
be considered in exceptional circumstances, for

8
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example, when the hospital is unlikely, over a
prolonged period, to be able to recruit sufficient

staff,

Working Methods

10, Studies have shown that four main tasks
account for 80 per cent of the time spent on ward
domestic work. These are:

Li}
i
Cleaning and polishing floors approx. 30
Washing up crockery g 25
Washing or scrubbing floors, walls,
baths, sluices etc 4 15
Dusting and polishing - [{1]

It is in these spheres of work, that improvements
will produce the most worthwhile savings in time
and effort.

11. Suction cleaners are now standard equipment
in all hospitals. They should be equipped with
filters to reduce the ejection of dust and bacteria
and their size should be appropriate to the arca(s)
in which they are to be used. In all but a few arcas
the larger industrial models will be appropriate.

12, Where hand sweeping is unavoidable impreg-
nated mops of appropriate size should be used.

13. The first {main) cleaning of ward floors each
day should normally be deferred until bed-making
and breakfast are finished to avoid duplication of the
task. Further (partial) cleans should be integrated
inta the ward work in the early afternoon and
evening.

14, Plastic Aoor seals are likely to be economical but
may require the temporary closure of the ward or
department. The type of seal will need to be selected
with regard to the type of flooring and the need for
easy and minimum mainienance. Guidance for
Domestic Superintendents on the method, frequency
and materials needed to maintain floor surfaces can
be obtained from the Regional Adviser on Domestic
Management.

15. The centralisation of washing-up facilities is
likely to produce economies in cost and effort.
Capital costs can normally be recouped within one
to two years. Generally, significantly fewer stall
are required to maintain the services. Studies also
have shown that:
(1) an agreed standard of hygicne can be intro-
duced throughout the hospital and controlled;
(2) the noise of washing-up in the wards is ¢limin-
ated ;
(3) the crockery breakage rate has been reduced;
{4) the consumption of detergent has been
reduced.

16. Where insufficient space iz available for full
centralisation, it is likely to be worthwhile consider-
ing the introduction of machine washing facilities
for a number of wards. Where an arrangement of
thiz type is contemplated, it should have the follow-
ing characteristics:
(1} the machine should be equipped with a temp-
erature booster tank unless the temperature of the
hot water system is 180°F;
20

(2) the machines should preferably be equipped
with a device to prevent interference by domestic
stafl with their cyele of operations;

(3) efficient scraping of dishes is absolutely

MIECESSATY ;

(4) dishes should be rinsed before insertion if
finely chopped vegetable matter forms part of a
meal;

(5) sufficient crockery racks should be available
to avoid waste of operator time during machine
cycle times;

{6) a wetting agent will assist smear-free drying,

17. Where hand washing-up is unavoidahble:
(1) the temperature of the rinsing water must be
maintained at least at 180°F;
(2) crockery should be placed im racks after
washing ready for rinsing;
(3) the crockery should remain in the rinsing
walter long enough to accumulate sufficient heat
ta air dry properly;
{4) after rinsing crockery should be left in the
collection grid to air dry without wiping with tea
cloths, Cutlery and glasses may however need
wiping to prevent spotting with moisture droplets;
(3) crockery should be retained in racks when
placed in closed cupboards to avoid unnecessary
handling.

18, Orther useful suggestions associated with washing-
up which might be made are that;
(1) all crockery and cutlery should be collected
before washing-up is started ;
{2) sinks, draining boards and cupboards should
be within the BSI standard range of heights;
(3) preference should be given to the use of dis-
posable paper tea towelling for drying items which
do not air dry satisfactorily,

19. Scrubbing machines and mechanical suction
dryers should be used in large unobstructed areas,
Cellular sponge mops are useful for damp and wet
mopping smooth floors, for example, of rubber
and vinyl composition. Most floors which are
required to be washed daily will not require scrub-
bing except to remove isolated patches of impacted
dirt. Where machines cannot be used, washing should
be done using a cellular sponge mop (with scrubber
attached for occasional use as necessary). A deter-
gent/bactericide should be used in the water to
prevent cleaning equipment becoming germ infected.
Harsh detergents or abrasives should not normally
be used. A neutral liguid detergent is suitable for
MmOSt areas.

20, Suction sweeping of floors will reduce the
amount of furniture dusting required. Hand dusting
should be done with damp or impregnated dust
absorbing disposable dusters. When high dusting
is done by suction cleaner special care should be
exercised to prevent the knock down of dust. An
alternative method is the use of an impregnated
mop.

21. Polishing should be kept to a minimum to
avoid unnecessary effort. Studies have shown that
some ways this can be done are to:
(1) use furmiture and fittings which do not require
polishing. It may be possible to cover or paint
existing fittings to avoid the need for polishing:



(2) establish the correct frequency of polishing
where this is unavoidable;
(3) consider the use of aerosol polishes.

22, The advaniages claimed for centralised bed
cleaning services are that they:
(1) belp to combat cross infection;
{2) relieve siafl of work at their busiest times;
(3} remove some noise producing processes from
the ward area;
(4} enable cleaning and disinfection to  take
place more efMiciently;
(5) reduce the ward storage requirements for
bedding and linen.
They do however:
(1) produce a significant increase in traffic;
(2) require significant amounts of stafll time to
convey beds between the centre and the users;
(3) require a float of spare beds,

23. Mo studics of central bed cleaning services have
taken place in this country but information collected
from studies in European countries suggest that:
(1) not all anticipated reductions in stal have
materialised. Increases in staff are not uncommeon;
(2} isolation and children’s wards cannot readily
be provided with the service;
(3) about 0-5 sq.yd. per bed would be required
for a service restricted to the beds of discharged
patients;
(4) about 30-36 hours would be required to make,
strip and transport 60 beds.

24. Departments and offices should be cleaned
either in the early morning or late evening when they
are empty. The employment of part-time stafl on
this work is likely to be appropriate.

25. Adequate supervision of staff by Domestic

Supervisors should be provided o ensure that

specified cleaning procedures are correcily followed

and that the agreed standards of hygiene are main-
tained. The main responsibilities of supervisors are:

" (1) confirming that staff are following agreed

methods;

(2} ensuring that work has been performed to a

satisfactory standard ;

(3) giving extra supervision to staff on relief

duties;

{4} controlling the use of materials and equipment

in the working arca;

(5) examining equipment in use for effectiveness:

(6) training new stafl;

(7} liaising with departments;

(8) providing detailed supervision of infrequent,

long or intricate work,

Staff

26. Detailed studies of domestic work in gencral
medical and surgical wards in acute hospitals
hawve shown that with efficient methods and manage-
ment and staff working at a normal rate, good
standards of work in the range of duties of the
domestic assistant grade will require 52 hours of
stafl time per week for a 30 bedded open ward
of 3,000 sq. ft. where centralised services as set out
in paragraph 5 exist, When annual and sick leave
is taken into account, this is roughly eguivalent
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to 1} posis. If some of the centralised services are
performed by ward domestic staff the 52 hours is
increased as follows:

Washing-up - 14 hours per weck

Heavy cleaning - 12 hours per week

Linen supplies = 2 hours per week

27. The time spent running messagpes and errands
has been found to vary considerably between wards
and it has not been possible to produce typical
figures. It is however likely that a central messenger
service would be able to undertake at least two
thirds of all messages and errands arising from ward
work.

28. In modern 30 bed unils conforming to Hospital
Building Note Mo 4 with a total floor area of around
9,000 sq.0t., 100 hours of stafl time per week will be
required. This iz broadly equivalent with allowances
for annual and sick leave to 2§ posts. Additional
stafl’ will be required on the ward if centralised
services do not exist and with the exception of heavy
cleaning, the increases specified above will be
appropriate. For heavy cleaning in these circum-
stances, the addition would be between 20 and 30
hours according to the design and lay-out of the
area and surface materials used.

29, The degree of direct supervision of domestic
work may need to be individually determined but
gencrally there should be one Supervisor o between
10-20 domestic staff depending on physical and other
factors such as:

(1) ward lay-out;

(2) inter-relationship of ward units;

(3) extent of ceniral services;

(4) work load variations.
An alternative ratio may be 1 supervisor to a

nursing unit of 120 available beds ie. four wards of
30 beds.

30. Mechanical methods should normally be used
to clean and polish corridors, hallways and con-
courses, The operating speeds vary according to the
type and size of machine and the machine selected
will depend on the area to be cleaned or polished.

31. In departments and offices, a good standard of
basic cleaning should be possible with a ratio of one
Domestic Assistant to 6,000-8,000 sq. ft. of floor
space. Extra staff will be needed where special
cleaning of equipment and surfaces is reguired.

32. A good standard of cleanliness in stafl resi-
dences can be maintained by a staffing provision
in the ratios of:
(1) one domestic assistant to 16 occupied rooms
where room service is provided;
() one domestic assistant to 20 occupied rooms
when bedmaking is included bui no room service
is given;
(3) one domestic assistant to 27 rooms when
bedmaking is excluded.
This provision does not include time for cleaning
communal areas such as lounges and dining rooms.
Additional staflf will also be required il the rooms are
not in self-contained units.

33. A Secnior Supervisor should be emploved for
every 3 Supervisors.

£l
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34, Domestic services often suffer from a high rate
of turnover amongst staff, This throws particular
emphasis on the importance of good working
conditions, the quality of staff welfare arrangements,
training and the methods employed to encourage the
staff to take an interest in their work.

35, The foregoing staffing levels are based on a
pnormal rate of working under ‘non-incentive’
conditions. Pay productivity schemes are especially
suitable to routine work and many schemes related
to cleaning and allied tasks are already installed in a
number of hospitals. In those hospitals where a
scheme has been introduced following a detailed
work study the staffing will have been carefully
assessed but this should not exclude subsequent
examinations of the organisation of the staff and
of the work,

Equipment, Materials

16. Equipment and materials account for only about
5 per cent of the total cost of domestic services.
Consequently, the choice of equipment and mat-
erials should take into account the degree to which
they result in the introduction of work routines
which require less effort, less compléx operation
or less frequent application. Regional Advisers on
Domestic Management can assist in determining
the most appropriate equipment and materials
for each process. Consideration should be given
to sharing expensive equipment where this is
possible.

&2

37. A routine maintenance programme should be
established for cleaning equipment in order to
minimise the possibility of breakdown.
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Nursing

Scope

1. The majority of O & M and Work Studies in the
nursing field have becn concerned with the produc-
tion of detailed analyses of the work of ward
nursing staff and their relationship with patient
dependencies, and with methods of relieving nurses
of non-nursing duties, including studies of the
effects of centralised services.

2. Further studies are in hand or under consideration
which will outdate existing information and in the
light of these and other developments, this section
of the guide 15 held over until the publication of the
next revised edition. In the meantime, an extended
bibliography is given below,
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Pathology

Department

Scope

1. This section relates to the organisation of work
in the Pathology Depariment in a hospital or a group
of hospitals and should be read in conjunction with
HM(70)50 which was published subsequent to the
preparation of this guide. Although there are some
arrangements for providing pathology  services
Jjointly by the Hospital Pathology Service and the
Public Health Laboratory Service, none of the ref-
erences is intended to apply to the latter.

Organisation

2. The Pathology Department receives for examina-
tion specimens taken from in-patients and out-
patients and from the patients of General Practi-
tioners. Hospital specimens may come from the
wards, the theatres, Accident and Emergency
Departments, Out-patient Depariments and post
mortem rooms. Patients may come to the department
for fresh specimens to be taken or for special
diagnostic procedures. Work may also be referred
to the department by local authorities. (Hospital
Building Note No 15).

3. The work of the depariment falls into four main
sections:

(1) Morbid Anatomy and Histopathology (in-

cluding Forensic Pathology);

{2) Chemical Pathology (including Toxicology);

{3} Haematology (including Blood Transfusion);

(4) Medical Microbiology (including Parisitology),
Recent developments in some laboratories have
tended to sub-divide certain sections but thesa are
for the most part research undertakings and include
biophysics, clinical physiology and histo-chemistry.
The present tendency is for the volume of pathology
work to increase substantially, at a rate of about
10-12 per cent per annum.

4. Generally, a major hospital will have its own
Pathology Department which may not oaly serve
the hospital in which it is situated but may also
serve #s an area laboratory for other hospitals.
Sub or satellite laboratories may be needed in other
hospitals or special departments but care needs to be
exercised to ensure that the most efficient wse is
made of staff and equipment. It is considered desir-
able for hospital and public health laboratorics to
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be in the same building with at times joint micro-
biological deparntments and current planning re-
cognises this fact.

5. The advantages of planned centralising of labora-
tories are that:
{1} staff can be used more effectively;
(2) advaniage can be taken of automated equip-
ment;
(3) equipment can be more effectively utilised;
(4) a 24 hour service can be given;
(5) a far larger work load can be handled.
A centralised service must be associated with an
efficient transport service and a reliable com-
munication sysiem.

6. Generally the transportation of pathology mai-
erials and specimens should be undertaken by the
Group Transport Services. Vehicles and drivers
specially assigned to a laboratory can duplicate
services and be wasteful of staff time and equipment.

Working Methods

7. Il the Public Health Laboratory Service is in
nearby accommodation, savings in staff time,
equipment and materials can be achieved by provid-
ing some services on a common basis eg. production
of media, sterilizing and wash-up facilities and the
animal house. The PHLS pathologist may be res-
ponsible for examining all bacteriological specimens.
8. Clear operational guidance should exist for all
routing procedures so that work can be carried out
in the most economic way and to the required
professional standard.

9. An efficient specimen collection and container
topping up service shoeld be provided co-ordinated
with the working requirements of the laboratory in
order to provide an even flow of work to the
laboratory. The daily routine should arrange for the
optimum batching of tests where appropriate to
provide a better use of time and materials, These
arrangements should also provide a speedier service
of reports.

10. Specimens and request/report forms should be
attached to each other at the time of collection to
avoid the possibility of error and confusion. They
should be placed for collection in pre-determined
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and easily accessible places in wards and other
collection points to save time. They should be col-
lected regularly and a briel examination should take
place immediately on receipt in the laboratory to
ensure that the form contains sufficient information
to avoid returning it later. The reception, checking,
recording, preparing and laboratory distribution of
the speciman should follow recognised procedures.
Each laboratory will devise its own requirements
taking into account reception staff and facilities,
records, type of requestireport forms, reporting
systems and the extent of automated print-out of
material and cumulative reporting.

11. Combined request/report forms with pre-printed
‘normal’ levels can substantially reduce clerical
work both by clerical and technical staff. Where
possible reports should be written directly on to the
report form by the laboratory staff. The amount of
writing to be done should be kept to a minimum by
the use of pre-printed headings and rubber stamps.

12. Full patient identification details together with
the name of ward, Consultant, and the tests requesied
must always be shown on the request/report form
1o;
(1) avoid delays in returning report to the correct
SOLLDE;
(2) ensure that the report is linked to the correct
case record ;
{3) eliminate the need to refer to Master Index to
identily the patient.

13. To avoid the unnecessary repetition of patient
details a mechanical registration system will nor-
mally be uzed in connection with the completion of a
pathology form. Mot only is the amount of clerical
work reduced but transcription errors are avoided.

14. The cellection of dirty containers and equipment
and the subzequent washing and sterilising procedures
must be geared to providing the necessary flow of
clean confainers and equipment to technicians,
otherwise staff may be held up and work may be
delayed.

15. The overall handling of histology specimens can
be speeded up il tissue processing is correctly or-
ganised, Some examples of methods of doing this
are described in Hospital O & M Service Report
Mo 10, Other methods used by pathologists however
miay also be appropriate.

16. The introduction of disposable materials and
equipment should be considered from time to time
not only from a basic cost comparison but also
including the extra storage space required and the
time likely 10 be saved in washing and sterilising
procedurcs. An  increasing range of specimen
containers, and Petri dishes are likely to fulfill these
requirements.

17. Inappropriate clerical work by technicians,
eg. filing, can account for a substantial part of a
techmician’s timeé which could with better effect be
spent on technical work. Clerical work within the
department should be centralised to provide greater
control, supervision and fexibility.

18, Routine typing of reports is wasteful in typing
stafl time and the use of self-copying paper or photo-
copying is more economic. The use of self<copying
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combined request/report forms has been found to be
at least 25 per cent more economic in staff time than
typing. It is possible to photocopy 4 reports at one
time by careful design of the report form reducing
the photocopying operating cosis considerably, The
use of sell-<copying paper twin st method has also
been found 1o make significant savings. There can
however, be rapid and significant price changes and
a local cost comparison of the various meihods of
copying is advisable,

19. A recognised system of answering all enquirics
should be in operation to ensure that they are
answered prompily and at the appropriate level.
Without such an arrangement, answering gqueries
can waste time both inside and outside the depart-
ment. A nominated person should receive all
enquiries initially and refer them to the officer
concerned. This work should be carnied out in a
manned reception office where one cxists,

20. Specimen signatures of hospital staff and local
General Practitioners can assist clerical stafl in the
tracing of requests.

21. The introduction of mulli-lingual written
insiruction forms and notices should help 1o reduce
delays and errors which can occur in areas in which
a number of languages are in COmMMon use.

Staff

22. A formula for general guidance in estimating
technical staff requircments is:

Stail hours required =Walued work in hoursx2
This formula assumes a 60 per cent target occurrence
of technical work and an allowance of 25 per cent
for interruptions. In addition, a local assessment
will need to be made for morning and afiernoon tea
breaks, for siaffl absences on annual leave and sick
leave and for any other reason such as study leave,
The calculation of the *valued work® may be based
on local analysis of tests coupled with the representa-
tive times given in the Appendices to Hospital
O & M Service Reports Mos 6 and 10 or it may be
based on a representative time value per section or
discipline as set out in paragraph 38 of Report Mo 6.
Allowing for tea breaks, a technician works each
week 350 hours (2,130 minutes) and the part of that
time available for valued work is therefore 1,065
minutes per week, This provides a base line against
which to compare the performance of individoals
or small units.

23. Where manual processes have been aptomated
or where advanced clectronic equipment is in use,
full allowance of the effect of its use must be giveén in
any assessment of the number of staff required.
The automation of manual systems should rormally
enable an increased work-load to be handled.
A reduction in the number of staff required does
not, however, always follow as the availability of
a rapid service covering a wider range of tesis can
stimulate additional demands from clinicians,

24. In an efficient laboratory the aim should be that
at least &0 per cent of the technicians time should be
spent ai the bench (including direcily associated
paper work),



25. The main duties of the Chief Technician are in
management. He should control and co-ordinate
the day to day activities of the department, to ensurc
that the flow of work is maintained and peaks and
troughs are, where possible, avoided. He should be
responsible under the Pathologist in charge for
organising, co-ordinating day release and educational
programmes for student technicians within their
needs and those of the department. The Chicf
Technician should be relieved as far as possible of
routine clerical duties, stores accounting and ordering
and dealing with routing gueries,

26. Itisnot yet possible to assess the number of port-
ers required in a Pathology Department by means
of a simple comparison with some hospital factor
such as the number of beds or specimens or walking
distances involved. However, the appropriatencss
of the number of poriers employed may be assessed
by considering (1) whether each porier works, as
far as possible to a defined programme; (2) whether
the tasks in this programme fill his hours of duty or
can be rearranged to eradicate any gaps, or the tasks
combined in such a way as will fully occupy the
morning or the afternoon, leaving the rest of the day
free for necessary work elsewhere and (3) wheiher in
the light of the work to be done, some or all could
be better done by pool porters.

27. Reliel cover during the absence of clerical staff
can usually be more easily arranged if the establish-
ment function ie. selection, discipline and allocation
of staff is that of the Medical Records Officer or the
Hospital Secretary. The rotation of clerical staff
among a number of departments including the
Pathology Department can produce a  useful
broadening of experience.

28. By staggering starling and finishing times of
clerical staff, the work flow can be improved, re-
ducing or eliminating bottle necks. For example,
by starting work hall an hour in advance of tech-
nical staff and by covering the lunch hour, trans-
cription and embossing of test headings can be
carried out in readiness for the technicians. A later
finishing time will enable more reporis io be des-
patched on that day. In addition to beénefiting
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working procedures, the staggering of working
hours may also be more acceptable to both clerical
and technical staff, particularly part-time staff,

Equipment

29, Adequate arrangements for equipment main-
tenance should exist to minimise the possibility of
breakdown and recognised alternative arrangements
should exist in case of acteal breakdown. With
automated equipment particularly special national
maintenance agreements may be in operation.

Accommodation

30. Where patients attend the laboratory, proper
facilities, which should include a secluded room and
a couch for taking specimens, are important,
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Department of
Physical Medicine

Scope

1. This section provides information about the
organisation of work in the Department of Physical
Medicine which provides facilitics for physiotherapy,
remedial gymnastic, hydrotherapy and occupational
therapy treatment.

General Considerations

2. Genperally a district general hospital would accom-
modate the department and probably provide a
Group service. With smaller hospitals it may be
costly to have a separate depariment within the
hospital and services for both in-patients and out-
patients may be provided by a department of a larger
hospital, either by vizsiting remedial staff or by the
treatment of patients at the larger hospital.

3. Most in-patients receive their treatment on the
wards either individually or in groups, but others
attend the department = many in wheel chairs. Out-
patients form the greater proporlion of patients
receiving treatment from the department and close
links may exist with a Day hospital. Rehabilitation
services are provided to a varying degree, their type
and scale will be related to the type of patient eg.
psychiatric and geriatric as well as to the stage
reached in their treatment.

4. Physiotherapy and remedial gymnastic treatment
provided by the department may be classified as:
(1) active = remedial exercise either in groups or
individually ;
(2) passive — usually individual passive treatment,
including massage, manipulation, heat and assisted
movements, and electro therapy either in wards or
in cubicles.
5. Occupational Therapy is the treatment of mental
and physical disorders to assist recovery by means of
specially adapied crafis and other forms of produc-
tive work and recreational activities. The type of
work can vary considerably. The present tendency is
towards activities which are more closely related to
the patient's life after discharge. To ensure that
reasonable use is made of the heavier industrial
equipment needed, a full Occupational Therapy
Department should normally serve a hospital, or 2
group of hospitals, with at least 400450 beds,
Treatment is provided for both in- and out-patients
and the accommedation may include:

(1) a heavy workshop —a general wood and
meial workshop
— providing light handi-
craft, assembly work and
clerical work
(3) a domestic section = for training disabled pat-
ients in the activitics of
daily living. Used in
conjunction with physio-
therapists and remedial
gymnasts for assessment
and training.

6. Where possible, the physiotherapy, remedial
gymnastic, hydrotherapy, and occupational therapy
sections of the department should be inter-related to
form one unit and should contain consultative and
clinical facilities for medical staff.

7. Where there is a school of physiotherapy, occupa-
tional therapy or remedial gymnastics substantially
more treaiment space, eg. cubicles and a larger
gymnasium, will be required as more staff, students
and teachers will be involved.

(2) a fight workshop

Working Methods

g. In common with other Medical Service Depari-
ments dealing with large numbers of patients, the
arrangements for the booking of Physiotherapy
patients and the way in which work is organised can
significantly affect the efficiency of the department.
There should be regular and close consultation with
senior representatives of the Medical Records Depart-
ment on the general planning of appointments.
Regular consultations are useful to decide how new
appointments can best be fitted into the general
work pattern to secure the most advantageous use
of staff and equipment.
9, Studies have shown that amongst other things
there is a damger of a high incidence of under-
utilised time and consequently attention should be
paid to the following points:

(1) appointments systems need to be carefully

devised and organised;

(2) appointment lists need to be reviewed o

ensure that they do not coniain the names of

patients unlikely to attend;

{3) the work needs 1o be correctly programmed ;
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{4) the layout needs to be arranged so that the
distances walked by both stafl and patients are
kept to a minimum;

{5) the equipment required needs to be carefully
assessed 1o ensure that excessive holdings are
eliminated and that the equipment required is
correctly stationed,

10, In the larger Physical Medicine Departments,
appointments work is likely to be carried out by the
clerical staff. Where this is done there should be close
liaison at all times when new appointments are made
to cnsure that staffl tume and other resources are
used to the best advantage. In smaller departments,
booking work may conveniently be carried out by the
remedial staff to avoid the use of clerical staff who
would not be fully employed.

11. It is not unusual to find a relatively high level
of non-attendance by out-patients. This is often of
the order of 10 per cent and in some physiotherapy
departments as much as 20 per cent has been re-
corded. The eifect of non-attendance on staff time
is usually most pronounced at the beginning of
individual treatment sessions because if the first
patient fails to attend, the therapist may be un-
occupied for as much as half an hour until the next
patient is due. In order to avoid under utilisation of
stalf time and other resources, a percentage addition,
based on local experience, should be made to the
number of bookings for treatment. It may be useful
where block bookings exist, to stagger the booking
times of the extra paticnts 50 as 1o reduce waiting
time in the event of a high rate of attendance.

12. Where appointments are arranged at a central
point, perhaps by a clerk, the use of appointment
boards rather than appointment books is to be
preferred because they enable commitments of staff
and equipment to be seen more readily. They should
show the following information:
(1) appointment times vertically at half hourly or
quarter hourly intervals through the day;
{2) sections of the department set out horizon-
tally identified either by the name of the section,
ihe tvpe of treatment reom, by the name of the
physiotherapist or by a combination of these,
(3) names of patienis which can be entered on
plastic strips or card and affixed to the board in
slots;
(4) means of identifying the types of treatment
possibly by the use of different coloured cards or
discs;
(5) means of identifving the patients requiring
transport possibly by using a distinctive disc.

13. It may be convenient to have separate boards
for different days of the week. There should also
be a list or code, preferably attached to the board
showing the range of equipment available in each
treatment area against which known commitments
can be compared thereby enabling uncommitted
facilities to be quickly determined.

14. Patienis’ names should be removed from
appointment records without delay when they have
cither:
(1} completed a course of treatment: or
(2} failed 1o attend repeatedly without explana-
tiom,
]

15. A simple and effective way of notifying the
department that a eourse of treatment has been
completed is for the staff in the consultative clinic
to complete a simple pre-printed form requiring no
more than the entry of the patient’s name and
registration number. The permitted number of
consecutive Failures to keep treatment appointments
without explanation before the patient’s name is
removed from the treatment appodntment list varies
but two might not be unreasonble. In departments
where appointments are booked at a central point
by a clerk, this decision should be conveyed to him
as 500N as possible.

16. A regular medical review of treatment will
normally be carried out to decide whether the
patient’s continued attendance is necessary. If this
is not done, treatment can be prolonged bevond what
is clinically mecessary, not only using expensive
facilities unnecessarily but also adding to the delay
in clearing waiting lists. Recording clinical details
on treatment cards rather than in a *bound’ register
generally simplifies the working arrangements.

17. Wherever possible appointment systems should
provide for the treatment of several patients con-
currently and for some on a group basis. Individual
treatment may be necessary but it is naturally expen-
sive. When class or group treatment takes place care
must be taken in deciding upon the number of
patients per session. Twelve may be the maximum
that can be handled in physiotherapy classes. If
there are too few patients the cost is likely to be
excessive and if too many, the treatment may be less
intensive than intended.

18. Care must be exercised in planning ward treat-
ments in order to keep the proportion of actual
treatment time as high as possible. Adequate liaison
should exist to prevent the attendance of a therapist
at inconvenient times. Where possible in-patient
treatment required on the wards should take place
on a group basis.

19. Treatment for some patients may include exer-
cises to be undertaken at home. If this type of
therapy takes plage in hospital, it results in patients
making unnecessary journeys to hospital and need-
lessly occupying the time of therapists.

20, Close linison between the Ambulance Service
and the depariment is necessary in order to provide
a co-ordinated collection and delivery service o
cnable both services to work efficiently.

21. There is a danger that the records for the
Occupational Therapy services may be over-
elaborate, imposing an excessive demand on profes-
sional staff time. The design of stock, job and cash
records should be such as to require the minimum of
effort in completion while fulfilling the requirements
of public accountability. A great deal of time can
be spent on keeping stock records for a wide range
of inexpensive ilems.

22. The introduction of mulii-lingual written in-
struction forms and notices should help to reduce
delays and errors which can occur in areas in which
a number of languages are in COMMON UsE,



Staff
Physiotherapists

23. Studies of many Physiotherapy Departments
have produced data from which the following infor-
mation has been derived. Efficient working and good
working conditions are assumed,

(1) Owr-patient Aftendance
1 Qut-patient receives on average
27 treatment/minutes (this does not
refer 1o clapsed time. It includes
elements of group as well as individual
treatment).

I Consultant referral to physiotherapy results
O Average in
11 attendances.

.. | referral results on average in
297 treatment/minutes,

I Physiotherapist can provide
160,000 treatment/minutes per annum
or 360 treaiment/minuies per day.
{this calculation includes an adjustment for
sick/annual leave).

". 1 Physiotherapist can on average deal with
1-9 referrals per day, or 207 attend-
ances per day group and individual
treatments.

An addition of one physiotherapist to deal
with fluctuations in oui-patient attendances
of up to 15 per cent above the norm is usually
allowed.

(2) In-patiens Arcemdances
One physiotherapist should be allowed for an
average of 17 or 18 in-patiént treatments
per day.

(3) Hydrorherapy
If a small hydrotherapy pool is installed and is
in use for the greater part of the day, two
additional staill may be nesded.

(4) Fn-patient treatment in Wards

An in-patient receiving physiotherapy treat-
ment on the ward requires on average 15
ircatmeni/minuies. Because this work is less
capable of even distnibution either over the
week or over Lhe day, and varies in accordance
with patients’ needs and availability there may
need to be an addition of 50-100 per cent o
this assessment.

24, Studies have suggesied that there 15 non-
physiotherapy work which may suitably be under-
taken by orderlics. Some examples of these duties
appear in Figure 1 of Abstract of Efficiency Studies
Mo 77. The employment of an orderly is likely io be
justified in depariments employing 12-15 physio-
therapists. There is unlikely to be a reduction in the
number of Physiotherapists required but the appoint-
ment of an orderly will enable them to free some of
their time for work requiring greater skill.
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25. A Superintendent Physiotherapist will be res-
ponsible for controlling and co-ordinating the day-
to-day activitics of the department to ensure that,
where possible, peaks and troughs of work are
avoided. It is generally easier to plan the work of the
department if the responsibility for each section is
specifically allocated to a Senior Physiotherapist
and this usually results in a better use of physio-
therapists” time.

26. IT there is a local demand for early and late
examinations this may be met by staggering the
working hours and holding an evening clinic. Pro-
viding facilities for treatment after normal working
hours can be convenient for patients, enabling those
who normally work during the day to receive treat-
ment without loss of working Lime.

27. In an efficient department, at least 70 per cent
of the physiotherapists® time should be spent in
treatment of the patient (including directly associated
paper work).

Occupational Therapists

28. In Occupational Therapy Depariments the
range and scale of work wvaries considerably and
largely for this reason no patient/staff or job/staff
ratios have yet been developed. The number of stafl
required can be judged only in the light of the work-
load existing in a particular depariment.

Clerical Staff

29. Il the establishment of the Department of
Physical Medicine includes clerical staff, reliel cover
during absences can usually be more casily arranged
if the establishment function, ie. selection, discipline,
allocation, is that of the Medical Records Officer or
the Hospital Secretary. The rotation of clerical staff
among a number of departments including Physical
Medicine can produce a useful broadening of
EXpericnce,

Porters

30. It 15 not yet possible to assess the number of
porters required in a Department of Physical
Medicine by means of a simple comparizon with
some hospital factor such as the number of patients
treated or walking distances involved. However, the
appropriateness of the number of porters employed
may be assessed by considering (1) whether cach
porter works, as far as possible, to a defined pro-
gramme, (2) whether the tasks in this programme fill
his hours of duty or can be rearranged to eradicaic
any gaps, or the tasks combined in such a way as will
fully occupy the morning or the afternoon, leaving
the rest of the day free for necessary work elsewhere
and (3) whether in the light of the work io be done,
some or all could be better done by pool porters.

Equipment

31. Some items of equipment may be used far below
capacity and while this may be unavoidable in some

cases, the more usval reason is that too much equip-
ment exists of the same type in relation to demand.
This may be due to an initial over assessment of
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demand or a subsequent falling off in demand. On
the other hand, under provision can create diffi-
culties in the booking of appointments and also
prevent the best use being made of therapists’ time.
A regular review of equipment is advisable, perhaps
annually, to enable the provision of equipment to be
related to the demand. A method of doing this is
described in Abstract of Efficiency Studies No 78.

Accommodation

32. The three sections of the department as defined
in paragraph | should be inter-related to form one
unit based on a functional pattern of patient fow.
Primarily this is required in order to minimise the
distances over which patients have to travel but in
addition it is also important because stafl time can be
wasted if excessive walking and movement of equip-
ment is involved. The location of and the day-to-
day allocation of cubicles and other facilities are
important factors which can significantly influence
the amount of time needed for treatment. Cubicles
should be arranged to enable one Physiotherapist to
supervise the treatment of several patients con-
currently. It iz also important to have the patients'
waiting area adjacent to the main reception area.

33, The introduction of multi-lingual written in-
struction forms and notices should help to reduce
delays and errors which can occur in areas in which
a number of languages are in common use. The use
of symbols may be better than written descriptions
for directional notices and signposts.
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Diagnostic X-Ray 21
Department

Scope

1. This section provides guidance about the organi-
sation of work of the Diagnostic X-ray Department
of a hospital. Guidance about Radiotherapy Depart-
ments which in this country are usually quite separaie
from Diagnostic Departments is not included,

Organisation

2. An X-ray Depariment will generally serve only
the hospital in which it 15 situated although staff
of the department may provide services at other
hospitals using fixed, mobile or portable equipment.
Domicilliary work may also be carried out. Co-
operation between hospitals may exist in the pro-
vision of facilitics for "on call® arrangements and in
providing training schools for Studemt Radio-
graphers.

3. Radiographers are the direct responsibility of the
Head of the Department and the Superintendent
Radiographer. Wurzes, clerical staff, porters and
domestic staff attached to the Department are likely
to be under the control of Matron, Medical Records
Officer, Head Porter and the Domestic Super-
intendent respectively for establishment matters but
for work control will generally be the responsibility
of the Head of the Department or the Superintendent
Radiographer.

4. The useofautomatic processing machines, cassetie
conveyers, etc has speeded up the film processing
work considerably, has saved significant amounts of
staff time, has generally simplified working arrange-
menis and has saved working space. The more
advanced radiological equipment, eg. Image Intensi-
fiers with Closed Circuit TV, and the introduction of
techniques involving izotopes, thermography and
ultra sonics extends the range and clinical value of
work done but can absorb large amounts of staff
time. Although the work performed is carried out as
a service for others and as such generally originates
elsewhere, nevertheless the guality of the depart-
ment's service and the range of facilities it provides
may influence the quantity and type of requests made
upon it.

5. The X-ray Depariment has an important part to
play in diagnosis and the quality of the service
provided can directly influence patient care. Abstract

of Efficiency Studies Mo 107 contains a number of
suggested remedies for difficulties which have caused
inconvenience to patients, or which have contri-
buted to the provision of a service which is less
effective than it should be. Several of these affect
the organization of the X-ray Depariment.

6. The provision or maintenance of services by the
employment of Agency Stail is generally an expen-
sive way of providing services and should be avoided
wherever possible.

7. The salient non-medical features affecting the

efficient operation of X-ray Departments or consti-

tuting items of good practice arc:
(1) the extent to which methods contribute to the
convenience and speedy diagnosis and treatment
of patients, for example the provision of continuous
and immediate reporting facilities, when required;
(2} the general organisation of the work including
the avoidance as far as possible, of peak periods
of unéven loads of work and the efficient use of
available staff and other resources;
(3) the efficiency with which equipment and
materials are used;
{4) the extent to which professional and technical
staff are relieved of non-technical work which can
advantageously be performed by less skilled staff;
(5) the efficiency of the clerical and administrative
arrangements  supporting  the department, ie.
reception, film storage and recovery, preparation
and distribution of reports, mainténance of patient
indices and related reports.

Working Methods

8. The organisation of patient work including the
reception and booking of appointments should be
planned to provide as far as possible a steady flow of
patients to the depariment in order to keep un-
occupied radiographer time to a minimum. The
completion of the main stages of patient reception
and of patient examination should be watched to
identify any delays which take place and remedies
provided. For example, il radiographers are waiting
for patients, because of delays in obtaining previous
films, it may be necessary to record some of the
patient’s personal details and to recover previous
films while current films are being processed.
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9. Appointments should, as far as possible, be
spread evenly over the working day. In-patients
should normally be given priority but should be
called when they are unlikely to delay anticipated
numbers of urgent out-patient examinations and at
times when demands from other sources for im-
mediate examination are likely to be low. GP
referrals should be arranged for times when other
demands are least likely to be affected.

10. Close co-operation between the clinics and the
X-ray Department and an appreciation of the factors
which influence the referral of patients to the X-ray
Department can achieve significant savings by help-
ing to improve the appointments System and to
provide an even flow of patients to the department.

11. Technical and ancillary staff time can be wasted
if examinations of in-patients are not carried out at
the pre-arranged times. Arrangements should exist
to ensure that ample notice is given to wards about
the examination booking times and efforts should
be made to keep to these times. In addition it may
be useful to telephone wards to let ward staff know
when a porter is about to collect a patient.

12, Patient particulars should be photographed on
to films either by dark room technicians or by radio-
graphers, from typed patient identification labels or
from slips typed or written by reception or radio-
grapher staff. This saves a significant amount of
staff time and can improve legibility,

13. Abstract of Efficiency Studies Mo 107 contains a
number of possible methods by which delays in
dealing with requesis and in producing reports to
the requesting doctor can be minimised, Some of
these are:
(1) the request form should be completed
prompitly, dated and sent to the X-ray Depart-
ment. It should contain all the relevant details,
clearly written, and particularly information
about patient’s mobility, any previous visits to
M.ray, previous X-ray number and the dates of
such visits, and whether immediate or ‘wet’ film
is required or whether the report is needed for the
patient’s next clinic attendance;
(2) a regular porter/messenger service should
exist to eénsure that requests are collected and
reports delivered promptly and to move films and
mobile equipment;
(3} a provisional report should be prepared where
it is impracticable for a radiologist to repori
immediately in full on in-patient or accident
cases;
{(4) there should be a regular review by manage-
ment of waiting times for both in-patient and out-
patient appointment cases.

14. It i3 desirable that all processed films should be
‘vetted” by a Radiologist, a Superintendent
Radiographer or his deputy before the reporting
stage. However, radiographers (particularly junior)
should not be discouraged from wviewing their
own films in order to judge the quality of their work.

15. The use of cassette conveyors is unlikely to save
significant amounts of staff time but can reduce
substantially the amount of effort in handling and
carrying cassettes. Depending on the layout of the
department, eg. a linearly arranged depariment in
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which some examination rooms are remote from
the Dark Room, a suitable alternative may be to
use a two-wheeled cassette trolley.

16. Routine arrangements for the prompt sorting of
processed films and their association with request
forms, previous copy reports and films, in readiness
for reporting must be made to avoid subsequent
confusion