PREFACE

In the curricular structure introduced by this University of students for various
programmes, the opportunity to pursue Post Graduate Diploma course in a subject
introduced by this University isequally availableto al learners. Instead of being guided by
any presumption about ability level, it would perhaps stand to reason if receptivity of a
learner isjudged in the course of the learning process. That would be entirely in keeping
with the objectives of open education which does not believein artificial differentiation.

Keeping thisin view, study materials of the Post Graduate Diplomalevel in different
subjects are being prepared on the basis of awell laid-out syllabus. The course structure
combines the best elements in the approved syllabi of Central and State Universitiesin
respective subjects. It has been so designed as to be upgradable with the addition of new
information as well asresults of fresh thinking and analysis.

The accepted methodol ogy of distance education has been followed in the preparation
of these study materials. Co-operation in every form of experienced scholarsisindispens-
ablefor awork of thiskind. We, therefore, owe an enormous debt of gratitude to everyone
whose tirel ess efforts went into the writing, editing and devising of a proper lay-out of the
materias. Practically speaking, their role amounts to an involvement in invisible teaching.
For, whoever makes use of these study materials would virtually derive the benefit of
learning under their collective care without each being seen by the other.

The more alearner would serioudly pursue these study materials the easier it will be
for him or her to reach out to larger horizons of a subject. Care has also been taken to
make the language lucid and presentation attractive so that they may be rated as quality
sdf-learning materids. If anything remains still obscure or difficult to follow, arrangements
are there to come to terms with them through the counselling sessions regularly available
at the network of study centres set up by the University.

Needless to add, a great part of these effortsis still experimental-in fact, pioneering
in certain areas. Naturaly, there is every possibility of some lapse or deficiency here and
there. However, these do admit of rectification and further improvement in due course. On
the whole, therefore, these study materials are expected to evoke wider appreciation the
more they receive serious attention of al concerned.

Professor (Dr.) Subha Sankar Sarkar
Vice-Chancellor
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Unit 1 ] History, Growth And Classification Of
Hospitals In India

Structure
1.1 Introduction
1.2 Nature and scope of a hospital
1.3 Definition of hospital
1.4 History of hospitals
1.4.1 Hospital —World history
1.4.2 History of Indian Hospital
15 Health Committees appointed by the Gover nment
1.6 Changesin hospital organization
1.7 Classification of hospitals

1.1 Introduction

Since independence, India has achieved remarkable progressin socia, political and
economic fields. In the area of medical sciences too, remarkable progress has been
observed. Unfortunately, however, hospital administration has lagged far behind. Even the
most sophisticated and modern hospital of India continues to be governed by the
stereotyped system of hospital administration.

It isthe era of change of specialization. Therefore the hospital administration also
becomes a specidized areafor al the modern hospital apart from the clinical aspect. With
the massive expansion of the health fields it has become essentia to have specialists or
expertsin all the areas of hospital administration viz. planning, human resources, hospitality
€tc.

Hospitals are the focal points of education for the health professionals and clinical
research necessary for advancement of medicine.

Thus the hospital is one of the most complexes of all administrative organizations.
therefore, it requires athorough knowledge not only of the hospital set up but also of its
meaning, history , classfication, peculiar conditions prevailing in hospital administretion, etc.
before one can undertake its management.
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1.2 Nature and scope of a hospital

In the past, an individua afflicted by awound or disease was condemned to suffer and
fend for himself. In those primitive days the healthy never asssted to look after the afflicted.
The practice was to consider such an afflicted person a spent-force and no longer useful
to the society. Thus complete isolation from society was the tragic lot of onewho fedl ill.

Ascivilization advanced from the individua to the family, family to tribe, and findly to
the organized community, society acknowledged a common respons bility towards the sick.
It was only when civilization progressed then man sought to provide for the welfare of his
fellow-beings (other than his own kith and kin.)

1.3 Definition of hospital

The term hospital means an establishment for temporary occupation by the sick and
theinjured.

A hedlth facility where patients receive treatment

A hospital is aplaceto receive medical treatment.

A medical institution where sick or injured people are given medical or surgical care

An ingtitution for the trestment, care, and cure of the sick and wounded, for the study
of disease, and for the training of physicians, nurses, and allied health personnel

One of the most complex organizations in modern soci ety

The hospital isan integra part of social and medica organization, the function of which
isto provide for the population complete healthcare both curative and preventive, and
who' s out patient service move out to the family inits home environment. The hospital is
also a center for the training of health worker and for bio social research. WHO—1963.

A hospital isaresidential establishment which provides short term and long term
medical care consisting of observational, diagnostic, therapeutic and rehabilitative services
for persons suffering or suspected to be suffering from a disease or injury and for
parturient. 1t may or may not also provide services for ambulatory patients on an out-put
patient bas's.

Criticism : Thecriticism labeled to the hospital isthat it exist in splendid isolation in
the community acquiring the euphemism “an ivory tower of disease”; It absorbs vast
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proportion of health budget (50 to 80%). It is not people oriented; its procedures and
stylesareinflexible; it overlooks the cultural aspect of illness (treating the disease without
treating the patient; the treatment is expensive; it isintringcally resistant to change and so
on.

In 1957, an expert committee of WHO emphasized that the general hospital cannot
work inisolation; it must be apart of asocia and medical system that provides complete
health care for the population.

The community hospital should be a flexible institution, capable of adopting its
resourcesto the total healthcare need of the community. This adaptation requires hospital
administration that is both science and art. According to Dr. Rene Sand the right patient
should receive theright care at right timein the right place at the right cost. Thisideal
seemingly smpleis perhaps never achieved, like al other ideals because of acomplex set
of interacting and often conflicting social forces operating both within and outside the
hospital system.

Today hospital means an institution in which sick and injured persons are treated. A
hospita is different from adispensary, ahospital primarily isan inditution wherein patients
are recelved and trested while the main purpose of adispensary is distribution of medicine
and administration of outdoor relief.

A modern hospital is an institution which possesses adequate accommodation and
experienced and well quaified personnel to provide services of curative, restorative and
preventive character of the highest quality possible to all people regardless of race colors
creed or economic status, which conducts educational and training programs for the
personnel particularly required foe efficacious medical care and hospital services, which
conducts research asssting the advancement of medical services and hospital servicesand
which conduct programs in health education.

1.4 History of hospitals

1.4.1 Hospital — World History

In ancient cultures religion and medicine were linked. The earliest known institutions
aming to provide cure were Egyptian temples. Greek temples dedicated to the hedler-god
Asclepius might admit the sick, who would wait for guidance from the god in adream. The
Romans adopted his worship. Sinhalese (Sri Lankans) are perhaps responsible for
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introducing the concept of dedicated Hospitals to the world. According to the Mahavamsa,
the ancient chronicle of Sinhaese roydty written in the 6th century A.C. King Pandukabhaya
(4th century B.C.) had lying-in-homes and hospitals (Sivikasotthi-Sala) built in various
parts of the country after having fortified his capital at Anuradhapura. Thisisthe earliest
literary evidence we have of the concept of dedicated hospitals anywhere in the world.

Someingtitutions crested specifically to care for the sick appeared in India. Brahmantic
ingtitutions were established in India, King Ashokafounded 18 such institutions 230 BC.

The first teaching hospital, however, where students were authorized to methodically
practice on patients under the supervision of physicians as part of their education, wasthe
Academy of Gundishapur in the Persian Empire. Moreover, “to avery large extent, the
credit for the whole hospital system must be given to Persia’ (A medical history of Persia,
C. Elgood, Cambridge Univ. Press, p. 173.).

The Romans created valetudinaria for the care of sick daves, gladiators and soldiers
around 100 BC. The adoption of Christianity asthe state religion of the empire drove an
expansion of the provision of care, but not just for the sick. The First Council of Nicaea
in 325 A.D. urged the Church to provide for the poor, sick, widows and strangers. It
ordered the construction of a hospital in every cathedral town. Among the earliest were
those built by the physician Saint Sampson in Constantinople and by Basil, bishop of
Caesarea. The latter was attached to a monastery and provided lodgings for poor and
travelers, aswell astreating the sick and infirm. There was a separate section for lepers.

Medieva hospitasin Europefollowed asimilar paitern. They were rdigious communities,
with care provided by monks and nuns. (An old French term for hospital is hétel-Dieu,
“hostel of God.”) Some were attached to monasteries. Others were independent and had
their own endowments, usudly of property, which provided income for their support. Some
were multi-function. Others were founded specifically as leper hospitals, or asrefuges for
the poor or for pilgrims. Not all cared for the sick.

Meanwhile Mudim hospitas developed a high standard of care between the eighth and
twelfth centuries A.D. Hospital s built in Baghdad in the ninth and tenth centuries employed
up to twenty-five staff physicians and had separate wards for different conditions and lead
to the modern hospital. State-supported hospitals aso appeared in Chinalater during the
first millennium A.D.

In Europe the medieval concept of Christian care evolved during the sixteenth and
seventeenth centuriesinto asecular one, but it wasin the eighteenth century that the modern
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hospital began to appear, serving only medical needs and staffed with physicians and
surgeons.

Britain led the field. Guy’ s Hospital was founded in London in 1724 from a bequest
by wealthy merchant Thomas Guy. Other hospitals sprang up in London and other British
cities over the century, many paid for by private subscriptions. In the British American
colonies the Pennsylvania General Hospital was chartered in Philadelphiain 1751, after
£2,000 from private subscription was matched by funds from the Assembly. In Continental
Europe the new hospitals were generally built and run from public funds. The Charité was
founded in 1710. Whatever the financing, by the mid-nineteenth century most of Europe
and the United States had established a variety of public and private hospital systems.

In the United States the traditional hospital isanon-profit hospital, usually sponsored
by areligious denomination. One of the earliest of these “amshouses’ in what would
become the United States was started by William Penn in Philadelphiain 1713. These
hospitals are tax-exempt due to their charitable purpose, but provide only a minimum of
charitable medicd care. They are supplemented by large public hospitasin mgor citiesand
research hospitals often affiliated with amedical schoal. In the late twentieth century chains
of for-profit hospitals have arisen.

1.4.2 History of Indian hospital :

The history of Indian medicine and surgery dates back to the earliest of ages. But
hospitals as institutions to which a sick person could be brought for treatment were of a
much latter origin in other countries. In India, hospitals have existed from ancient times even
in the 6th century B.C., during the time of Buddha, there were a number of hospitals to
look after the crippled and the poor. More such hospitals were started by Buddha's
devotees later on in different parts of India as well as outside the country.

The outstanding hospitals in India at that time were those built by King Ashoka.
Charak and Sushrutha of ancient India were famous physicians. Medicine based on Indian
system was taught in the universities of Taxjllaand Naanda, which probably contributed
to the advances in Arabic medicine. The Upakalpa-niyamAdhyayan of Charake
Suthrasthanan gives specification for hospital buildings, labor rooms and children’ s wards.

The qualifications for hospital attendants and nurses as well as specifications for
hospital equipment, utensils, instruments, and diets have also been given. Thereis evidence
to show that there were many hospitalsin South Indiain the olden days, as observed in
the Chola and Malakapuram edicts.
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According to historians, the study of the history of the medicine of ancient Indiawas
greatly handicapped for want of inscriptions, manuscripts or other records as are available
for other ancient systems of medicine. The seals and tablets discovered at Harappa and
Mohenjodaro are yet to be deciphered. But we do find from the books written by Arabian
and European travelers (about A.D. 600) that the study of medicinein Indiawasin its
bloom. Every mgjor city had amedica school. The decline of Indian medicine started with
theinvasion of foreignersin the 10th century A.D. which was a period of unrest. The zeal
of the native vaidyas for the investigation of the Indian flora slackened for want of
encouragement. The invaders brought with them their own physicians called hakims. Under
imperial patronage, the hakims began to prosper at the expense of the vaidyas. The
maintenance of hospitalsin India declined during this period.

The use of the alopathic system of medicine commenced in the 16th century with the
arriva of European missonariesin South India It was during the British rule that there was
once again progressin the building of hospitas. Thefirst hospita in Indiawas probably built
in Goa, as mentioned in Fryer’ s Travels. Thefirst hospital in Madras was opened in 1664;
the establishment of a hospital in Bombay was under discussion in 1670 but apparently it
was not actually taken up till 1676; the earliest hospital in Calcutta was built in 1707—
1708, and in Delhi, in 1874.

The Portuguese organized hospitals of the European type at Calicut (Kerala), Goaand
Santhome (Madras) through missionary organizations. They set up treatment centers and
trained local men and women as dressers, nurses, etc. In the early stages, missions were
financed by foreign sources but later on when the people redlized their value, local support
and subsidies were available.

In the 17th century, the European doctors employed by the East India Company
played an important role in the introduction of modern medicinein India. The East India
Company in Madras established its first hospital in 1664 for its soldiers and another in
1688 for the civilian population.

Moreover, in the 17th century, Sir Thomas Roe introduced modern medicine in the
court of Jahangir, the Moghul emperor. When other princely states also evinced interest,
European doctors started becoming popular. Many doctors, after discharge from the
services of the East India Company, settled down in India as private practitioners.

Quite afew aso got employment in the courts of princely states. When European
doctorsfelt the need for assistants, they trained some loca inhabitants as compounders and
dressers. After some training and experience they were termed ‘ native doctors .
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During the 17th and 18th centuries, there was adow but steady progressin the growth
of the modern system of medica practice in Indiaand the indigenous system was pushed
to the background. In the 19th century, modern medicine took firm root. Medical care
based on this system spread all over India; mainly through the efforts of the missionaries
organized medical training was started in the 19th century. The first medical school (The
Native Medica School) was started in Calcutta, followed by onein Madras. The beginning
both the modern system and the Ayurvedic system were taught.

A hospital Assistants course of two years duration was started by the army. The
medical school in Calcutta was converted into a college in 1835. Later on when the
universities were started, some of the medica schools were taken over and converted onto
medical colleges.

1.5 Health committee appointed by the Gover nment

National Health Committees

The Alma Atadeclaration on primary health care and the nationa health policy of the
government gave anew direction to health planning in India, making primary health care
the central function and main focus of its national health system.

Various committees of experts have been appointed by the government from time to
time to render advice about different health problems. The reports of these committees
have formed an important basis of health planning in India. The goa of National Health
Planning in Indiaisto attain Health for all by the year 2000.

1. BHORE COMMITTEE

Bhore committee set up by the government of India in 1943 to investigate and
recommend improvements to the Indian Public Health system. Under the chairmanship of
Sir Joseph Bhore the committee made many landmark recommendationsin itsfina report
in 1946.

The committee was instrumental in bringing about the public health reforms related to
peripheral health centresin India

Some of the important recommendations of the Bhore committee were:
1. Integration of preventive and curative services at al administrative levels
2. The committee visuaised the development of primary health centresin two stages
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3.

Asashort term measure: it was proposed that each primary health centrein the
rura areas should cater to a population of 40,000 with a secondary health centre
to serve as a supervisory, coordinating and referral institution. For each PHC, 2
medical officers, 4 public health nurses, one nurse, 4 midwives, 4 trained dais, 2
sanitary inspector, 2 health assistant, one pharmacist, and 15 other class IV
employees were recommended.

A long term programme (also called the 3 million plan) of setting up primary
health unitswith 75 bedded hospitals for each 10000 to 20000 popul ation and
secondary units with 650 bedded hospitals; again regionalized around district
hospital with 2500 bed

Major changesin medical education which includes 3 monthstraining in preventive

and social medicineto prepare “social physicians’.

Although the Bhore Committee' srecommendations did not form part of acomprehensive
plan for nationa socio-economic development , the committee’ sreport continuesto be a
major nationa document, and has provided guidelines for national health planning in India
2. MUDALIAR COMMITTEE. 1962.

This committee was known as the “Health Survey and Planning Committee”, headed
by Dr. A.L. Mudaliar, was appointed to assess the performance in health sector since the
submission of Bhore Committee report. This committee found the conditionsin PHCsto
be unsatisfactory and suggested that the PHC, already established should be strengthened
before new ones are opened.

The main recommendations of the Mudaliar Committee were :

1
2.

o g b~ W

Consolidation of advances made in the first two five-year plans

Strengthening of the district hospital with specialist servicesto serve as central base
of regional services

Each PHC should not be made to cater to more than 40,000 population
To improve the quality of healthcare provide by the PHCs
Integration of medica & health services as recommended by the Bhore Committee

Congtitution of an All India Hedlth service on the pattern of Indian Administrative
Searvice.
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3. CHADHA COMMITTEE, 1963.

This committee was appointed under chairmanship of Dr. M.S. Chadha, the then
Director Genera of Health Services, to advise about the necessary arrangements for the
maintenance phase of National Malaria Eradication Programme.

The committee suggested that the vigilance activity in the NMEP should be carried out
by basic hedlth workers (one per 10,000 population), who would function as multipurpose
workers and would perform, in addition to malariawork, the duties of family planning and
vital statistics data collection under supervision of family planning health assistants.

4. MUKHERJEE COMMITTEE, 1965.

The recommendations of the Chadha Committee, when implemented, were found to
be impracticable because the basic health workers, with their multiple functions could do
justice neither to malariawork nor to family planning work.

The Mukherjee committee headed by the then Secretary of Health - Shri Mukherjee,
was appointed to review the performance in the area of family planning. The committee
recommended separate staff for the family planning programme. The family planning
ass stants were to undertake family planning duties only. The basic health workers were to
be utilised for purposes other than family planning. The committee also recommended to
delink the malariaactivitiesfrom family planning so that the latter would received undivided
attention of its staff.

5. JUNGALWALLA COMMITTEE, 1967.

This committee, known as the “ Committee on Integration of Health Services’ was set
up in 1964 under the chairmanship of Dr. N Jungalwalla, the then Director of National
Institute of Health Administration and Education (currently NIHFW). It was asked to look
into various problems related to integration of health services, abolition of private practice
by doctors in government services, and the service conditions of Doctors. The committee
defined “integrated health services’ as :-

1. A service with a unified approach for all problems instead of a segmented
approach for different problems.

2. Medicd care and public hedth programmes should be put under charge of asingle
adminigtrator at al levels of hierarchy.

Following steps were recommended for the integration at al levels of hedth organization
in the country

1. Unified Cadre
2. Common Seniority
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Recognition of extra qualifications

Equal pay for equal work

Special pay for special work

Abolition of private practice by government doctors
Improvement in their service conditions

6. KARTAR SINGH COMMITTEE, 1973.

Thiscommittee, heeded by the Additiona Secretary of Health and titled the * Committee
on multipurpose workers under Health and Family Planning” was constituted to form a
framework for integration of health and medical services at periphera and supervisory
levels. Its main recommendations were:-

a. Various categories of periphera workers should be amagamated into asingle cadre
of multipurpose workers (male and female). The erstwhile auxiliary nurse midwives were
to be converted into MPW(F) and the basic health workers, maaria surveillance workers
etc. were to be converted to MPW(M). The work of 3-4 male and female MPWs was
to be supervised by one health supervisor (male or female respectively). The existing lady
health visitors were to be converted into femal e health supervisor.

b. One Primary Health Centre should cover a population of 50,000. It should be
divided into 16 subcentres (one for 3000 to 3500 population) each to be staffed by amale
and afemale health worker.

7. SHRIVASTAV COMMITTEE, 1975.

This committee was set up in 1974 as “ Group on Medical Education and Support
Manpower” to determine steps needed to (i) reorient medical education in accordance with
national needs & prioritiesand (ii) develop a curriculum for health ass stants who were to
function asalink between medical officersand MPWSs. It recommended immediate action
for :

1. Creation of bonds of paraprofessional and semiprofessional health workers from
within the community itself.

2. Establishment of 3 cadres of health workers namely — multi purpose health workers
and health assistants between the community level workers and doctors at PHC.

3. Development of a“Referral Services Complex”

4. Establishment of a Medical and Health Education Commission for planning and
implementing the reforms needed in health and medica education on the lines of University
Grants Commission.

N o g s~ w
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Acceptance of the recommendations of the Shrivastava Committee in 1977 led to the
launching of the Rural Health Service.

8. BAJAJ COMMITTEE, 1986.

An *Expert Committee for Health Manpower Planning, Production and Management”
was constituted in 1985 under Dr. J.S. Baaj, the then professor at AIIMS. Major
recommendations are :-

1. Formulation of National Medical & Health Education Policy.
2. Formulation of National Health Manpower Policy.

3. Establishment of an Educational Commission for Health Sciences (ECHS) on the
lines of UGC.

4. Egablishment of Hedth Science Universtiesin various states and union territories.
5. Establishment of health manpower cells at centre and in the states.

6. Vocationdisation of education at 10+2 levels asregards hedlth related fields with
appropriate incentives, so that good quality paramedical personnel may be availablein
adequate numbers.

7. Carrying out aredlistic health manpower survey.

1.6 Changesin hospital organization

Asfar asvoluntary hospitals are concerned, many religious groups runs family style,
mission oriented service centersfor the sick. Asthese grew into larger and larger modern
institution, the outward and inward pressures to adapt to the changes in society become
evident.

In spite of various reports submitted by the various committees, modern hospitalsin
India have, for the most part, been organized along British lines with strict hierarchical
Sructure.

Organizational changes are arequisite for organizational improvement and only a
planned changeislikely to be effective. Increasing specidization is leading to fragmentation.
Functiona specialization must give way to interfunctiona integration to maintain organic
harmony .
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With the increasing complexity in specialization and medica care and acceptance of
the hospitals as a service adjacent services to supplement the usual medical and nursing
care are to be developed. These involve laundry, kitchen, housekeeping, inventory, and
material management, laboratory services, maintenance, physiotherapy and more complex
records and business procedures.

As modern hospitals have to perform more complex functions, employment of highly
skilled personnel and better facilities has been felt. These consequences interacting with or
affected by development outside the hospital have, in turn, led to new phenomenon and
Stuations, namely, the gppearance of hospita adminigiration and human resource management
as professions, and also financia and material management came into the picture.

Modern Hospitals are open 24 hours . Their personnel render servicesfor the cure and
comfort of patients. In the operation thestre skilled surgeons perform life saving surgeries.
In the nursery new born receives the tender care of trained nurses. In the lab expert
technicians conduct urine, stool and blood tests, vital to the battle against disease. In the
Kitchen, cooks and dieticians prepare balanced meals that contribute to the patient’s
Speedy recovery.

A hospital aims at the speedy recovery of patients. That iswhy its rooms are equipped
with air conditioners, call bells and other devices. Severa hospitals have librarieswhich
provide books for the patients. The telephones keep the sick in touch with their friends and
relatives. In most of the hospitals today patients have Newspapers and Barber servicesin
their rooms. Many hospitals keeping in mind the recreation needs of their patients have
provided televisonsin their rooms/wards. To save the precious time of the medical staff,
secondary duties, like explaining the diagnosis and line of treatment to the patients and their
attendants are entrusted to another section of the staff called the medical social workers.
In hospitals therefore the endeavor isto provide the best possible facilities to the patients
within the hospital’ s resources.

1.7 Classification of hospital

Very large hospitals are often called Medical Centers and usually conduct operations
invirtually every field of modern medicine.
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CLASSIFICATION CONSIDERING THE LEVEL OF CARE
PRIMARY : Primary Health Care as defined by the World Health Organization in
1978is.

Essential health care based on practical, scientifically sound, and socially acceptable
method and technology universally accessible to all in the community through their full
participation at an affordable cost and geared toward self-reliance and self-determination
(WHO & UNICEF, 1978).

The ultimate goal of primary health care is better health for al. WHO hasidentified
five key elementsto achieving that godl:

reducing exclusion and socia disparitiesin health (universal coverage reforms);

organizing health services around people’s needs and expectations (service

delivery reforms);

integrating health into al sectors (public policy reforms);

pursuing collaborative models of policy dialogue (leadership reforms); and

Increasing stakeholder participation.

Primary health care shifts the emphasis of health care to the people themselves and

their needs, reinforcing and strengthening their own capacity to shape their lives. Primary
health care needs to be delivered close to the people; thus, should rely on maximum use

of both lay and professional health care practitioners and includes the following eight
essential components:

1. education for the identification and prevention/control of prevailing hedth chalenges
2. proper food supplies and nutrition; adequate supply of safe water and basic
sanitation

materna and child care, including family planning

Immunization against the major infectious diseases

prevention and control of locally endemic diseases

appropriate treatment of common diseases using appropriate technology
promotion of mental, emotional and spiritual health

Provision of essential drugs (WHO & UNICEF, 1978).

SECONDARY : Secondary medical careisthe medica care provided by aphysician
who acts as a consultant at the request of the primary physician. It isan intermediate level

O N o O~ w
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of health care that includes diagnosis and treatment, performed in a hospital having
specidized equipment and laboratory facilities.

At thislevel more complex problems are dealt with. This care comprises essentialy
curative services and is provided by district hospitals and community health centers (in
Govt. structure). Thislevel servesasthe first referral level in the health system.

TERTIARY : Specialized consultative care, usually on referral from primary or
secondary medical care personnel, by specialists working in a center that has personnd and
facilitiesfor special investigation and treatment.

Thisleve offer super specidist care. Thiscareis provided by the regional/central level
inditutions. These ingdtitutions provide not only highly speciaized care, but aso planning and
managerial skills and teaching for specidized staff. In addition, the tertiary level supports
and complements the action carried out at the primary level.

CLASSIFICATION CONSIDERING THE TYPE OF MEDICINE

1. Allopathic hospitdl

2. Homeopathic hospital

3. Ayurvedic hospitdl

4. Unani hospitd

CLASSIFICATION CONSIDERING THE PROFITABILITY STATUS
1. For profit

2. Not for profit or charitable

CLASSIFICATION CONSIDERING THE OWNERSHIP

1. Government

2. Privae

CLASSIFICATION CONSIDERING THE DEGREE OF SPECIALTY

1. Genera: The best-known type of hospital isthe genera hospital, which is set up
to deal with many kinds of disease and injury, and typically has an emergency ward/A& E
department to dedl with immediate threats to health and the capacity to dispatch emergency
medical services. A general hospital istypically the mgjor hedlth care facility in itsregion,
with large numbers of bedsfor intensive care and long-term care; and specidized facilities
for surgery, plastic surgery, childbirth, bioassay |aboratories, and so forth. Larger cities may
have many different hospitals of varying sizes and facilities.
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2. Specidized: A hospital providing medical, surgical or psychiatric testing and
treatment for patients with specific illnesses or injuries. The specialized departments
administratively attached to a general hospital and sometimes located in an annex or
Separate ward, may be excluded and their beds should not be considered in this category
of specidized hospitals.

3. Super speciaized: This hospitals have more focused specialized field of medical
science.

CLASSIFICATION CONSIDERING THE TYPES OF SPECIALTY
Maternity
Pediatric
Gevidtric
Cardiac
Psychiatric
Orthopedic
Dentd
Eye
Oncology
Kidney
11. Multi specialty hospital ............ etc.

** A medical facility smaller than ahospitd iscalled aclinic, Clinics generdly provide
only outpatient services.
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Unit 2] Concept Of Health

Structure

2.0 Introduction

2.1 Definition of Health

2.2 Dimensions of Health

2.3 Spectrum of Health

2.4 Determination of Health
2.5 Responsibility of Health
2.6 Health and Development
2.7 Indicatorsof Good health

2.0 Introduction

Health is the common theme for all community and all community have their own
concept of health; as health is not perceived the same way by al members of acommunity
including various professional groups. In aworld of continuous change, new concepts are
bound to emerge based on new pattern of thought. A brief concept of changing concept
of healthiis given below.

Biomedical concept :

The general concept of health is “absence of disease”, and if one was free from
disease, then the person considered as healthy. This concept is known as biomedical
concept. It hasthe basis of “germ theory of disease” which dominated medical thought
at the turn of 20t century. This concept viewed the human body as a machine. A
disease as a consequence of the breakdown of the machine and the doctors' tusk is to
repair the machine. Thisisavery narrow view of health in which curing disease isthe
ultimete,

The criticism of this concept is that it has minimized the role of the environmental
determinant, social determinant, psychological determinant, and cultural determinant of
health. This model was found inadequate to solve some of the major health problems of
mankind such as malnutrition, chronic diseases, accidents, drug abuse, mental illness, etc.
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Ecological concept :

The failure of biomedical concept to solve all health problems gave rise to other
concepts. The ecologist put forward an attractive hypothesis which viewed health asa
dynamic equilibrium between man and his environment, and disease is mal adjustment
between these two.

Disease= mal adjustment between man and environment

Dubos defined health as* health implies the rel ative absence of pain & discomfort and
a continuous adaptation & adjustment to the environment to ensure optimal function. The
human organism to environment”. The ecological concept raises two issue, viz. imperfect
man and imperfect environment.

Psychological concept :

Contemporary developments in social sciences revealed that health is not only a
biomedical phenomenon, but one which isinfluenced by social, psychological cultural,
economic and political factors of the people concerned. These factors must be taken into
consderation in defining and measuring health. Thus health is both abiologica and socid
phenomenon.

Holistic concept :

The holistic concept isasynthesis of al the above concepts. It recogni zes the strength
of social, economic political and environmental influences of health. It has been variously
described as a unified or multidimensional processinvolving the well being of the whole
person in the context of his environment. The holistic approach implies that all sectors of
the society have an effect on health, in particular, agricultural, animal husbandry, food,
industry, education, housing, public works, communications and other sectors. The
emphasis of this concept is on the promotion and protection of health.

2.1 DEFINITION OF HEALTH

The word Health has come from the old English word ‘“HALE’ which means safe and
sound. Health is not merely absence of diseasg, it is positive qudity of the living body, of
which fitness for one’ s word and happiness is distinguishing marks.

“The condition of being sound in body, mind, or spirit; especially freedom from
physical disease or pain” (Webster)
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“soundness of body or mind; that condition in which its functions are duly and
efficiently discharged”. (Oxford English dictionary)

“A state of relative equilibrium of body from and function which results from its
successful dynamic adjustment to forces tending to disturb it. Itis not passiveinterplay
between body substance and forces impinging upon it but an active response of body
forces working towards readjustment. (Perkins)

The widely accepted definition is given by the World Health Organization (1948) in
the preamble to its constitution, which is asfollows :

“Health isa state of complete physical mental and socia wellbeing and not merely an
absence of disease or infirmity.”

In recent years, this statement has been amplified to include the ability to lead a
“socidly & economicaly productive life’

The WHO definition of health has been criticized as being too broad. It hel ps people
livewdl, work well and enjoy themsalves. WHO definition of health istherefore considered
by many as an idealistic goal than arealistic proposition.

In spite of the all above limitations the concept of health as defined by WHO is broad
and positive in itsimplication; it sets out the standard, the standard of positive health.

Operational definition

The WHO definition of health is not an operational definition. In this connection and
operational definition has been formed by a WHO study group which is“A condition or
quality of human organism expressing the adequate functioning of the organism in given
condition, genetic or environmental”.

For measuring purpose we can say that health means

1. Thereisno obvious evidence of disease and that a person is functioning normally
(Considering age, sex, community, etc.)

2. The severa organs of the body are functioning adequate in themselves and in
relation to one another — Homeostasis

New philosophy of Health

In recent years, we have acquired anew philosophy of health, which may be stated
below:

B Hedthisafundamental human right
B Hedlthis central to the concept of quality of life
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B Hedthinvolvesindividuals, state & internationa responsbility
B Hedthisaworld-wide social goal

2.2 DIMENSIONSOF HEALTH

Health ismultidimensiond. The different dimensions of health are asfollows
Physicd dimension !
Mentd dimension
Socid dimension
Spiritua dimenson
Emotiond dimension
Vocationd dimension
Others

Hedlth is complex and involves the interaction of various factors. In 1948, the World
Health Organization wanted parameters to measure the functionality of anindividual. The
first three identified barometers include the physical, the social, and the mental constructs.
L ater, the emotional, spiritual, and environmental dimensions are added to thelist.

2.2.1 Physical Dimension

Physical dimension purely refersto the perfect functioning of the body externaly as
well internally. Externally having good physique, good appearance, good texture and
complexion, attractive features, well structure and strong body parts and limbs, well
groomed posture, graceful carriage and efficient movement. Interndly al system of human
body i.e. cellstissue, organ and system functioning at the optimum level.

2.2.2 Mental Dimension

A person is mentally healthy if he or she isrelaxed and free from any worries. A
person is socially healthy if he or she can move in the society confidently with others.
Mental health is not merely absence from mental illness. Mental health is balanced
development of an individua’ s personality and emotional attitudes which enable him to
live harmoniously with hisfellow being. It isinfluenced by both biological and social
factors.
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A good mental health implies that an individual has adjust satisfactorily to his
environment, home, work place, and other people of the society, so that heisredizing the
maximum amount of happiness from living.

Mental health implies—

1) Control on emotions

i) Sensitive to the needs of others

i) Confidencein one’'s own abilities

Iv) Freedom from unnecessary tensions, anxieties and worries
Thereisno health without mental health

The essential dimension of menta hedlth is clear from the definition of hedth inthe
WHO condtitution: “Hedth isastate of complete physical, menta and social well-
being and not merely the absence of disease or infirmity.” Mental health is an
integral part of this definition.

The goas and traditions of public health and health promotion can be applied just
as usefully in the field of mental health as they have been in the prevention of
infectious or of cardio-vascular diseases, for example.

Mental health is more than the absence of mental disorders

Mental health can be conceptudized as a state of well-being in which the individua
reglizes hisor her own abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to his or her
community.

In this positive sense, mental health is the foundation for well-being and effective
functioning for an individual and for acommunity. This core concept of mental
hedlth is consistent with itswide and varied interpretation across cultures.

Mental health promotion covers a variety of strategies, al aimed at having a
positiveimpact on menta hedlth. Like dl hedth promotion, menta health promotion
involves actions that create living conditions and environments to support mental
health and allow people to adopt and maintain healthy lifestyles. Thisincludes a
range of actions that increase the chances of more people experiencing better
menta hedlth.

Mental health is determined by socio-economic and environmental factors

Menta health and mental heglth disorders are determined by multiple and interacting
social, psychological, and biological factors, just as health and illnessin general.
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B Theclearest evidenceis associated with indicators of poverty, including low levels
of education, and in some studies with poor housing and poor income. Increasing
and persisting socio-economic disadvantages for individuals and for communities
are recognized risks to mental health.

B The greater vulnerability of disadvantaged people in each community to mental
health disorders may be explained by such factors as the experience of insecurity
and hopelessness, rapid socia change, and the risks of violence and physical ill-
hedith.

B A climate that respects and protects basic civil, political, socio-economic and
cultural rightsisaso fundamental to mental health promotion. Without the security
and freedom provided by theserights, it isvery difficult to maintain ahigh level of
menta hedlth.

Mental health islinked to behaviour

B Mental, social, and behavioural health problems may interact to intensify their
effects on behaviour and well-being.

B Substance abuse, violence, and abuse of women and children on the one hand, and
health problems such as HIV/AIDS, depression, and anxiety on the other, are
more prevaent and more difficult to cope with in conditions of high unemployment,
low income, limited education, stressful work conditions, gender discrimination,
socid excluson, unhedthy lifestyle, and human rights violations.

Enhancing the value and visibility of mental health promotion

B National menta health policies should not be solely concerned with mental health
disorders, but also recognize and address the broader issues which promote
mental health. These would include the socio-economic and environmenta factors,
described above, as well as behaviour. This requires mainstreaming mental health
promotion into policies and programmes in government and business sectors
including education, labour, justice, transport, environment, housing, and welfare,
as well as the health sector. Particularly important are the decision-makersin
governments at local and nationd levels, whose actions affect mental hedth in ways
that they may not realize.

2.2.3. Social Dimension
A personissocidly hedlthy if he or she can movein the society confidently with others.
Socid health isthe ability to get along with one salf and with others, to be independent but
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at the same time to realize how dependent oneis on other. Social hedlth is concerned with
helping an individua in making persona adjustment, group adjustment and adjustment as
amember of society. A person with good socia health —

1) Gets along well with people around

1) Has pleasant manners

iil) Helps others

Iv) Fulfills responsibility towards others

2.2.4. Spiritual Dimension

It isrefersto that part of individual which reaches out and strive for meaning and
purpose of life. It isintangible, which meansit can not be seen, or touched, we can only
fdl it. Thisachievement is possibleif only an individual has dready reached physical, mentd
and socia dimension of health.

2.25. Emotional Dimension

Emotions are the feelings which have great rolein our life and lead to the modification
of attitude, conducive to personal adjustment and well being. The environment we create
by our behavior, our attitude, and our actionsis the emotional environment and it greatly
influences the personality of an individual. Emotion is an essential element in the adjusted
nature of the life process.

2.2.6. Vocational Dimension

Vocationa dimenson isthe sub-domain of physica, menta and socid hedlth. Livelihood
isvery serious problem being faced by an individua. Vocationa health emphasizes upon
the problem of livelihood and ensures the fulfillment of the economic needs of an individud.
Vocationd satisfaction provides him socid efficiency, socid datus, socid prestige, emotiond
stability and mental relaxation. Vocationally satisfied individuals also contribute to the
increase in production and national wealth.

2.2.7. Othe Dimensions

Educational dimension

Education brings changesin one' s behavior and attitude enabling him to understand his
responsibility to the society and to the nation. Educational Dimension of hedlthi.e. hedth
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education has heavy responsibility to discharge. Health education creates awareness
regarding health rules, promotes hedlth, builds up healthy environment and shows the path
to follow toward the hedlthful living.

Nutrition Dimension

Good nutrition is a basic component of health. It is of prime importance in the
attainment of normal growth and devel opment and in the maintenance of health through out
life. Thereis a growing realization that adequate nutrition is a necessary step in the
improving the quality of life. The importance of malnutrition and under nutrition as an
obstacle to social, and economical development, has brought nutritional to the fore front
of nationa and international concern.

Environmental Dimension

Theinterna environment of man himself an externa environment which surround him
reflect the health status of an individual, the society and nation. Sanitation is one of the
aspects of environmental health. It isthe quality of living that is expressed in clean home,
clean neighborhood a clean community. Being away of life, it must come from within the
people.

Curative and Preventive Dimension

Thisdimension ded with the study and application of curative medicine and preventive
measures for the preservation of health of an individual. The Primary objective of curative
medicineisthe removal of disease. Over the years curative medicine has accumulated a
vas body of scientific knowledge, technical skills, and machinery highly organized, not
merely to treat disease, but to preserve lifeitself as per asit could be possible. The main
objective of preventive medicineis prevention of disease promotion of health. It is applied
to all healthy people. Modern preventive medicine can be defined as “the art and science
of health promotion, disease prevention, disability limitation and rehabilitation.

2.3 HEALTH SICKNESS SPECTRUM

Health and disease lie along a continuum, and there is no single cut off point. The
lowest point is death and the highest point corresponds to the WHO definition of health.

The spectral concept of health emphasizesthat the hedlth of an individual isnot static;
it isdynamic and a process of continuous change subject to frequent subtle variation.
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Positive hedlth
Better hedth

Freedom from sickness

Unrecognized sickness
Mild sickness

Severe sickness

Desgth

2.4 DETERMINANTSOF HEALTH

B Heredity
PR m; Education
B Environment i
H Lifedyle
Physical
_ _ N Determinants oo
B Socio economic conditions of Health
B Hedth & Family welfare services\
B Other factors
1. Heredity

The physical & mental traits of every human being are to some extent determined by
the nature of his genes at the moment of conception. The genetic make-up isuniquein that
it cannot be altered after conception. A number of diseases are now known to be of
genetic origin, eg. Chromosomal anomalis, errors of metabolism, mental retardation, some
types of diabetes etc. The state of health therefore depends partly on the genetic
congtitution of man.

2. Environment

Hippocrates first related disease to environment; climate, water, air etc. Environment
isclassfied as“internal” & “externd”. The“internal” environment of aman includes each
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& every component part, every tissue, organ & organ-system & their harmonious
functioning within the system. The“externa” or macro-environment consist of those things
to which man is exposed after birth. The environmental factors range from from housing,
water supply, family structure, social & economic support systems etc. Safe water and
clean air, healthy workplaces, safe houses, communities and roads al contribute to good
health. Employment and working conditions — people in employment are healthier,
particularly those who have more control over their working conditions.

3. Lifegtyle

Lifestyle or “the way peoplelive’ reflects awhole range of social values, attitudes &
activities. It iscomposed of cultural & behavioral patterns & life-long habits (smoking,
acoholism). Many current day hedlth-problems, like coronary artery diseases, obesity, lung
cancer, drug addiction etc. are associated with lifestyle changes.

4. Socio-economic conditions

Hedlth statusis determined primarily by the level opf socio-econimoic development,
per capitaincome, education, nutrition, employment, housing, the political system of the
country etc.

5. Hedth services

The purpose of health servicesisto improve the health status of the population. It
covers a wide spectrum of personal & community services for treatment of disease,
prevention of illness and promation of health. For eg. , immunization of children, care of
pregnant women etc.

6. Othersfactors

Other factors like employment opportunities, increased wages, pre-paid medical
programs, family support systems contribute to the heglth of the population. Higher income
and socia status are linked to better health. If an individual have not enough money to

purchase and to fulfill hisdaily need, then theindividud fells himsdlf dull & usdessand he
will not be able to adjust with the other people freely.

2.5 RESPONSIBILITY OF HEALTH

Health is on one hand a highly personal responsibility and on the other hand a major
public concern. It thusinvolvesthejoint efforts of the whole socid fabric, viz. theindividud,
the community and the state to protect and promote health.
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2.5.1 Individual responsibility

Today, more than ever, persona health responsibility or taking charge of one's own
health is an essential step in disease prevention as well as protocols for healing and
recovery from disease.

Personal health responsibility involves active participation in one's own health and
hedling plan through education and lifestyle changes. Patients today are expected to do their
part by showing up for scheduled medical tests and procedures, following dietary
recommendations, losing weight if indicated, taking medications as directed, avoiding the
use of tobacco and recreational drugs, engaging in exercise programs, and educating
themselves about their conditions.

Taking personal health responsibility also includes reviewing one’'s own medical
records, including laboratory test results, and monitoring both the benefits and side effects
of prescription and over-the-counter medications. Physicians aso have aresponsbility to
explain the patient’ s diagnosis and to provide information about the benefits and side effects
of al available treatment options. Physicians aso have aresponsibility to encourage their
patients to learn more about their conditions and the lifestyle changes that influence the
disease course.

2.5.2 Sdf care in health

Sdf careis persona health maintenance. It isany activity of an individual, family or
community, with the intention of improving or restoring health, or treating or preventing
disesse.

Sef careincludes al health decisions people (asindividuals or consumers) make for
themselves and their families to get and stay physically and mentally fit. Self careis
exercising to maintain physical fitness and good mental health. It is aso eating well, self-
medicating, practicing good hygiene and avoiding health hazards such as smoking to
prevent ill health. Self care is also taking care of minor ailments, long term conditions, or
one' s own health after discharge from secondary and tertiary health care.

2.5.3 Community responsibility

Health can never be adequately protected by health services without the active
understanding and involvement of communitieswhose hedlth is at stake.
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Our societies are complex and interrelated. Health cannot be separated from other
goas. The inextricable links between people and their environment constitute the basis
for a socioecologica approach to health. The overall guiding principle for the world,
nations, regions and communities alike is the need to encourage reciprocal maintenance
- to take care of each other, our communities and our natural environment. The
conservation of natural resources throughout the world should be emphasized as a globa
respongbility.

Changing patterns of life, work and leisure have a significant impact on health. Work
and leisure should be a source of hedlth for people. The way society organizeswork should
help create a hedthy society. Hedlth promotion generates living and working conditions that
are safe, stimulating, satisfying and enjoyable.

Systematic assessment of the health impact of a rapidly changing environment -
particularly in areas of technology, work, energy production and urbanization is essential
and must be followed by action to ensure positive benefit to the health of the public. The
protection of the natural and built environments and the conservation of natural resources
must be addressed in any health promotion strategy.

2.5.4 Strengthen community action

Health promotion works through concrete and effective community action in setting
priorities, making decisions, planning strategies and implementing them to achieve better
health. At the heart of this processis the empowerment of communities, their ownership
and control of their own endeavors and destinies.

Community development draws on existing human and material resources in the
community to enhance self-help and socia support, and to develop flexible systems for
strengthening public participation and direction of health matters. This requires full and
continuous access to information, learning opportunities for health, as well as funding

support.

2.5.5 State responsibility

Health sector in Indiais the responsibility of the state, local and also the central
government. But in terms of service delivery it is more concerned with the state. The center
Is responsible for health services in union territories without a legislature and is also
responsible for devel oping and monitoring national standards and regulations, linking the
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gates with funding agencies, and sponsoring numerous schemes for implementation by state
governments. Finally, both the center and the state have ajoint responsibility for programs
listed under the concurrent list.

Goals and strategies for the public sector in health care are established through a
consultative processinvolving al levels of government through the Central Council for
Health and Family Welfare. The outcomes of these processes provide a thrust to various
sub sectors within the health sector. The private and voluntary sectors have emerged as an
important arm of the health sector.

There has been a significant development in the health sector in Indiain the recent
years. The central government in association with the statesis initiating various programmes
and projects to improve efficiency in the allocation and use of health resources through
policy and ingtitutional development.

State hedlth projects have been formulated for developing the rura health standard and
strengthening the PHC (Public Health Clinic) infrastructure, under the minimum needs
programme, by providing enhanced assistance to regions with severe health problems,
supporting voluntary organizations, and improving |EC activities. The Ministry of Health
and Family Welfare is continuously coordinating with the states to make significant
improvement in this regard.

2.5.6 International responsibility

The health of mankind requires the cooperation of governments, the people, national
and international organizations both within and outside the United Nation system to
achieving our health goal. This cooperation covers such subjects as exchange of experts,
provision of drugs, and supplies, border meetings with regard to control of communicable
diseases and achievement of “Health for all” through primary health care. The TCDN
(Technical Cooperation in Developing Countries), ASEAN (Cssociation of South- East
Asian Nation), and SAARC (South Asia Association for Regional Cooperation) are
important regional mechanism for such cooperation.

2.6 Health And Development

Better health is central to human happiness and well-being. It so makes an important
contribution to economic progress, as healthy populations live longer, are more productive,
and save more.
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Many factors influence health status and a country’ s ability to provide quality health
services for its people. Ministries of health are important actors, but so are other
government departments, donor organizations, civil society groups and communities
themselves. For example: investments in roads can improve access to health services;
inflation targets can constrain health spending; and civil service reform can create
opportunities - or limits - to hiring more health workers.

Kerald s (a southern-most state in India) remarkable achievementsin hedth in spite of
its economic backwardness has provoked many analyststo talk about the unique “Kerala
Model of Health” worth emulating by other devel oped countries. The hal mark of Kerala
model islow cost of health care, universal accessibility and availability even to the poor
sections of the society.

There are many socio-economic conditions unique to the state which have been
postul ated to make this health model possible. The high female literacy rate (87.72%) of
the state is worth mentioning in the regard. The widely accepted health indication viz desth
rate, Infant Mortdlity Rate (IMR) and expectation of life at birth too are far advanced than
therest of the statesin India and are even comparable with developed countries. Such that
in Keraa, the expectation of life hasincreased, infant mortality rate is very low and there
isdeclinein death rate. Also the hedlth awareness among the citizens of the state maintains
to be at avery high level.

2.7 Indicators of Good Health

Indicators are required not only to measure the health status of a community, but also
to compare the health status of one country with that of another for assessment of
healthcare needs; for alocation of scarce resources; and for monitoring and evaluation of
hedlth services, activities and programmes.

HEALTH INDICATORS

Health information undoubtedly has great socia, political and economic importance.
To have relevant information, it meansto have basis for timely reporting, basis for action,
and prerequisites for success.

B Importance of health indicators
— To measure the health status of a community
— To compare the hedlth status of one country with that of another

37



Assessment of hedlth care need
Resource alocation
Monitoring and evaluation

Characteristics of effective indicator

An

indicator is something that pointsto an issue or condition. Its purpose isto show

you how well a system is working. If there is a problem, an indicator can help you

determi

ne what direction to take to address the issue. Indicators are as varied as the types

of systems they monitor. However, there are certain characteristics that effective indicators

havein

common:
Effective indicators are r levant; they show you something about the system that
you need to know.

They indicator should be valid. That isthey should actualy measure what they are
supposed to measure.

Effective indicators are easy to under stand, even by people who are not experts.
Effective indicators arer eliable; you can trust the information that the indicator is
providing.

Lastly, effective indicators are based on accessible data; the information is
available or can be gathered while thereis till time to act.

Types of hedlth indicators

1. Mortality indicator

N
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Morbidity indicator

Disability indicator

Nutritiona statusindicator
Hedlthcare delivery indicator
Utilization ratesindicator

Indicators of social and mental health
Environmenta indicator

Socio economic indicator

Hedlth policy indicators

. Hedth care ddlivery indicators
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1. Mortality Indicator

a

e L ™ P o O T

Crude death rate

Expectation of life

Infant mortality rate

Child mortality rate

Materna mortdlity rate

Disease specific mortdity rate

Proportional mortality rate
Crudedeath rate: Fair indicator of comparative health of people. It is defined
as number of death per 1000 population per year in a given community.
Expectation of life: The average number of years of life an individua of agiven
age is expected to live if current mortality rates continue to apply; a statistical
abstraction based on existing age-specific death rates.

Infant mortality rate: It is defined as the number of infant deaths (one year of
age or younger) per 1000 live births. The most common cause worldwide has
traditionally been due to dehydration from diarrhea. Other causes of infant
mortaity include malnutrition, maaria, congenital maformeation, infection.

Child mortality rate: It is defined as the number of deaths at age 1-4 yearsin
agiven year, per 1000 children in that age group at the mid point of the year
concerned. It thus excludes the infant mortality.

Maternal mortality rate : The number of maternal desths related to childbearing
divided by the number of live births (or by the number of live births + fetal deaths)
in that year.

Disease specific mortality : Mortality rates computed for specific diseases eg.
Cancer, CAD, diabetes, accidents etc.

Proportional mortality rate: The smplest measures of estimating the burden of
adisease in the community ie., the proportion of al deaths currently attributed to
it.

Morbidity indicators: To describe health in terms of mortality rates only is
misleading, thisis because, and mortality indicators do not reveal the burden of
illnessin acommunity. Therefore morbidity indicators are used to supplement the
mortality data to describe the health status of a population.
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4.

The following morbidity rates are used for assessing the ill-health in the community.

o bk wWwbNPE

Incidence and prevaence

Notification rate

Attendance rate at out patient departments, health centers etc.
Admission readmission and discharge rate

Duration of stay in hospital

Spells of sickness or absence from work or school.

Disability indicators

a

Event-typeindicators

I.  Number of days of restricted activity

i. Beddisability days

iii. Work-loss days (or school loss days) within a specified period

Person-type indicators

I.  Limitation of mobility: For eg., confined to bed, confined to house, specid aid
in getting around inside or outside of house.

ii. Limitation of activity: For eg., limitation to perform the basic activities of daily
living (ADL) — esting, bathing, dressing, going to toilet etc.

Sullivan’'sindex :

Thisindex (expectation of life free of disability) is computed by subtracting from the
life expectancy, the probable duration of bed disability & inability to perform major
activities, according to cross-sectional data from the population surveys. . The interest of
the Sullivan indicator comes from its smplicity and itsrelative accuracy. Sullivan’sindex is
considered one of the most advanced indicators currently available.

DALY (Disability — Adjusted Life Year) : DALY is a measure of burden of
diseasein adefined population and the effectiveness of the interventions. DALY expresses
years of lifelost to premature degth and years lived with disability adjusted for the severity
of the disability. One DALY is“onelost year of healthy life”.

Nutritional statusindicator

a

Anthropometric measurements of pre-school children, eg., height-weight, mid-arm
circumference etc.

Height of children at school entry
Prevalence of Low Birth Weight (lessthan 2.6 kg)
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Healthcare delivery indicator

a

b.

C.

d.

Doctor-population ratio
Doctor-nurseratio

Popul ation-bed ratio

Population per health / subcentre

Utilization ratesindicator

a
b
C.
d
e

Proportion of infant who are fully immunized.

Proportion of Pregnant women who received antenatal care
Bed occupancy rate

Average length of stay

Turn over interval.

Indicators of social and mental health

Rate of suicide

Rate of homicide

Rate of other act of violence
Rate of other crime

Environmental indicators

Air pollution

Water pollution

Noise pollution

Exposure to radiation

Exposure to toxic substances in food or drink.

Socio economic indicators

Rate of population increased
Leve of unemployment
Dependency ratio

Literacy rate

Family sze
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10. Health policy indicators
—  Proportion of GNP spent on health services

—  Proportion of GNP spent on health-related activities (water supply, sanitation,
housing, nutrition etc.)

11. Health caredelivery indicators
—  Doctor population ratio
—  Doctor Nurse Ratio
—  Population bed ratio
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Unit 3] Concept of Disease

Structure

3.1 Introduction — Disease

3.2 Theories of Disease

3.3 Concept of Causation
3.3.1 Germ theory of disease
3.3.2 Epidemiological Triad
3.3.3. Factorial causation
3.3.4 Web of Causation

3.4 Natural History of Disease
3.4.1 Prepathogenesis phase
3.4.2 Pathogenesis phase
3.4.3 Spectrum of disease
3.4.4 Iceberg of Disease

3.5 Changing Concept of Disease
3.5.1 Concent of Prevention
3.5.2 Concept of Control
3.5.3 Evaluation of Control

3.6 Disease & its classification
3.6.1 Communicable disease
3.6.2 Non-communicable disease
3.6.3 Lifestyle diseases

3.1 Introduction - Disease

Webster defines Disease as*a condition in which body hedlth isimpaired, adeparture
from astate of hedlth, an ateration of the human body interrupting the performance of vital
functions’



Disease is defined as a condition of the body or some part or organ of the body in
which its functions are disrupted or deranged.

WHO has defined health but not disease. As because Disease has many shades —
spectrum of disease — ranging from inapparent (subclinical) casesto severe manifestation
of illness.

3.2 Theories of Diseases

Supernatural Theories of Disease

In ancient and primitive medicine, disease was often seen either as a form of
punishment sent by the gods, or attributed to demons, ghosts, and evil spirits.

Theory of Humors (Four)

The human body wasfilled with four basic substances, called four humors, which are
in balance when a person is healthy.

All diseases and disabilities resulted from an excess or deficit of one of these four
humors.

Theory of Spontaneous Generation
Disease were spontaneoudy generated

3.3 Concept of causation

3.3.1 Germ Theory Of Disease

This theory gained momentum during the 19th & early 20th century. Because of this,
emphasis shifted from empirical causes (bad air) to microbes as the sole cause of disease.
It was also known as the Single cause theory - One-to-onerelationship between causal
agent & disease.

Disease agent > Man - Disease
Thistheory leads to one sided view of disease causation that diseases were caused
by germ — one species of germ per disease.
Fracastoro proposed in 1546 that epidemic diseases are caused by transferable seed-

like entities that could transmit infection by direct or indirect contact or even without
contact over long distances.



Discoveries in Microbiology marked a turning point in our aetiological concepts.
Microorganisms were first observed by Anton van L eeuwenhoek, who is considered the
father of microbiology. Louis Pasteur (1822-1895) demonstrated presence of bacteriain
air in 1860.Robert Koch's postulates were first used in 1875 to demonstrate anthrax was
caused by the bacterium Bacillus anthracis.

Gonococcusin 1847, Typhoid bacillus, pneumococcus in 1880, tubercle bacillusin
1882, choleravibrio in 1883, diptheriabacillusin 1884. All attention were focussed on
microbes & their role in disease causation.

3.3.2 Epidemiological Triad

Germ theory had many limitations. The element “Agent” was given equa importance
asthe “host” & “environment”. It held the Traditional model for — Infectious disease
causation. But not everyone exposed to TB develops TB. Same exposure, however in an
undernourished or otherwise susceptible person may result in clinical disease. Other factors
also exist gpart from host & environment which are equally important to determine whether
disease will occur in the exposed host.

Environment

Agent Host

A causal model of child abuse in terms of host-agent-environment by Justice &
Duncan, 1975, 1977 & Justice & Justice 1976. Child abuse as a disorder within the parent
(host), an must element for child abuse to occur is the presence or absence of “child”. But
“child” asan agent for child abuseis clearly an extension of the term “agent” beyond its

origind usage.
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3.3.3 Factorial Causation

Later on it was recognized that a disease israrely caused by a single agent alone, but
rather depends upon a number of factors which contribute to its occurance.

Asaresult of advancesin public health, chemotherapy, antibiotics & vector control
— communicabl e diseases began to decline— only to be replaced by new type of diseases
— CHD, Lung cancer, Ch. Bronchitis, mental illness etc. These diseases could not be
explained on the basis of Germ theory or could be prevented by traditional methods of
isolation, immunizations etc. It wasredlized that “ Single causeided’” was an overamplification
& various other factors are equally important — social, economic, cultural, genetic,
psychologica etc.

A classic example of the Chain of causation : Infected cat > contaminated urine -
contaminated litter = infected cut - “leptospirosisin host”. The chain of events would not
have occurred if the host had not cut his finger; had worn gloves; had put a bandage on
his cut; had vaccination or the cat was put into isolation.

Tuberculoss can be dueto TB bacilli aswell as manourishment, poverty, overcrowding.
Diseases such as CAD can be due to excess of fat intake, smoking, lack of physical
exercise, obesity etc.

It was realized that rather than a single chain of causation, a more complex model of
disease causation is required. MacMohan, Pugh, 1psen (1960) recognized that the chains
of causation suffered from the defect of “over simplification” & proposed a new model —
“Web of Causation”
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3.3.4 Web of Causation

Suggested by MacMohan & Pugh in their book : Epidemiologic Principles & Methods
—Model for disease causation. This theory wasideally suited to study chronic diseases—
where disease agent is often not known, but the outcome is the interaction of multiple
factors. It considers all the pre-disposing factors of any type & their complex inter-
relationship with each other. Web of causation implies that sometimes removal or
elimination of just only onelink is sufficient to control the disease, provided that link is
sufficiently important in the pathogenic process.

Stallones (1966) web of causation concept gave aclear view of how different factors
may work together to produce one form or another of cardiovascular disease. Eg :
Heredity tendencies, stress & lack of physical activity contribute to hypertension.
Atherosclerosis also enhances the chances. Sdlt or sodium in diet is also a cause of HTN.
Another eg : OBESITY. Being obese induces multiple metabolic abnormalities that
contribute to cardiovascular disease, DM, other chronic disorders. Rising prevalence of
obesity is due to urbanization, abundance of food supplies, reduction of physical activity.

It is now recognized that adisease israrely caused by asingle agent aone, but rather
depends upon a number of factors which contribute to its occurance.

Canges in life style /’/ Stress
/ l ‘—\___‘ A= d
:’\ba.}ndancu Lack of Smaking Emotional
of food h
physical disturbances 2
exercise Aging and
other factors
-+
Obesity — ¥ Hypertension
-
Increased catacholamines
Hyperlipidaemia thrombotic tendency
- -
l Changes in walls of arteries
Coronary atherosclerosis /
e e ’ -
Coronary occlusion
Myocardial ischaemia
Myocardial infarction
FIG. 6
Web of casuation for myocardial infarction
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3.4 NATURAL HISTORY OF DISEASE

Disease results from a complex interaction between man, an agent (or cause of
disease) & the environment. Theterm “natural history of disease” isakey concept in
epidemiology. It signifies the way in which a disease evolves over time from the earliest
stage of its pre-pathogenesis phase to its termination as recovery, disability or death (in the
absence of trestment or prevention). Each disease hasits own unique natura history, which
is not necessarily the samein al individuals.

The natural history of disease consists of two phases :
@ Prepathogenesis, ie, process in the environment
€ Pathogenesis, ie, process in man.

3.4.1 PRE-PATHOGENESIS PHASE

Thisrefersto the period preliminary to the onset of disease in man. The disease agent
has not yet entered man, but the factors which favour its interaction with the human host
are aready existing in the environment. The situation is frequently referred to as“manin
the midst of disease” or “man exposed to the risk of disease”. The causative factors of
disease maybe classified as AGENT, HOST & ENVIRONMENT. The mere presence of
agent, host & favourable environmenta factorsis not sufficient to start the disease in man
—INTERACTION of these three factorsisrequired to initiate the disease process in man.

Agent Factors: Thefirst link in the chain of disease transmission is a disease agent.
The disease “agent” is defined as a substance, living or non-living, or a force, the
excessve presence or relative lack of which may initiate or perpetuate — a disease process.
Eg: Biological agents: viruses, bacteria, fungi etc.; Nutrients agents: proteins, fats,
carbohydrates — excess or deficiency; Physical agents: exposure to excessive hest, cold,
humidity, pressure, radiation may result in illness etc.

Host factors (intrinsic) : In epidemiology, the human host isreferred to as* soil” &
the disease agent as “seed”. In some situations, host factors play a major role in
determining the outcome of an individua’s exposure to infection (Th). Eg : Demogr aphic
- age, X, ethnicity; Biological —genetics, enzymes, cellular congtitution, different organs,
Lifestyle— habits, nutrition, exercise, behavioural pattern etc.

Environmental factors (extrinsic) : The External or Macro environment is
defined as“al that which isexternd to theindividua human hogt, living or non-living, and
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with which heisin constant interaction. Thisincludesall of man’s external surroundings
such as air, water, food, housing etc.

3.4.2 PATHOGENESIS PHASE

The pathogenesis phase begins with the entry of the disease “agent” in the susceptible
human host. The next events are — the disease agent multiplies& induces tissue &
physiological changes, progresses through a period of incubation & later through early &
late pathogenesis. The final outcome of disease may vary —recovery, disability or death.

The pathogenes s phase may be modified by intervention measures such asimmunization
& chemotherapy. In chronic diseases like coronary heart disease, hypertension, cancer —
the early pathogenesis phase isless dramatic. This phase is known as pre-symptomatic
phase; asthere is no manifestation of the disease. The pathological changes are essentialy
below the level of the“clinical horizon” The clinical stage beginswhen recognizable signs
or symptoms appear & by the time the disease phase is well advanced into the late

pathogenesis phase.
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Risk Factors: For many diseases, the disease “agent” is il unidentified, eg coronary
heart disease, cancer, peptic ulcer, mental illness etc.; then the term “risk factors’ is
generaly used.

Risk factor isdefined as an attribute or exposure that is significantly associated with
the development of adisease or adeterminant that can be modified by intervention, thereby
reducing the possibility of occurrence of disease or other specified outcomes. Modifiable
risk factors are smoking, hypertension, elevated cholesterol levels, physical activity,
obesity etc. Unmodifiable or immutable risk factors such as age, sex, race, family
history & genetic factors are not subject to change.

Spectrum Of Disease

The term “spectrum of disease” is a graphic representation of variations in the
manifestations of disease. It islike the spectrum of light where the colours vary from one
end to the other but difficult to determine where one colour ends & the other begins. At
one end are subclinical infections which are not ordinarily identified & at the other end are
fatal illnesses. In the middle of the spectrum lieillnesses ranging in severity from mild to
severe.

|ceberg Of Disease

Disease in acommunity can be compared with an iceberg. The floating tip of the
iceber g representswhat the physician seesin the community ie., clinical cases. The vast
submerged portion of the iceberg represents the hidden mass of disease ie latent,
inapparent, pre-symptomatic & undiagnosed cases & carriersin the community. In some
disease eg hypertension, diabetes, anaemia, malnutrition, mental illness; the unknown
morbidity (ie the submerged portion of the iceberg) far exceeds the unknown morbidity.

The hidden part of the iceberg thus constitutes an important, undiagnosed reservoir of
infection or disease in the community, & its detection & control is a challenge to modern
techniquesin preventive medicine,

3.5 Changing concept of disease

3.5.1 Concept of prevention

The goals of medicine are to promote hedlth, to preserve hedlth, to restore health when
it isimpaired, and to minimize suffering and distress.
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Prevention : Definition and Concept

Actions aimed at eradicating, eliminating or minimizing the impact of disease and
disability, or if none of these are feasible, retarding the progress of the disease and
discbility.

Prevention is defined in terms of four levels:

1. Primordid prevention

2. Primary prevention

3. Secondary prevention

4. Tertiary prevention

Primordial Prevention : Primordial prevention consists of actions and measures that
inhibit the emergence of risk factorsin the form of environmental, economic, socia &
behavioura conditions & cultural patterns of living etc.

Primary Prevention : Action taken prior to the onset of disease which removesthe
possibility that the disease will ever occur. It Signifiesintervention in the pre-pathogenesis
phase of a disease or health problem.

Secondary Prevention : Can be defined as “action which halts the progress of a
disease a itsincipient stage & prevents complications’. The specific interventions are early
diagnosis (eg screening tests, case finding programmes) & adequate treatment. By early
diagnosis & adequate treatment, secondary prevention attempts to arrest the disease
process, restore health by seeking out unrecognized disease & treating it beforeirreversible
pathological changes have been taken place; & reverse communicability of infectious
disesses.

Tertiary Prevention

It is used when the disease process has advanced beyond its early stages. It signifies
intervention in the late pathogenesis phase. Tertiary prevention can be defined as “all
messures available to reduce or limit impairments& disabilities, minimize suffering caused
by existing departures from good heslth to promote the patient’ s adjustment to irremediable
conditions’.

Early diagnosis and treatment

WHO Expert Committee in 1973 defined early detection of health disorders as “the
detection of disturbances of homoeostatic and compensatory mechanism while biochemicd,
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morphological and functional changes are still reversible.” The earlier the disease is
diagnosed and treated the better it isfor prognosis of the case and in the prevention of the
occurrence of other secondary cases.

3.5.2 CONCEPT OF CONTROL

The term disease control describes ongoing operations aimed at reducing:

» Theincidence of disease

» Theduration of disease and consequently the risk of transmission

» Theeffectsof infection, including both the physica and psychosocia complications
» Thefinancid burden to the community.

» Control activities focus on primary prevention or secondary prevention, but most
programs combine both.

Disease Elimination

Between control and eradication, an intermediate goal has been described, called
“regiond dimination”. Theterm “dimination” isused to describe interruption of transmisson
of disease, as for example, elimination of measles, polio and diphtheria from large
geographic regions or areas. Regiona elimination is now seen as an important precursor
of eradication

Disease Eradication

Eradication literally meansto “tear out by roots’. It isthe process of “Termination of
al transmisson of infection by extermination of the infectious agent through surveillance and
containment”. Eradication is an absolute process, an “al or none’ phenomenon, restricted
to termination of an infection from the whole world. It impliesthat disease will no longer
occur in a population. To-date, only one disease has been eradicated, that is smallpox.

M onitoring

Monitoring is “the performance and analysis of routine measurements aimed at
detecting changes in the environment or health status of population” (Thus we have
monitoring of air pollution, water quality, growth and nutritional status, etc).

It aso refersto on -going measurement of performance of ahealth service or ahedlth
professiond, or of the extent to which patients comply with or adhere to advice from hedlth
professonds.
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Surveillance

Surveillance means to watch over with great attention, authority and often with
suspicion. According to another, surveillance is defined as “the continuous scrutiny
(inspection) of the factors that determine the occurrence and distribution of disease and
other conditions of ill-health”

3.5.3 Evaluation of Control

Evaluation is the process by which results are compared with the intended
objectives, or more smply the assessment of how well aprogrammeis performing.
It should always be considered during the planning & implementation stages of a
programme or activity.

Evaluation may be crucial in identifying the health benefits derived (impact on
morbidity, mortaity, patient satisfaction).

Evaluation can be useful in identifying performance difficulties.

Evaluation studies may also be carried out to generate information for other
purposes, eg., to attract attention to a problem, extension of control activities,
training & patient management etc.

3.6 Disease and its classification

3.6.1 COMMUNICABLE DISEASES

Anillness due to a specific infectious agent or its toxic products capable of being
directly or indirectly transmitted from man to man, anima to anima or from the environment
(air,dust,soil ,water,food) to man or animal.

Modes Of Transmission

Direct Transmission
a. Direct Contact : Skin to Skin; Mucosato Mucosa, Mucosato Skin; Of the same

person or different Person . Eg-STD, AIDS, leprosy, skin and eye infections.

b. Droplet Infection : Direct Projection of a spray of droplets of saliva and naso-

pharyngeal secretions during coughing, sneezing or speaking to the surrounding
atmosphere. Eg : Respiratory infections, diphtheria, whooping cough, TB,
Meningococcal meningitis. Droplet Sprayed into the Air from a Sneeze.
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c. Contact with Sail. Eg : Hookworm larva, Tetanus.
d. Inoculation into skin or mucosa. Eg : Rabies, infected needles.
Indirect Transmission
Traditionally 5F s - Flies; Finger ; Fomite ; Food ; Fluids
Chicken pox; Measles; Mumps; Typhoid fever; Cholera; Tetanus; Leprosy ; AIDS

3.6.2 Non-communicable disease

or NCD, isadisease which is not contagious. Risk factors such as a person’slifestyle,
genetics, or environment are known to increase the likelihood of certain non-communicable
diseases. Of these three risk factors, 50% of all non-communicable diseases are aresult
of poor lifestyle choices such as drug use, alcohol and tobacco use, diet, lack of exercise
or stress management.

Examples of non-communicable diseases include heart disease, cancer, asthma,
diabetes, alergies, stroke, and more.

3.6.3 Lifestyle Diseases

As the name suggest, lifestyle diseases are a result of the way we lead our lives.
Lifestyle diseases are the result of an ill-relationship of people with their environment. The
fact that our diet is changing day by day, from high nutritional food, we move towards junk
food, has contributed to the era of lifestyle diseases. Reduction in physical activity and
exercise has also added to the scenario. Substance abuse, especially tobacco smoking and
alcohol drinking may also increase the risk of certain diseases later in thelife.

Way of preventing lifestyle disease

People need to change their habitsin the direction of healthier living. We can do alot
to prevent the occurrence of life style diseases. We can have avery hedthy lifeif wereman
conscious of our life styles. It is aso possible to keep these diseases under contral, if we
make sensible dteration in our life styles. Some suggestions are:-

[) Takeup regular exercise like walking, yoga, cycling, etc
I1) Takeabalanced diet at proper meal times

[11) Practice yogaor meditation to avoid stressin life

V) Keep away from smoking and drinking as far as possible.
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Unit 4[] Basic Medical Terminology

“ Suffix”

S. Term M eaning Terminology

No.

1 a, an - without ANESTHESIA; absence of sense

2 ab- away from ABNORMAL,; away from normal

3 ad- toward ADJOINING

4 gland ADENOCARCINOMA; cancer of
some gland

5 a - like, Smilar ABDOMINAL

6 amyl - garch AMYLOSE

7 angio - vessel (blood) ANGIOGRAM, ANGIOPLASTY

8 ankyl - crooked, looped ANKYLOSIS; stiffness of joint

9 ante - before ANTECUBITAL; infront of elbow

10 anti - agang ANTIBACTERIAL

11 arterio - artery ARTERIOLE; ARTERY

12 arthro - joint ARTHROCENTESIS

13 asthen - weakness, lack MYASTHENIA GRAVIS; weakness
of muscles & fatiguability

14 aud -, aur - | ear, hearing AUDIBLE

16 bi - both, two BILATERAL

17 brachio - am BRACHIAL ARTERY; mgor blood
vessel of the upper arm

18 brady - dow BRADY PNEA; dow breathing

19 bronchi -, | bronchid BRONCHIAL TUBE

broncho -

20 buccal - cheek BUCCOLABIAL; related to cheek &
lip

21 carcin - cancer CARCINOGENIC

22 cardio - heart CARDIOLOGY
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23 carpo - wrigt CARPOPEDAL; related to hands,
wrigs

24 caud - tal CAUDAL

25 | centi - hundredth (100th) CENTIMETER

26 cephalo - head CEPHALALGIA; painin head

27 cerebro - brain CEREBRAL; related to brain

28 cervic - neck CERVICAL,; related to neck

29 chiro - hand related to hand

30 chole - bile CHOLELITH; gall stone

31 cholecyst | gal bladder CHOLECYSTECTOMY:; surgical
removal of gal bladder

32 chondro- | catilage CHONDRITIS; inflammation of
catilage

33 circum - around CIRCUMFLEX; flexible around

34 col - colon COLONOSCOPY

35 colp - vagina COLPOSCOPY

36 contra - agang CONTRAINDICATION; against
direction

37 cort - covering CORTICAL BONE; outer portion of
an organ

38 coxa - hip related to hip

39 Costo - ribs COSTOVERTEBRAL JOINT,;
connects head of rib with thoracic
vertebrae

40 cranio - sl CRANIAL

41 cubitus - elbow, forearm ANTECUBITAL

42 cut - Kin CUTANEOUS

43 cysto - bladder, sac CYSTOCELE

44 cyt, cyte- | cdl LEUKOCY TE; white blood cell

45 | deci - tenth (10th) DECIMAL
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46 dent - tooth DENTIST

47 derma- «in DERMATITIS

48 diplo - double

49 dors - back DORSAL; relating to back

50 dys - painful, addominal DY SPEPSIS,; difficulty in digestion

51 ecto - outside ECTOPIC; outside / displacement of
organ

52 edem - swdling (fluid) EDEMATOUS; swelling of the area

53 encephal - | brain ENCEPHALOGRAM; x-ray picture of
brain

54 endo - ingde, within ENDOSCOPY

55 entero - intestine ENTERITIS

56 epi - upper, above EPIDERMIS; upper layer of the skin

S7 erythro - red ERYTHROCYTE

58 faci - facies, face FACIAL,; related to face

59 fascia- band (fibrous) layer of fibroustissue

60 gastro - somach GASTRITIS

61 genu - knee GENU VALGUM, “knock knees’

62 gingiva- Qums GINGIVITIS; inflammeation of the gums

63 gloss - tongue GLOSSIA; related to tongue

64 gravid pregnant PRIMIGRAVIDA; first pregnancy

65 gyne- woman GYNECOLOGY

66 haemo - blood HAEMOSTASIS; to stop flow of blood

67 hemi - helf HEMIPARESIS, mild pardysis of half
part of body

68 hepato - liver HEPATITIS

69 hydro - water HY DROPHOBIA; fear of water

70 hyper - excessve HYPERTENSION; excessive tension
(BP)

71 | hypo- deficient HYPOTENSION; low BP
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72 hyster - uterus, womb HYSTERECTOMY:; surgical removal
of uterus

73 ile- intestine (part) ILEUM,; find part of the small intestine

74 il - hip bone ILIAC

75 inter - between INTERVENOUS; between the veins

76 intra- indde INTRAMASCULAR; withinthemuscle

77 i - iris (eye) IRIDECTOMY ; surgical removal of
part of iris

78 kerat - cornea, scaly KERATOSIS; growth of keratin on
«in

79 kilo - thousand

80 labia - lip LABIODENTAL; rlated to lip & teeth

81 lacto - milk LACTOGENESIS; milk production by
mammary glands

82 lapar - abdomen LAPAROTOMY; surgical incisionin
abdomina wall

83 laryng - larynx LARYNGITIS

84 leuko - white LEUKOCYTE

85 lingua- tongue LINGUISTICS; study of human
languages

86 lip - fat LIPOMA; fatty tissu benign tumor

87 lith - stone LITHOTRIPSY; breaking of stone

88 lymph - flud LYMPHEDEMA; localized fluid
retention

89 macro - large MACROGLOSSIA; large tongue

90 mamm-, masi-breast MAMMOGRAM

91 melan - black MELANOCYTE

92 mening - membrane MENINGITIS; inflammation of brain,
spinal cord membranes

93 meno-, mens| mendruate MENORRHEA; blood flow from uterus
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94 meso - middle MESODERM; middle cell layer

95 Mmetro - uterus, womb METRORRHAGIA,; uterine bleeding a
irregular intervals

96 micro - gl MICROGLOSSIA; small tongue

97 milli thousandth (1000th)

98 mono - one, sngle MONOCYTE; single cell

99 myelo - bone marrow MYELOBLAST; stem cdll

100 | myo - musde MYOBLAST; precursor to skeleta
musde

101 | myx- mucus MY XOMA; tumor of connectivetissue

102 | nares-, nas- | Nose, nostrils NASAL

103 | natus- birth NATAL; refersto birth

104 | neo - new NEOPLASM; abnormal mass of new
tissue

105 | nephro- kidney NEPHROLOGY

106 | neuro- nerve NEUROLOGY

107 | ocul - eye OCCULAR,; related to eye

108 | odont - tooth ORTHODONTIST

109 | onych- finger, toe nall ONY CHOPHAGIA; nail biting

110 | oophoro - | ovary OOPHIORECTOMY ; surgica removal
of ovary

111 | opthal - eye OPTHALMOLOGY

112 | or - mouth, bone ORAL

113 | orchid- testes ORCHIDECTOMY; surgical
procedure to remove testicles

114 | ortho- draght ORTHOPAEDICS

115 | osteo - bone OSTEOPOROQOSIS; porous bones

116 | oto - ear, hearing OTORRHEA; discharge/flow from ear

117 | ovario- ovary OVARIOECTOMY:; surgical removal

of ovary
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118 | ovi - eg OVOGENESIS,; crestion of ovum

119 | pan - al PANOPHOBIA; fear of all/everything

120 | para- beside, abnormal PARAPLEGIA; impairment in sensory
functionsin extremitis

121 | part - birth, labour POST PARTUM; occuring after birth

122 | ped -, pod -| foot PEDAL; related to foot

123 | paed - child PAEDIATRICS

124 | peri - around PERIOSTETIS; inflammation around
the bone

125 | pharyng - pharynx PHARYNGITIS

126 | phleb - ven PHLEBOTOMY; blood sample
collection

127 | phrenic- digphragm COSTOPHRENIC,; related to ribs &
digphragm

128 | pleur - pleuraof lung PLEURAL EFFUSION; fluid
accumulation around lungs

129 | pneumo- | luyg PNEUMONIA

130 | poly - many POLYPHOBIA; fear of many things

131 | post - behind POST OPERATION; after operation

132 | pre - before PRESURGERY ; before surgery

133 | pro - forward PROOQOTIC; infront of ear

134 | procto - rectum PROCTOLOGY:; science / study of
anus, rectum

135 | pseudo - FALSE PSEUDOANEURY SM; false
haematoma

136 | psycho - mind, soul PSYCHIATRY

137 | pulm - lug PULMONARY

138 | pyelo- bowl of kidney PYELONEPHRITIS; bacterid infection
of the kidney

139 | pyo - pus PYOMETRA; pusin uterus

140 | ren - kidney RENAL; related to kidney

141 | retro - backward RETROGRADE; backward movement
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142 | rhin- nose RHINITIS

143 | sdpingo- | tube SALPINGECTOMY ; surgical remova
of falopian tube

144 | sebum - wax, suct SEBACEOUS; glands which release
oil or wax

145 | semin- seed SEMINAL FLUID

146 | ga - «diva SIALAGOGUE; secretion of saiva
from sdivary gland

147 | soma- body SOMATOGENIC; originating or acting
through the body

148 | splen- Spleen SPLENECTOMY: ; surgical procedure
for spleen remova

149 | spondyl - ine SPONDYLITIS; inflammation of
vertebrae

150 | squam - scay SQUAMOUS; skin like fish scales

151 | stoma- mouth STOMATOGNATHIC SYS; system
consisting of mouth, jaws

152 | stric- narrowing CONSTRICTED

153 | sub - below SUBNASAL; below the nose

154 | super - above SUPERIOR VENA CAVA

155 | supra- above SUPRAORBITAL VEIN

156 | tachy - rapid TACHYPNEA,; fast breathing

157 | thel - nipple related to nipple

158 | therm- heet related to heat

159 | thorac - thorax THORACIC

160 | thrombo- | clot THORUMBUS,; blood clot

161 | trache- trachea related to trachea

162 | trache - neck TRACHEOSTOMY: ; incision in neck

163 | trans- across TRANSFUSION,;

164 | vas- vesH VASOCONSTRICTION; narrowing
of blood vessel

165 | vesic- bladder, sac like a cell membrane

166 | viscera- organ internal organs
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“PREFIX"

S. Term Meaning Terminology

No.

1 dga pan CEPHALGIA; Headache

2 cele avdling CYSTOCELE

3 centes's puncture ARTHROCENTESIS; puncture of the
joint

4 crine secretewithin ENDOCRINE SY'S; secretes hormone
within the blood stream

5 dactyl finger, toe PENTADACTYL; fivefingers or toes

6 dema swelling (fluid) OEDEMA; fluid accumulation in the
body

7 desis aurgicd fixation ARTHRODESIS; fixation of joint

8 duct opening

9 dynia pan GASTRODY NIA; stomach pain

10 ectasis enlargement BRONCHIECTASIS; enlargement of
bronchi

11 ectomy surgical removd APPENDECTOMY; removal of
appendix

12 ema Blood LEUKEMIA; blood cancer

13 genic source, origin CARDOGENIC SHOCK

14 gram, graph | picture CARDIOGRAPH; instrument to record
heartbesat

15 itis inflammation GASTRITIS; inflammation of the
somach

16 lyss Separation ENTEROLYSIS; separation of
intestines

17 maada Softening OSTEOMALACIA; softening of bones

18 megdly enlarged THYROMEGALY; enlargement of
thyroid

19 od like, Smilar DERMOID; cyst like skin
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20 ology study of eg. CARDIOLOGY, NEPHROLOGY

21 olyss breakdown SPONDYLOSIS

22 oma tumor LIPOMA; benign tumor

23 0ss disease,abn.condition | CIRRHOSIS; disease of liver

24 ostomy surgica opening COLOSTOMY; form an opening of
colon

25 pethy disease NEUROPATHY ; damage to nerves &
PNS

26 penia deficiency LEUKOPENIA, deficiency of whitecdll

27 pexy fixation (tissue) GASTROENTEROPEXY: fixation of
stomach & intestine

28 phegia svalow DY SPHAGIA, difficulty in swallowing

29 phesa Speech disorder DY SPHASIS; difficulty in speech

30 phobia fear CLAUSTROPHOBIA; fear of closed
surrounding

31 phrenia mental disorder SCIZOPHRENIA; mental disorder

32 physs growth (physica) physis: site of growth at the end of a
long bone

33 plasty plastic surgery / surgical | RHINOPLASTY ; surgical repair of

repair nose

34 plegia pardyss PARAPLEGIA; impairment in sensory
functionsin extremitis

35 ptosis dropping down HY STEROPTOSIS; downward uterus
displacement

36 rrhegia heemorrhage BLOOD HAEMORRHAGE; bleeding

37 rrhaphy suture, stitch MY ORRHAPHY ; suture of muscles

38 rrhea floming DIARRHEA; complete flow through

39 rrhexis rupture CARDIORRHEXIS; rupture of heart
wall

40 sarcoma tumor, cancer related to cancer (originating from the

mesoderm)
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41 sleross hardening ATHEROSCLEROSIS; hardening of
the artery wall

42 scope picture, inspection GASTROSCORPE; instrument to view
gastro organs

43 gpasm contraction BRONCHOSPASM; sudden
contraction of wall of bronchioles

44 dass stoppage HEMOSTASIS; process to stop
blesding

45 tripsy crushing LITHOTRIPSY ; crushing of stones

46 uria urine DY SURIA; difficulty in urination
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Mode Questions

Paper | : Hospital & Health

Time: 3 hours

Section A

Total Marks : 100

Answer any two of the following : (20 x 2 = 40)

1. Write down the layman’sterm of the following :

Paed- 11.
2. Brady- 12.
3. Sguam- 13.
4. Ren- 14.
5. Aden- 15.
6. Encephal- 16.
7. Pneumo- 17.
8. Leuko- 18.
9. Pulm- 19.
10. Cardio- 20.

2. Fill intheblanks:

1)
2)

3)

4)
5)

Hospital is a place to receive medical

(20 x 1 marks= 20 marks)
-penia
-spasm
-physis
-pexy
-pathy
-itis
-dema
—malacia
-tripsy
-lysis

(20 x 1 marks = 20 marks)

dedicated hospitals to the world.
and

ancient India.

First teaching hospital of the Persian Empire was the
in (location)

Guy’ s hospital was built by

were responsible for introducing the concept of

were the famous physician of
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6)

8)
9
10)

11)
12)
13)

14)

15)

16)
17)

18)

19)
20)

According to Ecological concept, diseaseis between

man and environment.

Hedth is a state of complete , and
well being and not merely absence of disease.

HALE stands for and DALY stands for

Level of unemploymentisa indicator.

Mental health is balanced devel opment of an individud’s

and emotional

Germ theory was known as cause theory.

The factors of Epidemiological triad are , &

theory was proposed as a new model over “Chain of

causation” theory.
Natural history of diseaseis divided into two phases -

and

is defined as “action which halts the progress of a
disease at itsincipient stage and prevents complications’.
Bhore Committee was headed by

level of prevention is used when the disease process has
advanced beyond its early stage.

means to watch over with great attention, authority and often

with suspicion.
2 ways of preventing lifestyle disease are &
AIDSisa disease

Explain Primary Hedlth Care, its key elements and its eight essential components.
What is meant by Secondary Health Care and Tertiary Health Care?
(5+3+8+2+2 = 20)

Discuss the various Health Committees appointed by the Indian Govt & their
recommendations. (20)

66



Section B

Answer any 3 questions (3 x 12 marks = 36 marks)

1

What are the different classifications of Hospitals? Explain them with examples.

2. lllustrate the history of Indian Hospitals ?
3.
4. Why Headlth Indicators are important ? Write the characteristics of effective

Wheat are the different dimensions of health? Explain them.

indicators? Explain the Mortality and Morbidity indicators with example,
(2+2+4+4=12)

5. Explain the different concepts of disease causation?
6. Write about the different Concepts of Disease Control & Disease Prevention?
Section C
Answer any 3 questions (4 x 6 marks = 24 marks)
1. Define Hospital ? What is considered as a Modern Hospital ? (2+4)
2. In which year was Bhore Committee set up and by whom. What were the
recommendations of the Bhore Committee? (2+4)
3. Define Health ? Define Health — Sickness spectrum ? (2+4)
4. What are the different determinants of health? Explain them? 6
5. Explain Hedthcare ddlivery indicator and Utilization rates indicator? (3+3)
6. What are Lifestyle diseases and what are the waysto prevent them?  (2+4)
7. Explain the Natural History of Disease ? 6
8. Define Communicable and Non — communicable diseases ? (3+3)
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OVERVIEW OF HOSPITAL MANAGEMENT
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Unit 11 AN OVERVIEW OF

HOSPITAL

MANAGEMENT

Structure
1.1 Introduction
1.2  Définition
1.3 Functionsof Hospital

1.3.1 Overallfunctions
1.4 Classification of Hospitals

141 Generalclassifications

1.4.2 AccordingtoGovernmentof India
15 Departmentationof Hospital
1.6 Definition & Classification of Hospital Beds

1.6.1 De€finition
1.6.2 Classfication

1.1 Introduction

The word Hospital owes its origin to the Greek word Hospital which means

hospitality. The primary purpose of a Hospital isto provide accommodation for the sick
and injured, and to give medical and nursing care for their recovery & rehabilitation.

A modern hospital hasbecomehighly scientificand complexinstitutionover theyears

particularly inlast threedecades. Thisisduetointroduction of diagnosticandtherapeutic
technologies.

1.2 Definition

AccordingtoWHO, aHospital isanintegral part of social and Medical organization, the

functionof whichisto providefor the popul ation, completehealth careBoth curativeand
preventivewhoseout pati ent servicereach out tothefamily anditshomeenvironmentanda
hospital isal soacentrefor training of healthworkersand BI O Social Research.
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1.3 Hospital as an organization, let us know how hospital
functions as an organization

Organizing isthe processof grouping the variousactivitiesin to workableunitsand
connectingthemthroughauthority, control andco-ordinationsoasto performidentifiedjobs
for achievingorganizationobjectives.

Every organizationhasastructurecalled* Organogram’ andthestructurevariesaccording
tofunction.

Eachorgani zation hasdistinct structure, objectiveandfunction, thereforediffersfromeach
other.

Organizationstructureformsthebasi c skeleton of theorganization, whichare:-

a) Helpstoidentify incons stenciesand complexitiesintheorganization structure.
b) Hel pstoidentify major lineof decisionmakingauthority.

c) Itindicatestheemployeesthereposition, statusandroleintheorgani zation.

Eachorganizationthereforehasitsown peculiarity toensureitseffectiveness. Similarly
hospital isasocial organizationand arational combination of theactivitiesof anumber of
personswithdifferentlevel of knowledgeandskill sfor achievingacommongoal of patientcare
throughahierarchy of authority andresponsibility.

Hospital organizationisvery peculiar anddiffersfromother organizations. Hencecalled
a‘MATRIX’ organization.

Functionsof Hospital

1. Redorative/Curative—T hisincludesdiagnosistreatment rehabilitationandtoprovide
emergency medical care.

2. Preventionof Diseases& Promotion of Health : Supervisionof MCH and Family
welfareincludingimmunizationcontrol of variouscommunicable& noncommune
cablediseasesahospital cana sogeneratemost reliablemortal ity and morbidity data
for apopulationtowhichahospital isrendingitsservice.

3. Survelllancecentre : Surveillancecentrefor bothcommuni cable& noncommunicable
diseases.

4. Education& Research : BasicEducation& Variousinductionandinservicetraining
forvariousGraduate& Post GraduatedoctorsNurse& Paramedical staff.
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5. Professional Support : Intellectual & Professional support needto beprovidedto
medical practitionersat stipul ated cost.

6. Primary HealthcareProgramme : Tobecomeapart of PHC every Hospital should
* ProvidesupporttoPHC

*  Promotecommunity healthdevel opment action.
» Basic& continuing educationtoworkersof PHC
» ResearchonPHC (How toremovevarioussocio Economical & Cultural Barriers)

1.3.1 Overall Functions

1.Intramural Functions

2.Extramural Functions

Intramural-

Intramura isakind of functionthat performedby thehospital inits territory or premises.

Intramural function includes various kinds of services like OPD, Diagnostic, IPD,
Emergency servicesand educationandtrainingfor nursingand paramedics.

Brief accountsabout thisfunctionareasfollows-
OPD-
OPD standsfor Out Patient Department,

It definesastheambul atory serviceor medical careprovidestothepatientswhoarenot
needy for admittedtothehospital . Thisdepartment worksonthebasisof day care.

Somewriterssay that OPD isthe* shopwindow” of thehospital.
IPD-
I PD standsfor InPatient Department,

IPD istheheart of thehospital. Theforemost objectiveof thehospital sisto carefor the
sick andinjured person; thistask iscarried outinthewardsof thehospital .

Diagnostics-

Diagnosisisamedical procedurethat hel psinfinding or diagnosesthedi seaseor causeof
diseaseof patient.

Diagnostictechniquesareof twotypesasfollows-

l.Invasive

2.Non-Invasive
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Emergency services-

Emergency department isthe vital department of the hospital. This deals with the
emergency likeaccident, minor trauma, and other emergency casesassociated with heal th.

Teachingand Education-

Teachingandeducationreferstothetraining of nursingand paramedical staff.

Extramural-

Extramural isakind of functionthat performsby hospital inoutsideor surroundingaress.

Itincludeshomecareservices, healthcamps, health promotion, day carecentersetc.

A brief account about thisfunctionisasfollows-

Homecareservice-

Thistypeof healthserviceprovideby thehospital at thepatientsdoor step, Somepatients
wantsmedical helpor serviceat therehome, and hospital providesnursing caretothepatient.

Healthcamps-

Healthcampsareheld by thehospital inrural areas, schools, colleges, etc
Healthpromotion-

Thistypeof serviceheldby thehospital at villagelevel andinrural areas.
Health promotionisdoneby street plays, individua and public counseling etc.
Day Carecenters-

Thiscenter includesminor medical proceduresand minor operationswhich held on
day basis. Thisincludeseyecarecamps, dental campsetc.

1.4 Classification of Hospitals

1.4.1 General Classification

A. Public Hospitals : Public Hospitals are those which are run by the Government
(Central State/ Local Bodies) anNoncommercial LinespublicHospitalsmay be
General or specialized Based an the treatment for common disease where as
specialized hospital providetreatment for specificdiseases, livecancer, psychiatric
diseaseseyediseases, infectionsdi seasesetc.
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B. Voluntary Hospitals: voluntary Hospital sarethosewhich are established under
societiesregistration Act 1860, or publictrust Act 1882. They arerunwithpublic/
privatefundsonnoncommercial basis. Thesehospital sspendsmoreon patient care
thanwhat they recaivetermpatients. ThetrendistochargehighfeesfromRich patients
andvery littlefeesfrompoor patients However mainsourceof Revenuearepublic
or privatedonations, Grantfromcentral / Stateand philanthropicorganizations. They
runonnonprofitnolossbasis.

C. PrivateNursngHomes: PrivateNursngHomesaregenerdly ownedby anindividua
doctor or group of doctors. Thenursinghomesarerunanacommercial Basis. But
nursinghomedoesnot admit pati entssuffering from communicablediseases. Drug
addictionormentd illness.

D. CorporateHospitals: CorporateHospitalsareactually publicLimited companies
dormered under companiesact. They runoncommercid lines. [tcanprovideGenera
| Speciaizedtreatment or both.

1.4.2 AccordingtoGovt. of India: Thedirectory of Hospitalsin India
1988

A. General Hospital —Permanently stuffed by at least 2/ moremedi cal officer. Offersin
patient accommodation. Medical & nursing carefor more than one category of
medical diseasesEg. General medicine, General surgery, obstetric, pediatricsetc.

B. Rura—locatedinarural areastuffedby atleast. Or morephysiciansofferinpatient
accommodation for more than one category of medical discipline Eg. Genera
Medicine, General surgery, obstetrics, pediatrics.

C. Specialized—Hospital providingmedical & Nursing carefor primarily only and
disciplineor specificdisease.

D. IsolationHospital —Patientssufferingfrominfectiousdiseases.

E. TeachingHospital - Hospital sattached withacollegefor MBBS/BDSEducation.

1.5 Departmentation of Hospital

1. PatientCareServiceDepartment:

A Out Patient service— Inthefield of medicine, surgery, pediatrics, orthopedics,
gynecology & obstetrics, skin& ophthalmology, ENT Dental etc.
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[n Patient services:
-Wards(Genera & Specialty)

- IntensivecareUnite

- Operation Theatre

- Labor Room

Emergency Services:

Rehabilitation ServiceDepartment
Physotherapy

Occupational therapy
Speechtherapy

Diagnostic ServiceDepartment
Radiology

ECG, Echo, Holter, USG
Laboratory

Pathology
Biochemistry

Microbiology

Blood Bank

Haematology
. SupportiveService Department
Medical RecordsDepartment
Pharmacy
Dietary (Kitchen)
Central Sterilesupply department (CSSD)
Laundry and Housekeeping
Wastedisposa

Stores& PurchaseDepartment.
Transport ServiceDepartment
Internal (Wheel Chairs, Trolleysetc.)
External (Ambulance, Vehiclesetc.)
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5. EngineeringM aintenance ServiceDepartment
 Building, Roads, Electricity

* Instruments, Air conditioning

» Equipments, Lifts

» Water Supply, Drainage

6. CommunicationServiceDepartment

* Telephone, Intercom

 PABX ,Computers(LAN)

» Paging/Mobile, PublicAddressSystem

7. PublicReationsDepartment

* InformationCentre, HelpDesk & Reception
8. Socia Support ServiceDepartment

» Patient Support (Both Economical and psychological)

» Family support
9. EducationCell & TrainingDepartment
* Medical College
* Nursing School
» Paramedical Courses
* ReorientationCourses
*  Work Shops.
10. Mortuary ServiceDepartment
11. Clinico-AdminigtrativeServicesDepartment
* Nursing Department
e Admisson& Discharge
* InfectionControl
o Sanitation& Hygiene
12. AdminigrativeServices
»  Operationmanagement
* Personnel Management
* MateridsManagement
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MarketingManagement
Financia Management
OfficeManagement

1.6 Definition & Classification of Hospital Beds

1.6.1 Definition

WHO definesahospital bed asabed that isregularly maintained and staffed for the
accommodationandfull-timecareof asuccess onof i npati entsandissituatedinwardsor apart
of thehospital wherecontinuousmedical carefor inpatientsisprovided. Thetotal of suchbeds
constitutesthenormally avail ablebed complement of thehospital.

1.6.2 Classification

A.General Classification

o

L icensed Beds: Themaximum number of bedsfor whichahospital holdsalicense
tooperate. Many hospital sdo not operateall of thebedsfor whichthey arelicensed.
Physically AvailableBeds: Bedsthat arelicensed, physically setup, andavailable
foruse. Thesearebedsregularly maintainedinthehospital for theuseof patients, which
furnish accommodations with supporting services (such as food, laundry, and
housekeeping). Thesebedsmay or may not bestaffed but arephysically available.
Staffed Beds: Bedsthat arelicensedandphysically availablefor whichstaffisonhand
to attend to the patient who occupiesthe bed. Staffed bedsincludethosethat are
occupied andthosethat arevacant.

Un-staffed Beds: Bedsthat arelicensed and physically avail ableand havenocurrent
staff on hand to attend to apatient who woul d occupy thebed.

Occupied Beds: Bedsthat islicensed, physically available, staffed, and occupied by
apatient.

Vacant/Available Beds : Beds that are vacant and to which patients can be
transportedimmediately. Thesemustincludesupporting space, equipment, medical
materia ,ancillary and support services, and staff tooperateunder normal circumstances.
Thesebedsarelicensed, physically avail able, and havestaff onhandtoattendtothe
patient who occupiesthebed.
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B. Accordingtothetypeof patient care:

Adult IntensiveCare(I CU) : Cansupportcritically ill/injured patients, including
ventilator support.

M edical/Sur gical : Alsothought of as“Ward” beds.

Burnor Burn|CU : Either approved by the American Burn Association or self-
designated. (Thesebedsshouldnot beincludedinother ICU bed counts.).

Pediatricl CU: Thesameasadult|CU, butfor patients17 yearsand younger.
Pediatrics: Ward medical/surgical bedsfor patients17 andyounger.

Psychiatric: Ward bedsonaclosed/locked psychiatricunit or ward bedswherea
patientwill beattended by asitter.

Negative Pressur e/l solation : Beds provided with negative airflow, providing
respiratory isolation. Note: Thisvaluemay represent avail ablebedsincludedinthe
countsof other types.

OperatingRooms: Anoperating roomthat isequipped and staffed and could be
madeavailablefor patient careinashort period.
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Unit 2] IN PATIENT SERVICES

Structure

21
22
2.3
24
2.5
2.6

2.7

2.8

2.9

210
211

Introduction

211 Functions
Planningand or ganization
Policy of hospital

Physical Facilities

StaffingNor msasper I ndian Nur sing Council
Critical CareDelivery M echanism
26.1 Types

ALOS

2.7.1 ALOSDsefinition

2.7.2 ALOSFormula

2.7.3 ALOSAffectshospital costs
Admission Process

2.8.1 Introduction

2.8.2 Registration

2.8.3 Location

284 Design

2.85 Responsbilities

Typesof CasesReporting To Admission
29.1 Medico Legal Cases
29.2 Foreignpatients

29.3 CorporatePatients
Dischar ge Process

Medical Records

2.11.1 Introduction

2.11.2 Definition
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212
2.13

214

2.11.3 Major Functionsof medical recor ds
2.11.4 Retention of medical records

Consent

Patient Satisfaction

2.13.1 Concept of satisfaction

2.13.2 Factorsinfluencingpatient satisfaction
Hospital quality assurancesystem

2.1 Introduction

Theinpatient serviceareaformsapproximately |/3rd of wholehospital complex.

O

O

O

The primary role of the hospital isto provide curative care to the sick through
provisionof ashelter inthehospital, under direct supervision.
Itrequiresasystematically organized' Inpatientcare facility. Theorganizationofin
pati ent serviceisvery important becausewhileproviding curativecare, thereshould
beprovisiontolook intothepatientsphysi cal, emotional and psychol ogical needs.

Thepatient must feel at homehavingaclean, peaceful atmosphere, and adequate
provisionfor self-entertainment.

Theattendantsvisitingthepatientsmust al sobeprovidedfacilitiestowait for some
times, and must be sati sfied with the hospital sanitation and typeof caretotheir
patient.

Therehastobeadequatesaf ety and security and privacy for thepatientsand nutritious
dietduringthestay.

2.1.1 The Functions of inpatient services are :

Torender nursingcaretoall patients.

Toprovidenecessary equi pment, essential drugsandall other storesrequiredfor
patient careinanorganized manner intheward.

Itservesasatemporary homefor thepatient and henceitisdesignedtoaccommodate
all theneedsof apatient.

It providesopportunity for trainingmedical, nursingand paramedical staff, besides
conductingresearchwork.

81



2.2 PLANNING AND ORGANIZATION OF INPATIENT
SERVICES

PHYSICAL
FACILITIES

P LANNING

MONITORING AND
EVALUATION

WARD
DESIGNING

WARD

MANAGEMENT

2.3 POLICY OF HOSPITAL

Theindoor facility creationdependsonthepolicy of thehospita tohavethetypeof services
andsizeof thehospital .

( POLICY )
| | |

( TYPEOFHOSPITAL ) ( BED STRENGTH )
Genera Hospital (Surg, Med, Ortho) L essthan200beds(Usudlly horizonta
Super Specialty Hospital (Nurse, explanation)
Uro., Burn,Nephro.)
Specific ServiceHospita (Maternity, MorethanSOObeds(UsudlyveTical
Paed., Leprosy, Ortho.) expansion)
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2.4 PHYSICAL FACILITIES

AUXILLARY
AREA

PHYSICAL
FASILITIES

ANCILLARY
AREA

SANITARY
AREA

LOCATION

1. Shouldbeat thebacksideof hospital complex toavoidtrafficflow and congestion.
2.Havedirect accessfrom OPD and Emergency and OT.

3. Singledoor entrancetoward complex torestrict thetrafficandvisitors.

4. Goodintramural transportation systemslikewidecorridors, liftsetc.

SZE

1. Thesizeof theward or nursing unit variesfrom20ft to 90ft.
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2. Thesizeof theward dependson—Type of patient to be served

» Critical careunitslikel CU, CCU, Post op, burn have small wardswhere constant
attentionisrequired 20to 30 beds.

 Patient requiringfrequent attention, intermediatewardsi ze40-50 beds.
» Forchroniclongduration stay patientsthesizemay be 70-90 beds.

» Availability of Nursingandother staff.

» Postioningof Nursing Stationi.e.central, lateral .

» Closeor openward.

Ancillary Accommodation

Nursingstationisthenervecentreof theward areashoul d besolocated that thenurses
cankeepwatchover asmany patientsaspossi bleand thedistant tothefarthest patient should
not betoo much..

» Nursesroom with attached toilet facility. The room should have a cupboard for

medicines

» A counter intheopen spaceoutsidethenurse’ sroom carriesout work

* Abuilt-indrugcupboardfor daily usemedicineHousephys ciansroom: A suitablesize

roomwithexaminationcouchesandwash-handbasisprovidedfor thedoctor onduty.

Cleanwork likesettingupatrolley or atreatment tray for aminor procedureand soon.
Thisissometimescombinedwithtrestmentroom.

(i) Treatment room : Includingspecia examinations, minor dressings, lumber puncture,
andintravenousinjectionsand sooniscarried outinthisroom. Thisreducestherisk of cross
infection, thepatient and thedoctor receivebetter facilitiesand privacy and other patientsare
not disturbed.

(i) WardKitchen/Pantry

Themagj or functionof thewardkitchenistemporary storageanddi stributionof meal sand
thepreparation of beverages. Thekitchen should beequippedwithfacilitiesfor hot water,
refrigerator, hot caseandfacilitiesfor storageof crockery andcutlery. Thisroomshouldhave
alargesink forwashingvariousarticles.

(iii) Day Room
A placecongenial for sittingandrel axingisprovidedintheward unitwithcomfortable

chairsandreadingmaterial. Thisplacecana sobeusedasdiningplaceandfor mestingvisitors.
A common day room can beprovided for two adjacent wards.
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(iv) Stores

A small storeroomfor keepinglinenandbulk supply of cleaningmaterial isalsoprovided.
Attachedtothestores, aspacemay beprovidedfor patient’ slockerswherethey cankeeptheir
personal articles. Dirty utility or sluiceroomisprovidedineachwardfor cleaningbed pans,
urinals, sputummugsandfor storageof stool and urinespecimens. It should befitted with
bedpanssink/washer.

(v) Janitor’ sRoom

A Janitor’ sroomisprovidedineachwardfor keeping cups, cleaningmaterial and buckets.
It should havealargesink for cleaning bucketsand other equipment and adequate supply of
hot and cold water.

(vi)Water and Electricity Supplies

Adequateround-the-clock water supply shouldbeavailablefor wardareas, pproximately
300 liter of water isrequired per bed per day.

Light pointsfor ward and ancillary accommodation shouldbecarefully designed. There
shouldnot beany glarefromthelights. Alternativesourceof sunlight shouldbeplanned. There
shouldbeoneindustry switchfor portableX-ray and oneeach of 15ampereand5amperein
eachcubiclefor any contingency.

(vi) Communication

Effectivetwo-way communication should beplanned and provided. If hospital is500
beddedwithteachingandresearchactivities, anal ternativecommunication systemof paging
couldal sobeplannedfor effectiveand prompt patient care.

(vii) Air-conditioning

A centralized positivepressureair-conditioning of hospital inpatient areahel psin patient
comfortandreducinghospital infectionrate.

(viii) Auxiliary Accommodation

Thisaccommodationincludeswardlaboratory seminar room, Nurse srestroom, Vigtor’'s
roometc. Thisaccommodationisusually, commonbetween 2 and 3wardsor for eachfloor.

2.5 Staffing Normsas per Indian Nursing Council

ThelndianNursing Council hasdevel oped normsfor thestaffing purpose.

Itrecommendsonestaff nurseper 3bedsinteaching& onestaff nurseper 5bedsinnon-
teachinghospitals.

For 60 beds, thereshouldbe20 staff nursesinteaching hospitals& 12 staff nursesinnon-
teachinghospitals.
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NURSING STAFFFORWARDS, SPECIAL UNITS& OPD ASRECOMMENDED BY

INDIAN NURSING COUNCIL.

Particulars NursngSister Staff Nurse

GenMed & Surgical Wards | 1:25 beds 1:3 beds
ICU/CCU / Special. Wards| 1 eachshift 1:1 bed (each Shift)

L abour Room leachshift 4ineachshift

oT 1eachshift 3for 24hrsper tableineach shift
OPD loveral 1GynaeOPD |lineachclinicof thedepartment
-Casudty & Emergency lineachshift 2-3depending ontheno. of
Departments admissons

IDEALLY STAFFINGPATTERNIS

Bed : NurseRatio
Bed : NurseRatio
Bed : NurseRatio
Bed : NurseRatio

1:1 inSurgica ITU
2:1inlTU/CCU
5:1 inGeneral Ward
1:1 inPrivateRooms

2.6 Critical Care Délivery Mechanism

I ntensivecareserviceisthemaost important component of progressivepatientcare. The
servicesareprovidedthrough careful planningand organizinganIntensivecareunit, (ICU).

Thepatientswhoarecriticallyill andrequiremaximumandhighleve of efficientnursing
carearekeptinlCU for treatment.

2.6.1 Types

Suchtypeof patientswhoaresosick, that they arenotinapositiontocarefor their health.
Itincludesthefollowingtypeof patients.

1. Whoareunabletocommunicatetheir needs.

2.Whorequiresextensivenursing care.

3. Requireconstant obser vation and super vision.
4.Requireventilator support.

For thisreason planningandorganizing | CU serviceissovital.
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2.7 ALOS

27.1 Definition

Averagelengthof stay

Thenumber of nightsthat apatient spendsinhospital iscommonly referredtoastheirlength
of stayinhospital. If apatientisdischarged and admitted onthesameday thenthelengthof stay
iszeroandthey arebasified asaday-patient. If apatient spendsat | east onenight- hospita then
they areclassifiedasaninpatient.

2.7.2 ALOS Formula
Total number of bed-daysin ayear (Hospitalized patient daysin ayear)

No. of dischargesand deathsin the sameyear
ReducingALOS

1. Improved pre-operativeassessment

2. Improved post-operativeCare.

3. Improved useof post-operativeresources

2.7.3 ALOS Affects Hospital costs

DIRECT COST :
—Medicine Consumables
—Lab/ Diagnostics
—Professional Fees
INDIRECT COST :

- GW charges

- ITU / CCU charges

- OT charges

2.8 Admission Process

2.8.1Introduction : Patientsareadmitted tothehospital for variousreasonssuch
asschedul edtestsandinvestigati onsproceduresonsurgery, emergency medical treatment or
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forstabilizationor roistering of existingmedi cal conditions. Hospital admissoninvolvesiteming
at ahospital for at |east onenight or more.

Functionsof admissiondepartment mainly includeadmissiontransfer and dischargeof
putting. Insomeprogressivehospita sthefunctionsof thisdepartmentisenlargedtoinclude
receptionroundthelock impunity or informationandwhat iscalled ascentralized putting
service. Suchdepartment co-ordinatespatentsanimal regi strationmedi cal records, cessation
of bidsetc.

2.8.2 Registration : Before the patient is taken to then respective words some
admission procedureshaveto befulfilled. Theperson’ sdataisrecorded into the hospital
computer system. Thisdataincludes.

* Nameof the patient Thisdataisintendintothecomputer systemand

* Guardian’ sname an|D, numberiscreated. Thisentirerousesis
(Father husband’ sname) knownasregistration of thepatient

* Dateof birth

* Sex

* Marital status

* Occupation

* Nationality

*Rdligion

* Permanent address& Phonenumber

* Name & Addressof Next ToKin

Beforeregisteringthepatient, it sseenwhether thepatient isconvened under insurance
policy or not. If heiscovered insurancepolicy, thenheisregistered under respectivecorporate
heading for examplethepatient hasthe TPA of Geninsl ndiaPvt L td then heisregistered
under TPA of GeninslndiaPvtLtdfor cashlessfacilities

Admission: After registrationiscompl etedtheprocessof admitting thepatient actually
begins. Theprocedurecomprisesof sl ectingtheprocedure(Reason) for whichthepatientis
getting admitted, sel ecting aparticular Bed and theadmitting thepatient under therespective
doctor.

For all patients, the* next of kin” detail isduly filled up. For outstanding patients, taking
local contact numberismandatory.
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After enteringthetotal datainthecomputer system of thehospital theadmissionreport
is-takenout and signed by thepatient or hisrelative.

Aftertheformisdulyfilledupthepatient’ srelativeisgiventhetotal informationabout the
stayinginthehospital and about thefinancial mattersinvolvedinit. Thenheisaskedtogoto
theCash Counter withthedocumentsand deposit theinitial advanceamount.

If thepatientiscovered by I nsurancethenheissent tothecorporatedesk andinformed
about thecorporatepolicy details.

After completingall theseformalitiesthepatientistakentotheNursing Stationinthe
respectiveward andfromtheretotheir respectiverooms.

2.8.3 Location

Theadmitting department should bestrategically located. Since some of the patients
seekingadmissionarephysicaly incapacitated, confused or evendisoriented, thedepartment
shouldbelocatedinthegroundfloor of themainhospital building. Other Pointstobecons dered
are

a Situatedonthesamelevel asthehospital’ smainbuilding

b. bereadilyidentifiable

c. provided with asignthat can be seen without difficulty from the hospital’smain

entrance, reception areaandtheinformation desk.

d. Itshouldbeadjacent or closetoemergency service, outpatient department, medical
records, |aboratory, radiol ogy andthecash counter.
2.8.4 Design

Admission and dischargeshoul dtakepl aceinapl easant and comfortableenvironment
wherethepatientisassured privacy andindividual attention. Cubicleswhereinwhich, the
hospital representative can interact with the patient on a one-on-one basis are highly
recommended. Special consideration shouldgiventodecor, furniture, etc, which shouldbe
pleasingtoeye.

2.8.5 Responsibilities
Thetask of the Admissiondepartment doesn'’ t stopwiththeadmissionprocedureonly.
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One of themajor tasks of the Admission department isto keep the patient rel atives
updatedwithevery information about thepatient’ scondition. Thedepartment alsoanswers
toall enquiriesabout packagedetail sof the proceduresor thesurgeriesto bedoneonthe
patient.

Incase, any accident casecomestothehospital itistheresponsibility of theAdmission
roomtointimatethenearby policestationabout thepatient. | ncaseof deathsthe Admission
room takes care of the deceased patient’s relatives. The admission room gives al the
information about what to bedonenext.

2.9 Typesof Cases Reporting To Admission

29.1 MEDICO-LEGAL CASES:

Emergency medicd officer sendsaM L Creport statingthedetail incident properly signed
by on-duty medical officer andthewitness. Thisreportissent totheadmissionofficerwhoin
turnarrangesfor sendingthisreportto L ocal Policestation. A separatefileismaintainedfor
keeping thereportsaccordingly stamped by the policestation (POLICE CASE) inRED
COLOUR.

2.9.2 FOREIGN PATIENTS :
Normally during admitting out station patients, the passport of thepatient ischecked.

2.9.3 CORPORATE PATIENTS :

If thepatient isacorporatepatient (IP--CORPORATE) withthenameof thecorporate.
Thephotocopy of ID card/Insrrar cardistakenand patientisreferredto CORPORATEDESK
forformalities. Relativesare,r/ : about thedetailedformalities.

2.10 Discharge Process

Dischargeistherel easeof anadmitted patient fromthehospital . Dischargesa soinclude
deathsinhospital .
a) Thedoctoristhesoledeciderinthiscase. If henoticesimprovements, aboveAverage
Recovery Index (ARI), heintimatesthat tothedischargestation (or personnel), one
day prior totheday of discharge.
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b) Thesecond situationisasonavigated by thedoctor, himself If henoticesremarked
improvement hetakesthe spot decisionandtherest of theproceduresfollows.

c) Thethirdsituationisamutual understanding betweenthepatient rel ativesandthe
doctor : ncommonly called DORB (i.e. DischargeonRisk Bond) andgovernedby the
patientrelatives request. Thedoctor thenintimatesndischargestationregardingthe
developmentsandtheremaining processesfollows, asusual .)

Intheprocessesseemtobetoosimpleonly if carried outinamethodical way. Thewider

of each situationaredescribed below :
m HandingExpiry
Hospital Death : Hospital deathisthe Death of any admitted permitted during hisor her
stay inthehospital .

m Policy ToHandleExpiry

Normally incaseof any expiry patient rel ativesareexpl ained about thisby themedi cal
officer andthenrel ativesaresent toadmiss on officer who explainsabout theformalitiesthey
haveto under goto takethe hand over of the deceased .

Relativescan arrangefor the own vehicleto take the body of the deceased or in need

admissionofficecanhelpthemby givingthedifferent phonenosof deadbody carriers

Handover over of original Desth Certificatewithrelevantinvestigationpapersareactualy

giventorelativeswhenrelativescomeswiththevehicleandclearsa l therepreviousduesif any
theCash Counter.

Relativeshaveto sign on Expiry Record Register and onthe carbon copy of thedeath

certificate

declaringrel ativeshaverecelvedtheoriginal certificateandidentifiedthebody while

receiving

2.11 Medical Records

2.11.1 Introduction

Theneedfor gppropriate, writtendocumentation of patients' trestmentinhospital scannot
bebrushedas de, becausefailuretomaintainwordsmeansfail ureof duty towardsthepatient.

Therecord contains observations regarding the patient history, physical condition,
investigations, lineof treatment, daily progressdiagnos sand discharge/death summary, and
causeof death.
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“Inview of thisrecord carriesimportancenot only to patient but al sotothehospital, doctor
andcourt of |aw asalega document. Itisal sousedfor teaching, training, andmedical research.

Lookingintotheimportanceof medical records, itsdocumentation, preservationand
safety isvery essential. Thisneedsagroup of specially trained and dedi cated team of workers
foritsmaintenance.”

A. Patient’s Need

Servesasastory of thepatient’ spassagethrough hospital, mai ntai ning continuity inthat
story. Itsavestimeinavoidableinvestigati onsif patientisreadmitted andmay well influencethe
course of subsequent hospitalization. Physiciansnow do not alwayshavethetimeto get
acquaintedwiththefamily lifeof apatient. For thisreason, awrittenreport of thefamily history
and personal history arenecessary. From an economi ¢ standpoint, useof medical record by
other agenciesrepresentinginsuranceclaims, union benefits, unemployment andindustria
compensationisof paramountimportancetothepatient. | nformationcontainedinthemedical
recordsisoftenthedetermining factor inprovidingthe patientwithfinancial support or
subsequent medical carefor theremainder of hisor herlife.

B. Physician’s Need

Medical record meets the physicians needs as:

1. Practiceof scientificmedicinebased onrecordedfacts,

2. Continuity of medical care,

3. Evaluationof hisor her owncapabilitiesand shortcoming, and

4. Effectivecommunicationfor themedical team.

If adequatein content, recordswhen properly classified canbepromptly retrievedfor
study andresearch. Theprogressi vephysi cianwel comesan opportunity tousesuchsource
materia tosurvey theresult of thetrestmentinaparti cul ar diseaseentity. Frequently aphysician
will wishtoreview all caseswhich heor shehashadinthehospital duringagiventime. The
doctor may haveapatient whodosenotremember detailsof aprevioushospitalization, but
by referringto therecordof that hospitalization, heor shemay ascertainwhat organor organs
wereremoved at thetimeof operation. Also, thephysicianor thehospital may need torefer
totherecordof medicolegal purpose.

C.Institution’sNeed

Thehospital benefitsastherecordshelpin:
» Generatinghospita satistics.

» Teachingandresearch.
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* Admissoncontrol.
» Planningof service.
* Improvingquality of care.

Statisticsgatheredfrommedical record show tothehospital administrator whether or not
the efforts of physicians supplemented by the hospital facilities arein accordance with
reasonabl eexpectationsof modernscientificmedicine. Liability suitsinvol vinghospital shave
beenontheincrease. Therefore, thehospital shouldbeabletobringbeforethecourt of law a
complete, up-to-datemedical record, fully documented, inregardtothepatient’ sillnessand
treatment. Testimony based onrecord factsisgivenagreater considerationthantestimony
dependentonmemory.

D. Health Authority’sNeed

The records are important to the public health authorities as they contain reliable
informationregardingmorbidity andmortality patternsof dependent popul ation. Nationa and
statehealthlawsrequirethat certainreportsbemadeavailableregul arly tothem. Reportslike
birthsand deaths, i nfecti ousdi seases, notifiabl edi seases, stati sticsregarding incidence of
diseases, andtypesand number of family planning proceduresareconstantly required by the
government. Without theaid of medical records, thisisnot possible.

MEDICAL RECORD:

2.11.2 De€finition :

McGibony consideredmedical recordasaclinical, scientific, administrativeandlegal
document relatingto patient careinwhicharerecord sufficient datawritteninthesequenceof
eventstojustify diagnosisandwarrant treatment and endresult. Medical recordsisdefined
simply asasystematicdocumentation of apatient’ spersonal and social data, history of hisor
her dliment, clinical findings, investigations, diagnoses, trestment given, andanacount of follow
upandfinal outcome. A medical recordsdocument servesas: aclinical documentlistingthe
clinica history, physi ca examination, investigations, nursingrecords, etc. ascientificdocument
becauseitisusedtostudy thepatient’ sconditionandprogressthroughscientifically practiced
medicine, and for research. An administrative document it hel ps administrative control,
planning of services, budgeting, improvingquality of care, hospital statistics. Medical records
areapersond document sofar asitisassociatedwithanindividual identifyinghimor her history
of illness, findings, treatment, and complication and so on. Being apersonal document, itisa
privileged communication, theinformationfromwhich cannot berel easedwithout thepatient’ s
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consent. Ontheother hand, itisal soanimpersonal document, whenitscontentsareusedfor
researchandtraining, without disclosingtowhomtheinformationbel ongs.

2.11.3 Major Functions of Medical Record :

Thefunctionsof themedical recorddepartment are:
1. Todevel opagood medical recordssystem

2. Togeneratehospital statistics

3. Develop new record systeminnewer departments,
4. Reportingtostateand healthagencies,
5.Traning,and

6. Quality assurance.

2.11.4 Retention of records :

Thelengthof timeamedical recordisto beretained shoul d bedetermined by theexisting
law. However, thereisnolaw inlndiawhich specifiessuch aperiod. Intheabsenceof such
regulatory requirement, the hospital administration will haveto establishitsown policy
governingretention. Theoretically, hospital sshouldretainrecordsfor aslong asthereisa
medical or administrativeneedfor them, e.g. subsequent patient care, medical research, review
andevaluationof professional andhospital services, or defenseof professional or other liability
actions. Apartfromtheabovefactors, thehospita shoulda socons der thestoragecapabilities.
Theretention periodshavebeen endlessly debated in variousforumswith someclinicians
wantingtoretainthemupto20years.

Some of the senior medical recordsofficersconsider it desirabletoretainthemas
under :-

a. Needof patient : Upto 7 years
b. Medicolegal : Inpatient-7years Out-patient-5years
c. Teaching/research: Upto7years

2.11.5 Computerization of Medical Records

Medical recordsdepartment isone of the most suitable departmentsin ahospital for
computerizationof it’ sentirefunction.Sincethedepartment’ sentireoperationdeal swith
informationand documentati onhandling,comprehens ve,computerized hospital management
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systemwouldhaveas gnificantimpact onitsdaily operations.Itwoulddirectly benefitmedical
recordsby :

1. locationmonitoringof patient charts
2. automaticassignmentof |CD numbers

3. improved proceduresfor generating admission,discharge,birth,death and other
medical records

4.  Simplificationof chart-abstractingfunctions.

2.12 Consent

Consentisawrittenauthorizationwhichisobtained fromapatient or hisnearestrelative
(NexttoKin) for medical examination, investigations, trestmentsand proceduresperformed
inhealthcarefacilities. Incaseof children, personswith unsound mind, unconsciouspatients,
theconsent of guardian spouseor nearest rel ativemay beobtai ned. Theconsent of husband
isrequiredif anoperationisrequiredby hiswifefor any marital function.

Patient needtogivevalid consenttomedical trestment; anditishisprerogativetorefuse
trestment evenif thesaidtreatmentwill savehisor her life. For thisreason|nformed consent
hasbecomesoimportant, for thedefenseof boththedoctor aswell ashispatient, evenfrom
thelegal pointof view.

» General Consent : Relatedtomedical examination, investigationandtrestment must
beobtai ned fromtheadmissionofficeasaroutine, inall casesof admitted patientsin
ahogpital.

» Special consent : Specia consentsareobtainedfor surgical procedures(operations)
likeamputation, Sterilization, patientsl eavingaga nstmedical advicedonationof organs,
post mortemexaminationsetc. thesemust beobta ned by thesisterinchargeof theward
inpresenceof awitness. Thelega respons bility isshoul dered ontheoperating surgeon.

» Emergency operations: Procedureswhich hastobeperformedtosavethelifeof a
patient (for whom consent was not possible) the consent has to be signed by 2
physiciansincluding one operating surgeon and the hospital administrator or his
representative. Thishastobewritteninpatient’ sfile* Anemergency operationhasto
beperformedto savethelifeof thepatient and cannot bedel ayed.”

» Patientsleavingagainst medical advice: Consent hasto beobtained if apatient
leavesthehospital against medical advice. Nexttokinmust signtheconsentformalong
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withthepatientwithfull informationabout theriskinvolvedinitand hospital isnot
responsiblefor any adverseeffects.

2.13 Patient Satisfaction

» Apatientisany personwhoreceivesmedical attention, care, or treatment. Theperson
ismost oftenill orinjured andinneed of treatment by aphysician or other medical
professional, althoughonewhoisvisitingaphys cianfor aroutinecheck-upmay al so
beviewed asapatient.

» Tipsfor GeneratingPatient Satisfactionand Compliance
1. Establishasenseof trust

2. Uncover Patients’ Actual Needs

3. Think dialogue, notmonologue

4. Don'tforce“theclose”

5. Alwaysfollowup

2.13.1 Concept of Satisfaction

Satisfactionisanimportantel ementintheeval uationstage. Itreferstotheconsumers state
of being adequately rewarded. Adequacy of satisfactionisaresult of matchingtheactua past
experiencewiththeexpectedreward. Patientsform certainexpectationsprior tothevisit. Once
patientscometothehospital andexperiencethefacilities, they may thenbecomeei ther satisfied
or dissatisfied. Satisfactionor dissati sfactionreferstoemotional responsetotheeval uation of
service, consumption, experience. Itwill havefivekey elements. They are:

1. Expectations: Theseedsof patient sati sfaction aresowed during thepre-purchase
phasewhen consumersdevel op expectationsor belief sabout what they expecttoreceivefrom
theproduct. Theseexpectationsarecarriedforwardand againactivated at thetimeof reusing.

2. Performance: Duringtheusageof servicesthepatientsexperiencetheactual product
inuseand perceiveitsperformanceonthedimensionsthat areimportant tous.

3. Comparison: Itwill bedoneafter usagewith pre-usageexpectations.

4. Confirmation/Disconfir mation : Comparisonof expectationswithactua performance
resultsinsatisfactionor dissatisfaction.

5. Discrepancy : If theperformancelevel sarenot equal, discrepancy resullts.
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2.13.2 Factors Influencing Patient Satisfaction

Every humanbeingcarriesaparticular set of thoughts, feelingsand needs. Thewishinglist
might beof va uefor thosewhowanttoknow thereal personwithinthepatient. Onemust admit
that thereareal ot of thingswhich couldbeatered. By gettingtoknow thepatientsalittlemore
togettheir viewsonthecareoneought tocomecl oser towhat the patientsconsi der asagood
care.

Peti ent sati sfactionisateameffort of variouscategoriesof staff intheorgani zationaswell
asaneffectiveleadership.

Herearemany factorswithinthehospita whichinfluencePatient satisfactionandthese
resultsin:

1. Greater profitability.

2. Improved patient retentionand patient loyalty.
3.Increased patientreferrals.
4.1mprovedcompliance.

5.Improved productivity.

6. Better staff morale.

7. Reduced staff turnover.
8.Improvedcollections.

9. Greater efficiency.

10. Reducedrisk of mal practicesuit.
11. Personal andprofessiond fulfillment.
12. Nameandfametotheorganization

2.14 Hospital Quality Assurance System

Quality assuranceisany systematic process of checking to seewhether aproduct or
servicebeing devel opedismeeting specified requirements. Many hospitalshaveaseparate
quality assurancecommitteedevotedtoquality assurance.

A quality assurance system issaid to increase patient’ s confidence and ahospital’s
credibility, toimprovework processes and efficiency, and to enable a hospital to better
competewithothers.
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Quality assurancewasinitially introduced in World War [ when ammunitionswere
inspected andtested for defectsafter they weremade. Today’ squality assurancesystems
emphasi ze catching defectsduring the process, beforethey get intothefinal output of the
product.

All dimensionslikeaccessibility, appropriateness, continuity, effectiveness& efficiency
must begivenequal importanceinqual ity assurance.

Quality assuranceisgai ningimportancebecauseof increaseconsumer’ sawarenessabout
heslth, stiff market competition, growing M edica tourismandfinally thegrowing concernfor
Petient safety.
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Unit 30 HOSPITAL DIAGNOSTIC SERVICES

Structure

3.1 Laboratory Services& Blood bank

3.2 Cardiaccatheterizationlab (Cath L ab)

3.3 Nuclear Medicine

3.4 OperationTheatre(OT)

3.5 Radiology Service

3.6 Magnetic Resonancelmaging (MRI)

3.7  Echocardiographyand Electr ocar diogr aphy

3.1 LABORATORY SERVICES & BLOOD BANK

I ntroduction

The importanceof hospital |aboratory servicescannot beoverestimated becausethe
practiceof medicinetoday requiresmoreand morelaboratory examinations, and physicians
have,need of diagnosticfacilitieswhether they are’ privatepractitionersor hospital-based
doctors. Undoubtedly, onereasonfor theconcentration of doctorsincitiesandtownsisthe
availability of suchservices, ascontrastedwiththelack of suchservicesinrura andlessdensely
popul ated centres.

A hospita laboratory servicecanbeahighincomegenerating serviceand economicasset
tothehospital. Anefficient |aboratory servicefor outpatientshasbearing onreducingthe
number of patientsadmitted solely for laboratory investigations, thus, reducing pressureon
hospital sbeds. Anefficient|aboratory servicea sohe psinreducingtheaveragel ength of stay
of admitted patients.

IMPORTANCEOFLAB: Laboratory servicesareessential tohealthcaredelivery. The
hospital |abofferstheconvenienceof |ocal service, andfamiliarity with boththeoutpatientand
hisphysician. Hospital |absdepend ontheir outpatient testingto makeup money lost during
timesof low in-housecensusThey addressboth preventiveand curativeactivities, i.e. patient
diagnosis, andthesel ection of drugsfor treatment. They areal soanindispensabletool inthe
surveillanceand control of diseases. Improved diseaserecognitionwill improvetheaccuracy
of stati stical reporting, andthuseffectivenationa heathplanning.
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Thebasicfunctionsof alaboratory serviceare

(i) Toassistdoctorsinarrivingat or confirmadiagnosisandtoassistinthetrestment and
follow-upof patients. Indoingthis,

(i) Thelaboratory not only generatesprompt andreliablereports, but alsotofunctionas
astorehouseof reportsfor futurereferences. A hospital-based|aboratory hasal so

(iii) Tocarry out urgent testsat any part of day or night andthereforeprovideservice24
hoursaday, andinbighospitals

(iv) Thelaboratory al soass stsinteaching programmesfor doctors, nursesandlaboratory
technologists.

VariousDivisionsof L aboratory - A hospital |aboratory work generally fall sunder the
followingdivisons:

1. Haematol ogy

2,Microbiology

3.Clinica chemistry

4. Histopathology.

Outpatient SampleCoallection

Provisionof alaboratory samplecollectionfacility ontheoutpatient department of large
hospital smay benecessary becauseof the high quantum of OPD investigations. Theroom
shouldbelocated at asuitabl epl aceintheoutpatient department. Thedes gnof thisareashould
includewaitingroomfor thepatients, specimentoiletsseparatel y for maleandfemal epatients.

Provisionshouldbemadefor contai nerswith appropriatepreservatives, for correct labeling of
samples, andfor keepingrecord of each patient.

SampleReceiving I nthereceptionarea, al samplesof blood, faeces, urine, pus, body
fluids, swalbs, etc. should bereceived at thereceptionwindow counter. Sufficientracks/shelves
andahandwashingfacility must beavailableinthisarea. Under no circumstances, samples
shouldbecollectedfromany patientinany roomused aslaboratory work area.

Staffing

Thehospital |aboratory serviceshouldbeunder thecontrol and directionof adoctor with
qualificationsin pathol ogy. Heor shebocomestheoverall inchargeof thelaboratory with
respons bilitiesof quality control, standardi sationandadministration. Heor sheshouldbeapart
of theregular medi cal staff of thehospital

Smaller hospitalsmay notjustify full-timeservicesof apathol ogist.
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The number of medical laboratory technologists (MLTs) and laboratory technicians
will depend upon :
(i) the number of samples per day,

(i) therange of teststo be performed under various sections, viz. clinical chemistry,
haematol ogy, microbiology and histopathotogy (or other specialist |aboratories),

(i) emergency service,

(v) MLTsand laboratory technicians perform all technical proceduresin various
sections, prepare reports of completed investigations, check and maintain equipment,
and requisition necessary supplies and materials.

MLTsare responsible for most of the routine technical work of the laboratory. The
selection, training and experience of MLTs and laboratory technicians should instill
confidence in the medica staff as regards the standard of their output. A committed person
with basic qualification and experience can successfully handle various technica functions
under the supervision of the pathologist even under adverse working conditions. MLTsand
laboratory techniciansin a section work under atechnical supervisor who has special-
expertise and experience in that section. This means that each section in alarge laboratory
should have atechnical supervisor.

Equipments

1. Robot cell counter.
Centrifuge
Microhaematocrit centrifuge.
Refrigerators
Blood bank refrigerator
Water il
Pressure Sterilizer
Pipette washer
Flame photometer.
Spectrophotometer
. Hot air oven

© o N o g bk~ WD

e
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I ncubator
Caorimeter.
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Blood bank : A blood bank is abank of blood or blood components, gathered as
a result of blood donation or collection, stored and preserved for later use in blood
transfusion. The term “blood bank” typically refersto adivision of a hospital where the
storage of blood product occurs and where proper testing is performed (to reduce the risk
of transfusion related adverse events). However, it sometimes refers to a collection center,
and indeed some hospitals aso perform collection.

 Qutpatient Samples Provision of sample collection centrein the outpatient department
will be anecessity in larger hospitals where the volume of workload from outpatient
department is considerable. A technician receives urine and stool sample and draws
blood for hematology and clinical chemistry. The samples are then sent to the main
laboratory for processing.

* HIV Necessary safety precaution should be understood clearly by all concerned
while drawing blood samples from suspected HIV and hepatitis patients, with
disposable syringes and needles. Needed on ordering only the appropriate tests
required for diagnosis or prognosis based on clinical judgment and filling the
required forms completely.

L aboratory Waste Disposal
Histopathol ogy and microbiology laboratory waste should be considered as hazardous
waste and should be disposed accordingly. In fact, all waste material from all the sections

of the laboratory can be treated as hazardous waste and should be disposed of by burning
in the hospital incinerator.

3.2 CARDIAC CAUTERIZATION LABORATORY
(CATHLAB)

Overview

Cardiac catheterization views the anatomy of the heart using a contrast material
injected into the coronary arteries under fluoroscopic imaging.

Cardiac Catheterization isardatively painless non-surgica procedure that is performed
in aspecially equipped hospital laboratory. With a number of well-established and well-

equipped cath labs operating across country their number raising steadily—the procedure
IS becoming common.
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The procedures performed in the cardiac catheterization |aboratory can be classified
as diagnostic therapeutic. Some examples of diagnostic and therapeutic proceduresthat are
performed in a Cath lab are listed below.

Diagnostic procedures

o Coronary angiogram.

0 Right and left heart catheterization

0 Electrophysologica studies.

0 Intravascular ultrasound

Therapeutic procedures

» Coronary angioplasty with stent implantation.
 Rotablator, Atherectomy

 Percutaneous trandationa vavuloplasty

» Pacemaker implantation

 Implantation of cardioverter defibrillator.
 Retrieval of broken catheters

» Laser Angioplasty

After patient is properly identified, the procedure must be explained before consent

can be signed, Basdline vital signswill be done and aslong as these are within the doctor’s
interest, can proceed with the procedure. Blood tests must be done

The technologist working with the cardiologist must be scrubbed in following basic
sterile surgical technique, The patient is then draped from neck down with sterile drapes,
All equipment (radiation shields, image intensifier, equipment used to manipulate machine)
must be prepped with sterile covers

When doctor and tech are scrubbed and all equipment and supplies are ready, the
procedure may begin. After numbing the groin area, the femoral artery is palpated and a
needleisinserted in that direction. When blood comes out of needle, the artery has been
accessed. A small, flexible guidewire is then inserted into the lumen of the needle. The
needle can then be removed but the wire must maintain position.

Movement of catheter is monitored under fluoroscopy (x-ray movies) with the
cardiologist manipulating its movements. The fluoroscopic machine is manipulated by a
qualified, scrubbed in, radiology technologist. When catheter isin place, wire can be
removed and contrast administered.
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The x-ray machine is suspended from the ceiling. It can be manipulated in multiple
angles and views to achieve a desired picture. The x-ray comes from the bottom of the
machine and the image intensifier that transmits the image is above the patient. Lead
shielding and a radiation badge is required for all personnel in the room during the
procedure.

The procedure is complete when the cardiologist has seen al the views and anatomy
desired and all pressures recorded. The catheter can be removed and manual pressure
must be applied to entry site for 15 minutes.

B Risks

Cardiac catheterization carries adightly higher risk than other heart tests, but is very
safe when performed by an experienced team.

Generadlly, the risksinclude the following :
» Cardiac arrhythmias

» Cardiac tamponade

* Heart attack

» Bleading

» Low blood pressure

» Reaction to the contrast medium

« Stroke

e Traumato the artery caused by hematoma

m Possible complications of any type of catheterization include the following :
» A rrisk of bleeding, infection, and pain at the IV site

* A very smal risk that the soft plastic catheters could damage the blood vessels
» Blood clots could form on the catheters and later block blood vessels el sewhere

in the body.

» The contrast material could damage the kidneys (particularly in patients with
diabetes).

m Design elements

Thefollowing facilities are needed :
0 Catheterization procedure room
o Control/Console room
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Patient holding room, preferably equipped with ECG monitors

Peatient recovery room

Technicians work room

Dark room for 35 mm film, if necessary.

Equipment storage room (for defibrillator, echo-cardiograph and other equipment)
Film viewing areafor cardiologists

Desrable—asmal chemigiry lab (for blood gas andys's). Advanced cath labs have
full-scale eectro-physiology labs.

Scrub facilities

Storage space for case carts

Alcove for wheelchairs and stretchers

Clean and soiled utility rooms

Toilet(s)

The procedure room in the catheterization laboratory is aclean room similar to the
specid procedures room in the radiology department. Most hospitals—particularly smaller
ones—have cath labs with single procedure rooms which may aso be used for other
specia procedures. One of the advantages of having two procedure rooms is that one
control room, strategically located, can serve two procedure rooms. They will also come
in handy when expansion of the hospital becomes inevitable. The sterile field isthe area
occupied by the patient, the angiographer (cardiologist), his assistant and the scrub nurse,
besides the case cart or back table with supplies.

It isrecommended that the control room be located at the foot-end of the patient table
to provide optimum visua contact to the procedure room through the dividing glass wall.

It is absolutely imperative that the architect has detail ed discussion with cardiologisi(s)
and other specialists responsible for evolving the plan and later using the facility. The
architect should aso be in close-consultation and act in consonance with the manufacturers/
suppliers of aretechnical.

Other Facilities

 Clerica work areafor scheduling, transcribing, filing, billing, etc.

* Filing space for films and records

» Sterilization facilities-autoclaving, ethylene oxide (gas) sterilization and chemical
Serilizetion.

Some of these facilities may be off site, for example, in the cardiology department.

O O O O o o o

O O O o o
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3.3 NUCLEAR MEDICINE

What is General Nuclear Medicine?

Nuclear medicineisabranch of medica imaging that uses small amounts of radioactive
meaterial to diagnose or treat a variety of diseases, including many types of cancers, heart
disease and certain other abnormalities within the body.

Nuclear medicine or radionuclide imaging procedures are noninvasive and usually
painless medical tests that help physicians diagnose medical conditions. These imaging
scans use radioactive materias called radiopharmaceuticals or radiotracers.

Depending on the type of nuclear medicine exam you are undergoing, the
radiotracer is either injected into avein, swallowed or inhaled as a gas and eventually
accumulates in the organ or area of your body being examined, where it gives off
energy in the form of gammarays. This energy is detected by a device called agamma
camera, a (positron emission tomography) PET scanner and/or probe. These devices
work together with a computer to measure the amount of radiotracer absorbed by
your body and to produce special pictures offering details on both the structure and
function of organs and tissues.

In some centers, nuclear medicine images can be superimposed with computed
tomography (CT) or magnetic resonance imaging (MRI) to produce special views, a
practice known asimage fusion or co-registration. These views alow the information from
two different studiesto be correlated and interpreted on one image, leading to more precise
information and accurate diagnoses. In addition, manufacturers are now making single
photon emission computed tomography/computed tomography (SPECT/CT) and positron
emission tomography/computed tomography (PET/CT) unitsthat are able to perform both
Imaging studies at the same time.

Nuclear medicine aso offers therapeutic procedures such as radioactive iodine (1-131)
therapy that uses radioactive materia to treat cancer and other medical conditions affecting
the thyroid gland.

Some common uses of the procedure
Physicians use radionuclide imaging procedures to visualize the structure and function
of an organ, tissue, bone or system of the body.
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Nuclear medicine imaging scans are performed to :
» andyzekidney function.
 visualize heart blood flow and function (such as a myocardia perfusion scan).

» scanlungsfor respiratory and blood flow problems.

* identify inflammation in the gallbladder.

» evauate bonesfor fractures, infection, arthritis and tumors,

» determine the presence or spread of cancer in various parts of the body.
 identify bleeding into the bowel.

» |ocate the presence of infection.

» measure thyroid function to detect an overactive or underactive thyroid.

* investigate abnormdlitiesin the brain, such as seizures, memory lossand abnormdlities
in blood flow.

* localize the lymph nodes before surgery in patients with breast cancer or melanoma.

Preparation

Y ou may be asked to wear a gown during the exam or you may be allowed to wear
your own clothing.

Women should always inform their physician or technologist if there isany possibility
that they are pregnant or if they are breastfeeding their baby.

Y ou should inform your physician and the technologist performing your exam of any
medications you are taking, including vitamins and herbal supplements. Y ou should also
inform them if you have any dlergies and about recent illnesses or other medical conditions.

Jewelry and other metallic accessories should be |eft at homeif possible, or removed
prior to the exam because they may interfere with the procedure.

Y ou will receive specific instructions based on the type of scan you are undergoing.

See the Radioactive iodine (1-131) therapy page for instructions on how to prepare
for the procedure.

Equipment

Most nuclear medicine procedures are performed using agamma camera, aspecidized
camera encased in metal that is capable of detecting radiation and taking pictures from

different angles. It may be suspended over the examination table or it may be beneath the
table. Often, gamma cameras are dual-headed with one camera above and one camera
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beneath the table. The camera could also be located within a large, doughnut-shaped
scanner similar in appearance to a computed tomography (CT) scanner. In some imaging
centers, the gamma camerais located beneath the exam table and out of view.

A positron emission tomography (PET) scanner is alarge machine with a round,
doughnut shaped holein the middle, smilar to aCT or MRI unit. Within this machine are
multiple rings of detectors that record the emission of energy from the radiotracer in your

body.
A computer aids in creating the images from the data obtained by the camera or
scanner.

A probeis asmall hand-held device resembling a microphone that can detect and
measure the amount of the radiotracer in a small area of your body.

There is no specialized equipment used during radioactive iodine therapy, but the
technologist or other personnel administering the trestment may cover your clothing and use
lead containers to shield the radioactive material you will be receiving.

Procedure

With ordinary x-ray examinations, an image is made by passing x-rays through your
body from an outside source. In contrast, nuclear medicine procedures use a radioactive
materia caled aradiopharmaceutical or radiotracer, which isinjected into your bloodstream,
swallowed or inhaled as a gas. This radioactive material accumulatesin the organ or area
of your body being examined, where it gives off asmall amount of energy in the form of
gammarays. A gamma camera, PET scanner, or probe detects this energy and with the
help of a computer creates pictures offering details on both the structure and function of
organs and tissuesin your body.

Unlike other imaging techniques, nuclear medicine imaging studies are less directed
toward picturing anatomy and structure, and more concerned with depicting physiologic
processes within the body, such asrates of metabolism or levels of various other chemical
activity. Areas of greater intensity, called “hot spots’, indicate where large amounts of the
radiotracer have accumulated and where thereis a high level of chemical activity. Less
intense areas, or “cold spots’, indicate a smaller concentration of radiotracer and less
chemicd activity.

In radioactive iodine (1-131) therapy, radioactive iodine (I-131) is swallowed,
absorbed into the bloodstream in the gastrointestinal (GlI) tract and concentrated from the
blood by the thyroid gland where it destroys cells within that organ.
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How isthe procedure performed?
Nuclear medicineimaging is usually performed on an outpatient basis, but is often
performed on hospitaized patients aswell.

Y ou will be positioned on an examination table. If necessary, a nurse or technologist
will insert an intravenous (1V) lineinto avein in your hand or arm.

Depending on the type of nuclear medicine exam you are undergoing, the dose of
radiotracer is then injected intravenoudy, swallowed or inhaled asagas.

It can take anywhere from several seconds to several daysfor the radiotracer to travel
through your body and accumulate in the organ or area being studied. Asaresult, imaging
may be done immediately, afew hourslater, or even severa days after you have received
the radioactive materia.

When it is time for the imaging to begin, the gamma camera will take a series of
images. The cameramay rotate around you or it may stay in one position and you will be
asked to change positions in between images. While the cameraistaking pictures, you will
need to remain still for brief periods of time. In some cases, the cameramay move very
close to your body. This is necessary to obtain the best quality images. If you are
claustrophobic, you should inform the technol ogist before your exam begins.

If aprobeisused, thissmall hand-held device will be passed over the area of the body
being studied to measure levels of radioactivity. Other nuclear medicine tests measure
radioactivity levelsin blood, urine or bresth.

The length of time for nuclear medicine procedures varies gregtly, depending on the
type of exam. Actua scanning time for nuclear imaging exams can take from 20 minutes
to several hours and may be conducted over severa days.

When the examination is completed, you may be asked to wait until the technologist
checks the images in case additional images are needed. Occasionally, moreimages are
obtained for clarification or better visualization of certain areas or structures. The need for
additional images does not necessarily mean there was a problem with the exam or that
something abnormal was found, and should not be a cause of concern for you. Y ou will
not be exposed to more radiation during this process.

If you had an intravenous line inserted for the procedure, it will usually be removed
unless you are scheduled for an operating room procedure that same day.

During radioactive iodine (1-131) therapy, which is most often an outpatient procedure,
theradioactive iodine is swallowed, either in capsule or liquid form.
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What will | experience during and after the procedure?

Most nuclear medicine procedures are painless and are rarely associated with
significant discomfort or side effects.

If the radiotracer is given intravenoudy, you will fed adight pin prick when the needle
Isinserted into your vein for the intravenous line. When the radioactive materia isinjected
into your arm, you may feel a cold sensation moving up your arm, but there are generally
no other side effects.

When swallowed, the radiotracer haslittle or no taste. When inhaled, you should feel
no differently than when breathing room air or holding your breath.

With some procedures, a catheter may be placed into your bladder, which may cause
temporary discomfort.

It isimportant that you remain still while the images are being recorded. Though
nuclear imaging itself causes no pain, there may be some discomfort from having to remain
still or to stay in one particular position during imaging.

Unlessyour physician tells you otherwise, you may resume your normal activities after
your nuclear medicine scan. If any specid instructions are necessary, you will beinformed
by atechnologist, nurse or physician before you leave the nuclear medicine department.

Through the natural process of radioactive decay, the small amount of radiotracer in
your body will loseits radioactivity over time. It may aso pass out of your body through
your urine or stool during the first few hours or days following the test. Y ou may be
instructed to take special precautions after urinating, to flush the toilet twice and to wash
your hands thoroughly. Y ou should also drink plenty of water to help flush the radioactive
material out of your body asinstructed by the nuclear medicine personnel.

Who interprets the results and how do | get them?

A radiologist who has specidized training in nuclear medicine will interpret the images
and forward areport to your referring physician.

Benefits

» Theinformation provided by nuclear medicine examinations is unique and often

unattainable using other imaging procedures.

» For many diseases, nuclear medicine scans yield the most useful information

needed to make a diagnosis or to determine appropriate treatment, if any.

* Nuclear medicineisless expensive and may yield more precise information than

exploratory surgery.
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Risks

» Because the doses of radiotracer administered are small, diagnostic nuclear
medicine procedures result in low radiation exposure, acceptable for diagnostic
exams. Thus, the radiation risk isvery low compared with the potential benefits.

* Nuclear medicine diagnostic procedures have been used for more than five
decades, and there are no known long-term adverse effects from such low-dose
exposure.

» Allergic reactions to radiopharmaceuticals may occur but are extremely rare and
are usualy mild. Nevertheless, you should inform the nuclear medicine personnel
of any alergies you may have or other problems that may have occurred during
aprevious nuclear medicine exam.

 Injection of the radiotracer may cause dight pain and redness which should rapidly
resolve.

»  Women should alwaysinform their physician or radiology technologist if thereis
any possibility that they are pregnant or if they are breastfeeding their baby. See
the Safety page for more information about pregnancy, breastfeeding and nuclear
medicine exams.

Limitations of General Nuclear Medicine

Nuclear medicine procedures can be time-consuming. It can take hoursto daysfor the
radiotracer to accumulate in the part of the body under study and imaging may take up to
several hours to perform, though in some cases, newer equipment is available that can
substantially shorten the procedure time. Y ou will be informed as to how often and when
you will need to return to the nuclear medicine department for further procedures.

The resolution of structures of the body with nuclear medicine may not be as clear as
with other imaging techniques, such as CT or MRI. However, nuclear medicine scans are
more sensitive than other techniques for a variety of indications, and the functional
information gained from nuclear medicine examsis often unobtainable by any other imaging
techniques.

Nuclear medicine procedures are of two types :
(1) In-vivo procedur esin which radioisotopes are administered to patients and

(2) In-vitro procedur es where radioactivity is added to the samples collected room
the patient In-vivo tests are classified into organ-imaging procedures and non-imaging
procedures.
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With the availability of many short-lived radioisotopes, nuclear medicine has now
become an important medical specialty with wide applications in various branches of
medical science. Some of the important applications of nuclear medicine are—imaging of
various organs such as heart, thyroid, liver, brain, bone, kidney, etc., thyroid function
studies, investigations of the central nervous system, absorption studiesin gastroenterology,
nuclear hematology and renal function studies like radioman- nun assay of various
hormones. With the help of agamma camera, avariety of dynamic function studies can be
performed using appropriate radio pharmaceuticals.

L ocation and design

Since the nuclear medicine department catersto the needs of al clinical departments,
it should be located centrally. At the same time, because of radiation hazards associated
with the use of radioni elides, the department should be planned in such away that there
isno radiation exposure to non-radiation employees and the general public. Also radiation
workers handling radioi sotopes should receive minimum exposure. A mgor problem isthe
safe and proper disposal of radioactive material.

The department should be close to diagnostic radiology, outpatient services, social
services, laboratory and medical records. Many patients are ambulatory. Traditionally,
nuclear medicine is a part o diagnostic radiology using the common facilities of the
department.

When ahospital decidesto set up anuclear medicine department, the authorities are
faced with anumber of questions regarding location, facilities planning, equipment and
availability of trained personnd. More importantly, they would want to know the procedure
for obtaining clearance from various regulatory bodies. Thefirst step in this processisto
consult an expert or ateam of experts who will guide them.

To encourage the growth of nuclear medicine so that benefits of nuclear medicine
techniques can be made available to patientsin all parts of the country, the Division of
Radiologica Protection (DRP) of BARC has brought out publications providing guideines
to hospitals wishing to set up anuclear medicine department. It aso helps them to obtain
information regarding location, planning, equipment and procedural details. Hospitals may
contact the Board of Radiation and Isotope Technology, V. N. Purav Marg, Deonar,
Mumbai-400094.
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3.4 OPERATION THEATRE

Introduction :

Operation theatre is the most important revenue generating centre of a hospital. It
undertakes all the surgeries and operations done in the hospital. The location of OT suite
should ensure quietness, free from external disturbances and close to the surgical wards.
Corridors leading to this unit should not be used as thorough passages. An important factor
in the location is future growth. If expansion is envisaged in the future, the present location
and plan must permit for expansion in an orderly fashion without upsetting the basic
relationship of the internal organization

Art of surgery is created by the hands of a surgeon. These hands are of no usg, if there
is an inadequate operation facility. All surgical departments need a well equipped
Operation Theater (OT) to work with. The surgical departments save the precious life
through operation. Abouit fifty percent of hospital beds are allocated to surgical departments
sgnifying itsimportance.

With the introduction of super specidty services and gradual development in operation
technologies, the designing of operation thestre is becoming more sophisticated and
complex in nature.

This has warranted an intelligent planning and skillful organizing of amodern OT so
as to meet the modern demand for surgery as well as, matching the expectations of the
surgeons.

Therefore planning an OT has become more crucial. Certain aspects like clean
environment, adequate safety of staff and patients, controlling of infection, areissuesto be
considered at the stage of planning itself. The above factors reflect the importance of
organizing an operation theatre, depicting the technical and conceptual skills of ahospital
Adminigrator.

Zoning

The OT suiteisapotentia source of hospital infection in genera and wound infection
in particular. The suite has to be designed with the aim of minimizing therisk of hospital
infection being brought into the suite. Therefore, the whole OT suite is planned on the
concept of four zones, predicted on the types of activities, patterns of circulation and
degree of sterility to be maintained. These zones are the disposal zone, protective zone,
clean zone, and sterile zone.
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Criteriafor Zoning : The aim of zoning is that when staff members, patients or
supplies enter the OT suite, the risk factors of carrying the chances of infection with them
get lesser and lesser, as they pass from the protective through clean to aseptic zone.

General Principles

1. Clean and dirty traffic-flows within the OT suite should be segregated as best as
possible. Spacesin the suite should be arranged in such away that while moving
from one space to another, there is continuous progression of cleanliness from
entrance of OT suite to the operating room.

2. Staff working in the OT department should be able to move from one clean area

to the other without having to pass through unprotected aress.

3. Soiled materials and waste should be removed from the operating rooms without

passing through highly clean aresas.

4. OT ventilation should be independent of the air movement of the rest of the

hospital. Therefore, from cleaner to less clean aress.

The OT suite organization revolves around the central aseptic work ares, i.e. the actua
operating rooms. Activitiestake place in this zone that requires full aseptic conditions, such
as exposure of living tissues and handling sterile instruments. Here, the highest level of
cleanliness and aseptic conditions are maintained.

3.5 RADIOLOGY SERVICES

Theterm “Radiology” now incorporates:

» Radio diagnosis-X-ray

* Ultra Sonography

 CT scan

» Magnetic resonance imaging (MRI)

 Digital subtraction angiography (DSA) Radiotherapy

* Nuclear medicine

* Interventiond radiology.

Siting and layout

Siting

1. The department should be easily accessible to the OPD, casualty and the inpatient
wards.
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2. If the department is designed as a limb of the hospital building, conveniently
approachable from the user departments, it meets the above requirement.

Therefore, it should preferably be sited on the ground floor.

It should not be sandwiched between other departments.

It should have some scope for expansion at a later date.

Radiation protection has no bearing on sitting (but has a bearing on the layout of

radiographic rooms).

7. Hexibility, expandability and upgradesbility need to be kept in mind while sitting
the department.

Layout

Factors to be considered

1. Adequate reception and registration area

2. Convenient patient flow with minimization of crisscrosstraffic

3. adequate waiting areas

4. Provision of roomsfor the technical functioning :

» Chief radiologist office

* Radiologists

» X-ray rooms

 Darkrooms/auto processing room.

* Film store

o ok~ Ww

* X-ray record room.

» Staff locker room and toilet.

» Viewing gallery and conference room.

e Film drying room Barium room.

* Recovery room for patients subjected to specia investigations
» Ultrasonography room

* Toilets.

Radiation protection : If radiology rooms are isolated and built so that people cannot
come within one meter of its outside walls, no protection to walls is required. However,
asthisis not always possible, the walls of the rooms where radiographic machines are
located have to be adequately reinforced.
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As per recommendations of the radiation protection division of Bhaba Atomic
Research Centre (BARC), Mumbai the walls of the radiography rooms have to be 9 inches
thick concrete walls or 14 inches thick brick masonry walls which are sufficient for primary
aswel| as scattered radiation. Where they are thin, lead shielding of wallsis advisable.

» The places which need special protection are:

I. wall behind the chest stand in radiology room

il. Wall between radiology room and adjoining room.

 Personal protective measures, viz. wearing the lead-rubber apron while working

and lead rubber gloves while doing fluoroscopy work provide adequate protection.

» Useof persona film badge/dosimeter and their quarterly submission to BARC.

X Ray

Definition

X-raysare aform of electromagnetic radiation, just like visible light. In a health care

setting, amachines sends areindividua x-ray particles, called photons. These particles pass
through the body. A computer or pecia film is used to record the images that are crested.

Structures that are dense (such as bone) will block most of the x-ray particles, and
will appear white. Metal and contrast media (specia dye used to highlight areas of the
body) will aso appear white. Structures containing air will be black, and muscle, fat, and
fluid will appear as shades of gray.

How the Test is Performed

The test is performed in a hospital radiology department or in the health care
provider’s office by an x-ray technologist. The positioning of the patient, x-ray machine,
and film depends on the type of study and area of interest. Multiple individual views may
be requested.

Much like conventional photography, motion causes blurry images on radiographs, and
thus, patients may be asked to hold their breath or not move during the brief exposure
(about 1 second).

How to Prepare for the Test

Inform the health care provider prior to the exam if you are pregnant, may be pregnant,
or have an 1UD inserted.

If abdominal studies are planned and you have had a barium contrast study (such as
abarium enema, upper Gl series, or barium swallow) or taken medications containing
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bismuth (such as Pepto-Bismol) in the last 4 days, the test may be delayed until the contrast
has fully passed.

Y ou will remove all jewelry and wear a hospital gown during the x-ray examination
because metal and certain clothing can obscure the images and require repest studies.

How the Test Will Fedl

There is no discomfort from x-ray exposure. Patients may be asked to stay still in
awkward positions for a short period of time.

Risks

For most conventional x-rays, the risk of cancer or defects due to damaged ovarian
cellsor sperm cellsisvery low. Most expertsfed that thislow risk islargely outweighed
by the benefits of information gained from appropriate imaging. X-rays are monitored and
regulated to provide the minimum amount of radiation exposure needed to produce the
imege.

Y oung children and fetuses are more sensitive to the risks of x-rays. Women should
tell health care providersif they think they are pregnant.

3.6 MAGNETIC RESONANCE IMAGING (MRI)

Definition : An MRI, aso known as magnetic resonance imaging, is a pain-free non-
invasive medica test used to procure two dimensiond images of the structures of the body.
The process uses intense magnetic fields to make images of the inside of the body.

In atraditional MRI, the patient is placed on a bed that moves inside a tube, where
the MRI isdone. An open MRI, an option for patients who are bothered by small spaces
or are very large, does not require the patients to be placed in the tube, but is donein the
“open’”.

MRIs are used to detect problems within the body or brain without surgery, and can
identify abnormalities from outside the body.

If your physician suspects that you have aan illness or disease process, an MRI may
be ordered in an attempt to identify the problem. In some cases, adiagnosis can be made
with an MRI and may prevent or indicate the need for surgery.

Also Known As : Magnetic Resonance Imaging, Open MRI

Examples : An MRI was recommended to determine if the patient was having
seizures due to a brain tumor.
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In MRI, apatient is made to lie in ahigh magnetic field, and various radiof requency
pulses are put on and off repeatedly. The signas from human tissue are received and fed
to computer which converts these signalsinto imageson a TV screen.MRI detectslesions
measuring 3 mm and less.

The images are very sharp and clear and shown in 3 dimensions. It produces excellent
tissue contrast—the bones do not impede the images, thus, giving aclear picture of internal
structures. Though MRI cannot replace CT, it can detect vital lesions that plight dlip out
of CT images.

Beyond doubt MRI isthe choice of modadity inimaging spine and brain as, dueto very
high contrast resolution, MRI provides excellent white and grey matter differentiation. This
has made complicated operations of the brain and spine smpler. Apart from the imaging
of brain and spine, MRI has a so been successfully used in the region of abdomen, pelvis,
orbit, chest, musculoskeletal system, joints and in staging of cancers.

Instead of the conventional superconducting magnet system, permanent magnet systems
are now available. Compact and deek, because of permanent magnets the newer systems
have alow power consumption, operating costs are low, they have a non-claustrophobic
gantry aperture, magnetic shielding is not required, and which occupy only about 30 sqgm
space. These are easy to install and maintain even in existing buildings. The total space
requirement for aMRI system including office and other administrative accommodation is
aminimum 85 sq m. The present cost of such a system is approximately Rs. 3 crores.

3.7 ECHO CARDIOGRAPHY & ELECTRO CARDIO-
GRAPHY

Definition of Electrocardiogram :
An electrocardiogram (ECG) is atest that records the electrical activity of the heart.
How the test is performed :

Y ou will be asked to lie down. The health care provider will clean several areas on
your arms, legs, and chest, and then attach small patches called electrodes to the areas.
It may be necessary to shave or clip some hair so the electrodes stick to the skin.

The number of patches used may vary.

Y ou usualy need to remain till, and you may be asked to hold your breath for short
periods during the procedure. It isimportant to be relaxed and relatively warm during
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ECG recording. Any movement, including muscle tremors such as shivering, can alter the
results.

The electrodes are connected by wires to a machine that converts the electrical
signals from the heart into wavy lines, which are printed on paper and reviewed by the
doctor.

Sometimesthistest isdone while you are exercising or under minimal stressto monitor
changesin the heart. Thistype of ECG is often called a stress test.

How to prepare for the test :

Make sure your health care provider knows about all the medications you are taking,
as some can interfere with test resullts.

Exercising or drinking cold water immediately before an ECG may cause false results.
How the test will fedl :

An ECG ispainless. No electricity is sent through the body. The electrodes may feel
cold when first applied. In rare cases, some people may develop arash or irritation where
the patches were placed.

Why the test is performed :

An ECG is used to measure :

* Any damageto the heart

» How fast your heart is beating and whether it is beating normally

» The effects of drugs or devices used to control the heart (such as a pacemaker)
* Thesize and position of your heart chambers

An ECG isavery useful tool for determining whether a person has heart disease. Y our
doctor may order thistest if you have chest pain or palpitations.

An ECG may be included as part of aroutine examination in patients over age 40.
Normal ECG wave.

PQRST Graph

ECHO CARDIOGRAM

The echocardiogram is an extremely useful test for studying the heart’sanatomy. Itis
non-invasive and entirely safe, and when interpreted by well-trained cardiologists, isvery
accurate.
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How isthe echocar diogram performed?

The echocardiogram isasmpletest to have done. Y ou will lie on an examination table,
and atechnician will hold atransducer (a device that resembles a computer mouse) against
your chest, owly diding it back and forth. (The technician will apply aVasdine-like gel
to your chest to aid in diding the transducer.) Y ou may be asked to roll on your side during
the test, or hold your breath for a few seconds. The test takes 30 to 60 minutes to
complete.

How does the echocar diogram work?
The transducer that’s placed on your chest sends sound waves toward the heart. Like

the sonar on a submarine, the sound waves bounce off the heart, and are collected by the
transducer.

These returning sound waves are processed by a computer, assembled into a two-
dimensional image of the besting heart, and displayed on a TV screen (which you will be
ableto seeif you wish). By aiming the transducer, the technician will be able to image most
of the important cardiac structures.
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Mode Question

Paper Il : Overview of Hospital Management
Time : 3 hours Total Marks : 100
Section A
Answer any two of the following : (20 x 2 = 40 marks)
1. Write short noteson : - [5 x 4]
a ECHO
b. MRI
c. Dark room
d. CT SCAN
e. Blood bank
2. Define hospitals as per WHO? What are the similarities and differences between
ahospital and a hotel? Define hogpital beds and the detail classification of hospital
beds? [4+6+2+8]
3. Define Medical Records? What is the importance of medical records? How do
you handle an expiry? [5+10+5]

4. What do you understand by the term ALOS? What is the formula for ALOS?

Define the factors that influence patient satisfaction? What do you understand by

hospital quality assurance system? [2+2+8+8]
5. Enumerate the physical facilities of Inpatient department? [20]
Section B
Answer any three of the following : (3 x 12 = 36 marks)
1. What do you know by intramural and extramural functions of hospital ?

Write short noteson : - [4+4+4]
a) Public Hospitals
b) Corporate Hospitals.
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2. What are the functions of impatient services? Write about registration in admisson

process? [6+6]
3. What do you mean by Planning and organization of Inpatient services? Explain
Policy of hospital? [6+6]
4. Write about the location, design and responsibilities of admission department?
[12]
5. Define consent? State the various types of consents? [4+8]

6. What are the types of nuclear medicine procedures? What are the limitations of
General Nuclear Medicine? Mention the benefits of thisprocedure?  [4+4+4)]

7. What are the equipments used in Nuclear medicine procedure? How is the

procedure performed? [2 x 6]
Section C
Answer any four of the followings: (4 x 6 = 24 marks)
1. Fillintheblanks :- [2 x 3]

a. Father of scientific management wes.................
b. The nurse patient ratio for acritical patientinCCU is..............
c. DORB standsfor .............c.ccounee.
2. What do the abbreviations stand for [1 % 6]
a PICU
b. CCU
c. MRI
d. DSA
e. NCCU
f. RICU
3. How hospital functions as an organization? [6]

4. What isthe process of retention of records? [6]
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5. Explain theimportance of Laboratory services? What are the various divisions of
laboratory? What do you understand by outpatient sample collection? [2+2+2]

6. Explain Computerization of medica records? [6]
7. What iscritical care delivery mechanism? [6]
8. Define electro cardiogram? Why and how the test is performed? [2+4]
9. What isthe criterion for zoning? Enlist the principles of zoning in O.T? [2+4]
10. Explain Cardiac catheterization procedure? [6]
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Paper-111
PRINCIPLES OF MANAGEMENT
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Unit 1 ] Management

Structure
1.1 Introduction

1.2 WhatisManagement
1.3 Featuresof Management
1.4  Social Responsibility of Management
15 Natureof Management
16 Management: Scienceor Art
1.6.1 Management as Science
1.6.2 Management asan Art
1.6.3 Management : both Scienceand Art
17 Exercises

1.1 Introduction

In studying management as a process, various managerial activities can be taken as
basis for defining management. Thus management iswhat a manager does. However, this
definition, through smple, suffersfrom two seriouslimitations. First, thereisaproblemin
identifying the people in the organization who can be called as managers because thereis
no uniformity in the titles given to the people. For example, people may be called as
president, chief executive or managing director at thetop level. Smilarly at themiddlelevd,
they can be called as the executive or accountant, and at lower level as supervisors.
Therefore, it becomes difficult to identify who isamanager and who is not; whose activities
should be trested as manageria and whose activities as non-managerial. Thus what should
be studied is not cleared. Second, even if the problem of identifying people as manager is
solved, the problem of identifying manageria activities remains because people known as
managers may perform different kinds of activities some of which may not really be
managerial. Therefore, unless some yardsticks are prescribed to distinguish between
managerid and non-managerid activities, managerid activities cannot be identified. For this
purpose, the total activities of an organization can be divided into groups: operationa and
managerial. Those activities which are of operative nature through which actual work is
accomplished such as handling amachine by workers, putting the material into go-down,
etc., are called operational activities. As against this some activities are performed to get

127



things done like a supervisor instructing a worker to do a particular job, or marketing
manager instructing his salesman to contact the customers to sell the product, etc. such
activities are different from the first group and are known as managerial activities. Thus
management can be defined as the process of getting things done by others.

1.2 What is Management

Managementisinvariably definedasthe processof * gettingthingsdonethroughtheefforts
of others',‘ gettingfromwherewearetowherewewanttobewiththel east expenditureof time,
money, andefforts , or ‘ coordinatingindividua andgroupeffortstowardsuper ordinategoals .
Thoughthisdefinitionof management asprocessusedifferent statements, al of themconvey
thesameset of meaningsintheir final analysis. Twodefinitionsof management quoted here
throw light onthenatureof management. Though bothof them definemanagement differently,
their basi corientationremainsthesame. K oontz definesmanagementinavery simpleform
whenhestatesthat :

“Management istheart of getting thingsdonethrough and withthepeopleinformally
organisedgroups.”

Mc. Farlanddefinesmanagementinmoree aborateform. Accordingtohim, “ Management
isdefinedfor conceptud, theoretical andana yti cal purposesasthat processby whichmanagers
create, direct, maintain, and operate purpos veorgani sationthrough systemetic, coordinated
co-operativehumaneffort.”

AccordingtoHenry Fayol managementis® tomanagei stoforecast and plan, toorganize,
tocommand, to cooperateandto control”.

Bothof thesedefinitionspoint totheactivitieswhichrel atetogettingthingsdoneby others.
Thusmanagementisthesumtotal of activitieswhichlay downplans, policies, purposesand
securemen, machine, money, and materia srequiredfor thecompl etion of these purposes, put
all of themintooperation, superviseand check their performanceand provideincentives and
satisfactiontomenfor theexecution of thesedesired operations.

1.3 Features of management

Inthelight of theabovedefinitionsand discussions, following characteri sticsof management
asprocesscanbeidentified:
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1. Organised Activities. Management isa process of organised activities. Without
organizedactivities, twogroupsof peoplecannot beinvolvedintheperformanceof activities.
Whereagroup of peopl eareinvol vedinworkingtowardsacommon objective, management
comesintoexistence. Theorganizedactivitiesmay takeavariety of formsrangingfromatightly
structured organizationtoavery loosaly-knit organisation. It canbeacompany like Tatalron
and Steel Company or alocal socid club. Butal organi zationshaveonethingincommon; they
wanttoprogressefficiently towardstheachievement of thei r objectives, throughthecoordinated
effortsof people. Thisisdoneby management process. Therefore, whereasingleindividua
pursueshispersonal objectives, management hasno operationa meaning. However, whenan
attemptismadetochannel theindividual’ squest for personal objectivesa ongthelinesthat
contributetotheoverall objectivesof thegroup, management becomesthemeansby whichthe
randomactioniscontrolled.

2. Existenceof Objectives. Anobjectiveor set of objectives should exist towards
whichtheorganized groupactivitiesaredirected. Without objectives, it becomesdifficultto
definethedirectionwhereorganizedgroupactivitieswoul dleadto. Theexistenceof objectives
isabasiccriterion of every human organi zation becauseall organizationsaredeliberateand
purposivecresationand, therefore, they shoul dhavesomeobjectives. Theobjectivesareagreed
upon by themembersof thegroup or theorgani zation. Theorgani zational objectivesarethe
desired stateof affairswhichanorganizationattemptstorealize. Thereali zationof objectives
issought throughthecoordinated eff ortsof thepeopl econstituting an organi zation.

3. Relationshipamong Resources. Organised activitiesmeant to achievecommon
goalsarebrought about to establish certain rel ationships among the avail ableresources.
Resourcesincludemoney, machine, materials, and people. All theseresourcesare made
availableto thosewho manage; they apply knowledge, experience, principlesfor getting
desired results. Thusthe essence of management isintegration of variousorganizational
resources. However, sincepeopl eat operativelevel dothethingsby theuseof variousphysica
and other resources, itismoreimportant for themanagement to take care of integration of
human resources. Thus management is concerned with the proper utilization of human
resourceswhich, inturn, utilizeother resources.

4. Workingwith andthrough people. Managementinvolvesworkingwith peopleand
gettingorganizational objectivesachievedthroughthem. Theideaof workingthrough people
isinterpreted in terms of assigning activitiesto subordinates. The superior subordinates
rel ationshi psarecreated becauseof organizedactivities. Throughtheprocessof assignment
andreassignment of activities, theactual work isperformed by peopleat theoperativelevel
whichisthelowestlevel inanorganization.
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5. Decison-Making. Management processinvolvesdecision-makingat variouslevels
for getting thingsdone by others. Decision-making basi cally invol ves sel ecting themost
appropriatealternativeout of several. If thereisonly onealternative, thequestion of decision-
making doesnot arise. Thequality of alternativewhich amanager selectsdeterminesthe
organi sation’ sperformance, andtheentirefutureof theorgani zationrestsonthedegreeto
whichtheright decisionsaremadeby managers. Thereforethesuccessor failureof managers
canbejudged by thequality of thedecisionsthat they make.

Therearevariousel ementsof management process. Thesearegenerally classifiedas
planning, organizing, staffing, directingandcontrol ling. Thecoordinated performanceof these
leadstotheredlization of organizational objectives. Thisaspect of management processwill be
discussedinaseparateunit.

1.4 Social Responsibility of Management

Theconcept of socia responsi bility of management hasundergonechangesover theyears.
Initially, soci ety expected that managersthat managersshoul d not dofor thecompany what they
wouldnotdointheir personal life. Re ectingthisview itwasproposedthat management should
upholdtheinterestsof al stakeholders. Thisconcept hasal sobeendiscardedinall business
societies. Inindustrial societiestheconcept at present meansthat management takesupthe
socia problemscreated by thebus nesswhiledoingitsnormal activities, suchaspollutionand
problemsof thesoci ety arisingout of theexistingsocial condition, suchaswomendoingfamily
choresfindlittlele sureresultingintohealthbregk at early lifestage. Therearemany areaswhere
management shoul d accept responsibility of solving problemscreated by itsactionandthe
problemsof thesociety itself. Globalization processwill al sothrow upnew socia problemsthat
may cripplethesociety. Thustheconcept of socia responsibility at present doesnot rel ateto
act of bal ancing between privateethi csand publicethicsor respons venesstoaparticul ar group
of thesociety but tothewhol esociety. Indevel oping countrieswheresoci ety ismovingtowards
business society, management is urged to be responsive to the interested group. Social
responsibility of themanagement can bediscussed asfollows:

i) Responsibility towar dsowner s: Inlargecompaniesownershipand management
areseparated. Sharehol dershandover thetask of runningthebusinesstothemanagement with
theexpectation of safety of their capital andafair returnonit. By their decisionsandactions,
managers shouldingtill trustinthemind of thesharehol ders/owners.
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i) Responsibility towar dsemployees: Thehardwork, ingenuity, loyalty anddedica-
tion of theemployeesmakethebus nessefficient and effective. Managersand non-managers
al areemployees. Inadditiontolegal obligationstoempl oyees, management shouldprovide
ahedlthy environmentinwhichemployeescangivetheir best andfeel asenseof achievement.

1ii) Responsibility towar ds customers: Business exists so long its products and
servicescan sati sfy thecustomers. Customersexpect that businessmakesquality goodsand
serviceconveniently availableat affordableprocess. Thetermquality connotesdifferentto
different people. Inacompetitivemarket making thegoodsavailableisoneof thesecretsof
marketing success. Quality, priceand di stribution channel aresubject mattersof manageria
decisions. By makingtheright decisionintheseareasmanagersfulfil their responsibilitiesto
thecustomers.

Iv) Responsibility towar dssociety : Apartfromthespecificsocial ssgmentswithwhom
the company interacts in the normal course of its business, the management should be
respons vetoitsimmediateenvironment and peopl elivinginthevicinity of thecompany. The
releaseof harmful smokeandgasintotheatmosphere, dischargeof toxi ceffluentsintothenear
by water bodies, dumping of wastesand used packaging material that litter city openspace,
pollutethephysical environment.

1.5 Nature of Management

The study and application of management techniquesin managing the affairsof the
organi zationhavechangeditsnatureover theperiod of time. Though management asapractice
camelongago, infact, withtheexistenceof humangroupsthemselves, itsimpact asaforma
body of knowledge hasbeenfelt muchlater, particularly during thelast five-six decades.
V ariouscontributionstothefiel d of management havechangeditsnature, for example, from
merely apracticetoscienceal so. Similarly, other changeshaveal sooccurred. Thusthenature
of management can bedescribed asfollows:

1. Multidisciplinary. Management isbasically multidisciplinary. Thisimpliesthat,
although management hasbeen devel oped asaseparatediscipline, it drawsknowledgeand
conceptsfromvariousdisciplines. It drawsfreely ideasand conceptsfromsuchdisciplinesas
psychology, sociology, anthropol ogy, economics, ecology, stati stics, operationsresearch,
history, etc. Managementintegratestheideasand conceptstaken fromthesedisciplinesand
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presentsnewer conceptswhich canbeputinpracticefor managingtheorganizations. Infact
theintegrationof knowledgeof variousdisci plinesisthemagj or contributi on of management and
thisintegrated disci plineknownasmanagement. Therefore, thecontributionsinthefieldcanbe
expected fromany disci plinewhich deal swith someaspectsof humanbeings.

2. DynamicNatureof Principles. Principleisafundamental truthwhichestablishes
causeand effect rel ationshi psof afunction. Based onintegration and supported by practical
evidences, management hasframed certainprinciples. However, theseprinciplesareflexible
innatureand changewith thechangesintheenvironmentinwhich anorganizationexists.
Becauseof thecontinuousdevel opmentinthefield, many ol der principlesarebeing changed
by new principles. Continuous researches are being carried on to establish principlesin
changing society and no principlescanberegarded asafinal truth. Infact, thereisnothing
permanentinthelanddlideof management.

3. Relative, Not Absolute Principles. Management principles are relative, not
absolute and they should be applied according to the need of the organization. Each
organi zationmay bedifferent fromothers. Thedifferencemay exist becauseof time, place,
socio-cultura factors, etc. however, individua sworkingwithinthesameorgani zationmay a so
differ. Thusaparticular management princi plehasdifferent strengthindifferent conditions.
Therefore, principlesof management shouldbeappliedinthelight of prevailing conditions.
Allowancemust bemadefor different changing environment.

4. Management Scienceor Art. Thereisacontroversy whether managementisscience
or art. However, managementisbothascienceandart. Thiswill beelaborated | ater.

5.Management asProfess on. M anagement hasbeenregarded asaprofessionby many
whilemany havesuggestedthat it hasnot achieved thestatusof aprofession. Thisaspect has
beendiscussedindetail |ater.

6. Universality of Management. Managementisauniversal phenomenon. However,
management principlesarenot universally applicablebut aretobemodified accordingtothe
needsof thesituation. Universality of management will bediscussed|ater inthisunit.

Thenatureof management suggeststhat itisamulti disciplinary phenomenon; itsprinciples
areflexible, relativeand not absol ute. Itisboth scienceand art; it can betaken asaprofession
andfinallyitisauniversal. However, thel ast threeaspectsneedfurther elaboration becauseof
differingviewsover thisaspect of management.
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1.6 Management : Science or Art

Thecontroversy withregardtothenatureof management, astowhether itisascienceor
art,isvery old. Thiscontroversy howeverisnot very muchintheair thoughthecontroversyis
yet to be settled. Specification of exact nature of management asscienceor art or bothis
necessary to specify theprocessof |earning of management. Itisto benotedthat |earning
processinsciencediffersfromthat of art. Learning of sciencebas caly invol vestheassimilation
of principleswhilelearningof artinvol vesitscontinuouspractice.

Muchof thecontroversy of management asscienceor artisonaccount of thefact that the
earlier captainsof theindustry and managershaveusedintuition, hunches, commonsense, and
experienceinmanagingorganization. They werenot trained professiona managers, athough
they werevery brilliant and had devel oped commonsensethroughwhichthey managedwell.
Commonsenseand sciencedifferinthefollowingways:

1. Commonsenseisvagueascomparedtoscientificknowledge.

2. Hagrantincons stency oftenappearsincommonsensewhereasl ogical consstency is

thebasicof science.

3. Sciencesystematically seekstoexplaintheeventswithwhichit deals,commonsense
ignorestheneedfor explanation.

4. Thescientific method deliberately exposes claimsto the critical evaluation of
experimenta analys's,commonsensemethodfailstotest conclusionsinany scientific
fashion.

Scienceisbased onlogical consistency, systematicexplanation, critical evaluationand

experimental analysis. Thussciencecanbedefined asfollows:

Scienceisabody of systematized knowledgeaccumul ated and accepted with reference
totheunderstanding of generd truthsconcerningaparticular phenomenon, subject, or object
of study.

Thusscienceisasystematized body of knowledge. The process of scientific theory
constructionand confirmation canbeviewed asinvol ving thefollowing steps:

1. Theformulationof aproblemor complex of problemsbased onobservation,

2. Theconstructionof theory to provideanswerstotheproblemor problemsbasedon

inductionsfromobservations,

3. Thedeductionof specifichypothesesfromthetheory;
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4.  Therecasting of thehypothesesintermsof specific measuresand theoperations
requiredtotest thehypothesis,

5. Thedevisingof actua situationtotest thetheorem; and
6. Theactual testinginwhich confirmationdoesor doesnot occur.

1.6.1 Management as Science

Judgingfromtheabovefeaturesof formul ation of theory inscience, management cannot
beregarded assciencebecauseitisonly half-way. It may becalled‘ inexact science’ . Letus
explan:

Intermsof itsstructure, itisanumber of scientificdisciplineseach of whichattemptsto
provideaset of internally consi stent hypotheses, principles, |aws, andtheoriesbut thereare
many young scienceslikemanagement that only approximatethisstate.

Oneof themost important rulesof scienceisthat conceptshavetobedefinedclearlyin
terms of the proceduresinvolved in their measurement. Meanings have to be clear and
unambiguoustoavoidconfusion. Theconseguencehasbeena most unfathomableconfusion
over varioustermshasplayed aconspi cuouspart.

Inscience, observationsmust becontrolled so that causation may beimputed correctly.
Thisisadifficultruletofollow, especially instudying organi zational phenomena. VVarious
research studiesin management have suffered because of thebiasof researchers. Inmany
studies, for exampl e, avariablethat wasthought to beirrel evant wasfound to exert acasual
influence. However, the effort to identify factorsthat must be controlled and to devel op
procedurestoaccomplishthisisacontinuingone.

Scientificstatementsaretestabl eand thetestsare capabl eof repetitionwithsameresult.
Furthermore, explanatory statementsarel ogically cons stent with other explanatory statements
arelogically cons stentwith other explanatory statementsthat havebeen confirmed. However,
thisdoesnot happeninmanagement exactly. M any of themanagement principleslack empirica
evidencesand arenot testable. Further, theseprinciplesdonot givethesimilar resultsunder
varyingconditionsand, therefore, lack universal gpplication. Attemptsarebeing madetoevolve
principlesin management onthebasi sof scientific observationswhichmay haveuniversa
application, but still theprocessisinevolutionary stage.

1.6.2 Management as an Art

M anagement canberegardedasanarta so. Themeaningof artisrelatedwiththebringing
of adesredresultthroughtheapplicationof skills.\Whereasunder science, onel earnsthe* why’
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of a phenomenon, under art, one learns the ‘how’ of it. Art is thus concerned with the
understandingof how particular work canbeestablished. That is, art hastodowithapplying
of knowledge or science or of expertnessin performance. Thisisespecially importantin
management becausein many instancesmuch creativenessand adroitnessin applyingthe
managerial effortsarenecessary to achievethedesired results. Furthermoretheadequate
cons deration of peopleinvolvedinmanageria actionisvital andaddstotheconcept of art of
managing.

Scienceandartarecomplementary fiel dsof endeavor; they arenot mutually exclusve. The
medical doctor requirestheknowledgeof chemistry, biology, andanatomy. Butexcellencein
absorbingthesefundsof knowl edgedoesnomakehimanexcel lent physi cian. Hehastoapply
hiswealthof knowledgeexpertly, andhisskill inperce vinghow andwhentousehisknowledge
isessential to hissuccessin preventing and controlling diseases of mankind. Therefore,
knowledgeisnot solequalification. Similarly inmanagementif onestudent scoresAgradeand
another scoresBgrade, it doesnot meanthat theformer woul d bebetter manager thanthel atter.
Thisissobecausemanagement isan art and abetter manager isonewhoknowshow toapply
theknowledgein solving aparticular problem. Managementisanart canbeseenfromthe
followingfacts:

1. Theprocessof management doesinvolvetheuseof know-how andskillslikeany
other art suchasmusic, painting, scul pture, etc.

2. Theprocessof managementisdirected toachievecertain concreteresultsasother
fieldsof artdo.

3. Managementiscreetivelikeany other art. Creativity ismagor dimensioninmanageria
success. It createsnew situati onsfor further improvement.

4. Management ispersonalized meaning thereby that thereisno * one best way of
managing” . Every manin hisprofessionhasindividual approachandtechniquein
solvingtheproblems. Thesuccessof managerial taskisrelatedwiththepersonality
of theman apart fromthecharacter and quality of general body of knowledge.

1.6.3 Management : Both Science and Art

Thusto be a successful manager, a person requires the knowledge of management
principlesandal sotheskillsof how theknowledgecanbeutilized. Absenceof either will result
intoefficiency. A comparison between scienceandart can bepresented bel ow whichsuggests
that amanager requiresboth aspectsof management to besuccessful.
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Science Art

Advancesby knowledge Advancesby practice
Proves Feds

Predicts Guesses

Defines Describes

Measures Opines

Impresses Expresses

It can beseen that management usesboth scientificknowledgeand artinmanaging an
organi zation. Asthescienceof management increasesso shouldtheart of management. A
bal ancebetweenthetwoisneeded. Neither shouldbeoverweighed or dighted. Somefed that
further gainsinscienceof management well restrictart moreand more. Thisistruetoalimited
extentonly. Thefact remainsthat to beuseful, knowledgeor sciencemust beapplied, thatis,
artmust bepresent. Therefore, theold sayingthat ‘ knowledgeispower’ ispartially true. The
correct saying should beapplied‘ knowledgeispower.” Peopl ehaving abundant knowledge
may havelittleuseif they do not know how to useknowledge. Thisisparticularly truefor
managementwhichisasituational phenomenon.

1.7 Exercises

Definemanagement and discussthefeaturesof Managementindetail.
Discussthenatureof management.

Ismanagement aScienceor art Discuss?

Writeanoteonthe Socia Responsibility of theM anagement.

A wbdh PR
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Unit 2] Management and Administration

Structure

2.1 Introduction

2.2 AdministrationisaboveM anagement

2.3 AdministrationisaPart of Management
2.4 Management and Administration aresame
2.5 General Principlesof Management

26 Exercises

2.1 Introduction

Thereisoftenaterminological conflict between management and administration. Some
authorssuggest that thereisnofundamental differencebetweenmanagementandadminisiration;
whatever thedifferencethetwoexigts, itexistsonly intermsof usageindifferentwalksof life.
Other authorssuggest that thereisdifference between thesetwotermsbecauseboth of them
represent differentactivities. Therefore, itisdesirabl etoresol veterminol ogical conflict between
managementandadministration.

Attheinitial level of development of management thought, no distinction between
management and administrationwasmadeandboththetermswereusedinterchangeably. In
1923, theterminol ogical conflict betweenthetwowasraised by Oliver Sheldonwhen he
emphasi zedadministrationasdecis on-making functionand management asexecutionfunction.
Afterthat therehavebeenlotsof controversiesbetweentheseterms. Thesecontroversieshave
resultedintothreedifferent approaches:

(i) administrationisabovemanagement

(i) administrationisapart of management

(iii) administrationand management arethesame.

2.2 Administration is above M anagement

According to many classical thinkers, administration isabove management sofar as
different functionsintheorganizationsareconcerned. They perceivethat bothadministration
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and management activitiesaredifferent though both of themmay beperformed by asingle
individual inanorganization. Prominent amongthemareOliver Sheldon, William Spriegel,
Milward, Lansberg, Ordway Tead, Florence, etc. Thegeneral view isthat administration
rel atestopolicy formul ationand management rel atesto policy executionandthesetwoactivities
arenotthesame. For example, accordingtoMilward, “ administrationisprimarily theprocess
and agency usedtoestablishtheobjectiveor purposewhichanundertakinganditsstaff areto
achieve; secondly, admini stration hastoplanandtostabilizethebroadlinesor principleswhich
will governaction. Thesebroadlinesareusualy called policies. Managementistheprocessand
agency throughwhichexecutionof policy isplanned and supervised.” Similar view hasbeen
expressed by William Spriegel whenhesaysthat “ Administrati onisthat phaseof abusiness
enterprisethat concernsitsalf withtheoveral | determination of i nstitutional objectivesandthe
policiesnecessary tobefollowedinachievingthoseobj ectives. Management ontheother hand,
isanexecutivefunctionwhichisprimarily concernedwithcarryingout broad policieslaiddown
by theadministration.”

Thebas capproachof theseauthorsisthat administration determinesthebas cframework
of theorganizationwithinwhichmanagerial functionsaretaken. Sincethesesetsof functions
aredifferent, differenttypesof personwithdifferent qualitiesarerequired. However, suchearly
authorsonmanagement appear to beinfluenced by thefact that administrative processinnon-
businessactivitieswaswel | devel oped ascomparedto management. It canbeseeninthenext
unitthat most of theearly contributorsto management thought studied manageria processin
thebusinessorgani zationscomparatively atlower level swhoseprimary responsibility wasto
executewhat wasdeci ded by higher-level of management. Therefore, they couldperceivethe
functionsof management aslimitedtolower level sonly. Theonly exceptioncamefromHenry
Fayol whostudiedtheentiremanagementfunctionsandnever distingui shed betweenmanagement
andadminigtration.

2.3 Administration is a Part of Management

Thisapproachholdstheview that managementisacomprehens vetermandadministration
isitspart. For example, Brech hastaken management “ asthegenericnamefor thetotal process
of executivecontrol inindustry or commerce.” Hedefinesmanagement as* asocial process
entailingresponsibility for theeffectiveand economical planning and theregul ation of the
operationof anenterprise, inthefulfillment of agiven purposeor task.” Ontheother hand, he
definesadministrationas*that part of management that isconcernedwiththeinstall ationand
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carryingout of theproceduresby whichitisladdownand communi cated and the processof
activitiesregul atedand checkedagainst plans.” I f thisviewisaccepted, admini strationbecomes
asubordinatefunctionto overall management function and assuch administration which
concernedwithday-to-day executiveroutinework isapart of management. Thustheprevious
analyd sof distinctionbetweenmanagement andadminisirationstandscompl etely revisedif this
viewisaccepted.

2.4 Management and Administration are same

Accordingtothethirdapproachwhichisthemost popul ar and practi cal one, management
andadmini gtrationaresame. Bothinvol vesthesamefunctions, principlesand objectives. For
example, whilespeaking at the Second I nternational Congressof Administrative Science,
Fayol, one of the most important early thinkers on management thought, has said, “all
undertakingsrequireplanning, organization, command, coordinationand control, andinorder
tofunctionproperly, al must observethesamegeneral principles. Wearenolonger confronted
with several administrativesciencesbut with onewhichcanbeappliedequally well topublic
andprivateaffairs.” Thusthereisnodifferencebetween management and administration.
Whatever thedifferencebetweenthetwoliesismostly intheir useindifferent fieldsof human
activities

Thedistinction betweenthetwotermsmay bedrawn by analyzingtheorigin of theword
adminigtration. Itsoriginisfoundinthebureaucratic structureof government or inregul ar of
somelaws. Thegovernment of ten usestheword administrator, i nstead of management, to
handleand manageitsaffairs. Inlaw al so, administratorsareappointedtol ook after theestate
of adeceased person. Whilehandlingthegovernment affairs, administratorsaretoexecutethe
broad policieslaid down by the government, though they may also participatein policy
formulation. Similarly, theestateadministratorskeepintact theproperty and managetheestate
accordingtosomespecificmandatesof |aw. Ontheother hand, managementisnormally used
In business sphere. However, whether administration isused in non-businessfieldsand
managementisusedinbus nessfiel ddoesnot makeafundamental distinctionbetweenthetwo
because of similarity of the processinvolved inthese. Infact, eventhisdistinctionisalso
disappearing. For example, many authors have written books under thetitle “Business
Adminigtration” whichimpliesthat thesebookswoul d beused by personsacquiringknowledge
tobeutilizedinhandlingbusinessaffairs. Similarly, many institutionsoffering management
coursesoffer M.B.A. degreesfor their management graduateswhileother offersM.B.M.
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degreesfor the similar type of studentsthus, in practice, the difference between thetwo
disappearingfast.

Thebasi cpoint of controversy between management and administrationliesintermsof
coverageof activities. Thecontroversy ari sesbecausepeoplecall thevariouslevel management
functionsdifferently. For exampl e, the contentsof management functionsintermsof policy
formul ationand execution can bepresented asfollows. Somecal | theformul ationfunctionas
administrationotherscall it management. However, botharemanagement functions.

Boardof Directors
Chief Executive

Genera Manager
Superintendent

Supervisor

It may besuggested that two setsof peoplemay not berequiredto performtwo setsof
management functions. Every oneperformsall manageria functions, only rel ativeimportance
of thesefunctionsvaries. Thecontent of policy formulationishigher at higher levels, itislower
atlower levelswhileexecutionisotherwise. Therefore, it becomesunimportant whether policy
formulationfunctionisknownasadministrationor management. Thisisthereasonwhy most
of thecontemporary authorstry toavoidthisage-old controversy.

2.5 General Principles of Management

Fayol hasgivenfourteen principlesof management. Hehasmadedi stinction between
management princi plesandmanagement e ements. Whilemanagement principleisafundamental
truth and establi shescause-effect rel ationship, management el ement denotesthefunction
performed by amanager. Whilegiving themanagement principles, Fayol hasemphasizedtwo
things: (i) Thelist of management principl esisnot exhaustivebut suggestiveandhasdiscussed
only thoseprincipleswhichhefollowedonmost occasions. (ii) Principlesof management
arenotrigidbutflexible. Accordingtohim, “thereisnothingrigidor absol utein management
affairs; itisall aquestion of proportion. Therefore, principlesareflexible and capabl e of
adoptingtoevery need. Itismatter of knowing how tomakeuseof themwhichisadifficultart
requiringintelligence, experience, and proportion. V ariousprinciplesof management areas
follows:
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1. Division of work. Fayol hasadvocated division of work totakethe advantagesof
gpecidization. Accordingtohim, “ specializationbelongstonatura order. Theworkers
awayswork onthesamepart, themanager concernedawayswiththesamematters,
acquireanability, sureness, andaccuracy whichincreasetheir output. Each changeof
work bringsinittraining andadaptationwhichreducesoutput. . . yet divisionof work
hasitslimitwhichexperienceandasenseof proportionteachusmay not beexceeded.”
Thisdivisionof work canbeappliedat all level sof theorgani zation.

2. AuthorityandResponsibility. Theauthority andresponsibility arerelated, withthe
latter the corollary of the former and arising from it. Fayol finds authority as a
continuationof official and personal factors. Officia authority isderivedfromthe
manager’ spositionand personal authority isderivedfrompersonal qualitiessuchas
intelligence, experience, moral worth, past services, etc. Responsibility arisesout of
assgnmentof activity. Inorder todischargetherespons bility properly, their shouldbe
parity of authority andresponsibility.

3. Discipline. All the personnel serving in an organization should be disciplined.
Disciplineisobedience, application, energy, behaviour, and outward mark of respect
shown by employees. Disciplinemay beof twotypes: self-imposed disciplineand
commanddiscipline. Self-imposeddisciplinespringsfromwithintheindividual andis
inthenatureof spontaneousresponsetoaskilful leader. Commanddisciplinestems
fromarecogni zedauthority and utilizesdeterrentsto securecompliancewithadesired
action, whichisexpressedby established customs, rulesandregul ations. Theultimate
strengthof commandadisciplineliesinitscertainty of application. Suchadisciplinecan
be obtained by sanctions in the forms of remuneration, warnings, suspension,
demotion, dismissal, etc. however, applying such sanctions, peopleand attendant
circumstancesmust betakenintoaccount. Thiscanbelearned by experienceandtact
of themanagers.

4. Unityof Command. Unity of command meansthat aperson should get ordersand
ingtructionsfromonly onesuperior. Themorecompletely anindividua hasareporting
relationshiptoasinglesuperior, thelessistheproblemof conflictininstructionsand
thegreater isthefeeling of personal responsibility for results. Thisiscontrary to
Taylor’ sfunctiona foremanship. Onthisconflictingview, Fayol suggestedthat, 1 do
not think that ashop canbewel | runinflagrant viol ation of this(unity of command).
Nevertheless, Taylor successfully managed|arge-scaleconcerns. | imaginethat, in
practice, Taylor wasabletoreconcilefunctional ismwiththeprincipleof unity of

141



command, but thisisthesuppositionwhoseaccuracy | annotinapositiontoverify.”
Fayol has considered unity of command as an important aspect in managing an
organization. He saysthat “ should it unity of command beviolated, authority is
undermined, disciplineisinjeopardy, order disturbed, and stability threatened. This
ruleseemsfundamental tomeandsol haveputittotherank of aprinciple.”

. Unityof Direction. Accordingtothisprinciple, eachgroup of activitieswiththe
sameobjectivemust haveonehead and oneplan. Unity of directionisdifferentfrom
unity of command in the sense that former is concerned with functioning of the
organizationinrespect of itsgrouping of activitiesor planningwhilelatter isconcerned
withpersonnel atall level sintheorganizationintermsof reporting rel ationship. Unity
of direction providesbetter coordinationamong variousactivitiestobeundertaken by
anorganization.

. Subordination of I ndividual to General | nterest. Commoninterestisabovethe

individua interest. Individual interest must besubordinatetogeneral interestwhen
thereisconflict betweenthetwo. However, factorslikeambition, |aziness, weakness,
etc., tendtoreducetheimportanceof genera interest. Therefore, superiorsshould set
an example in fairness and goodness. The agreement between employers and
employeesshouldbefair andthereshoul d beconstant vigilanceand supervision.

. Remuneration of personnel . Remuneration of employeesshouldbefair and provide
maximum possi bl e sati sfactionto empl oyeesand employers. Fayol did not favour
profit-sharing planfor workersbut advocatedit for managers. Hewasalsoinfavour
of non-financial benefitsthoughthesewerepossibleonly inthecaseof largescale
organizations.

. Centralisation. Everythingwhichgoestoincreasetheimportanceof subordinate’s
roleisdecentralization; everythingwhichgoestoreduceitiscentralization. Without
usingtheterm’ centralization of authority’ . Fayol referstheextenttowhichauthority
iscentralized or decentralized. Centralizationand decentralizationarethequestionof
proportion. Insmall firms, centralizationisthenatural order, butinlargefirms, aseries
of intermediariesarerequired. Shareof authority andinitiativelefttointermediaries
dependsonthepersonal character of themanager, hismoral worth, thereliability of
hissubordinates, and al soontheconditionsof thebusi ness. Sinceboth absol uteand
relativeval uesof managersand empl oyeesareconstantly changing, itisdesirabl ethat
thedegreeof centralizationor decentralizationmay itself vary constantly.
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9. Scaler Chain. Thereshould beascaler chain of authority and of communication
rangingfromhighesttothelowest. It suggeststhat each communi cationgoing upor
comingdownmust flow througheach positioninthelineof authority. It can beshort-
circuitedonlyinspecia circumstanceswhenitsrigidfollowingwouldbedetrimental to
theorgani zation. For thispurpose, Fayol hassuggested* gang plank’ whichisusedto
prevent thescal er chainfrom boggingdownaction.

10. Order. Thisisaprinciplere atingtothearrangement of thingsand people. Inmaterial
order, thereshouldbeaplacefor everythingandevery thingshouldbeinitsplace. This
kind of order demandspreci seknowledgeof thehumanrequirementsandresources
of theorganizationand aconstant bal ancebetween theserequirementsandresources
of theorgani zationandaconstant bal ancebetweentheserequirementsand resources.
Normally, biggeristhesizeof theorganization, moredifficultthisbal anceis.

11. Equity. Equity isthecombination of justiceand kindness. Equity intreatment and
behaviourislikedby everyoneandit bringsloyalty intheorgani zation. Theapplication
of equity requiresgood sense, experience, andgood naturefor solicitingloyalty and
devotionfromsubordinates.

12. Stability of Tenure. No employee should be removed within short time. There
shoul dbereasonabl esecurity of jobs. Stability of tenureisessential toget anemployee
accustomedtonewwork andsucceedingindoingitwell. Unnecessary turnover isboth
causeand effect of bad management.

13. Initiative. Withinthelimitsof authority and disci pline, managersshould encourage
their employeesfor takinginitiative. I nitiativeisconcerned with thinking out and
executionof aplan. Initiativeincreaseszea andenergy onthepart of humanbeings.

14. Espirit de Corps. Thisisthe principle of ‘union is strength’ and extension of
unity of commandfor establishingteamwork. Themanager shouldencouragespiritde
corpsamong hisempl oyees. Theerringemployeesshouldbesetright by ord directions
and not by demanding written explanations. Written explanationscomplicatethe
matters.

2.6 Exercises

1. Whatarethegenera principalsof Management?
2. DefineAdministration& management andexplainthesamewithdiagrams.
3. Administrationisapart of Management. Explain.
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Unit 3[] Functions of Management and its Nature

Structure

3.1 Management Process

3.2 FunctionsM anagement

3.3 Natureof Management Functions

3.4 EffectiveManagement
3.4.1 Effectivenessand Efficiency
3.4.2 Effective Manager

3.5 Functionsof variousManagement L evels
351 TopManagement
3.5.2 MiddleManagement
3.5.3 Supervisory Management

3.6 Exercises

3.1 Management Process

Thegeneral approach of studying managementistotreatit asaprocess. Thetermprocess
referstoanidentifiableflow of informationthroughinterrel ated stagesof analysisdirected
towardsachi evement of anobjective. Itisaconcept of dynamicrather than staticexistence.
Eventsandrel ationshipsareseen asdynamic, continuousandflexible, and assuch, must be
considered asawhole: adynamicinteraction both affecting and being affected by many
variables. Thusmanagement asaprocessmay involveanumber of activitiesor elements. The
management processassumesthat thetotal ity of what managersdo canbedividedinto set of
interrelatedfunctions. Therefore, thestudy of management basically involvesthestudy of
managerid functions.

3.2 Functions of M anagement

M anagement processsuggeststhat all themanagersintheorgani zation performcertain
functions to get the things done by others. However, what are these functions which
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compromi semanagement processisnot quiteclear and divergent viewshavebeenexpressed
onthis. Thebasicreasonfor thisdiversity of viewsisasfollows:

Thereisnocompl eteagreement amongthewriterson management about what functions
areperformedby managers. V arioustermsandfunctionshavenot beendefined with sufficient
degreeof precisionanditisoftendifficulttoknowwhat awriter meansby agivenconcept. List
of manageria functionshasbeen derived based onmanagerial experiencerather thanfrom
systematicresearches. Naturally observationsof onemanager may differ fromothers.

Becauseof theabovefactors, thelist of management functionsvariesfromauthor toauthor
withnumber of functionsrangingfromthreetoeight. For example, Fayol, anearly thinker of
management process, hascl assfied managementfunctionsintoplanning, organizing, commeanding,
coordinatingand controlling. Gullick and Urwick havedescribedthefunctionsof management
asPOSDCORB. Eachletter of thisword denotestheinitia | etter of management functions, that
IS, planning, organi zing, staffing, directing, coordinating, reporting and budgeting. Davis
includesplanning, organizingand controlling. Brechincludesplanning, organi zing, motivating,
coordinating, and controlling. Koontzand O’ Donnell haveincluded planning, organizing,
staffing, leading (directinginpreviouseditions) and controlling. Earnest Dalehassuggested
Innovati onand representi ng a soasimportant management functionsbes desthese. Thusitcan
beseenthat thereisnoagreement over thevariousfunctionsof management. Thesefunctions
havebeentreateddifferently over theperiodof time. ErvinWilliamshassummariedthevarious
managerial functionsdevel oped over theperiod of time.

Table 3.1 : Evolution of Management Functions

1. Early concepts Han Organise Command Discipline

2. Management process Han Organise Command Control
defined by Fayol Coordinate

3. Further modification Flan Organise Direct Control

4.Modifiedby Han Organise Motivate Control
behavioural influence

5. Recent modification Flan Organise Integrate Measure
by business

6. Suggestedfurther Flan Organise Achieve Appraise

Sour ce: ErvinWilliams,“ Evolutionof OrganicManagement Functions’, AtlantaEconomic
Review, April 1971, p. 27.
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If thevariousfunctionsof management, assuggested by variousauthors, aretakeninto
account, thelist of functionscan bepresented asfollows:

Table3.2: Combined List of Management Functions

Flanning Steffing

Organising Directing, LeadingandMotivating
Commeanding Inovating

Coordinating Representing

Contralling Decison—making

Investigation Adtivating

Communicating Evauating

Securingefforts Adminigering

Formulating purpose

Thelistisverylong. However, thiscanbeshortened by combiningsomefunctionsintoone.
Forexample, directingmay incl udel eading, mativating, communicating, commanding, activeting,
andsecuringefforts Similarly planningmay ind udeformul aingpurpose, innovating; investigating
may fall under planningand controlling, and soon. Takingtheclassificationof management
functionsinthisway, unanimity prevailsinrespect of threefunctions, viz. planning, organizing
andcontrolling. However, toget thethingsdoneby othersrequiressomesort of directinghuman
behaviourtopurposeful activities. Therefore, directing canbeconsideredliketheabovethree
functions. Someauthorshavecarved out afifthfunctionasstaffing by splittingthesocia aspect
of organizing. However, thishasacquired great importanceinthecontext of themanager‘ s
responsibility for getting humanresourcesintheorganizing. Thusmanagerial functionsmay
broadly begroupedinto planning, organizing, staffing, directingand controlling. Someauthors
addcoordinatinginthislistbut thisisnot aseparatefunction of management andit canbetrested
asessenceof management sincethebasi cobjectiveof all managerial functionsistoachieve
coordinationinorganizedefforts. A detail ed discuss on of eachof thesefunctionswill takeplace
Inseparatepart for each, her abrief discussionisgivenabout what each functionincludes.

Planning. Planningistheconsciousdeterminationof futurecourseof actiontoachieve
thedesiredresults. Thisincludeswhat onewantsto achieve, whento achieve, and how to
achieve. Therefore, planningincludesdetermination of objectives, settingrulesand procedures,
determiningprojects, setting policiesand strategies, budgetingetc. All thesedeterminewhat
anorganizationwantstodo and how it can bedone.
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Organizing. Organisingistheprocessof dividingwork into convenient tasksor duties,
grouping of such dutiesin the form of positions, grouping of various positions into
departmentsand sections, assigning dutiestoindividual positions, and del egating authority
toeachpositionsothat theworkiscarried out asplanned. Organising function canbeviewed
asabridgeconnectingtheconceptual ideadevel opedin creatingand planningtothespecific
meansfor accomplishingtheseideas. Organisingfunctioncontributestotheefficiency of the
organi zation by ensuringthat all necessary activitieswill beperformed andobjectivesare
achieved.

Staffing. Staffing involvesmanning thevarious positionscreated by theorganizing
process. Itincludespreparinginventory of personnel availableandidentifyingthegap between
manpower requiredandavailable, identifyingthesourcesfromwherepeoplewill besel ected,
el ecting peopl etrainingand devel opingthem, fixingfinancial compensation, appraisingthem
periodically, etc. Thereisacontroversy whether staffingfunctionistobeperformedby all
managersintheorganizationor itistobehand ed by personnel department whichlooksafter
the personal matters enumerated above. The controversy can be settled because staffing
functionistoo complicated and time-consuming. Tomakeit convenient, someprocessesof
staffingarecompleted by personnel department. Indoing so, itfacilitatestheperformanceof
staffingfunction by mangersintheorganization. For example,

Managersarerequired to appraisethe performance of their subordinates. Personnel
department canfacilitatethisfunction by prescribing and supplyingtheproformafor this
apprai sal sothat thereisuniformity inappraisal systemthroughout theorganization. Similar
support canbeprovided by personnel department in other aspectsof staffing.

Directing. When peopleareavailableintheorganization, they mustknow whatthey are
expectedtodointheorgani zation. Superior managersfulfil thisrequirement by communi cating
tosubordinatesabout thei r expected behaviour.Oncesubordinatesareoriented, thesuperiors
havecontinousrespons bility of guiding andleadingthemfor better work performanceand
motivatingthemtowork with zeal and enthusiasm. Thusdirectingincludescommunicating,
motivatingandleading.

Controlling. Controllinginvolvesidentificationof actual results, comparisonof actua
resultswith expected resultsasset by planning process, identification of deviationbetweenthe
two, if any, andtaking of correctiveactionsothat actual resultsmatchwithexpectedresults.
Itbringstolight all bottlenecksinwork performanceand operatesasstraight pointer tothe
needsof thesituation.
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3.3 Nature of Management Functions

Natureof management functionscan beidentifiedintermsof their beinguniversal, their
iterativecharacteristics, sequential arrangement andrel ativei mportance.

M anagement functionsareuniversal inthesensethat amanager hasto performall these
functionsintheorgani zationirrespectiveof hislevel or typeof organization. Actingintheir
manageria capacity, chief executives, departmental heads, foremen, supervisorsetc., al dothe
samething. Similarly, whether itisbusinessorganization or non—bus nessorganization, the
manageria functionsareinvolved.

Managementfunctionshaveiterativequality, thatis, they arecontainedwithineachother.
For exampl e, planning, organizing, directingand control lingmay occur withinstaffingfunction.
Similarly organizingmay invol veplanning, directingand controlling. Wehear planningand
controlling of organizational design (apart of organizing process). Thusall management
functionscan bethought of assub—functionsof each other.

Althoughmanagement processsuggestsasasequentia arrangement of functions, itisnot
awayspossi bleintheperformanceof managerial functions strictly inasequence. Sequentia
concept may betruefor initiating manageria functionsinanew organizationtobeginwith. For
anon-goingorganization, itisnot necessary toins stonaspecial timesequencefor thevarious
functionsof management process. | nthiscase, management processcanbeseenasacircul ar
continuousmovement asshowninthefollowing figure.

Ranning

Controlling Organising

Directing Staffing

M anagement process

Thisprocessmay start fromany point, not necessarily from planningandendat any point.
Moreover, several functionsmay beperformed at thesametime. For example, whilegiving
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directionthrough communicationto subordinate, asuperior manager al soapprai ses(staffing
function) hissubordinateashow carefully heisgraspingtheideas.

Sincetherearemany managerial functions, oftenaquestionarises: which management
functionisimportant sothat managersdevotemoretimetothat. Thisquestionisquitevital but
itcannot bepointed out categorily that aparti cul ar management functionismoreimportant than
others. Infact, nofunctionismoreimportant but themix of thefunctionsvariesfromtask totask
andfromlevel tolevel of management. Therefore, therel ativeimportanceof management
functionscanbeidentifiedinthecontext of managementlevels. Thisandysiswill bringtheclue
for training and devel oping themanagersat variouslevel sfor theperformanceof specific
managerid functions.

3.4 Effective Management

Thebasi cobjectiveof management functionsandtechniquesistomakeoneaneffective
manager. Theorgani zationsrequireeffectivemanagersbecausethesebear costsfor employing
them. However, thebas cquestionis: Whoisaneffectivemanager?Fromthispoint of view,
onemustidentify thevariouscharacteristicsof effectivemanagerssothat attemptsaremade
tocorrel atethevariousfunctionsof management for achieving effectiveness,

Truly speaking, theconcept and criteriaof effectivenessarequitedebatablepointsin
management. Effectivenessi snot one-dimens onal concept that canbemeasured andpredicted
fromaset of clear-cut criteria. However, managerial effectivenesscanbemostly definesin
termsof organi zational goal -achieving behaviour. For example, Guion statesthat thesuccess
of anexecutivelieslargely inmeeting major organi zationgoal sthroughthecoordinated efforts
depend upon the kind of influence the executive has upon those whose work behaviour
touches.... Theexecutive' sownbehaviour contributestotheachievement of organi zational
goalsonly by itsinfluenceontheperceptions, attitudes, and motivesof other peopleinthe
organi zationandontheir subsequent behaviour.

3.4.1 Effectiveness and Efficiency

Oftenconfusioniscreated betweentwoterms: effectivenessand efficiency, though both
thesetermshavefairly clear meanings. Thetermefficiency isusedinengineeringway andit
referstotherel ationship betweeninput and output. Thusefficiency denoteshow muchinputs
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have been used to produce certain amount of outputs. Generally thisis also taken as
effectiveness. Thiscan betrueonly when outputsmeet the objectivesfor whichthisare
meant. For example, if we take two workers both producing 100 articlesin aday with
specified quality andwithout wastage, wecan say bothareequally effective. Inthiscaseboth
areusing sameamount of inputsfor thesameamount of outputsand outputsconformtothe
objectives. However, thesituationwouldbedifferentif thefirstworker produces100items
inaday without wastageand the second produces 120itemsinaday but with highlevel of
wastageand defectivequality. Inthiscase, technically speaking, thesecondworker ismore
efficient but thefirstworker ismoreeffectivethough producing atlower rate. Similaristhe
case with managerial effectiveness, though amanager’ s productivity isunlikely to be
measuredsoprecisely.

3.4.2 Effective Manager

Aneffectivemanager isonewhoispositiveinhispersonality, thatis, what typeof person
heis, hismanagerial process, and resultsof hismanagerial process, althoughall theseare
interdependent.

SKILLSREQUIREDAT DIFFERENT MANAGERIAL LEVELS:

1. Technical skill : Itreferstotheunder standingand proficiency inusingaspecific
activity involving a process, procedure or technique. It usually consists of
specialized knowledge required to accomplish the mechanics demanded in
performingaparticualr job.

2. Human Skill : It refer stotheability towor k with other sand get other sintheteam
towor k,winningco-oper ationfromall.Itinvolvesbeingabletocommunicatethe
ideaspertainingtowhat todo, how, withinwhat constr aints,usngwhat r esour ces
and within what stipulated time schedule. Themanager should also beableto
preview the attitudes of his/ her force, and what adjustments/ changes are
required tobebrought in in theseviewsso asto optimizeresults.

3. Conceptual Skill : Itinvolvesknowingtheway and havingtheability tovisualize
the*® big picture’. Thisrequiresimagination, knowledge, mental capacity to
concelve abstract ideas.

1. ThePerson. Thebasicquestioninthiscontextis: What typesof personsare most
likely to becomeeffectivemanagers, andwhat typesfail ? Therearevarioussuch studiesto
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suggest thepossiblepersonal qualitiesof asuccessful manager. Jurgensenhasdescribedthe

following characteristicsof asuccessful manager.
Most descriptive of

least descriptive of

Effective manager effective manager
Decisve Amigble
Aggressve Confirming
SHf-garting Neat
Productivity Reserved
Wedl-informed Agreegble
Determined Consarvetive
Energetic Kindy
Crestive Mannerly
Intelligent Chearful
Responsible Forma
Enterprisng Courteous
Clear-thinking Modest

Theabovedescriptionssuggest that thevariousqualitiescontributetotheeffectiveness
directly andhenceimportant. However, | east descriptivequalitiesarea sonecessary because
thesemay contributeindirectly totheeffectiveness.

2. TheProcess. Managerial effectivenessdependsuponthemanageria processinvolved
Inmanagingtheaffairsof theorganization. Inthiscategory, thereisalonglist, becauseitisnot
just possibleto specify herethe behaviour of manager asrelated to hisvariousfunctions.
However, thefollowingaresomeof theimportant behaviour of effectivemanagers:

1

o oA W N

They managework instead of people.

They planandorganizeeffectively.

Theysetgod redligticaly.

They derivedecision by group consensusbut accept responsi bility for them.
They del egatefrequently andeffectively.

They rely onothersfor helpinsolvingproblems.
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7. Theycommunicateeffectively.

8. Theyarestimulustoaction.

9. Theycoordinateeffectively.

10. Theyco-operatewithothers.

11. They show consistent and dependablebehaviour.
12. Theywingracefully.

13. Theyexpresshodtility tactfully.

3. TheReaults. Effectivemanagersandeffectivemanagingwill leadinevitably togood
things, thatis, theachievement of goa sfor whichthey areworkingintheorganization. Thuswhat
will theoutcomedependsuponthetypeof organizationthey areworkingfor. Theremay be
someconflict about the organi zational goalsand their measurement criteria, but hereitis
sufficienttosay that managerial actionsand behavioursmust contributetothereali zation of
organizationa goals.

3.5 Functions of various Management Levels

Therelativeimportanceof management functionsdiffersat variouslevel sf management.
Peopleof an organization arearrangedin ahierarchy and they all havetherel ationship of
superior- subordinate, except theperson at thetop most positionwhoissuperior aloneand
personat thelowest level whoissubordinatea one. Thus, therewill beasmany levelsinthe
organizationasthenumber of superiorsnalineof command. Fromthispoint of view someof
thelevels, canbemergedintooneonthebasi sof natureof function performed and authority
enjoyed. However, thereisno unanimity over thebroad category of management levels. For
example, Keith Davishascl assified variouslevel sif management astrusteeshi pmanagement,
departmental management, middlemanagement and supervisory management. Litterer hasa
different typeof classification when heclassifiesthemanagement level intoinstitutional
(trusteeship) level, general management (facilitating) level, and departmental management
(integrating) level. Thelast category includesforemenandother supervisory personnel. Brech
hasclassified management level sintothreecategories: topmanagement, middlemanagement,
andsupervisory level. Infact, thisclassificationismoresuitablefromanaysispoint of view,
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hencetakenfor further discussion. Variouspositionsof an organization can be put under
threelevelsasshowninFig.3.3.

MANAGEMENT
|
| |
Top Middle Supervisory
Management Management Management
| | |
Boardof Directors Departmental Heads Senior Supervisors
| | |
Charman Divisond Intermediate
Heads Supervisors
| |
Chief Sectiond Frontline
Executive Heads Supervisors

Fig3.3. Levelsof management

3.5.1 Top Management

Top management of an organization consistsof board of directors, chairmanand chief
executiveofficer. Generally, chairmanand chief executiveofficer positionsarecombinedinto
one. Atother times, chairmanremai nspart—timeintheorgani zation. Attopmanagementlevel,
environment of theorgani zationiseva uated and basi cgoal sof theorgani zation areestablished
tofittheenvironmental appraisal, resourcesavailabl eat thedisposal of theorganization, and
needsof theorgani zational members. Top management integratesthefunctionsof thewhole
organization. Itisrespons blefor overall management and performsall suchfunctionswhichare
necessary for this. Thesefunctionsmay begroupedintothreecategories: overall management,
overall operationsandoverall rel ationships. Overal managementincludesdetermination of
organizational goal sand objectives, overall planning, organizing, staffing, directing, and
controlling. Throughthisfunction, ittriestointegratetheorgani zationwiththeenvironment,
balanceinterestsof variousgroups, andisresponsiblefor overal results. Inoverall operation,
ittrand atesorgani zational plansinto action, createsenvironment for work performance, and
coordinatesdepartmental heads. Inoverall relationships, it requiresmaintainingrel ationship
withelementsinorganization’ senvironment likegovernment, tradeassociations, suppliers,
financial ingtitutes, etc. Withinthetoplevel management, functionsof board of directorsand
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chief executive differ because board is constituted by persons taking from outside the
organizationa sowhilechief executiveisaregular employeeof theorganization.

Functionsof Board of Directors

A Boardiselected by theowners(shareholders) andisresponsibletothemasthey are
agentfor managingtheaffairsof theorganization. Board hasauthority to manageasubjectto
thelimitationsimposed by theM emorandum of Associationand Articlesof Associationof the
company as well as provisions of the Companies Act. There are numerous areas of
responsi bility whicharegenerally recognized asconstituting thefunctionsand power of the
board of directors. Theseresponsibilities and functions may differ on the basis of board
compositionsanditsrelationshipswiththecompany sofar asmanagementisconcerned. Some
companiesemphasizeonly onthelegal aspectsof board functionswhileinmany cases, the
boardreally participatesinthemanagement of thecompany. V ari ousfunctionsof boardsof
directorscanbedividedintosix categories: i) trusteeshipfunction, implyingthat board must
usetheproperty of thecompany; (ii) determination of basic objectivesand policiesof the
organization; (iii) selection of top executivesand determination of overall organization
structure; (iv) approval of financial matterslikeapproval of budget, appropriationof corporate
earnings, etc., (v) checksand control sover topmanagers, and (vi) lega functionsasprovided
under the provisionsof the Companies Act whichincludesliabilitiestowardsoutsiders,
towardsthecompany andcriminal ligbilities.

Functionsof Chief Executive

Chief executiveisaperson whose responsibility isto make major decisionsfor the
organizationasawholebecauseheisresponsi blefor overall management. Hehasto perform
dual role. Ontheonehand, heischief liai son officer between board and other personnel of the
organi zationand providesinformationabout what board hasdecidedintermsof organizationa
gods, policies, etc.; ontheother hand, heisthechief executiveofficer toexecutethesepolicies
and programmesintoaction. Thusachief executivehasto performthefollowingfunctions.

1. Formulation of Long-termPlans isresponsiblefor formulation of long-termplans
and making strategicdecisions. Heisinvolvedinformul atinglong-term plansby making
decisionsabout theseplansanda soby takinginitiativeand providingrelevantinformationto
theboardinorder toarriveat suchdecisions. Informulatinglong-termplans, hecantakethe
help of planning staff and other personnel of theorganization.

2. GuidanceandDirection. Chief executiveprovidesguidanceanddirectiontovarious
functionariesintheorganizationwhichincludethefollowing:
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(i) Explainingandinterpretingpolicies, programmesformul atedby theboardof directors
(i) Executingplansby givingappropriateorderstohissubordinates
(i) rectifyingor modifying programmesset up by departmental managerstoachieve
organizationa goals.

3. Integration. Chief executiveintegratesthe effortsby variousdepartmental heads
reportingto him. Heperformsthefollowingintegrating functions: (i) integrating various
departmental headsby prescribing organizational rel ationships, (i) prescribingand defining
authority andrespons bility of variousdepartments; (i) creating conduciveenvironmentinthe
organizationfor efficientfunctioning; and (iv) providing effectivel eadershipintheorgani zetion.

4. Staffing. Chief executiveperformsstaffing function by appointing senior personnel in
theorgani zation. Heisresponsi blefor fixing pay structure, transfer, promotion, discharge, and
demotion of personnel particularly at higher levels. In doing so, he may take the help of
committeesbut final authority of makingdecisionslieswithhim.

5. Reviewand Control. Chief executive, beingresponsiblefor overall performanceof
theorganizationtriestoensurethat actual work isgoingonaccordingtoplans. If thereisany
discrepancy, hetakesimmediateactionstoovercometheproblems. Inthisregard, heperforms
thefollowingfunctions:

(1) Holding meetingsof thevariousfunctionariesto consult them onorganizational
mattersandtoreview functionsperformed;
(i) Suggestingand effecting correctiveactioninthecaseof discrepancy; and
(iii) preparing and presenting progress and control reports for perusal of board of
directors,
(iv) Informingboardof directorsabout thefunctioningof theorgani zationingenera, and
of senior managersso astotakesuitablecourseof action.
6. PublicRelations. Chief executiveisresponsi bletointegratehisorganizationwiththe

externa environment. Hehastomaintai nrel ationswithvariousagenciesinthesociety. These
may begovernment, tradeassociations, tradeunions, financial institutions, etc.

3.5.2 Middle Management

Middlemanagement standsbetweentop management and supervisory management level.
Thenumber of level. Thenumber of |evel swithinthemiddlemanagement dependsonthesize
of theorganizationintermsof number of employees. Sincetherearemany level . Attheupper
middlemanagementlevel, thebasi cdivisionsof theorganizationarelevelswithinmiddle
management, oftenitisclassifiedinto upper middlelevel andlower middledeterminedand
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overall programmesof adivisionor department areestablished. L ower middlemanagementis
primarily concernedwithcarryingout functionsfor achievingspecificgoas.
Whileworkinginthemiddle, middlelevel management hastofacepressuresfromthree
Sdes: (i) topmanagement forcesittoactinaccordancewiththepolicies, directionand guidance
set upby topmanagement, (ii) lower management putspressureover middlemanagementfor
acceptingandaccommodatingitsideasandviews; and (iii) middlelevel managersthemsalves
areinterrel ated andthey expect greater cooperationandworkingfacilities. Sincethereisno
uniformity about thenumber of level sinmiddlemanagement, therecannot beuniformity intheir
functions. However, somegenerali zationscan bedrawnandfunctionsof middlemanagement
canbeidentifiedasfollows:
(i) Performanceof variousfunctionsof theorganization sothat top management gets
enoughtimeforintegratingoverall functioningof theorgani zation.
(i) Cooperationamong middlemanagement itself and al sowithtop management and
supervisor sothat organi zationfunctionswithout any problems.
(iif) Integrationof variouspartsof adepartmentinwhosecontext managementistaking
action.
(iv) Trainingand development of employeesfor better functioningandfillingfuture
vacanciesarisngintheorganization.
(v) Development andincul cation of feelingsamongindividual sworkingwithinthe
department for subordination of individual goa stoorganizational goals.
(vi) Management of thedepartmentinsuchaway that it contri butesto thefunctioning of
other departmentsfor achievingorganizationa goals.

3.5.3 Supervisory Management

Supervisory management level isabovetheoperativesand bel ow themiddlemanagement
inanorganization. Thislevel canbeclassfiedintothreecategories, particularlyinalarge—sized
organi zation: senior supervisors, intermedi atesupervisors, andfront-linesupervisors. Supervisory
managementisconcernedwithefficiency inus ngresourcesof theorgani zation. Itisanexecutor
of policiesand procedures making a series of decisionswith well defined and specified
premises. Generally asupervisor iscalledamarginal manintheorganization. Heisconcerned
withexplainingtheviewsof managementtoworkersandtheviewsof workerstomanagemen.
Becauseof thisreason, thejob of asupervisor becomesmorecompl ex than other level sof
management. M anagement treatshimtheman of workerswhileworkerstreat himtheman of

management.

156



Supervisorisdirectly relatedwithworkers. Therefore, thejob of asupervisor differsfrom
other levels of management, though the performsthe job of management like planning,
organizing, staffing, directing, and controlling. Indoing so, asupervisor specificaly performsthe
followingfunctions:

1. Planningtheactivitiesof hissection,classifyingjobstoworkers,

© 0o N o bk wDd

10.

Guidingworkersabout procedure;

Managingandarranging necessary materials, tools, etc., for theworkers,
Ensuring mai ntenanceof machineries, c.,;
Providingonthejobtrainingtoworkers,

Supervisionandcontrol of functioning of workers;

Solving problemsof workersrelatingtojob;

Communicating theproblemsof workerswhicharenot solveat hislevel;
Providing feedback to management about the natureof work environmentinhis
section;

Maintai ningdisciplineamongworkers, devel opinginthemright typeof approach, and
mai ntai ninggood humanrelations.

V ariousfunctionsperformed by different |evel sof management suggest that managersat
every level havetoperformall fivefunctions. However, therel ativeimportanceof afunction
may differfromleve toleve. For example, planningisthemost crucial functionmay atthetop
level whileroutineanddirect control becomesmostimportant at supervisory level. Thusthe
relativeimportanceof variousfunctionsat different|evel sof management canbepresentedin
thisdiagram:

L evel of management Functions

Top

Middle

Broadand
credtive
Somewhat broad
andcregtive
Supervisory Detailedand

Managementbeing

routine

157



Itcanbeobservedfromthediagramthat top management functionsarebroadand crestive.
Therefore, at thisleve, planningfunctionsbecomesthemostimportant. Sincetopmanagement
setsobyjectivesand standardsthrough planning process, itisinterestedto exercisecontrol to
ensurethat actual resultsachievedareinlinewithplan. Atthesupervisory level, thefunctions
aredetailedandroutine. Thelevel isdirectly concerned with handling operatives. Therefore,
directingand controlling functionsbecomemoreimportant. Middlemanagement fallsin
between. Staffingfunctionisrelatively lessimportant at all level sbecausemany of staffing
functionsarehandl ed by personned departmentinmost of theorgani zation. Similarly, oncethe
organizationstructureisset up, tasksareal located, andauthority i sdefined, organizingfunction
proceedsonroutinebas srequiringlessmanagerid time.

EffectiveSupervision

Effectiveness of asupervisor isjudged on the basis of how heis contributing to his
organization by hiswork. Thus, heand hiseffectiveness can be measured intermsof his
qualities, hissupervisory process, and theresult of hisactions. Following aresomeof the
elementsof effectivesupervisory practices:

L eader ship. Leadershipisaprocessof influencingtheactivitiesof anindividual or group
for god-achievementinagivensituation. Throughthisprocess, individual or group contributes
willingly tothegoa achievement. Effectivesupervisorsperformfunctionsrel atedtoleadership
instead of doingthesamework asthesubordinatesdo. Thisstyleof supervisionleadstohigher
moraleand moreproductivity. Theleadershipwill bedescribedlaterindetail.

Closenessof Supervision. Thedegreeof closenessof supervisonMy vary fromhighly
close-supervisontohighly freesupervision. Successful supervisorsfollowthestyleof lessclose
supervision. A closed supervisionisdefined asfrequently checking up on subordinates,
providingthemfregquent and detailedinstructions, andlimitingtheir freedomtoperformthe
workintheirownway. Normally closesupervision causesl ow mora eand motivationbecause
itblocksthegratificationof somestrongly felt needsof subordinates. L essclosesupervision,
ontheother hand, producesmotivationand moralewhichareessential for high productivity.
Supervisory practi cescan beimproved by changingthestylewhichsuitsthesubordinatesina
givengdtuation.

Employee-orientation or Human relation. Takingintoaccount both employeesand
work being performed by them, therecan betwo styl es. empl oyees-oriented and production-
oriented. Theempl oyeeoriented styl estressestherel ati onshi p aspectsof employee’ sjobs. It
emphasi zesthat every individual isimportant andtakesinterestinevery one, acceptingtheir
individuality and personal needs. Production-oriented style emphasi zes production and
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technical aspectsof thejobsand employeesaretaken astool sfor accomplishing thejobs.
Effectivesupervisorsfollow employee-oriented styleand takemorepersonal interestintheir
men, understandtheir problems, punishthemlessfrequently, whenmistakesoccur. Thus
effectivesupervisionisemployee-orientedwhichcreatesafed inginthemindsof subordinates
that their interestsaretakeninto considerationinorganisational practices. High producing
workers are also of this opinion that they prefer employee-oriented technique because
supervisorstakepersona interestinthemwhichmotivatestheworkers. Inthisatmosphere, the
variousproblemsbeing faced by workerscan bedi scussedwiththesupervisorsconcernedin
ordertofind outtheir optimal solution.

Group cohesiveness. Effective supervision relates to group cohesiveness. Group
cohesivenessischaracterized by thegroup situationinwhichall memberswork together for
acommongoal, or whereevery oneisready totakeresponsibility for group chores. Groups
with high cohesivenessproduce moreascomparedto groupswithlesscohesiveness. The
reasonfor thisphenomenonisthat thebel ongingnessto high-producing group enhancesthe
membersregard for dignity of their own job. Theamount of dignity assigned by group
membersto their own jobsis highly associated with group cohesiveness. An effective
supervisor attemptsfor maintai ning group cohes venessby infusing confidenceandtrustin
employees.

Delegation. Though delegation of authority isapplicableto all types of superior-
subordinate relationships and all levels of management, it becomes, important at the
supervisory level becausesupervisory level isconsideredto bethelastlevel of delegation
authority. Appropriatedel egationleadsto high productivity intheorgani zation. Effective
supervisionImpliesadequatedel egation. A supervisor should not makeany decisionwhich
issubordinatescan make. Thisnot only devel opsconfidenceinthesubordinatesbut al so
motivatesthemfor better performance, bes dessavingasupervisorstimeto concentratefor
other work.

Other factors. Therearecertain other factors, besidestheabove, whichgotomakethe
supervisoneffective. Forexampl e, supervisorswhocaninfluencethel r superiorsandsatisfy the
needs of their subordinates for promotion, recognition, and work centered benefits are
cons dered better by their subordinates. They inspirehigher moraleinwork groupsand more
satisfactiontotheempl oyees. They a so performfunctionslikeon-the-jobtraining, informing
thesubordinatestheir dutiesand rel evant organi zationa matters, and present model behaviour
fortheir subordinates.
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3.6 Exercises

1. Management processisconsideredtoconsistof certainfunctions. Listthesefunctions
inalogical order.

2. Describe management process. How can it be used to accomplish resultsin the
organization?

3. Howwill youclassify thelevel sof management ?Briefly describethefunctionsof
differentlevel sof management.

4. “Thejobof asupervisorismoredifficultthanthat of thehigher level managers Explain
. What arethemajor jobs of asupervisor ?

5. “Supervisonprimarily deal swithinstructing, guidingandinspiring humanbeings
towardsgreater level of performance.” Amplify thisstatement.

6. Whatismeant by supervision? What aretherequisitesof effectivesupervision?
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Unit 4[] Coordination : ‘ The Essence of M anagement’

Structure

4.1 Whatiscoordination

4.2 Featuresof Coordination

4.3 Coordinationand Cooperation

4.4 Needfor Coordination

4.5 Techniquesfor EffectiveCoordination
4.6 Exercises

4.1 What is coordination

Someauthorsconsider coordination asaseparatefunctionof management. However, it
Ismoreaccurateto say that coordinationisan essenceof management rather thanoneof its
functions. Somemanagersevenfeel that coordinationisonewordthat best suggeststhesum
total of managerial functions. Some others believe that the term coordination is better
descriptiveof managersfunctionsthan managementitself. Thereasonsfor treating asthe
essenceof management may beasfollows:

1. Theconcept of essencerelatestointrinsic natureof anobject. Coordination, being
synchronizationof effortsof humanbe ngsinanorgani zation., isintring ctomanagement
tomanagement al sotriesto synchronizegroup effortsfor achieving organi zational
objectives. For realizing organizational goals, it is necessary that each effort is
purposeful, constructive, and contributesto the predetermined results. Each such
effortsshouldtendtohel p othersfor thegroupinachievingthecompositeeffort deemed
essentia for god accomplishment. Therefore, managersthroughtherevariousfunctions
try toachievethissynchronization sothat each effort contributespositively toanother
efforts.

2. A managementfunctionisdifferentfromitsessence. A functionisacompositeof duties
closely relatedin harmoni ouscharacter andin operational similarity, whichfor the
purposeof executionhastoperformsomeimportant and somelesssignificant function.
Thusafunctionhassomeobjectivesandtoarriveat that obj ective, somemoreand
somelessimportant activitiesareto beperformed. Thisistruefor variousmanagement
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functionsof planning, organizing, staffing, directing, and controlling. Eachof themhas
someobjectivesaswell asvarioussubfunctions. Infact, variousmanageria functions
takenindividually serveaparti cular purposeinachievingtotal manageria goas, thatis,
gettingthingsdoneby others. For example, planning el ement of management decides
whatistobedone. Smilarly, organizingelement decideswhowill do. Coordination,
ontheother handinvolvestheintegrationof humaneffortsfor achievingthegoa swhich
isnotaparticular function but thebasi cobjectiveof all managerial functions.

. Whenvariousmanageria functionsareperformed properly andadequateconsideration
isgiventotheirinterdependence, theresultisintegrated, well-balanced composite
effort by thegroup. Thecoordinationisachieved automatically. Whenthereispoor
execution of variousfunctionsby variousdepartmentsor individuass, theproblemsof
coordinationariseand special coordinationeffortsarerequired. Probably thisisthe
reasonthat coordination hasbeen recognized asamanagement functionby classica
authorsandby authorsof modernera. Inclassical school of management, coordination
hasbeentreated asacentral problem of management becauseauthorswerenot sure
about theinterdependenceor variousindividual sand proper execution of various
managementfunctions.Inthesystemapproachof management, executionof management
functionsproceedsonintegrativebas sand problem of coordinationdoesnot arisebut
it comes automatic process. Therefore, al management functionstry to achieve
Integration of effortsand coordination becomesessenceof management rather than
functionof management.

4.2 Featuresof Coordination

Coordinationisanintegrationor synchronizationof groupeffortsintheorganizationto
achieveitsactivities. Haimanndefinescoordinationasfollows:

“Coordinationistheorderly synchonising of effortsof thesubordinatesto providethe
proper amount, timing, and quality of execution sothat their unified effortsled to stated
obj ective, namely thecommon purposeof theenterprise.”

Inanorganization, every individual isrel ated with othersanditsfunctionseffectsothers.
Sinceall individual sultimately contributetothesameendresult, their contributionwill be
maximumwhenthereispositiveeffect of one’ seffort over others. If thisisnot donetheefforts
of somewill becounter productivefor others. Fromthispoint of view, coordinationhasthe
followingfegtures:
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1. Coordinationisrelevantfor groupeffortsandnotindividual efforts. Itinvolvesthe
orderly patternof groupeffortsbecauseanindividua whoisworkinginisolationdoes
not affect functioning of othersand no needfor coordinationari ses.

2. Coordinationisacontinuousand dynamic process. Itisacontinuousphenomenon
becauseitisachievedthroughtheperformanceof functions. Itisdynamicbecause
functionsthemsel vesaredynamicand may changeover theperiod of time. Inevery
organization, some sort of coordination exist; however, management may make
special effortstoachievecoordinationof higher degree.

3. Coordinationemphasisunity of effortswhichistheheart of coordination. Thisinvolves
thefixationof timeand manner of performanceof variousfunctionsintheorganization
and makestheindividual effortsintegrated withthetotal process.

4. Higheristhedegreeof integrationintheperformanceof variousfunctionsby various
personsintheorganization, higher isthe degree of coordinationand higher isthe
possi bility of achievement of organizationa objectives.

5. Coordinationistherespons bility of every manager intheorganizationbecausehetries
tsynchronizetheeffortsof hissubordinateswith others. However, whenthisdoesnot
work, thereisneedfor special coordinators.

4.3 Coordination and Cooperation

Coordination should not be confused with cooperation, for two terms denote quite
differentmeanings. Thetermcoordinationisrel ated withthesynchronization of effortswhich
haveamount, time, directionattributes. For managersitisameansof viewingintrueperspective
of work of aparticular unit or department of whichthey may beln-charge. Cooperationis
basically amotto; acollectiveaction of onepersonwithanother or other persontowardsa
commongoal. Thebasicmotto behind cooperationis”Eachforall andal foreach”. Thus, basic
differencesbetween coordinationand cooperation can bedefined asfollows:

1. Coordinationisbasi cally achievedthrough theperformanceof variousactivities. In
somecases, specid effortsmay berequiredfor achieving coordination. Cooperation
isbasically mottoand spirit. Themotto of cooperationleadstothedevel opment of
cooperativesysteminwhichphysical, biological, personal,and socia el ementsare
present. Itisbased ontheassumptionthat every member of cooperativesystemwill
work inthegeneral interest of thesystemasawholeand not for hisinterest.
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2. Cooperationleadstobuildingof aninstitution, for example, cooperativesociety, etc.
Infact, Barnard has visualized every organization as cooperative social system.
Coordinationbeingaprocessisrequiredinall suchinstitutionand organization.

3. Thebasi cprinciplesof coordinationcons stof direct contact, continuity of effortsand
reciprocal relation among personswhoseeffort aretobecoordinated. Ontheother
hand, basi cprinciplesof cooperationinclude(1) voluntary association, (2) democratic
processinperformanceof activities, (3) commonwelfare, and (4) aspirit of dedication
and servicewithabsol utehonesty and unquestionabl eintegrity.

4. Inagivensituation, cooperationmay exist without coordination. Thecaseof various
cooperation soci etiesand organi zationsbased onthemotto of cooperationisinpoint.
Insuchorganization, emphasizesonthecoll ectiveactionsof membersfoecertain
commongoal s andany organi zationmay becooperative. However, itisnot necessary
that coordinationexistsanall cases.

5. Thebasicobjectiveof coordinationisthesynchronizationof effortsof individualsina
work group sothat noeffort goesinwaste. Ontheother hand, thebasi c objectiveof
cooperation istoprotect theinterest of membersof acooperativegroupspecialy from
thethreatspresented by conflictinggroups.

4.4 Need for Coordination

Performanceof variousmanageria functionsinanintegrated way ensuresfair degreeof
coordinationamongindividua sand departments. However, problemsof coordinationarise
becauseof thepresenceof constant change, weak , or passiveleadership, and complexities
inheritinlargescaleorganization. Inalargeorganization, therearethreetypesof complexities
whichrequirespecid effortsof coordination: largenumber of personnd , functiona differentiation,
andspecidization.

Largenumber of personnel. Theincreasing number of personsinvolvedineverlarge
organizationcomplicatestheproblemsof coordination. Eachindividual isunique, actingto
servehisownneedsaswell asthoseof theorgani zations. Each hashisown habitsof work, his
own background, approachesto situations, and relationshipswith others. Moreover, the
individual doesnot alwaysactrationally. Hisbehaviour isneither alwayswel | understoodnor
completely predictable. Therefore, itisnot necessary that humanbeingsperformtheir actions
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without regardto othersand synchronizationineffortsmay belacking. Further, problemsof
coordination of aquitedifferent character ariseout of the preservenessof humanbeingsin
organizational settings. | ndividual sjointheorganizationasitsmemberstofulfill their needs.
Many times, these needs may be different from group needs and goals. In such a case,
organi zationa andindividua godsarenot fully achieved. Moreisthenumber of individualsin
anorganization, thehigher will bethedegreeof suchincompatibility. Itisimperativefor the
organizational efficiency that both these goals are brought to alevel of conformity, and
management triestointegrateindividual and groupgoal sthrough coordination.

Functional Differentiation. Functionsof anorganizationarefrequently dividedinto
departments, divisions, sections, andthelike. Coordinationis, therefore, necessary tolink the
functionstogether andassuretheir contributiontothetotal result. Coordinationproblemsarise
becausedomainsbecomesolidified, with barriersbetweenthembecomerigid. Eachunittries
toperformitsmissionin isolationfromtheothers. Sometimesthi shappensbecausefunctions
aregroupedillogically, or managerstaketheexpediencerather thanthelogical route. For
example, conflict between sal esand producti on department ari sesbecauseof thisreason. The
salesdepartment hasafundamental interestinsellingasmuchaspossible; efttoit, it may even
sl thetwi ceof what producti on department can produce. Ontheother hand, itispossiblethat
salesmay drop because of market conditionsor poor salesmanship, or both. Inthiscase,
productionsdepartmentsmay producefar morethancanbesold, forithasaneconomicinterest
of utilizingtheproductioncapacity. Insuchacase, itisclear that therearemany divergent
interests intheactivitiesof thesetwo departments. Thisproblem hasto behandledthrough
somemeans, otherwi seorgani zationa resourcesmay goin waste. Theremay besevera such
casesinalargeorganization.

Specialisation. There is high degree of specialization in modern organizations.
Sepecidisation arisesout of thecompl exitiesof moderntechnol ogy aswell asfromthediversity
of tasksand personsneeded to them. Specialisation isreflectedintheuseof specialistsof
varioustypes. Itisthenatureof training of specialiststhat they aremadetofeel that they are
thebestjudgeof thescope, nature, and kind of work they perform. Specialiststhink that they
arequalifiedtojudgeeachother accordingtoprofessiona criteria, but outsiderscannot have
a adequate basis for such judgements. If the specialists are allowed to work without
coordination, theresultscan becostly. Therefore, somemechani smisrequiredto coordinate
theeffortsof variousspecialistsintheorganization.
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4.5 Techniquesfor Effective Coordination

Thebasi cobjectiveof all managerial functionsistoget thingsdoneby coordinatedefforts.
Thusevery management functionsshoul dlead to coordination. However, conflictsfrequently
arisesinceitisvirtually impossibleto achieveamechanically perfect system of clear-cut
jurisdictions. Therefore, managershaveto achieve coordination by making somespecial
efforts. Someof theseeffortsmay beinthefollowingdirections:

Coordination by Chain of Command. Inanorganization, thechainof commandisthe
maostimportant method of coordination., particularly vertical coordination. Vertical coordination
isrequiredtoharmonizethework allocatedtoseveral level sintheorgani zation. Itensuresthat
thevariouslevelsdonot act out of accord with each other or with policiesand obj ectivesof
theorganization. Theconceptsof unity of efforts, timingandorderly effortsapply toall levels
andall unitsof theorgani zation. A manager canachievethevertical coordinationby usinghis
authority. Becauseof hisorganizational position, position, hecanissueordersandinstructions
tohissubordinates. Thisprocesscangodowntheorganization. Hecan definetheauthority of
hissubordinates, their functions, andtiming of performance of thesefunctions. However, role
of chainof commandislimited eventoachievevertical coordination.

Coordination byleadership. If coordination cannot beachieved by mereexerciseof
authority , managerscanusetheir |eadershipto bring coordinationamong thesesubordinates.
L eadershipistheprocessof inducing subordinatesto cooperatewillingly. L eadershipbrings
individua motivationand persuades thegrouptohaveidentify of interestsand outl ook ingroup
efforts. Thusmany conflicting situations can be overcomeby inducing peopletoworkin
harmony by exercisingleadership.

Coordination by Committees. Committeeisabody of personsentrustedwithdischarge
of somefunctionscollectively asagroup. Theroleof acommitteeissignificantinachieving
horizontal coordination. Coordinating horizontalyisamatter of rel atingtheeffortsof functiond,
divisional, or territorial unitstoeach other. Committeeensuresthat problemswhichariseout
of rel ationshipsamong variousunitscan be solved by group decisions. The core of group
decis on—making, sofar ascoordinationisconcerned, liesintheopportunitiesfor freeand open
discuss onandinterchangeof i deas, problems, proposal sand sol utions. Improved understanding
of organi zation-widemeattersleadstobetter coordination.

Staff Meetings. Periodicstaff meetingscanbehighly effectiveinpromoting coordination
through better communication. Usually, itisdesirablefor aregular timeto beset asidefor
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meetings. Thesemeetingsgenerally contributeinthefollowingwaystoachievecoordination:
() togive everyonepresent asenseof theunity andinter connectednessof thework of the
organization asawhole; (ii) to learn from the superior manager about new problemsand
developmentswhichaffecttheirwork; (iit) tosolicitand enlist thethought and cooperation of
staff membersinthesolution of problems; (iv) toprovidean opportunity for subordinatesto
bring up questionswhichthesuperior manager should know about andwhichmay affect the
operationsof parallel divisonsof theorganization.; and (v) toprovideaforuminwhichfriction
pointsor areasof inadequatecoordination arebrought intotheopen.

Special Coordinators. Generaly, inbigorganizationsspecia coordinatorsareappointed.
They normally workingtaff capacity tofacilitatetheworkingof mainmanagers. A coordination
cell may dsobecregted. Thebas crespongbility of thecell istocollect therelevantinformation
andtosendthistovariousheadsof sectionsor departmentssothat i nterdepartmental work and
relationshipiscoordinated. |nsomecases, aparticul ar personisappointedto coordinatethe
work of a particular nature. For example, in a particular project , along with various
functionaries, aproject coordinator cana sobeappointed. Hisbasi cfunction istocoordinate
variousactivitiesof theproj ect and to keepinformation about thedevel opment of theproject.

Salf Coordination. Thebasi cprincipleof self coordinationismodificationof functioning
of adepartmentinsuchaway that each department coordinateswith other departments. Each
department or sectionor individual affectsother andisal soaffected by others. Therefore, if
thosedepartments, sectionsor individual sapply amethod of workingwhichfacilitatesothers,
salf coordinationisachieved. Thiscanbedoneby better horizontal communication. However,
merecommuni cationdoesnot work unlessthereisaproper organizational climateinwhich
eachoneseestheintegrationof hisgoa swith organi zational goal sand al sothebenefitsof his
departmentswithothers.

4.6 Exercises

1. Whatdoyoumeanby coordination?How isit different from cooperationand control ?
2. Inwhat senseiscoordination called theessence of management ?

3. How cancoordinationbeused asaninstrument of effectivemanagementaction?

4. Discussthevarioustechniquesthroughwhichcoordinationcanbeachieved.
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Unit 5[] Management Roles and Functions in the
Hospital

Structure
51 Introduction
5.1.1 WorkingwithPeoples
5.1.2 TheEnablingRole
5.1.3 Hospital Administration & staff
5.1.4 Staff motivation
5.1.5 FacilitatingDecision making
5.1.6 Management of Resources
5.1.7 Negotiating
5.1.8 ContainingCosts
5.1.9 Dealingwithnewtechnology
5.1.10EstablishingM anagerial Climate
5.1.11 Management Development
5.1.12 Social Commitment
5.2 Skillsof effective Managers
5.2.1 Technical Skill
5.2.2 Human Skill
5.2.3 Conceptual skill
5.2.4 Importanceof theThree SKills
5.3 Departmentation
5.3.1 Need and Importanceof Departmentation
5.3.2 Basisof Departmentation
54 Exercises

5.1 Introduction

Thisisadescription of thevariousrol esand functionsof the hospital sadministrator,
and activities associated with them. Description of each function or role leads to akey
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element under that role. At the end of each such description, the key element is
highlighted.

Mintzber g’'sManagement Roles

| dentifyingtheRolesM anagersP ay

Whichrolesdoyou play most often?

Asamanager, you probably fulfill many different rolesevery day.

Forinstance, aswell asleading your team, youmight findyoursel f resolvingaconflict,
negotiating new contracts, representing your department at aboard meeting, or approvinga
request for anew computer system.

Putsmply, you reconstantly switchingrol esastasks, Situations, andexpectationschange.

M anagement expert and professor, Henry Mintzberg, recognizedthis. Heargued that
thereareten primary rolesor behaviorsthat can beusedto categorizeamanager’ sdifferent
functions

L et us examinetheserol es,andwe' |l seehow you canuseyour understanding of themto
improveyour management skills.

TheRoles

MintzbergpublishedhisTenManagement Rolesinhisbook, “ MintzbergonM anagement:
Insideour StrangeWorldof Organizations,” in 1990.

Thetenrolesare:

Figurehead.

Leader.
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Liaison.

Monitor.
Dissemingtor.
Spokesperson.
Entrepreneur.
DisturbanceHandler.
ResourceAllocator.
Negotiator.
ThelOrolesarethendividedupintothreecategories, asfollows:
Category Roles
Interpersonal Figurehead
Leader
Liaison
Monitor
Informationd Disseminator
Spokesperson
Entrepreneur
Decisond Disturbance Handler
Resource Allocator
Negotiator
Let’ slook at each of thetenrolesingreater detail.
Interpersonal Category

Therolesinthiscategory involveprovidinginformationandidess.

Figurehead—Asamanager, youhavesocia, ceremonia andlegal responsibilities. Y ou're
expectedtobeasourceof inspiration. Peoplelook uptoyou asapersonwithauthority, and
asafigurehead.

L eader —Thisiswhereyou provideleadershipfor your team, your department or perhaps
your entireorganization; andit’ swhereyou managetheperformanceandresponsibilitiesof
everyoneinthegroup.

Liaison—Managersmust communicatewithinternal andexternal contacts. Y ouneedto
beabletonetwork effectively onbehalf of your organi zation.
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Informational Category

Therolesinthiscategory involveprocessinginformation.

Monitor—Inthisrole,youregularly seek outinformationrel ated toyour organizationand
industry, lookingfor relevant changesintheenvironment. Y oual somonitor your team, interms
of boththeir productivity, andtheir well-being.

Disseminator —Thisiswhereyou communicatepotentially useful informationtoyour
colleaguesandyour team.

Spokesperson—M anagersrepresent and speak for their organization. Inthisroleyou' re
responsiblefor transmittinginformation about your organi zationanditsgoal stothepeople
outsdeit.

Decisional Category

Therolesinthiscategory involveusinginformation.

Entrepreneur—Asamanager, you createand control changewithintheorganization. This
meanssolving problems, generating newideas, andimplementingthem.

Disturbance Handler —\Whenan organi zation or team hitsan unexpected roadbl ock, it's
themanager whomust takecharge. Y ou al so need to hel p mediatedi sputeswithinit.

ResourceAllocator—Y ou'’ || a soneedto determinewhereorgani zational resourcesare
best applied. Thisinvolvesallocatingfunding, aswell asass gningstaff and other organizational
resources.

Negotiator—Y oumay beneededtotakepartin, and direct, important negotiationswithin
your team, department, or organization.

ApplyingtheModd

Y ou can use Mintzberg’' s10 Management Rolesmodel asaframe of referencewhen
you' rethinkingabout devel opingyour ownskillsand knowledge. (Thisincludesdevel oping
yoursalfinareasthat you consciously or unconscioudy shy away from.)

Firgt, examinehow muchtimeyoucurrently spendoneachrole. Doyou spend most of your
day leading?M anaging conflict?Disseminatinginformation?Thiswill helpyoudecidewhich
areastowork onfirst.

Next, get apieceof paper andwriteout all tenroles. Scoreyourself from 1-5oneachone,
with1being“Very skilled” to5being”Notskilledatall.”

Onceyou’ veidentifiedyour weak areas, usethefollowing resourcestostartimproving
your abilitiesineachrole.
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Figurehead

Figureheadsrepresent their teams. I youneedtoimproveor build confidenceinthisares,
startwithyourimage, behavior, andreputation . Cultivatehumility andempathy ,learnhow
to set agood exampleat work , and think about how to beagood rolemodel.

Leader

Thisistheroleyou probably spend most of your timefulfilling. Toimprovehere, start by
taking our quiz, How Good Are Y our Leadership Skills? Thiswill giveyou athorough
understandingof your current abilities.

Next, learnhow tobeanauthenticleader , soyourteamwill respect you. Also, focuson
improvingyour emotiond intelligence —thisisanimportantskill for beinganeffectiveleader.

Liaison

Toimproveyour liaisonskills, work onyour professiona networking techniques. Y ou
may alsoliketotakeour Bite-Sized Training courseon Networking Skills,

Monitor

Toimprovehere, learnhowtogather information effectively andovercomeinformation
overload . Also, useeffectivereadingstrategies , sothat you canprocessmaterial quickly and
thoroughly, andlearn how to keep up-to-datewithindustry news.

Disseminator

Tobeagooddisseminator you needtoknow how toshareinformationand outsideviews
effectively, whichmeansthat good communicationskillsarevita.

L earn how to shareorganizational informationwith Team Briefings . Next, focuson
improvingyourwritingskills . Y oumight al sowant totakeour communicationskillsquiz ,to
findout whereel seyou canimprove.

Spokesperson
Tobeeffectiveinthisrole, makesurethat you know how to represent your organization

ataconference .Y oumay alsowanttoreadour articlesondeliveringgreat presentations and
workingwiththemedia (if applicabletoyourrole).

Entrepreneur

Toimprovehere, buildonyour changemanagement skills, andlearnwhat nottodowhen
implementingchange inyour organization. Y ou’ [l lsoneedtowork onyour problemsolving
andcrestivity skills, sothat you cancomeupwithnewideas, andimplement themsuccessfully.
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DisturbanceHandler

Inthisrole, youneedtoexcel at conflictresolution andknow howtohandleteamconflict.
It’ salso hel pful to beableto manageemotioninyour team.

ResourceAllocator

Toimproveasaresourceallocator, learnhow tomanageabudget, cut costs, andprioritize
, Sothat you can makethebest useof your resources. Y oucanasouseVRIOAnalysis to
learnhow to get thebest resultsfromtheresourcesavailabletoyou.

Negotiator

Improveyour negotiationskillsby learningabout Win-WinNegotiation andDistributive
Bargaining .

Y oumight alsowanttoreadour articleonrole-playing —thistechniquecanhelpyou
preparefor difficult negotiations.

Key Points

Mintzberg' s10Management Rolesmodel setsout theessential rol esthat managersplay.
Theseare:

Figurehead.

Leader.

Liason.

Monitor.

Dissemingtor.

Spokesperson.

Entrepreneur.

DisturbanceHandler.

ResourceAllocator.

Negotiator.

Y oucanapply Mintzberg' s10Management Rolesmodd by usingitasaframeof reference
whenyouwanttodevel opyour management skills.Work ontherol esthat youfulfill most often
asapriority, but remember that youwon’ t necessarily fulfill every roleaspart of your job.
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5.1.1 Working with Peoples

Theadministrator hasnodirectclinical responsibility for any patients, that firmly onthe
membersof themedical staff who havetheclinical freedomtodecidewhoshal | betreatedfor
what, by what meansandfor how |ong. Becausedoctorsareresponsibleinthisway, they are
inauniguepositiontoinfluencethework and devel opment of thehospital. Thephysician’s
“management” of acasehasaneffect far beyondtheclinicor wardsituation, onthework of
theother staff, andinthefunctioning of other departmentsremotefromhissphereof action.

Thus, theclinicianstoavery great extent call thetunefor all theserviceswhichcontribute
topatient care- not only for nursing, pathol ogy, radiol ogy, and pharmacy, physiotherapy, and
therest of theprofess onssupplementary tomedicine, but al sofor thecook whomakesthesalt-
freediet, thetechnicianwho maintainsthediaysismachine, theward boy whofetchesthe
oxygencylinder or thenursewhosetsupas|V line.

Dictum: balancethegoal sof the hospitalsby working with patient careteamswhere
physicianisthekingpinwhointurnsworkswith othersinrendering patient care. Understand
workers, their motivationand aspirations, and knit themtogether asateam.

5.1.2 The Enabling Role

Oneof theprimerolesof theadministrator i stoenabl ethedoctors, nursesand patient-care
teamtodotheirjob. He"enables’, “sees’ toand“ ensures’ . All thisispart of hisenablingjob,
but not the whole of it. He must concern himself also with creating and maintaining the
nonmaterial conditionsin which the professional staff can do their work best- morale,
atmosphere, thesprit of theplaceareasmuchof hisbusinessasthewater supply andelectricity.

Dictum : Ensure the provision of necessary physical facilities and ensure that the
supportiveservicesareavailableintheright amount, of theright quality, and at therighttime
andplace.

5.1.3 Hospital Administration and Staff

Runningany hospital callsfor agreat dedl of factandingenuity. Thisisbecausethereare
many typesof staff who arespecialistsintheir own sphereand departments, whichfunction
moreor |essasautonomousunits.

Workersattheoperational level, e.g. nursing personnel, feel that morethan oneauthority
controlsthem-firstly thehead of theclinical service, secondly thehead of thenursing department
andthirdly theadministration. Thismultiplicity of reportingandregul atingauthority isasource
of constanttrouble.

Dictum: Understandthestaff and understand variationsin stylesof administration.
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5.1.4 Staff Motivation

Expensivefacilitiesand equi pment do not necessarily makefor agood hospital , itisthe
peoplewho operatethemthat makethehospital go. Thisfunctionisoneof themost challenging
functionsof ahospital administrator. Thestaff needstobemotivatedtogivetheirbestatal times
evenintryingsituations. Many discouragingfactorsand stresssituati ons, inwhich hospitals
abound, tendeasily toleadtoerosioninmotivation.

Dictum: develop measuresto keep up motivation of all categories of staff, and be
constantly onthel ook-out for casesof dissatisfactionand conflict.

5.1.5 Facilitating Decision Making

A great part of thejob of ahospital administrator concernswith decisionmaking. There
aresevera kindsof decisionmakinginahospital. Themost characteristicarethetechnical
decisionsabout thetreatment of patients, withwhichheisnot directly associated, but which
influenceoverall decisionmaking, withwhichheisconcerned.

Whether herecognizesit or not, theclinician, nolessthan hiscolleagueswhorunthe
X-ray or pathol ogy departments, isal soamanager. Themaost common decisionabout which
patient toadmit andfor how |ong should hebekept inhospital canbetakenonly by individual
physicians. To them these may seem to be purely clinical decisions, but these are a'so
management decisions. ToadmitMr. A other thanMr. B or tokeepMrs. Cinhospital afew
dayslonger, ortosendMs. D homeearly tofreeabedfor someoneel se, all thesearedecisions
whichinfluenceuseof resources.

Withinaparticul ar specialty thechief of that specialty exercisesasort of coordinating
function. However, between speciaties, thereissomed ement of confusion. V ariousdepartment
headsmay findthemsel vesinacompetitiverelationship. Althougheachchief isentitledfor help
fromthecommon services, and hasarighttogetit, thisdoesnot happenautomatically.

Dictum: Provideappropriateinputstodecisionmakingattheclinical departmental level,
and coordinatedecisionmakingat theinterdepartmental level.

5.1.6 Management of Resources

All decisonmakingislimitedby thehumanandmateria resourcesthehospitalshas. The
variety and quantum of thepressuresand constrai ntson hospital administrationisbest seen
whenitcomesto deciding between competing claimsfor manpower andfinancia resources.
How doesonecomparetheneedfor anew lifttoreplaceavery old onewiththat for aset of
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ventilatorsfor the | CU? Or the requirement of two dataentry operatorsfor the computer
sectionwithextratechnicianinthelaboratory for anew oncol ogy programme?Thecost of some
of themcouldbemet from capital account, of othersfromrevenuesurplusandsomematinvolve
devel opment expenditurerequiring adecisionof theboard. Thecompetition betweenthemis
equal. Butwhodecidethis?

Decis onsof thiskindwhichtogether affect resources- decis ontospendmoney, involving
achoiceamong alternativesevenwheresuch choi cesareunrecognized must bemadeby the
administrator. Thehospital sadministrator asanexpertintheart of getting thingsdonedoesnot
arbitrateonthisor that, but assimilates, reconciles, and synthes zesal l theviewsof thosewho
put up competing demands. Nevertheless, in making decisions, at times, he may haveto
succumbtowhat isexpedient.

Dictum: Hisjudgment may not necessarily besuperior tothat of theexpertswho propose
thecase, but hispositionisthemost appropriateonefromwhichtomakeit.

5.1.7 Negotiating

Theadministrator spendsconsi derabl etimenegoti ating both with agenciesoutsidethe
hospital andwithstaff memberswithin, especially regardingtheir workingarrangementsand
conflictresolution. Thisisnottobeconfused with negotiatingwithworker’ sunionwhichisa
collectivebargainingprocess. Administratorsmust negotiatewiththird party payers(insurance,
compani es, employers) regul atory agencies, planning groups, equi pment vendorsand soon.
Therearea soelementsof negotiationinthehiring of personnel andsalary determination.

I dedlly, theadministrator shoul dstrivefor apositiveproblem-solvingsituation. Thisimplies
movingaway fromawin-lose(l winyoulose, or viceversa) Stuationtoawin-win) endresult.

Dictum: Steer closer to“ creative problem solving” situation, rather thanturningtoa
“choice’ situation. Emotionsdo play apartinnegoti ating session, but guard against them.

5.1.8 Containing costs

Beinginchargeof the* business’ sideof hospital smanagement, ahospital administrator
isresponsiblefor theconduct of al the* business’ aspects. Althoughahospital isnotaprimarily
businessinstitution, businessmattersarevital toitssurvival eventhoughthey may not bethe
reasonforitsexistence.

With phenomenal riseinhospital costs, theadministrator hastodevoteconsiderabletime
andenergy tomonitor and contain costs. Themedi cal staff knowsvery littleor nothingabout
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theeconomicsof hospital care. Therefore, itisnecessary to makecost-conscious, toreduce
expenditurewithoutjeopardizing patient care. Thehospital administrator achievethisthrough
presentingthemwithdifferent typesof costing data, and seekingtheir cooperationincontaining
costs.

Theadministrator putsinto practicehisknowledgeand skillsinfinancial managementto
practical useinforecastingfinancial resultsasprecisay aspossible. If thebudgetinghasnot been
carriedout correctly, fundallottedfor specificactivitiescanonly bedivertedtoother activities
at theperil of smooth running of thehospital.

Dictum: Exercisecontrol over financia mattersthrough costing, cost-control, budgeting
andjudiciousinvestment of hospital funds.

5.1.9 Dealing with New Technology

Hospital practicehasbecomemoreand moredependent on hightechnol ogy whichcan
becomerapidly outdated asthetechnol ogi cal advancecontinues. M edical staff aresubjected
tosal espressurefrommanufacturersof newer items, andthey may tendto seek what isnew
without regard to cost becauseof theglamour attached with newer sophi sticated equi pment.

Dictum: Strikeajudiciousbal ancebetween new technol ogy andthehospital’ sneeds,
caterfortrainingandretrainingtocatchupwithnew technol ogies, innovationsandimprovements.
Organizesuchtrainingatforma, informal,institutional andindividual levels,

5.1.10 Establishing Managerial Climate

One of the key responsibilities of the hospital administrator isthat of establishing a
‘managerial climate”’ . Hospitalshavetheir own* personalities’ peopledo. Thispersonality
springsfromvalueheld by thoserunningthehospital andthephysi cianswhoworkinit, and
governedby thesens bilitiesandimpress on of thosewho comeincontract withthehospital .
Administratorsand other staff between both play amajor roleinthedevel opment of these
values. Traditional and past history and bear uponthevaluesheld by thepeople.

Dictum: Administrative personnel must becompatiblewith each other and withthe
organization. Whereachangeinmanagerial climateiscalledfor, bepreparedtorecognizethe
need and becapableof meetingit. Providethemainleadinthedirection.

5.1.11 Management Development

Theadminigtrator cannot managetheinstitutionsinglehandedly by himself. Thereisample
needtostrivefor better managementinahospital, which hasfew trained managers. Rapid
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changesare occurring which necessitate upgrading theknowledge, skillsand attitudesin
subordinateadministrativepositions. Therefore, apart of theeducational activitieshastobe
directedtotrainingandretrainingof theadministrativepersonnel,and evenmedical staff,in
supervisory and managerial positions. Management devel opment isacontinuing activity.
Personne areencouragedtoattend variousprogrammeof coursesandworkshopstoimprove
theirmanagerial andleadershipskills.

Dictum: Thequality of patient caredependsuponthequality of thehospital’ shuman
resources, whichinturnisdeterminedby thequality of thel eadershipat variouslevels. Facilities
thismost critical input by planned|eadershipdevelopment at different levels,

5.1.12 Evaluation

Theability toeva uatepeople, programmesandtheoverall effectivenessof thehospital is
oneof thecompetenciestheadministrator hastodevel op. Eval uationincludeseval uation of
employee-clientel e rel ationship and interpersonal behaviour. Thejudging ability of the
administrator at timesincorporates“intuition”.

Dictum: Continuous, ongoingself evaluationisameansof quality assurance.

5.1.13 Fact-Finding and Investigation

Whereastheadministrator makesthedecisionsmostly based upon hisknowledgeand
experience, somewill bemadeonly after muchfact-findingandanaysis. Manageria styleisan
important elementinfact finding andinvestigation. Situationswhereconsensusisimportant
wouldcall for attentiontothegroup decision-making process, asopposed tosituationscalling
forimmediatedecisionsthat cannot bedel ayed.

Dictum: Factfindingandinvestment call for cautionsothat theworkerssensibilitiesare
not offended.

5.1.14 Social Commitment

Thehospita administrator isapart of thesoci ety inwhichthehospital functions. Hisvision
thereforemust berestricted tothehospital inisolation. Hemust beawarethat heisapart of
thewider health caresystemand servesthel arger soci ety throughthehospital.

Dictum: Balancetheconflicting requirement of looking after thebusi nessinterestsof the
hospital withthesocial obligationstowardssociety.
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5.2 Skillsfor Effective Managers

A questionisoftenaskedwhether theeffectivemanagerinonestuationor ingitutionculture
cana soprovetobeaseffectiveinanother Stuationor culture. If theskills, qualitiesandabilities
of effectivemanagersareall sovery well documented, arethere any differencesinthese
qudities, skillsand abilitiesat variouslevel sof theorganization? Therearenumerousexample
of somemanagersvitalizingabadly runinstitutionwithapoor publicimagetoavery successtul
one. Thereareal so other examplesof somesuccessful managershaving beenremovedfrom
Importantmanagerial positioneither onchangeof ownershipof theingtitutionor of their failure
towork under adifferent organizational culture.

After alotof research, it hasnow been established that successful management restson
threebasicskills-technical, humanand conceptual . Thesethreeskillsarenot absol uteand
mutually exclusive, butinterrel ated.

5.2.1 Technical Skill

Technical skill istheunderstanding of proficiency inspecifictypeof activitiesinvolving
methods, processesor techniques, e.g. thoseof anengineer or adoctor. Itimpliesspecialized
knowledgeinthat tradeand proficiency intheuseof techniquesandtool sof thetrade, andwhich
canbeeasily observed and assessed.

5.2.2 Human Skill

All managersachievetheorganizational objectivesthroughtheeffortsof othersinthe
organization. Humanskill istheskill indealingwith people(rather thanthingsor objects). It
involvesability andjudgementinworkingwithandthrough people, includinganunderstanding
of motivation. Thisskillisdemonstratedintheway theindividua perceiveshissuperiors, equas
andsubordinates, andrequiresawarenessof their attitudes, beliefsandfedlings. Italsoinvolves
theability toeffectively communicatewith otherssoastoinfluencetheir behaviour.

5.2.3 Conceptual skill

Conceptud kill involvestheability tounderstand compl exitiesof thewhol eorganization
and how changesinany onepart of theorgani zation affect others. Thisknowledgepermitsthe
managerstoact accordingtotheobjectivesof thetotal organi zationrather thanonly onthebasis
of needsof theproblemat hand. Thesuccessof decisiondependsontheconceptual skill of

179



managers who make the decision. The attitudes and values of top manager make up an
organization personal ity and distingui shgood organizationsfromothers.

5.2.4 Importance of the Three Skills

Themix of theseskillsvariesasanindividua advancesinmanagement fromsupervisory
totopmanagement position. Atthel ower level sof every organi zation, technical skillsarethe
mostimportant. Asthemanager advancesfrom|ower tohigher level sintheorganization, less
technical skillstendtobeneeded. Althoughitisimportant at thelower level saswell asthe
highestlevel, humanskill assumesparamountimportanceat themiddlemanagement level . At
thehigher level, conceptual skill assumes moreimportancein policy decisions, strategy
formulationand planningaction. Thechief adminisirator at thehighest |evel may lack technical
skillsandhumanskills, andstill beeffective. Butif hehaspoor conceptual skill, itisboundto
landtheorganizationinto problems.

Whiletheamount of technical and conceptual skill neededat differentlevel sof management
varies, thecommon denominator that appearstobecrucial atall level isthehumanskill.

MANAGEMENT SKILLS
SKILLS

L evelsof Management

CONCEPTUAL

HIGHERLEVEL
Management

HUMAN

MIDDLELEVEL
Management

LOWERLEVEL
Management
TECHNICAL

5.3 Departmentation

Departmentationistheprocessof dividing thework of organizationintovariousunitsor
departments. Thetermsused todenotethedepartmentsthat result fromdepartmentationvary
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agreat dedl . Inbusinessorgani zations, suchtermsasdivis on, department and sectionareused
;ingovernment, theseareca led branch, department, bureau, and section; inmilitary, regiment,
battalion, group, and company areused. M oreover, theterminology may vary indifferenttypes
of organizationsor inorgani zationsof thesamenature. Theprocessof departmentationmay,
however, bethesame.

5.3.1 Need and Importance of Departmentation

Thebasic need of departmentation arises because of the limitation on the number of
subordinatesthat canbedirectly managedby asuperior. If thereisnodepartmentation, thislimit
would seriously putlimitationsonthesizeof theorganizations. Grouping of activitiesand
personndl into departmentsmakesit poss bl etoexpand anorgani zationtoanindefinitedegree.
Besides, departmentati onhel psinincreas ngtheefficiency of organizationinthefollowingways.

5.3.2 Bases of Departmentation

Theactivitiesnecessary toachievetheorgani zationa objectivesareabas cconsideration
inorganizing. The nature of these activities differs considerably. However, the bases of
departmentationhavegeneral applicability and canbeappliedinmany different Stuations. The
basesmorecommonly usedare: (i) functions, (ii) territory, etc.

5.3.3 Functions

Functiona departmentationisthemost widely usedbasi sfor organi zationactivitiesandis
presentinalmost every organizationat somelevel . Functional departmentationmay beginat
differentlevelsof themanagementhierarchy.

5.34 Territory

Territorial departmentationisespecially useful tolarge-scal eenterpriseor enterprises
whaoseactivitiesarephys caly or geographically soread suchas, banking, insurance, transportation
anddistributionnetwork throughout aterritory, etc. Here, all theactivitiesinagivenareaof
operationsisdividedintozones, divisions, sectionsand branches.

5.4 Exercises

1 What isDepartmenti sation?\What arethetypesof Departmenti sation?
2. What arethe Social Responsibilitiesof aManager
3. How doesdepartmentationfacilitatedecis onmaking.
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Model Questions

L ongQuestions

1. “Managingisdecision-making”. Doyouagree?Givereasonsfor your answer.

2. What arethefunctionsof management?How arethefunctionsrelatedtodifferent
level sof management?

3. Whatisplanning?Discussthe chief characteristicsof planning asafunction of
management.

4. Explainthebas cstepsof planning.

5. Discussthevariousskillsrequiredat variousmanageria levels.

6. DiscussMintzberg' sManagement Roles.
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