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PREFACE 
 

 

This case book emanates from Krishna Kumarôs earlier effort Cases in 

Strategic Management, Global Business Press, Delhi, (1996). However, it 

is different in many ways. The text part of the book has been taken out as a 

separate short book (Basics of Strategic Management), to keep the size 

handy. The Case Book has also been split into four volumes for the same 

reasons. The number of cases have gone up, new cases added and some old 

deleted. The text has been revamped to meet the requirements of present 

day. Provision has been made to read individual Case / Chapter one at a time 

also. The internet break though allows to read the cases from anywhere in 

the globe (including ICUs), at any time in any time zone. The smart phones 

allow it to be read in flight, while waiting for delayed flights and making 

use of minutes available from time to time. This all allows necessary 

flexibility to make use of precious time and increases convenience of 

reading. You just have to remember on address ekhaikk.in  to read all 

that we write, something updated on daily. Both the text and case book are 

available on the same website, along with other works.  

 

Several compelling reasons have lead to preparation of the revamped book, 

comprising text and cases. First and foremost is the concern for giving an 

overview of an important discipline of strategic management to a large 

number of senior and middle level practicing managers, who face and can 

make a head way in facing strategic issues in their organisation), who did 

not have a formal education or training in management.  The appraciation 

has to be and brought in a simple manner, without overloading with 

complexities and advance level knowledge right away.  At the sametime 

providing opportunity to understand the latter as the interest in the subject 

develops.  this has been done by giving adequate number of reference to 

masterpieces in the discipline, web references and hyperlinking cases and 

notes written by the another for the purpose. 

 

The second reason has been to give a complete overview of the strategic 

management.  It is found that in many books, even in masterpieces, the 

strategy implementation issues have not been adquately covered.  Its 

complete appreciation requires understanding of approaches for 

visualisation of the nature and scope of strategy implementation tasks for 
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every corporate strategy to be executed ) and what makes the task complex 

and demanding.  It is also observe  that scant attention is paid to change 

issues associated in carrying out those task and how to go about doing it.  It 

is expecially so for managing small and medium size of changes which are 

to be carried out in a large number while implementing corporate strategies.  

The books on strategic have ben found to have good number of cases on 

managing complex, mega changes, but commensurate conceptual and 

techniques part are not adeuaqtely covered.  This books, therefore focuses a 

great attention to those issues which in necessary for a beginner to 

appraciate and comprehend the tatality of strategic management task. 

 

The third concern has been to share meaningful case studies, developed by 

and in association with the author of the book, which are embedded in the 

technoeconomic regulatory and socio-cultural, and political context of 

unique Indian business environment.  They cover a large variety of case 

stiuations, size industry and type of organisation, which enable the reader to 

appreciate wider generalisability of strategic management concepts, 

approaches, tools and techniques. 

 

The cases instinct confidence to face strageic challenges take turning a 

company from 24 years of loss making position, meeting the challenge of 

OBC quota within less than stipulated period, creating an improvised 

computer centre at 1/3 of expected costs, increase batch size in MBA 

threefold in 4 months time and so on. 

 

The concern for short write upts have been extended even to text of the book.  

The chapters have been written in a simple but condensed form to enable 

read each chapter in 1 or 2 sittings (reading about 10 pages at a time), 

without compromising on covering all significant concepts tools and 

techniques used in strategic management whereever the size of a chjapter 

exceeds 10 pages, the reader can read one to two sections of it at a time 

which do not exceed around 10 pages. 

 

The above two features have been incorporated to help the 

course/programme developers in designing the course/programme, but 

asigning manageable readings for pre-class preparation, to facilitate 

meaningful class discussion.  As instructor can design a 15 session, 30 

session and 45 session basic course/programme in strategic management 

using the text and contained in this book above.  Additional cases/text can 
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be freely referred through various hyoperlinks given in the text and settings 

of the cases. 

 

Another associated feature to case studies is the inclusionof short case 

studies.  It has been often observed, cutting across MBA class and executive 

development programme, that many participants do not come to the class 

after going through case studies scheduled for discussions in the class due 

to paucity of time for readihg long cases or lack of interest in bulkyu case 

material.  In this book, therefore, a good mix of short and long cases has 

been kept.  The short cases can be projected on screen also to allow the class 

the read the full case in 10-15 minutes, which improved the level of 

participation and quality of discussion.  It also generates interest for reading 

few long cases in due course. 

 

The instructors of courses and programme using other textbooks will also 

be facilitated as they can use short and medium size cases in Indian context. 

 

The sequence of text which is aimed at enabling students and practicing 

mangers learning and grasping a broad and complex subject in a simple 

manner.  This text and cases will generate interest and also enable them learn 

more and advance complex issue through self-study in an ongoing manner. 

The text has been spread in four parts covering twelve chapters.  

 

Chapter 1 starts with explaining why a manager should learn the strategic 

management subject. This has been brought out in a simple and convincing 

manner. This also helps in understanding what all needs and must be studied 

at foundation level. This should faculty members in deciding judiciously 

and logically what to cover and not cover in the first course of strategic 

management. This chapter also provides a glimpse of the task of strategy 

implementation, which is somewhat out of line with typical discuss strategy 

implementation, which is somewhat out of line with typical discuss strategy 

formulation followed by strategy implementation.  This has been done 

because the topic of strategic implementation (which is focus of this book) 

is vast and students are found to lose interest in the topic by the time they 

finish strategy formulation, competitive strategy etc.  An introduction of 

strategic implementation at this stage helps in grasping, visualizing the 

magnitude of the task in a simple, conceptually sound manner without being 

begged down with enormous details and miss out significant issues.   
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The first chapter also gives advantages of strategic management each one of 

which has been experienced by the author while writing various cases and 

through firsthand experience of academic administrator at various levels.  

 

The chapter concludes with a modified framework of strategic management 

process which highlight intricate relationship of strategy formulation and 

implementation and also brings out how experience of implementation 

drives formulation, changing strategistôs perception of environment and 

strength and weakness of organization as well as his confidence in carrying 

out the task of implementation, which explains why every corporate strategy 

is unique to the strategist. 

 

Chapter 2 in part II discusses pioneering concepts in strategic management 

which built the foundation of the subject.  It also highlights the importance 

of ownership, something unique that differentiates the practice of strategic 

management in public and private sector enterprises and multinational 

companies in India. The chapter elaborates the concept of corporate strategy 

and policies to overcome confusion arising with the functional area 

strategies and policies, done to indiscreet use of the word strategy.  

 

The chapter also explains that the decision making in strategic management 

does not follow the rule of nationality only (as taught in typical management 

programmes) but is influenced by two other streams of thought, namely the 

intuitive/ emotional and political/ behavioral. It is necessary to appreciate 

this point, because although in strategy formulation typically rational/ 

analytical model is followed (as it is desirable), strategy implementation  is 

requires and uses as much, if not more, of the other two streams of decision 

making process. The chapter also emphasis that strategic management 

requires specialized and exclusive set of skills and perspective which are 

beyond different area skills and competence.   

 

The chapter ends with a very useful discussion integrative thinking ability 

which is very important for practicing strategic management. This chapter 

may be skipped if there is paucity of time for the course (as the details are 

not required for strategy formulation) but discussion on integrative thinking 

ability should be covered. The whole chapter may be gone through after 

finishing other chapters at least, because whenever one fails to appreciate a 

strategic issue or copying strategies, it will provide sound bases for 

conceptualizing the issue/ problem.  
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Chapter 3 gives the pioneering works related to the process of strategic 

management. It links the process of strategic management with operations, 

through a three stage model, long range strategic planning (for strategy 

formulation), long range action planning (for strategy implementation) and 

annual planning and budgeting for operations. 

 

Secondly, it also helps in highlighting that while strategy formulation is only 

ñthinkingò part, strategy implementation has two parts, ñthinkingò as well 

as ñdoingò, which is necessary to distinguish because thinking part of 

strategy implementation has to be closely related and has to discussed 

together with formulation, before deciding for strategy options.  

 

The chapter also highlight a very important topic of management control 

system, which needs to be treated as integral part of strategic management, 

failing which corporate strategy is acceptable to failure.  Like Chapter 2, this 

chapter may also be skipped if there is paucity of time and canôt be referred 

later, but importance of management control as an integral part of strategic 

management should be appreciated/ highlighted.  

 

Chapter 4, 5 and 6 are integral unit, trifurcated mainly for the purpose of 

ease of reading and comprehension. Chapter 4 deals with various issues 

connected with environment analysis and strengths and weakness analysis 

of the organization using various techniques to develop Environment threats 

and opportunity profile (ETOP) and Strategic Advantage Profile (SAP). 

 

Chapter 5 discusses generation of various strategic alternatives using ETOP 

and SAP analysis. This chapter also discusses unique industry environment, 

focusing on competitor analysis to develop Competitive Advantages Profile 

(CAP), which helps in visualization and development of competitive 

strategy. Finally Chapter 6 discusses various tools and techniques and 

considerations that are used for final selection of corporate strategy. This 

chapter ends with two important strategy modifiers, the personal values of 

top managers and social responsibility of business, on which the selected 

corporate strategy must qualify.  

 

Chapter 7 and 8 are devoted exclusively to strategy implementation, the 

challenges that one faces in executing strategy. Building on discussion on 

strategy implementation in Chapter 1, these chapters meaningfully elaborate 
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on nitty gritty, which is hoped to help the students and practitioner alike in 

developing necessary confidence for executing corporate strategy. This 

chapter would also help the reader in appreciating various uncertainties, if 

and buts, dilemma on the way of strategy execution. It will also help them 

in understanding why the strategic management process has to indulge in 

intuitive and political processes (discussed more in Chapter 10 - 12). It will 

also help readers in appreciating the importance on emotional/ behavioral 

side of strategic management process, which is often not realized if one 

confines study of strategic management to strategy formulation only, devoid 

of strategy implementation.  

 

Chapter 9, 10, 11 and 12 are devoted to management of change associated 

with strategic management. While major focus of strategic change is 

Chapter 11, one canôt understand it without a conceptual understanding 

scope, nature and fundamental process of change, which is covered in 

Chapter 9. Chapter 10 enhances oneôs understanding of various barriers and 

sources of resistance to change, which create challenge of managing change 

and whose understanding in necessary to develop coping strategies in a 

political manner.  

 

Chapter 11 outlines the process of implementing change in a logical, 

planning.  This chapter starts with managing small change for two reasons; 

One to understand execution of change programme in a simple manner.  

Second, strategic changes typically require a large number of small and 

medium size changes to be managed in simultaneously or phased manner, 

in tandem. This if followed by step by step method of executing a major 

change programme. The chapter end with insights into control and 

evaluation of programme the latter to decide whether change process should 

be allowed with or without modification, to assess whether the change 

programme has been executed successfully and to develop change agents.  

 

Finally Chapter 12 discusses attributes of mega strategic changes. The 

chapter helps the reader in appreciating the differences in different types of 

strategic changes, expansion related, turnaround and transformation and 

mergers and acquisition related. It will also help in appreciating the 

managerial challenges associated with each and why expertise of one way 

not to be enough to carry out the other. Certain important concepts like TPC 

rope, importance of organisation archetypes for managing change have been 

briefly discussed to help one appreciate in which directions strategic change 
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may if not managed properly.  

 

Thus short book thus may help the readers in having an appreciation of the 

entire strategic management process and help in developing enterprise and 

confidence to develop and execute corporate strategies successfully. The 

faculty members may also find the text and cases useful to enrich course/ 

programme design and class discussions.  

 

Prof. Krishna Kumar 

Prof. Ritu Srivastava 

Ruchi Srivastava 

Teachers Day 

September 5, 2017 

Lucknow 
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17 Apollo Hospital Enterprise Limited 
 

While flying from Madras to Delhi, Dr. Reddy, Chairman of Apollo 

Hospital Enterprises Limited (AHEL), Madras was thinking of the tasks 

ahead.  The experiences of past several years were flashing back in his mind.  

The period was full of hectic activities, excitement, albeit strenuous and at 

times nightmarish.  After all, setting up Apollo was not just the creation of 

a hospital, it was as much introduction if a new concept in the country, 

fighting the bureaucracy, facing the onslaught of adverse and demoralising 

campaigns.  But, in the end achieving perhaps more than what he had 

expected, initially. 

 

History of the Company 

 

Apollo hospital was created as a public limited company in September, 

1984.  Launched as the first corporate hospital in the country, it aimed at 

providing the ñSuper-Specialtyò Medicare facilities for advanced ailments 

in the country for which the countrymen had to go for treatment abroad. 

 

The holding company of the Apollo Hospital Enterprises Limited is Indian 

Hospital Corporation (IHC).  Established in 1982, the corporation has been 

engaged in creating the infrastructure facilities for health care, especially 

setting up hospitals on turnkey basis.  The Deccan Hospital (another 

enterprise) in Hyderabad was nearing completion and IHC had several other 

proposals in hand to set up hospitals on its own.  It had entered into an 

agreement with Delhi as joint venture.  Furthermore, it was also engaged in 

setting up many hospitals all over the country for various other clients.       

 

IHC had also introduced the medical insurance scheme, for the first time in 

the country, as a step towards bringing the best in Medicare within the reach 

of every individual.  Besides, it had ventured into areas of computer 

software, and trading and manufacture of pharmaceuticals, hospital supplies 

and equipment, to support the infrastructure of hospitals.  The hospital was 

conceived by Dr. Pratap C. Reddy, the present Chairman of the Company. 

"He was appalled by the inadequacy of the facilities available in the country 

to the general public for advanced ailments like heart problems, kidney 

malfunctioning/ failure, etc." said an executive, sharing his views on the 

genesis of the hospital. "There were only few centres for the treatment in the 
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country for the same and they were not available to common masses at short 

notice. Dr. Reddy was a well established cardiologist in the U.S.A. when he 

decided to return to this country for some personal reasons. He had settled 

down well here. The death of a close friend on account of non-availability 

of medical facilities upset him very much. He had run around for him to get 

an operation done in the U.S.A., arranging appointments, foreign exchange 

etc. But the friend died of heart attack a few days before the journey for the 

purpose". While talking to the case writer Dr. Reddy said:  

 

"Apart from the lack of facilities it is the very approach towards 

management of health that is somewhat unprofessional. Apollo Hospital 

Enterprises Ltd. may be a new concept in this country but in the USA there 

are over a dozen such highly successful enterprises, providing excellent and 

cost-effective patient care and are also generating funds called profits. The 

problem in prevalent approaches to hospital management in the country is 

the lack of professional commitment. Large hospitals which can cater to 

masses are either government-sponsored or charity hospitals. In government 

hospitals the key decision-makers like the Secretary (Health), the Directors, 

the Deans are all in `passing phases', hence the difficulty in developing 

needed commitment. In charity hospitals created by trustees out of emotions, 

there remains no commitment once the person who created the hospital is 

no longer on the scene. In both cases there is no sustained driving force for 

patient care. Hospitals as enterprises ensure this because they can be 

successful only if they provide excellent patient care in cost-effective 

manner. 

 

The hospital, which faced several problems in the beginning, made rapid 

progress. It was inaugurated in 1984 and soon it reached a bed occupancy 

level of 96% (capacity 150 beds). The bed occupancy fell to 82% (with 

capacity enhanced to 200 beds) in 1985, but picked up once again. 

Corresponding figures for 1986 and 1987 were 72% (200) & 92% '250) 

respectively. 

 

"Setting up a corporate hospital was a real challenge from various ingles, as 

the country did not have any previous experience of hospitals 'f this kind," 

said a member of a top management team while retrospecting on the 

achievements of Apollo. "The local government did not clear land for the 

construction of a corporate hospital," he carried on. "It took almost two years 

to get it through. There were problems in arranging finances too. Since the 
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hospital was not considered an industry, the financial institutions would not 

give term loans. Similarly, when the super specialty machines for treatment 

of advanced ailments were imported, the ; customs authorities refused to 

clear them without paying 100% duty on the machines/equipment, (although 

hospital equipments were exempted from such duties) on the ground that the 

equipment was meant for a business enterprise. It meant that the cost of the 

project would go up from around Rs.9 crores (estimated) to roughly around 

Rs. 13 crores, throwing out the economic viability of the project totally out 

of gear. As if this was not enough, some private nursing homes, feeling 

threatened, started a campaign against the hospital aiming for profit rather 

than the patient care." 

 

Scope of Apollo's Activities 
 

The hospital had 50 distinct specialty units (see exhibit 2) and could answer 

around 20000 possible ailments that may strike the human body. Its 

advanced diagnostic equipment (see exhibit 3) ranged from angio-diagnostic 

system for cranial, cardiac and peripheral angiographic studies to ultra 

sound diagnostic equipment, the X-ray tomographic scanner and the 

Somotome DR3 CT scan system for functional and dynamic assessment of 

organs. The hospital was soon going nuclear with the introduction of the 

Gamma Camera, which could give a dynamic picture of exactly what was 

going inside a patient's body without ruffling his shirt. 

 

To ensure availability of expert doctors, Apollo roped in many of the highly 

successful and qualified doctors practicing abroad for several years, and also 

developed a panel of specialist doctors available within the country. The 

hospital also had a round the clock pharmacy, keeping stock of all the 

medicines required by the hospital at any point of time, which was closely 

monitored by the hospital. 

 

Besides meeting the requirement of treatment, the AHEL had also 

undertaken several programmes of preventive health care. It included master 

health checkup, executive checkup, child care plan, diabetic care and the 

feminine package.The hospital offered typical, clinical as well as 

hospitalisation facilities at normal hourôs as well emergency services. What 

differentiated the hospital as "hospital working round the clock" from others 

was availability of expert treatment even outside normal working hours of 

the hospital. Even the normal working hours of the hospital for out-patients 
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were longer than the usual hours of a typical government hospital. For 

instance, the out-patient department (OPD) was open from 7 a.m. to7 p.m.lt 

provided 24 hours pharmacy, lab facilities and also tea/coffee/ snacks facility 

within the hospital. Because of the super specialties and advanced treatment 

facilities available, most of the cases coming to the hospital were of advanced 

ailments and critical areas, leading to hospital being perceived by the 

common public as "not meant for minor cases" although the hospital was 

geared to their needs as well. 

 

Organisation Structure 

 

Apollo Hospitals was headed by the Chairman, Dr. Pratap C. Reddy. The 

organisation below the Chairman was divided into the Medical and the 

Administrative wings (see exhibit 4). 

 

The Medical Wing was headed by Medical Superintendent with primary 

responsibility of allocating duties to the doctors (excluding the consultants) 

in various wards, emergency department, etc. The medical side comprised 

three different categories of doctors, namely the Consultants, , the Registrars 

and the Residents. The Consultants alone could undertake the charge of a 

patient. Registrars and Residents could not entertain any \ patient directly, but 

would attend to the patients as per the duties allocated. Consultants were 

specialists, highly experienced persons and had contributed to the company as 

promoters. They were not on the rolls of the company as employees, but 

enjoyed the facilities of having a consulting room (for which they paid rent 

at prescribed rates) and charged fees for attending to the patients/conducting 

operations, etc. at predetermined rates. Registrars and Residents were regular 

employees of the company. Registrars were specialists (M.D. or MS.) usually 

with few years, experience. Residents on the other hand were usually fresh 

M.B.B.S., who were inclined/ encouraged to pursue higher studies to be 

specialists. They provided support to consultants in taking care of patients in 

wards as also in preparing case histories, conducting preliminary physical 

examination and ordinary investigations of the patients. They were also to 

undertake round the clock duty both in the wards as well as emergency 

(consulting) duties. The breakup of the three categories of doctors in 

May,1988 (see exhibit 5 for details) was as below: 

 

Consultants 35  

Full time  10  
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Part time  10  

Visiting  55 

Registrars  25 

Residents  25 

 

Unlike usual hospitals, the administrative side of the hospital was completely 

devoid of any doctors. The Administrative wing was headed by the Chief 

Executive. Reporting to him were the Joint Chief Executive (JCE), the EDP 

and Finance Departments and the Company Secretary. The Joint Chief 

Executive looked after marketing, reception and guest relations directly. For 

other matters the responsibilities were divided among General Manager 

(Operations) and the General Manager (Technical) both of whom reported to 

the JCE. The General Manager (Technical) looked after the maintenance of 

hospital equipment, the supplies (air conditioning, emergency light and 

power, etc.), and the purchases. The General Manager (Operations) looked 

after all the services both to the patients and guests/visitors (food and 

beverages, housekeeping, nursin,g etc.) as also the security and personnel 

departments. 

 

Layout of the Hospital 
 

The hospital was housed in a five-storey building. The basement 

accommodated the kitchen, a large dining hall (for staff and guests), the 

medical records room and the housekeeping department. The ground floor had 

the reception, admission, a gift shop, a branch of Indian Overseas Bank, 

chairman's office, consulting rooms, radiologist and emergency operation 

theatre. The first floor had 5 operation theatres, 4 wards, one I.C.U., one 

I.C.C.U., and consultants units. The 2nd and 3rd floors also had 4th wards each 

and 4th floor had 2 wards. The 2nd floor had 2 operation theatres, EDP centre 

and PRO's office. The third floor also housed marketing department of Indian 

Hospital Corporation, the parent company of Apollo Hospitals. The fourth 

floor housed the administrative offices (other than those mentioned earlier) 

and a yoga therapy centre. Each of the wards had a ward secretary located 

just outside the respective wards. There were three large lifts operating for 

the floors. Each lift was by and large "full" whether going up or down from 

morning, 8.00 a.m. to evening 8.00 p.m. The hospital staff (including the 

top executives) however generally used ramps to go from one to another 

floor, even if they had to make several trips in a day. 
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Patient Profile of AHEL  

 

Though Apollo was located in southern-most corner of the country it 

attracted patients from all over the country. (See exhibit 6). For instance, in 

June 1987, out of a total of 2,523 new out-patients that visited the hospital, 

almost 24% were from Madras, another 15% from rest of Tamil Nadu, 36% 

from neighbouring Andhra Pradesh and the balance 25% from the rest of the 

country. 

 

Among the out-patients, the new and repeat cases were almost equal. X)ver 

the years, although the number of patients fluctuated from month ' ao month, 

the dips of rise in numbers of new in-patients, repeat out-patients and 

admissions were almost synchronous (see exhibit 7A & 7B). The average 

stay of patients in the hospital was, however, more or less a steady figure of 

10 days, so was the case of death rates, although both were marginally 

declining. However, the share income from in-patient was higher than out-

patients in the gross income of the hospital, almost four times (see exhibits 

8A, 8B & 8C). Income per patient however, was almost ten times from in-

patient (average around Rs. 30,000) as compared to out-patient (average 

around Rs. 300/-). Among the costliest treatments were those connected 

with heart and kidney cases, where the surgical operation of open heart/ 

bypass/ angioplasty and kidney transplantations were very expensive and 

involved longer stay of the patients in hospital. The hospital performed as 

many as 1,200 heart operations in a single year. The hospital administration 

was analysing ways and means to reduce the average stay in the hospital to 

be able to entertain other patients who could not be admitted quickly due to 

non-availability of beds and space constraints faced by the administration to 

increase the number of beds. 

 

The hospital had six different types of accommodation (see exhibit 9) 

varying in degree of comfort and charges, besides intensive care units 

(ICUs), lab/incubator rooms, transplantation room in which patients were 

kept depending upon clinical requirements of the patients. The wards were 

not distinguished by the type of cases (e.g. medical, surgical, etc.) but by the 

type of accommodation. 

 

Patient Care 
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In the morning the Joint Chief Executive and the General Manager 

(Operation) visited every ward to ensure that everything was in order. If 

there was any complaint, immediate remedial measures were taken through 

the Executive (House Keeping) who accompanied them, and through other 

departmental heads like Director (Nursing), Manager (F & B), etc., as the 

case may be. They did not cater to the medical problems which were taken 

care of by the consultant who was attending to the patients. Besides the visits 

by these people, the Chairman also visited the patients. In the early years he 

used to visit all the patients, however, of late when the hospital operations 

got stabilised, he met patients of emergency, ICCU, ICU wards, his own 

patients and few other patients selected randomly to ensure that prompt 

attention was being paid to patients' care. 

 

The wards and all the places are washed every day. Spitting and throwing 

of litter was forbidden. The bed linen, pillow covers, etc., of every patient 

were changed every day. After every discharge thorough cleaning of the 

beds was done. Similarly after every operation the operation theatres were 

cleaned thoroughly before next operation was undertaken. The hospital had 

a laundry of its own (washing around 1,500 pieces a day) but it still had to 

get the clothes washed by outside laundry also (around 1,000 pieces a day) 

as the capacity of hospital laundry was limited, constrained by availability 

of space. The preparation of bed (changing clothes/ cover every day) was a 

time bound programme which was finished within almost 2 hours, before the 

doctors/ executives visited the ward every morning. 

 

Food and Beverages 
 

Food and Beverage (F&B) services were one of the biggest physical activity 

of the hospital (see exhibit 10 A). "It was almost running like a very large 3 

star restaurant at very reasonable rates (see exhibit l0 B) subject to stringent 

hygienic conditions", said the F&B Manager. In a day there were as many 

as 60 varieties to be prepared and served. The F&B department had to cater 

to as many as 400 liquid services, 2,100 patient room services (PRS), 400 

guest room services (GRS), 1,000 people in staff canteen, 700 people in 

dining hall and over 400 people in round the clock cafe. Staff canteen and 

dining hall had both the "standard thali" as well as Ala carte systems. The 

task was, however, somewhat different, than a hotel serving as many number 

of customers due to therapeutic diet requirements of patients (which was 

critical for recovery), prescribed separately for each patient by doctors 
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concerned through nursing staff. The complexity can be realised from the 

fact that for patients undergoing treatment for same ailments differed in 

therapeutic diet prescriptions varying in terms of salt, sugar, fat, etc. There 

were variety of liquid diets with similar variations. Each patient had his own 

unique entitlement in terms of content and quality. An additional factor 

added was the religious and food habits as people from different parts of the 

country (along with their family members) came to the hospital. Within their 

therapeutic diet entitlements (in terms of liquid/solid, with/without salt, 

sugar, fat etc.) the patients were given choice of food to hasten the recovery 

and keep them cheerful. "The stringency of demands on food and beverages 

department of the hospital are a bit more than those on a hotel," said the 

F&B Manager. "Here the pressure is on giving the diet to all the patients in 

time. Besides the medical requirements of timely diets, even the behavioural 

demands of the patients have to be taken care as they lose their temper on a 

few minutes delay, since they are to different mental state than a customer 

in a hotel who goes for entertainment and relaxation. Even the guest room 

service is to be as efficient as a maximum of 25 minutes. Highly efficient 

service in dining hall and staff canteen becomes imperative due to limitation 

of space." 

 

Information System 
 

The company did not have a very elaborate information system. As the Joint 

Chief Executive (JCE) said: "We have not developed remote control". Most 

of the controls were through personal supervision. The Joint Chief 

Executive, General Manager (Operation) made regular rounds of the ward. 

Anything not going right was to be immediately attended to at the 

instruction of the top executives. The Chairman himself went on round of 

the wards every day. There were however, a few regular reports, daily and 

monthly, generated for Chairman, Chief Executive, Joint Chief Executive 

and the two General Managers (Operation and Technical). 

 

The daily reports were: 

 

(a) Collections from In-patients/ Out-patients 

(b) Bed Occupancy 

(c) Number of Master Checks 

(d) Number of C.T. Scan 

(e) Number of New Out-patients 
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The monthly reports, four in number, were generated by the Medical Record 

Department. The first report called the Statistical Report for the month 

showed the number of patients' (in-patients, out-patients ð new and repeat) 

admissions, discharges, deaths, births, average length of stay of in-patients, 

bed occupancy, etc. (see exhibit 11A). The second report titled as the 

Service-wise Breakup of Discharged Patients gave the number of patients 

treated for different diseases (see exhibit 11B). The third report (Servicewise 

Breakup of Newly Registered Patients) gave similar information for new 

(out) patient (see exhibit 11C). The fourth report was service breakup of 

repeat patients (exhibit 1ID). The fifth the `In-patient Days Service' report, 

gave disease-wise number of patient days treated (see exhibit 11E). 

 

Medical Records 

 

Medical records are important documents for the treatment of patients at any 

point of time. The medical records AHEL were created and preserved in the 

following manner: 

 

When a patient comes to the hospital for the first time for treatment, a 

Bradma Card (a rectangular metallic card) and a folder was prepared in his 

name, at a charge of Rs.15/-. The folder was preserved for all time. The 

patient was given a patient number (engraved in Bradma Card also) at the 

time of first treatment. If he comes to hospital any time again in future, his 

case file could be opened with the patient's number. However, the patient 

was also given a new number for the current treatment for the purpose of 

billing the expenses incurred during the current treatment. 

 

The patients had the freedom to choose the doctor (among consultants) from 

whom they would like to take treatment or leave it to the reception to suggest 

the doctor. The folder was sent to the doctor concerned. The doctor who 

examined the patient, entered the code number of the disease (as per WHO 

classification of the diseases) in the folder. After the examination the folder 

was returned to the reception. If the doctor advised admission of the patient 

in the hospital for treatment, he signed the admission slip. The reception then 

prepared admission form indicating the estimated charge for which the 

patient had to arrange for making a deposit. In case of a patient who had the 

facility of reimbursement of medical expenses from the employer 

(companies or such other organizations), payment by cheques was also 
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accepted. In other cases the mode of payment was only cash/demand 

draft. 

 

Once the admission form was completed and payment made, the 

reception informed the concerned ward to keep the bed ready and the 

patient could straightaway go to the ward. The folder of the patient was 

sent to ward secretary to ensure the security of it and to collect and 

preserve the prescriptions made for the patient from time to time. 

 

At the time of discharge of the patient, the ward secretary sent intimation 

to EDP centre which prepared the final bill to be settled by the patient. In 

the meantime the ward secretary prepared discharge certificate (for the 

patient, the doctor and the medical records division), assembled the case 

paper in the folder in prescribed order and also added the clinical 

information (diagnostic tests, etc., carried out) and other relevant support 

information and nurse's instructions to the patient's folder. 

 

The Medical Records Division checked the deficiencies of records both 

quantitative as well as qualitative and followed up with concerned 

departments for removal of the same. These records were examined by 

Medical Audit Committee of the hospital from time to time on its own 

or on the request of the patients to improve quality of treatment. The 

hospital also had a Clinical Society that met weekly in which interesting/ 

complicated cases handled were discussed. If need be the follow-up action 

was also taken for the treatment in case the patient was still there. 

 

The MRD also prepared and issued a discharge analysis report on 

monthly basis. It also gave final code of the disease for which the patient 

had undertaken current treatment. The complete case history of the patient 

was preserved in MRD and could be recalled whenever an ex-patient 

reported for treatment at the reception. The hospital had a practice that a 

doctor will not undertake examination of any person who had on any 

earlier date taken treatment in the hospital, unless his case history folder 

i~ made available to him. 

 

Billing Procedure for the Services Rendered 

 

The company had a policy of issuing discharge certificate and case history 

after settlement of all the bills. The patients were normally discharged in 
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the forenoon only. Once the doctor on rounds decided for the discharge 

of a patient usually around 8.00 a.m., he advised the person attending the 

patient to settle all the bills. The bills could be settled at the cash counter 

which was adjacent to the EDP centre. On settlement of the bills, the 

discharge summary (medical report dictated by the doctor) as also 

discharge intimation prepared by ward secretary were released. All this 

was usually through in 1-2 hours. The ward secretaries also prepared 

billing summaries (indicating number of visits by doctor, number of 

requisition slips for expensive investigation/ treatment) for the accounts 

department. The EDP centre entered all the bills pertaining to a patient 

into the patient's account. The hospital had a policy of taking an advance 

determined by the estimated cost of his treatment, room rent, etc., on 

weekly basis (prepared at the time of admission). As a policy no patient 

was admitted without paying the advance. All the bills were to be settled 

within 48 hours. As and when total bills reached the amount of advance 

deposited, fresh advance was requested from the patients. All payments 

were to be made in cash. Treatment on credit basis was only with prior 

agreement with companies where a person served (wherever applicable). 

In other cases, treatment on credit was only on authorisation by the 

Chairman. To ensure that there was always a credit balance, each bill 

was processed within an hour or so from the time of issue by a 

department. For this purpose a person from EDP department was always 

on the move visiting each' ward, kitchen, etc. (from where the bills 

originated) so as to ensure that all the bills were processed within an hour. 

 

There were three copies of every requisition made. One copy was 

retained by the originating department and two were sent to the supply 

department, one for its record and second for billing department after the 

-endorsement of supply department. In case of diet requests from the 

guests of the patient, two copies were sent along with the diet to the 

patient's guests for signatures. These were brought back to F & B 

department. One copy was retained in the "diet delivered" records and the 

other was sent to billing department. Almost in all cases the bills after 

necessary endorsements reached billing department for entry into 

patients' accounts in an hour from the issue time. 

 

In the case of out-patients department the consultant's fees was paid 

directly to the concerned doctor. If any diagnostic test, etc., were to be 

conducted, patients could got the test prescribed done by paying the 
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charges for the tests; and a standard rate list for each test was available 

at the reception. 

 

Personnel 

 
" Maintaining adequate staff strength in various departments is an ongoing 

struggle for us to run a Super Specialty' hospital like this," said one senior 

executive. The problem of ward boys who attend to the patients and also to 

the cleaning of toilets, etc., was particularly severe (see exhibit 12). The 

persons recruited in could not stay on with the task demands. Further Apollo 

being a `super specialty' hospital in which patients came from all over the 

country, these people needed to know languages beyond their vernacular 

language. 

 

Equally important was the personnel problem in maintenance services. 

Besides, maintaining the services like air conditioning, electric supply, 

pumps, boiler, gas supply, refrigeration, steam generator, the super specialty 

machines which were highly expensive and critical to run the show, all 

required a highly efficient maintenance system. The overall number of highly 

diverse but specialised set of machines and system required few engineers 

with all the skills rolled into one. But, in a `super specialty hospital', the status 

of maintenance staff could not be given parity with the medical staff, neither 

much could be offered in terms of career growth. 

 
EXHIBIT -1 

 

FINANCIAL RESULTS FOR PAST 3 HALF YEARS  
 

                                                                                                (Rs. in lakhs) 

 For the half year 

ended 31.12.1986 

For the half year 

ended 30.6.1987 

For the half year 

ended 31.12.1987 

Hospital Income 341.92  460.55  527.55  

Other Income  18.72   18.71   20.79  

TOTAL INCOME  360.64  477.83  548.34  

  %  %  % 

Hospital Operative 

Expenses 

137.03 (38.0) 185.39 (38.8) 220.96 (40.3) 

Gross Profit 223.61 (62.0) 292.4 (61.2) 327.38 (59.7) 

Salaries & Wages 40.2 (11.1) 58.3 (12.2) 63.70 (11.6) 

Interest & Other 73.43 (20.4) 84.4 (17.7) 73.00 (13.3) 
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EXHIBIT -2 

 

BALANCE SHEET AND PROFIT & LOSS ACCOYRH OF THE 

MCOMPANY  

(Rs. in ó000) 

LIABILITIES  30-6-85 30-6-86 30-6-87 

Share Capital 39136 45910 48732 

Reserve & Surplus       89 13195 14549 

Secured Loans 84240 78769 74289 

Unsecured Loans 11518 12412 11773 

Current Liabilities and Provisions 19217 15151 26515 

 154200 165437 175858 

ASSETS    

Fixed Assets 113776 134828 140641 

Current Assets and Advances  20948  17670 25400 

Miscellaneous Expenditure and 

losses 

19476 12939 9817 

 154200 165437 175858 

INCOME     

By Hospital Collections 55136 61128 80295 

Other Income 2056 2680 3137 

Grant From Key Pharmaceuticals --- 1433 417 

 57192 65241 83849 

EXPENDITURE     

Hospital Operative Expenses 24844 23801 32242 

Financial Expenses 

Administrative & 

Other Expenses 

48.00 (13.3) 49.7 (10.4) 52.61 (9.6) 

Depreciation 

Provision 

30.00 (8.3) 30.3 (6.3) 38.00 (6.9) 

Net Profit 32.16 (8.9) 69.8 (14.6) 1000.07 (18.2) 

Miscellaneous 

Expenses Written Off 

5.45 (1.5) 5.5 (1.1) 5.45 (1.0) 

Provision for Taxes 4.00 (1.1) 6.9 (1.4) 14.20 (2.6) 

Net Profit After Tax 22.71 (6.3) 57.5 (12.0) 80.42 (14.71) 

# New Out-patients 13117  15454  11631  

# Repeat Out-patients 12939  15110  11607  

Admissions 4379  4860  3772  
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Payment And Provision For 

Employees 

8478 7674 9831 

Administrative & Other Expenses 7575 7627 9704 

Financial Expenses 18420 14648 15781 

Income Tax Paid --- ---- 29 

Other Expenses Including Public 

Issues 

--- --- 487 

Deferred Revenue Expenditure ---- ----- 575 

Provision for Taxation ---- ---- 1085 

Proposed Dividend --- ---- 4689 

To (Loss ) Brought Forward from 

Last Year       

---- 6538@ 2032@ 

Balance (Profit) Carried Forward       ----- 8569 1034 

 57192 65241 83849 

 

 

 

EXHIBIT -3 

SCHEDULES TO BALANCE SHEET  

(Rs. in 000) 

Schedule 30-6-85 30-6-86 30-6-87 

Reserves & Surplus    

Capital Reserve Profited Shares --- 13106 50 

Revaluation Reserves --- --- 13106 

Profit & Loss Account --- --- 1304 

Foreign Exchange Fluctuation Reserve 89 89 89 

    

 89 13195 14549 

Secured Loans    

15% Convertible Debentures 20774* 20000 20000      

Interest & Accr. & Due  5 16 

Loans & Adv. From Banks    

Medium Term Loans 23388* 22500 20000 

Interest Accr. & Due  850 1524 

Short Term Loan 6651*   

Cash Credit  1680 1680 

Interest Accr. & Due  127 166 

Other Loans  2250 5000 

Interest Accr. & Due  60 525 

Foreign Currency Loan 33477 27974 22379 

Acceptance Under IDBI Bills Re-

discounting Scheme 

 3323 2999 

 84240 78769 74289 
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Unsecured Loans    

Fixed Deposit 7654* 8416 9238 

Interest Accr. & Loans  71 52 

Short Term Loans & Adv. From Banks 2818 2959 1217 

Other Loans & Advances:    

From Banks --- --- --- 

From Others 1046* 866 1001 

Interest Accr. & Due  100 265 

 11518 12412 11773 

¶ Includes the interest accrued and due. 

 

 

   

¶     

    

Current Liabilities & Provisions  4100  1848 

Acceptance 4100  1848 

Sundry Creditors 9475   

Goods  3893 6320 

Expenses  2258 1737 

Capital Items  2254 951 

Others  563 811 

Advances 2690   

In-patient Deposits  1520 1870 

Rent  73 124 

Others  23 2018 

Other Deposits 1382   

Tax deducted at source  157 267 

Retention Money for Capital Contractors  16 24 

Outstanding Expenses  1190 1315 

Share Money Refundable  12 12 

Insurance reimbursable  31 11 

Interest Accr. But not due 1570 3161 3433 

Provisions    

Taxation   1085 

Dividend   4689 

 19217 15151 26515 

Current Assets    

Inventories 4526   

Medicines (at coast)  156 197 

Stores, Spares (at cost)  621 1568 

Lab Materials (at cost)  1493 2820 

Surgical Instruments  1463 2032 
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Construction Material (at weighted average 

cost) 

 54 14 

Other Consumables (at cost)  3121 3271 

Sundry Debtors 1714   

Over six months old (unsecured) considered 

good 

 919 2240 

Other (unsecured)  3461 4942 

Less provision for doubtful debts  --- --- 150 

Cash & Bank Balances 11576   

Cash on hand   312 418 

Current A/c with banks  360 352 

In-deposit A/c with banks  1554 4212 

Loans and Advances (Unsecured and 

considered good) 

   

Advances 1799   

Advs. For capital items  1432 1277 

Advs. To suppliers  41 41 

Other Advances  602 263 

Staff Advances 135 130  

Deposits 789   

With Government 711 616  

Others 567 460  

Prepaid Expenses  480 459 459 

Rent Receivables 64 114 175 

Service Charges Receivables --- 95 63 

 20948 17670 25400 

    

Hospital Collections    

In-patients 40739 45931 61873 

Less: Payments to Consultants  -5 -1070 

Out-patients 13750 15468 19554 

Less: Payments to Consultants  -361 -517 

Pharmacy 647 --- --- 

Service Charges Received --- 95 455 

 55136 61128 80925 

    

Other Collections    

Rent 518 784 945 

Interest 51 42 25 

Miscellaneous 370 358 307 

Catering 1115 1288 1631 

Patients Registration Charges --- 208 229 

 2054 2680 3137 
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Hospital Operative Expenses    

Material Consumed 20060   

Opening Stock  4189 6855 

Purchases  22113 29543 

Closing Stocks  -6855 -9888 

Power & Fuel 3155 3076 3820 

Water Charges 1323 1114 1735 

Payment to inhouse consultants 306 164 177 

 24844 23801 32242 

    

Financial Expenses    

Interest 14754   

Fixed Loans  7597 8889 

Fixed Deposits  1731 1439 

Debentures  2586 2991 

Other Unsecured Loans   1100 437 

Bank Charges 61 162 109 

Deferred Payment    

Guarantee Commission 1173 518 483 

Brokerage and Commission 381 90 84 

Leasing Charges 2051 1224 1349 

 18420 14648 15781 

    

Expenditure in Foreign Currency    

CIF Value of Imports    

Machinery Equipment   118 

Stores & Spares 4593 3762 1653 

Medicines 376 163 152 

Other Consumables 1449 2837 2527 

Interest on Foreign Currency Loan 3181 3053 3517 

Principal on Foreign Currency Loan 5477 6199 8647 

 15076 16014 16614 
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EXHIBIT -4 

 

ORGANISATION STRUCTURE AS IN JUNE,  
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EXHIBIT -5 

STRENGTH OF DOCTORS IN DEFERENT DEPARTMENTS  

 

R.S. Residence    RG.   Registrars    CON    Consultants    HOD    Head of the Dept.    CMO  Chief Medical 

Officer. 

S.No Department R.

S. 

S.RS

. 

J.R.G. RG S.RG JR.CON CO

N. 

S.CO N CMO HOD OTHER

S 

TOTAL 

1. ANASTHESIOLOGY - 1 - 2 - 3 - 1 - - - 7 

2. CARDIO-THORACIC - - - 4 1 - - - - - - 5 

3. CASUALITY - - - - - - - - 4 - - 4 

4. DENTISTRY 1 - - - - - - - - - - 1 

5. GENERAL MEDICINE/ 

CARDIOLOGY 

9 2 - 8 - - 1 2 - - - 22 

6. GENERAL SURGERY 6 - 1 3 - - - - - - - 10 

7. LAB SERVICES - - - - - 1 2 - - 1 4 8 

8. MASTER HEALTH 

CHECJ-UP 

1 - - - - - - 1 1 - - 3 

9. NEONATOKOGY - - - - - - - - - 1 - 1 

10. NEPHROLOGY 2 - - 2 - - - - - - - 4 

11. ONSTETRICS & 

GYNAECOLOGY 

3 - - - 1 - - - - - - 4 

12. ORTHOPAEDICS 2 1 1 - - - - - - - - 4 

13 OPHTHALMOLOGY - - - - - - - - - 1 - 1 

14. PAEDIATRICS 2 2 - - - - - - - - - 4 

15. RADIOLOGY - 3 - 2 1 - 5 - - - - 11 

16. UROLOGY 1 - - 3 - - - - - - - 4 

 TOTAL 27 9 2 24 3 4 8 4 5 3 4 93 
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EXHIBIT -7(A) 

 

GROWTH IN PATIENTS ENTERTAINED  

 

 TOTAL NEW 

PATIENTS 

TOTAL 

REPEAT OUT-

PATIENTS  

TOTAL 

ADMISSIONS 

 1986-

87 

1987-88 1986-87 1987-88 1986-87 1987-88 

APRIL 1562 2079 1859 1990 542 742 

MAY  1808 2381 1680 1878 562 737 

JUNE 1900 2523 1814 2554 586 860 

JULY 2135 2666 2312 2700 642 887 

AUGUST 1751 2440 1991 2566 558 824 

SEPTEMBER 2043 2497 2045 2628 688 846 

OCTOBER 1921 2389 1656 2410 601 776 

NOVEMBER 1743 2724 1658 2470 637 789 

DECEMBER 2038 2738 1045 2336 646 738 

JANUARY 2073 2326 2380 2659 684 788 

FEBRUARY 2078 2388 2030 2971 628 763 

MARCH 1983 2340 21007 2736 728 858 

       

No. of beds available 200 up to December, 1986 

 

Increased to 250 w.e.f. January, 1987 

Increased to 275 w.e.f. July, 1987 
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EXHIBIT -7 (B) 

                                    1987        1988  87-88                                                                    
 JAN FEB MAR APR MAY  JUN JULY AUG SEPT OCT NOV DEC TOTAL JAN FEB MAR TOTAL 

Total New Out-

patients 

2072 2078 1983 2079 2381 2523 2666 2440 2497 2389 2724 2738 28571 2386 2388 2340 29551 

Daily Average of  

New Out-patients 

 

66 

 

75 

 

64 

 

70 

 

77 

 

85 

 

86 

 

79 

 

83 

 

77 

 

91 

 

88 

 

78 

 

75 

 

82 

 

75 

 

80 

Total repeat Out-

patient 

 

2380 

 

2030 

 

2017 

 

1990 

 

1878 

 

2554 

 

2700 

 

2566 

 

2628 

 

2410 

 

2470 

 

2336 

 

28049 

 

2659 

 

2971 

 

2736 

 

29898 

Daily Average of 

Repea Out-patients 

 

76 

 

73 

 

68 

 

67 

 

60 

 

86 

 

87 

 

83 

 

88 

 

78 

 

82 

 

75 

 

77 

 

86 

 

102 

 

88 

 

82 

Total Out-patient 

(Repeat & New) 

 

4453 

 

4108 

 

4090 

 

4069 

 

4259 

 

5077 

 

5366 

 

5006 

 

5125 

 

4799 

 

5194 

 

5074 

 

56620 

 

4985 

 

5359 

 

5076 

 

59359 

Daily Average od 

Out-patients (Repeat 

& New) 

 

143 

 

147 

 

132 

 

136 

 

137 

 

170 

 

173 

 

161 

 

171 

 

155 

 

173 

 

164 

 

155 

 

161 

 

185 

 

164 

 

162 

Total Admissions 684 628 728 742 737 860 887 824 846 776 789 738 9239 788 763 858 9607 

Daily Average of 

Admissions 

 

22 

 

23 

 

24 

 

25 

 

24 

 

29 

 

29 

 

27 

 

28 

 

25 

 

26 

 

24 

 

25 

 

25 

 

26 

 

28 

 

26 

Total Discharges 

(including deaths) 

 

623 

 

672 

 

684 

 

677 

 

776 

 

700 

 

834 

 

834 

 

793 

 

754 

 

737 

 

787 

 

8871 

 

668 

 

817 

 

746 

 

9123 

Daily Average of 

Discharges(including 

deaths) 

 

20 

 

24 

 

22 

 

23 

 

25 

 

24 

 

27 

 

27 

 

26 

 

24 

 

25 

 

25 

 

24 

 

22 

 

28 

 

24 

 

25 

Total No. of Births 25 31 32 59 35 28 33 46 39 36 33 32 429 38 36 30 445 

Total No. of Service 

Days to Patients 

 

6447 

 

6528 

 

6903 

 

7209 

 

7546 

 

6873 

 

8281 

 

8184 

 

8009 

 

7214 

 

7494 

 

7110 

 

87762 

 

5468 

 

7026 

 

7722 

 

88700 

Bed Occupancy 

(Based upon Daily 

Census) 

 

83% 

 

94% 

 

89% 

 

97% 

 

97% 

 

92% 

 

98% 

 

96% 

 

97% 

 

85% 

 

91% 

 

83% 

 

87% 

 

75% 

 

88% 

 

91% 

 

88% 

Average length of 

stay per patient ( 

days) 

 

10 

 

10 

 

10 

 

11 

 

10 

 

10 

 

10 

 

10 

 

10 

 

9 

 

10 

 

9 

 

10 

 

8 

 

8 

 

10 

 

10 

Average patient per 

day in Hospital 

(Based on daily 

Census) 

 

 

207 

 

 

234 

 

 

223 

 

 

241 

 

 

243 

 

 

230 

 

 

268 

 

 

263 

 

 

267 

 

 

233 

 

 

250 

 

 

229 

 

 

240 

 

 

205 

 

 

242 

 

 

249 

 

 

242 

Gross Death Rate 4% 5% 5% 9% 4% 4% 4% 5.5% 5% 5% 4% 4% 5% 6% 4% 4% 5% 

Net Death rate 3% 4% 4% 6% 3% 3% 3% 4% 3% 3% 3% 2.5% 3% 3% 3% 2% 3% 



 

41 

 

EXHIBIT -8 (A) 

APOLLO INPATIENT TREATMENT DEPARTMENT -WISE BILLS ANALYSIS FOR 27 -4-88 

(Rupees) 

Sl. 

No

. 

Dept. 

Code 

Department Name Todayôs 

Bill  

Month to 

Date Bills 

Year to 

Date Bills  

Daily 

Average 

This 

Month 

Daily 

Average 

This 

Year 

1. AMBOO

1 

AMBULANCE 102.12 3841.97 12926.13 142.29 109.54 

2. ANA001 ANAESTHESIA/DISPOSABL

ES 

3054.00 68571.50 264627.17 25309.68 2242.60 

3. ASS001 ASSISTANT 2840.00 76938.00 310587.50 2849.55 2632.09 

4. BAL001 BALOON PUMP 0.00 10000.00 40000.00 370.37 338.98 

5. BIOO1 BIOCHEMISTRY 13010.15 270028.09 1116242.14 10001.04 9459.67 

6. BL0001 BLOOD BANK 0.00 15503.25 29646.50 574.19 251.24 

7. CAR001 CARDIOLOGY 5851.85 104409.40 423045.20 3867.01 3585.12 

8. DEN001 DENTAL 220.00 3355.00 14860.00 124.25 125.93 

9. DIA 001 DIABETIC CARE 0.00 1500.00 3500.00 55.55 29.66 

10. DOC001 DIETICS 1020.00 25965.00 94804.20 961.66 803.42 

11. DOC001 DOCTOR CONSULTATION 

CHARGES 

5055.00 269915.00 1034627.50 9996.85 8768.02 

12. EXT001 EXTRA ATTENDER 206.39 11152.08 21546.69 413.04 182.59 

13 FAB001 FOOD & BEV. 1058.84 35402.12 117586.25 1311.18 996.49 

14. GAS001 GASTROENTEROLOGY 1029.00 15727.50 66042.80 582.50 559.72 

15. HAE001 HAEMATOLOGY 2403.10 55362.65 233963.45 2050.46 1982.73 

16. HAL001 HEART & LUNGS 410.00 7755.00 34800.70 287.22 294.92 

17. HIS001 HISTOPATHOLOGY 381.30 14592.35 59723.75 540.45 506.13 

18 INN001 IMMUNO-GEROLOGY 702.75 21109.75 81917.95 781.84 694.21 
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19 INN002 IMMUNO-HAEMATOLOGY 945.60 17513.40 45798.20 648.64 388.12 

20 LAB001 LABOUR ROOM CHARGES 0.00 1958.00 9267.00 72.51 78.53 

21. LAU001 LAUNDRY 184.87 5877.19 20938.31 217.67 177.44 

22. MAE001 NHC & EHC 0.00 3378.00 12245.50 125.11 103.77 

23. MIC001 MICROBIOLOGY 2103.80 48493.95 211109.10 1796.07 1789.06 

24. MIS001 MISCELLANEOUS 12.90 33314.60 136370.60 1233.87 1155.68 

25. NEP001 NEPHROLOGY 5732.00 76111.36 301276.39 2818.93 2553.18 

26. NEU001 NEUROLOGY 0.00 5998.90 30854.50 222.18 261.47 

27. OPT001 OPERATION THEATER NO.1 13402.00 127855.50 515840.95 4735.38 4371.53 

28 OPT002 OPERATION THEATER NO.2 0.00 14005.00 32740.00 518.70 277.45 

29. OPT003 OPERATION THEATER NO. 

3 

1740.00 38770.00 84320.00 1435.92 714.57 

30 OPT004 OPERATION THEATER NO.4 0.00 4776.00 31928.50 176.88 270.58 

31. OTH001 OTHERS 0.00 9933.00 37178.00 367.88 315.06 

32. OTP001 OT PHARMACY 4699.80 182448.98 679948.78 6757.36 5762.25 

33. PAC001 PACKAGE DEAL 

OPERATION 

72000.00 2702250.00 7420075.00 100083.3

3 

62881.99 

34. PF CGS PROFESSIONAL CHARGES 4790.00 119379.58 474700.16 4421.46 4022.88 

35. PHA001 PHARMACY 11073.05 436685.50 1996293.82 16173.53 16917.74 

36. PHY001 PHYSIOTHERAPY 559.50 34783.35 121974.68 1288.27 1033.68 

37. PUL001 PULMONARY FUNCTION 

LAB 

684.00 9574.00 61246.35 354.59 519.03 

38. R. RENT ROOM RENT 61193.30 1570308.08 5865235.75 58159.55 49705.38 

39 RAD001 RADIOLOGY 66416.20 1456731.70 4410353.33 53953.02 37375.87 

40 REC001 RECOVERY ROOM 1066.50 17444.50 86341.50 645.98 731.70 

41. REH001 REHABILITATION 

CHARGES 

150.00 14200.00 39100.00 525.92 331.35 

42 ROM001 ROOM RENT 4902.00 48678.65 134516.55 1802.91 1139.97 
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43. T004  0.00 0.00 0.00 0.00 0.00 

44. TEL001 TELEPHONES 197.55 10356.33 53708.54 383.56 455.15 

45. TRA001 TRANSPLANT-

IMMUNOLOGY 

138.75 7246.00 43370.00 268.37 367.54 

46. TV001 TELEVISION 789.25 28071.24 97642.38 1039.67 827.47 

47. VAL001 VALVE COST 11000.00 150000.00 410000.00 5555.55 3474.57 

48. WAT001 WATER CHARGES 0.00 7720.00 162070.00 285.92 1373.47 

49. YOG001 YOGA THERAPY 0.00 138.20 45.00 5.11 3.88 

        

  GRAND TOTAL  292403.2

7 

8195126.67 27487410.5

2 

303523.2

1 

232944.1

5 
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EXHIBIT -8 (B) 

APOLO OUT-PATIENT COUNTER DEPARTMENT -WISE BILLING 

SUMMERY FOR 27.4.1988 

(Rupees) 

                                                                                                                                      

AMOUNT  
Sl. 

NO. 

CODE NAME  CASH CHEQU

E/DD 

CREDIT  TOTAL  

1.  NA 600.00   600.00 

2. ALL001 ALLERGY DEPARTMENT 900.00  300.00 1200.00 

3. BU001 VUI-XGWNUARET 9231.00 320.00 1045.00 10596.00 

4. CAR001 CRDIOLOGY 12926.15 400.00 1525.00 14851.15 

5. CON001 CONSULTATIONS 800.00  50.00 850.00 

6. DEN001 DENTAL 320.00  620.00 940.00 

7. DIA001 DIABETIC CARE 550.00   550.00 

8. DIE001 DIETICS 25.00   25.00 

9. DOC001 DOCTOR CONSULTATION CHARGES 265.00  225.00 490.00 

10. GAS001 GASTRO ENTEROLOGY 1650.00  300.00 1950.00 

11. HAE001 HAEMATOLOGY 4740.00  800.00 5540.00 

12. HIS001 HISTOPATHOLOGY 935.00  935.00  

13. IMM001 IMMUNO-SEROLOGY 1415.00  120.00 1535.00 

14. IMM002 IMMUNO-HEMATOLOGY 1970.00  30.00 2000.00 

15. MHC001 MASTER/EXE. HEALTH CHECK-UP 13591.00 548.50  14139.50 

16. MIC001 MICROBIOLOGY 1685.00  380.00 2065.00 

17. NEP001 NEPHROLOGY 5000.00  500.00 5500.00 

18. NEU001 NEUROLOGY 1225.00  175.00 1400.00 

19 OPT001 OPERATION THEATRE 1134.00  190.00 1324.00 

20. OPT002 OPHTHALMOLOGY 1035.00   1035.00 

21. OTH001 OTHERS 535.00  50.00 585.00 

22. PH001 PHYSIOTHERAPY 370.00  630.00 1000.00 

23. PUL001 PULMONARY FUNCTION LAB 300.00  300.00  

24. RAD001 RADIOLOGY 19815.00 575.00 7415.00 27805.00 

25. TRA001 TRANSPLANT-IMMUNOLOGY 4100.00  350.00 4450.00 

26. YOG001 YOGA THERAPY 60.00   60.00 

       

  GRAND TOTAL  85177.15 1843.00 14705.00 101725.00 

 

EXHIBIT -8 (C) 

OUT PATIENT COUNTER: DEPARTMENT -WISE BILLING FOR 27.4.1988 

(Rupees) 

DEPT 

CODE 

NAME  BILLING 

FOR THE 

DAY 

BILLING 

MONTH 

TO DATE  

BILLING 

YEAR TO 

DATE 

DAILY 

AVERAGE 

FOR THE 

MONTH  

AVG 

FROM 

YEAR 

TO 

DATE 

  600.00 10500.00 47200.00 388.88 393.33 

AH  0.00 0.00 210.00 0.00 1.75 

ALLOO ALLERGY DEPARTMENT  1200.00 9000.00 30150.00 333.33 251.25 

BI001 BIO-CHEMESTRY 10596.00 203440.00 792456.80 7534.81 6603.80 

CAR001 CRDIOLOGY 850.00 14575.00 67655.00 539.81 563.79 

  0.00 2430.00 4261.95 90.00 35.51 

  0.00 0.00 990.00 0.00 8.25 

DEM001 DENTAL 940.00 32675.00 104595.00 1210.18 871.62 

DIA001 DIABETIC CARE 550.00 5000.00 26200.00 185.18 218.33 
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DIE001 DIETICS 25.00 1200.00 4870.00 44.44 40.58 

DOC001 DOCTOR CONSULTATION 

CHARGES 

490.00 12295.00 40805.00 455.37 340.04 

GAS001 GASTRO-ENTEROLOGY 1950.00 44920.00 186180.00 1663.70 1551.50 

HAE001 HAEMATOLOGY 5540.00 100175.00 418423.80 3710.21 3486.86 

  HIS001 HISTOPATHOLOGY 935.00 12857.50 56343.00 476.20 469.52 

IMM001 IMMUNO-SEROLOGY 1535.00 19362.50 64021.50 717.12 533.51 

IMM002 IMMUNO-HEMATHOLOGY 2000.00 32864.50 181375.15 1217.20 1511.45 

MHC001 MASTER/EXECUTIVE 

HEALTH-UP 

14139.50 272927.50 1104260.00 10108.42 9202.16 

MIC001 MICROBIOLOGY 2065.00 49285.70 201571.90 1825.39 1679.76 

NEP001 NEPHROLOGY 5500.00 104500.00 492000.00 3870.37 4100.00 

NEU001 NEUROLOGY 1400.00 27302.50 97058.75 1011.20 808.82 

OPT001 OPERATION THEATRE 1324.00 4595.50 50370.00 170.20 419.75 

OPT002 OPHTHALMOLOGY 1035.00 11375.00 47975.00 421.29 399.79 

OTH001 OTHERS 585.00 40431.00 214666.60 1497.44 1788.88 

PHY001 PHYSIOTHERAPY 1000.00 17180.00 76554.80 636.29 637.95 

PUL001 PULMONARY FUNCTION 

LAB 

300.00 6040.00 28283.00 223.00 235.69 

RAD001 RADIOLOGY 27805.00 514175.40 2018876.80 19043.53 16823.97 

TRA001 TRANSPLANT-

IMMUNOLOGY 

4450.00 70400.00 289158.00 2607.40 2409.65 

YOG001 YOGA THERAPY 60.00 840.00 3130.00 31.11 26.08 

       

 TOTAL  101725.65 1845722.00 7540531.05 68359.95 62837.66 

 

EXHIBIT -9 

NATURE/TYPES OF ACCOMMODATION AVAILABLE TO IN -PATIENTS 

 

Rooms No. of beds Rates (Rs. per day ) 

Super deluxe  Rooms 7 850+21% Surcharge 

Deluxe Rooms 47 415+16% Surcharge 

Discounted Deluxe Rooms 18 310+16% Surcharge 

Semi Private Rooms 67 215+11% Surcharge 

Discounted Semi Private 

Rooms 

16 150+11% Surcharge 

General Wards 105 100+10% Surcharge 

Transplant Rooms 36 550+16% Surcharge 

I.C.U. 7  

Lab/Incubator Rooms 3  

   

 343  
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EXHIBIT -10 (A) 

 

GUEST ROOM SERVICES 

Snacks (10 a.m. to 6.30 p.m.)  

  

Vegetable s/w 5.00 

Cheese s/w 6.00 

Grilled Cheese s/w 6.00 

Egg Sandwich 6.00 

Chicken Sandwich 6.00 

Channa Bhatura 7.00 

Samosa 7.00 

Vegetable Cutlets 5.00 

Cheese Pakora 5.50 

Vegetable Pakora 7.00 

Masala Vada 5.00 

Milk Shakes  4.00 

Coffee 5.00 

Tea 3.00 

Milk  3.00 

Soft Drinks 3.50 

Coconut Water 4.00 

Lemon Juice 4.00 

Sweet Lime Juice 2.50 

Mineral Water 650 ml. 13.00 

Mineral Water 1000 ml. 16.00 

Breakfast &7 a.m. to 10 a.m.  

Bread/Butter/Jam 4.00 

Wada 4.00 

Idli  4.00 

Poori bhaji 4.00 

Masala dosa 4.00 

Plain dosa 4.00 

Othappam 4.00 

Cheese omlete 4.50 

Omlette 4.00 

Tost (4 Slices) 4.00 

Soda 2.50 

Horlicks/Bournvita 5.00 

Coffee/tea 3.00 
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      Lunch 12.30 a.m. ï 2.30. p.m., Dinner 7 p.m.  9.30 p.m. 

  

Vegetarian  

  

Vegetable jalfraizi 7.00 

Gobi masala 7.00 

Sag panir 7.00 

Panir butter masala 7.00 

Malai kofta 7.00 

Allu dum 7.00 

Vegetable chettinad 7.00 

Dal masalawali 4.50 

Channa masala 4.50 

Nan 3.00 

Phulksa (2 nos.) 2.00 

Allu poratha 3.00 

Gobi poratha 3.50 

Vegetarian thali 10.00 

Plain rice 2.00 

Vegetarian biriyani 10.00 

  

Non-Vegetarian  

  

Fish curry 10.00 

Mutton coconut fry 11.50 

Mutton roganjosh 11.50 

Chicken curry 11.50 

Chicken korma 11.50 

Chicken saagwala 11.50 

Chicken butter masala 14.00 

Masala fried fish 10.00 

Fried fish 10.00 

Mutton biriyani 13.00 

Chicken biriyani 13.00 

 

Desserts 

 

Caramel custard 4.00 

Mango soufflé  4.00 

Fruit salad 4.00 
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EXHIBIT -10 (B) 

CONSUMPTION OF METERIAL PER DAY  

 

Chicken   40 kg. 

Non-veg   40 kg 

Milk  700 ltrs. 

Coffee     3 kg.(1000 cups/kg.) 

Tea     4 kg.(100 cups/kg.) 

Rice 120 kg. 

Flour   30 kg. 

Sugar   60 kg. (+ 1200 packets) 

Soup 100 ltrs. 

Oil   30 kg. 

(Mixed Vegetables 500 kg. 

 

EXHIBIT -11(A) 

PERIODICAL REPORTS  

Statistical Report for the Month of March, 1988 

 

SL

. 

N

O. 

 

DESCRIPTION 

LAST YR. 

THIS 

MONTH 

MARCH, 87 

PREVIOU

S MONTH 

FEB. 88 

THIS 

MONTH 

MARCH. 

88 

1. Total New Out-patients 1983 2388 2340 

2. Daily average of New outpatients 64 82 75 

3. Total Repeat out-patients 2107 2971 2736 

4. Daily average of Repeat out-patients 68 102 88 

5. Total out-patient (New & Repeat) 4090 5359 5076 

6. Daily average of out-patients (New & 

repeat) 

132 185 164 

7. Total Admissions 728 763 858 

8. Daily average of admissions 24 26 28 

9. Total discharges (including deaths) 684 817 746 

10. Daily average of discharges(including 

deaths) 

22 28 24 

11. Total No. of Births 20 15 20 

12. Total No. of Deaths 32 36 30 

13. Total No. of Service days to patients 6903 7026 7722 

14. Average length of stay per patient 10 8 10 
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15. Bed occupancy percentage (as per daily 

census) 

89% 88% 91% 

16. Average patient per day in Hospital 

(according to daily census) 

223 242 249 

17. Gross death rate 5% 4% 4% 

18. Net death rate 4% 3% 2% 

 

Bed occupancy based upon 250 beds (1987) & 275 beds (1988) 

 

EXHIBIT -11 (B) 

SERVICE BREAK -UP OF DISCHARGED PATIENTS 

S.NO. Department Male Female M. 

Child 

F. 

Child 

Total 

1. MEDICAL 76 53 -- -- 129 

2. GEN. SURGERY 45 32 3 -- 80 

3. ORTHALMOLOGY 7 4 -- -- 11 

4. ORTHOPAEDICS 33 16 1 3 53 

5. GYNAECOLOGY -- 26 -- -- 26 

6. OBSTETRICS -- 22 -- -- 22 

7. PAEDIATRICS -- -- 30 14 44 

8. CARDIOLOGY 74 21 2 4 101 

9. CARDIO THORACIC 

SURGERY 

44 8 3 2 57 

10. DENTISTRY 1 -- -- -- 1 

11. DERMOTOLOGY -- -- -- -- -- 

12. DIABETOLOGY 6 -- -- -- 6 

13. ENDOCRINOLOGY -- -- -- -- -- 

14. GASTRO-

ENTEROLOGY 

16 5 -- -- 21 

15.  NEPHROLOGY 37 13 1 -- 51 

16. NEUROLOGY 18 14 1 -- 33 

17. NEURO-SURGERY 7 2 2 - 12 

18. E.N.T. 8 7 3 - 18 

19. CANCER 13 1 -- 1 15 

20. UROLOGY 19 2 -- -- 21 

21. PL. SUR. 5 6 3 2 16 

22. PHYCHIATRY 20 5 -- -- 25 

23. HEAMATOLOGY 2 1 1 -- 4 

 TOTAL 431 238 50 27 746 
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EXHIBIT -11 (C) 

OUT PATIENT SECTION  

(SERVICE BREAK -UP OF NEW REGISTRATION)  

 

Sl. 

No. 

DEPARTMENT  M F M.Ch. F.Ch. TOTAL  

1. MEDICAL 208 106 -- -- 314 

2. GEN. SURGERY 81 31 7 2 121 

3. OPHTHALMOLOGY 48 26 4 2 136 

4. ORTHOPAEDICS 75 57 2 2 136 

5. GYNAECOLOGY -- 174 -- -- 174 

6. INFERTILITY 45 -- -- -- 45 

7. PAEDIATRICS 66 38 -- -- 104 

8. CARDIOLOGY 242 76 12 9 339 

9. DENTISTRY 9 3 1 -- 13 

10. DERMATOLOGY 25 14 2 3 44 

11. NEPHROLOGY 59 28 5 1 93 

12. NEUROLOGY 80 58 9 8 155 

13. E.N.T. 56 20 4 1 81 

14. CANCER 10 3 -- 1 14 

15. UROLOGY 38 - 2 -- 40 

16. MHC 250 97 -- -- 347 

17. ENDOCRINOLOGY 4 9 -- -- 13 

18. C.T.U. 55 18 8 1 79 

19. GASTRO-ENTEROLOGY 61 28 3 1 93 

20. DIABETOLOGY 15 8 3 1 23 

21. PSYCHIATRY 11 2 -- 1 14 

22. PL. SURGERY 8 7 2 2 19 

       

 TOTAL  1446 800 61 33 2340 

 

EXHIBIT -11 (D) 

OUT-PATIENT SECTION  

(SERVICE BREAK -UP OF REPEAT REGISTRATION)  

 

SL.NO. DEPARTMENT  M F M.Ch. F.Ch. TOTAL  

1. MEDICAL 213 121 -- -- 334 

2. GEN. SURGERY 57 32 -- -- 89 

3. OPHTHALMOLOGY 3 1 -- -- 4 

4. ORTHOPAEDICS 60 35 4 3 122 
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5. GYNAECOLOGY -- 435 -- -- 435 

6. OBSTETRICS -- -- -- -- -- 

7. PAEDIATRICS -- -- 60 54 114 

8. CARDIOLOGY 278 69 6 -- 355 

9. DENTISTRY 3 2 -- -- 5 

10. DERMATOLOGY 159 96 7 10 272 

11. NEPHROLOGY 226 119 9 5 359 

12. NEUROLOGY 139 92 7 7 245 

13. E.N.T 26 11 1 -- 38 

14. CANCER 19 8 -- -- 27 

15. UROLOGY 42 8 -- -- 50 

16. M.H.C. 112 45 -- -- 157 

17. C.T.U. 15 4 -- -- 19 

18. GASTRO-

ENTEROLOGY 

65 22 1 -- 88 

19 PL. SURGERY 4 7 -- -- 11 

20. DIABETOLOGY 11 3 -- -- 14 

 TOTAL  1432 1130 95 79 2736 
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20 Vindhya Matsya Vikas Nigam Limited 
 

"Our major task is to tap the available large inland water resources and 

concentrate on fresh water aquaculture, reservoir fisheries, lake, pond and river 

fisheries. The changing environment makes us think of taking up new roles. The 

existing competition is likely to intensify, and funding from the government 

may reduce. We want to diversify into fish feed' plants, organise consultancy 

services for fish farmers and the private sector and constructional agencies to 

support development work by the Fisheries Directorate. A formal marketing 

network does not exist in the Nigam. Plans are afoot to develop such a network. 

Another important thing that we have to bother is the lack in R & D and 

facilities. The difficulty in producing `A' Category fisheries is also posing a 

major problem to the organisation", said the Managing Director of the Vindhya 

Matsya Vikas Nigam Limited (VMVNL), while addressing the annual general 

body meeting of the company. 

 

The Company 

 

Vindhya Matsya Vikas Nigam Ltd. (VMVNL), was established by state 

government of Vindhya Pradesh in October 1979, for the purpose of setting up 

modern hatcheries and producing fish seeds to increase the fish production in 

the state. The state being a land-locked state, traditional coastal fishing and 

deep sea fishing were not possible in the state, leaving inland fishing as the 

only option. The various subsections in inland fishing were: 

 

¶ Aquaculture, comprising brackish-water and fresh-water aquaculture 

¶ Reservoir fisheries, and 

¶ Integrated fish culture with crops. 

______________________________________________________________ 

Prepared by Vijay Sarathi, Marish Gupta, Jatin Suryavanshi & Lary Furtado 

(PGP '94) under the supervision of Prof. Krishna Kumar 

Data has been disguised wherever necessary. 

The Case Material is prepared as a basis for class discussion. Cases are not 

designed to present illustrations of either correct or incorrect handling of 

administrative problems. 



 

53 

 

The state was bestowed with rich inland water resource in the rural areas in 

the form of ponds and lakes (11.65Ålakh hectares). It was realised that these 

could be brought under the domain of fish farming and thus increase the 

production of fish which is a 'highly protein rich staple diet. It was also felt 

that fish farming could help tackle the increasing food problem, could also 

provide employment to many, particularly to those who live below the poverty 

line. VMVNL was, therefore, established with the mission of spreading 

prosperity and for the welfare of the people of state through. a high volume 

fish production. 

 

Objectives of the Nigam 

 

Accordingly, the following objectives were set out for the Nigam: 

 

a) Construction of hatcheries for fish seed production using modern 

technology. 

b) Construction of infrastructural facilities to fisheries. 

c) Production and distribution of high quality and pure fish seeds, to fish 

farmers. The fish seeds were to be produced in the Nigam's hatcheries. 

The Nigam aimed to produce fish seed of size 25mm. to the extent of 2 

crores per 10 hectares of water. 

d) Management of Category `A' Water-bodies of Vindhya Pradesh. 

e) Promote the consumption of fish and its various preparations through 

its mobile fish parlors. 

 

Organisation Structure 

 

The company was governed by a Board of Directors which had 12 members, 

including the Chairman. The Secretary, Animal Husbandries and Fisheries 

Department of the state government served as the Chairman of the Board. The 

Managing Director was also a member of the Board (see Exhibit 1 for details). 

 

The Head office of VMVNL was located in Selvila: There were eleven 

Regional Offices and sixty district offices. The Nigam presently did not have a 

Personnel Manager. The Personnel function was being looked after by the 

Marketing Manager on a temporary basis. 
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Sharing the critical problems of manpower the Managing Director said: 

 

"The organisation has a requirement for 266 employees under various categories. 

However only 109 positions have been filled, as of today. Out of these 109, 

91 are permanent employees and 18 are temporary employees. The Nigam 

has a shortfall of 157 employees" (see Exhibit 2 for details). 

 

Operations of the Company 

 

The VMVNL was involved in three major activities: 

 

1. Fish Seed Production 

2. Management of Water bodies 

3. Operation of the `Mobile Parlour' 

 

1)  Fish Seeds 

 

The state had a large water resource base in which both cultivable and non-

cultivable varieties of fish thrived. One of the main reasons for low fish 

production even after having large water resources was the non-availability 

of sufficient amount of fish seeds. To overcome this problem, good quality 

fish seeds must be provided to the fish breeders. Five hatcheries were 

established with World Bank assistance in the first leg in 1979. This was 

followed by the establishment of three hatcheries under the United Rural 

Development Plan and four hatcheries under the State plan in the second 

leg. 

 

The cultivable varieties of fish do not breed in saline water. They have to 

be induced to breed by a harmonic injection. The breeding takes place 

under controlled conditions, with specified oxygen and water nutrition 

level in the hatcheries constructed and maintained by the Nigam itself. The 

fish normally breed in the monsoon season, i.e., between July to August. 

During this time, therefore, fishing was officially banned at all the inland 

water resources of the state. The ban was monitored with the help of the 

Fisheries Directorate of the State Government. 
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Once the fish bred and the eggs were produced, these eggs were allowed 

to hatch in the hatcheries The fish seeds were kept in the hatchery till it 

grew to a size of at least 25 mm. The seeds were then kept in vessels and 

trucked to the various Fish Farmers Development Agents (FFDAs) who 

came under the purview of the Fisheries Directorate and not the Nigam. 

 

The seeds were then sold to various fish farmers and contractors (through 

the FFDAs) who then grew them further to large size fish in their local 

ponds or lakes. Finally, the fish were sold by the fishermen/fish farmers in 

the market. 

 

The Nigam produced fish seeds of the following variety. 

 

Name of the fish Percentage seed 

production Katla  36 

Rohu 31 
Nain 33 
 

The revenues earned from the sale of fish seeds was Rs. 121 lakhs in 1992-

93. 

 

The hatchery-wise seed production details, both actual and projections for 

1994, are given in Exhibits 3 and 4. 

 

Fish seed accounted for about 45% of the total revenue of the Nigam. The 

available area for fish seed production was 11.65 lakh hectares. This 

consisted of 7.20 lakh hectares of flowing water and 4.45 lakh hectares of 

still water. A production of 1.35 lakh tonnes was possible in Vindhya 

Pradesh (V.P.). Keeping in view the amount of aquatic area available this 

was considerably less. 

 

From every ten hectare hatchery, two crore fish seeds of 2.5 cm were 

targeted to be produced. Actual production figures were compared with 

the targets and are shown in Exhibit 5. It could be seen that after 1990-91, 

almost all hatcheries had crossed the set targets. The hatcheries which were 
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constructed under the World Bank Plan were based on Hungarian patterns. 

These created a lot of problems in fish seed production and this resulted 

in a low capacity utilization. Hence, they were converted to circular 

hatcheries based on Chinese techniques and all future hatcheries were 

made using this technique. The results were encouraging. Continuous 

modernization of these hatcheries was taking place resulting in high 

capacity utilization. 

 

Potential and Resources 

 

The demand for fish seeds in the state was currently at Rs. 55 crores per 

annum and was expected to increase to Rs. 100 crores in the next decade. 

With an installed capacity of only Rs. 27 crores per annum of VMVNL, 

there existed' a huge gap which remained to be covered. Through 

commercialisation of fish production and up gradation of technology of 

inland fish farming projects through culture operations, this gap could be 

narrowed. 

 

The production of fish seeds was worth Rs. 1572.42 lakhs in 1991-92 

which increased to Rs. 2227.63 lakhs in 1992-93 (Exhibit 6). The 

profitability of fish seed operation is shown in Exhibits 7(a).and 7(b) 

 

2) Management of "A" grade Water bodies 

 

Besides earning revenue from the fish seeds, another source of revenue for 

the Nigam was its Construction Services. The Construction unit of the 

Nigam had constructed poultry complexes, a hospital and housing societies 

for fishermen. Last year Rs. 8 crore worth of construction work was 

undertaken and the revenue earned was 7.5% of the total work completed. 

 

Presently the VMVNL was engaged in managing thirteen Water bodies of 

"A" grade of the fishery unit. The total area of these water bodies was 

44,000 hectares. The water bodies were auctioned for a period of three 

years (Sept. to June) and the fish seed development done based up on the 

fish seed achievements and the cost was recovered from the contractors. 
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Only about 9% of the fish were of the "A" category, which were the 

costliest and were in maximum demand while the remaining were "B" and 

"C" category fish. An improvement in this situation could lead to increased 

fish production and higher income for the Nigam. 

 

There were two basic principles of water body management. First, bigger 

sized fish seeds of those classes of fish which grew fast in stipulated 

numbers be developed. Second, necessary arrangements be made for the 

protection of fishery property. Lot of problems were being faced in 

fulfilling these objectives because the fish seed produced from the 

corporation hatcheries were distributed to the fish farmers on the basis of 

importance. Hence, only the remaining fist} seeds could be bred in the water 

bodies. To add to this, there was also a lack of personnel in the Nigam. The 

productivity was 18 kg/hectare while the maximum possible was 

50kg./hectare. 

 

To solve the above problems, all water bodies were auctioned for three years 

so that the contractors could protect their water bodies during July and 

August when fish killing is prohibited. In this arrangement, the 

development of fish seeds in water bodies was also done by contractors. 

 

Earnings from auction is shown below 

 

Year Auction 

Amount  (in 

Lakhs) 

Fish 

Production                 

(in quintals) 

Prodn./Hectare           

(per Kg.) 

 

1989-90 

 

73.28 

 

5435.59 

 

13.00 

1990-91 81.34 7796.37 18.00 

1991-92 81.84 8631.04 20.00 

1992-93 83.07 10491.23 24.00 

1993-94 

(estimated) 

87.26 11000.00 25.00 

    

It was estimated that productivity would increase to 25 kg/hectare and 

revenue increase to 87.26 lakhs in near future. The expenses in maintenance 
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of water bodies are shown in Exhibit 8. 

 

3) Fish Parlour Services 

 

Through the mobile parlour services, the Nigam sold fresh and proper 

standards of fish preparations at reasonable price to the city dwellers in the 

state. This scheme was started in 82-83 in the city of Selvia. Fish and fish 

preparations worth Rs. 4.26 lakhs were sold through mobile parlours in 82-

83, which has increased to Rs. 7.76 lakhs in 92-93. However, due to 

shortage of fish from the waterbodies, additional parlours could not be 

established. A new mobile parlour was opened in Giroda in 93-94, and a 

sale of Rs. 12 lakh worth of fish and fish preparation in the two cities 

achieved (see Exhibit 9). 

 

4) Other Schemes 

 

1. Fish farming in Butler Palace and Gold Club Lakes ð About 

10,000 fish seeds are expected to be produced in the two hectare 

lake in the Butler Palace. 025 hectares is available in the Golf 

Club also. 

2. Fresh water prawn farming (an experiment) - Prawn Seeds were taken 

from Kandila in 1992-93 and prawn farming was tried in Mayavati and 

Satyavati hatcheries. 

3. Sewage feed fish farm ð Within the Gangaputra (river) purification 

plan, a sewage fed fish farm was being developed at Saini. The 

construction was in the last leg of its completion. It was expected to be 

completed by 1993-94. This would cause a reduction in costs by saving 

on fish feed and fertilizers and a higher productivity. 

 

Profitabilit y of the Company 

 

The profitability of various units is shown in Table 1. (For overall 

profitability of the company see Exhibit 10). The maximum profit margin 

was achieved through activity of management of the waterbodies. VMVNL 

expected an increase of 40.96% in gross margin during the year 1993-94. 
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 1992-93  1993-94 (estimated) 

Gross Margin (PAT/ Turnover)     6.27 %  10.62 % 

 

Table 1 

  Profitability  

Unit  1992 - 93 1993-94 

 

 
  (estimated) 
Seed Production Unit 21.61 % 21.67 % 

Waterbodies Unit 32.39 % 47.76 % 

Parlour Unit 2.50 % 4.00 % 

 

Economy of the Region 

 

The low purchasing power of the fish farmers and their inability to invest 

larger sums in maintenance of ponds and lakes resulted in lower demand of 

seeds per fish farmer and this directly or through FFDAs (who translate the 

demand of these local fish farmers covered regionwise under them) resulted 

in lesser sale of fish seeds. Apart from this the scientific methods of fish 

farming were not quite popular with the fishermen community, most of 

whom had little education. They failed to understand the 1 importance of 

proper seeds. The other socio-economic factors like high percentage of 

vegetarians in the country, the fish-eating habits of the people of Vindhya 

Pradesh, a large scale demand supply gap, the increasing power in the hand 

of intermediaries like contractors also posed a threat to the organisation. 

Apart from the above mentioned factors, two other important factors were 

the availability of vast natural resources in terms of inland water resources 

(lakes, ponds, and reservoirs) and the land-locked nature of the state 

(absence of marine and coastal fishing, brackish water fishing etc.). 

 

Certain technological factors also posed problems in conducting the seed 

business properly. High perishability of the fish seed, on account of 

inefficient storage and transport facilities used by the organisation, was one 

such factor that posed a major threat. This lead to a decreased percentage of 

fish seeds finally making it to the fish-farmers through the FFDAs. Another 

major factor was the increasing level of water pollution in the rivers of the 
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state. Though cleaning and pollution control measures were being undertaken, 

still pollution posed a threat to the breeding of fish and killed all 

food/planktons for the fish to thrive on. The cold water fisheries, however, 

were a major technical development along with integrated fishing and Duck-

cum-fish fisheries which provided major opportunities for the organisation to 

look forward to. 

 

Government Policies on Fisheries Development 

 

The Government of India was providing a major thrust to the development 

of fisheries as an export area with high returns in terms of foreign exchange. 

This had percolated down to state level governments and this was expected 

to continue as a good opportunity, for one could still tap a huge resource 

base both in Vindhya Pradesh and in the country. But the state governmentôs 

interference in day to day working of the organisation, some people felt, 

acted as a hurdle in operational efficiency also. 

 

The increasing support at various levels through financing agencies like 

National Rural Development Bank, was helping the overall development of 

fisheries and increasing returns to the organisation. This too was expected 

to continue in the future. 

 

Competition 

 

"The competition to VMVNL is primarily from private sector which is by 

and large unorganized", said an executive. "However a sort of complacent 

attitude exists toward this as people here think that demand will always 

outstrip supply. But the situation is changing fast, with the shift in 

government policies. We may not be retaining our monopolistic position far 

long. More importantly, the basic idea of the Nigam is that fisheries should 

be taken up totally by the private sector and the government should gradually 

withdraw from this sector in a phased manner. In the long term, therefore, 

this emerging private sector, though unorganised .and small currently, is 

likely to expand and offer intense competition in terms of technology and 

production capacity to the Nigam. This is a major threat. The current support 

in terms of popularising fish seeds and fish production as a viable business, 
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should thus be carried out after a careful analysis." 

 

Competition also came from the Kandila fish seed suppliers who sold fish 

seeds at a cheaper rare in Vindhya Pradesh.  The Nigam was wondering 

how it should be facing the competition. 
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Exhibit -1 

ORGANISATION STRUCTURE OF THE COMPANY  

 

  Board of 

Directors 

  

     

  M.D.   

     

 

  

             | 

  

Chief Project 

Engineer 

Manager              

(Fin. And 

A/c) 

Marketing 

Manager. 

Chief 

General 

Manager 

Personal 

     

Project 

Engineer 

  Reservoir 

Activities 

Exchange 

 

     

Junior 

Engineers 

  Seed 

Production 

Departments 

 

 

Exhibit -2 

PRESENT STATUS OF HUMAN RESOURCES 
 

DESCRIPTION 

TOTAL 

POSTS 

REQD. 

Post  

occupied 

 Post 

unoccupied 

  Permanent Temporary  

CATEGORY óAô 

BASIC >  Rs. 3000/- 

16 03 05 08 

CATEGORY óBô 

BASIC > Rs. 2200 

<Rs. 3100  

03   03 

CATEGORY óCô 

BASIC <Rs. 2199 

>Rs. 775 

114 49 13 52 

CATEGORY óDô 

BASIC <Rs. 775  

133 39  94 

Total 266 91 18 157 

The minimum educational qualification for field functionaries is graduates in Chemistry, 

Botany or zoology. 
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EXHIBIT -3 

YEARLY SEED PRODUCTION STATEMENT  

 

                                                                                               All figures in lakhs of rupees 

S. 

NO. 

Name of 

Hatchery 

Name of 

Project 

Cost of 

Construction 

1992-

93 

Target 

Actual 1993-94 

Expected 

1. Mayavati World Bank 44.6 225.00 237.32 225 

2. Sriveni -do- 40.8 225.00 239.13 225 

3. Sarayupa -do- 42.27 225.00 214.11 225 

4. Ametiha -do- 59.00 225.00 257.40 300 

5. Satyavati -do- 67.70 200.00 165.74 200 

6. Raptile United 

Village 

Development 

Scheme 

44.16 225.00 183.08 225 

7. Shardama -do- 45.84 100.00 100.18 175 

8. Pamuna -do- 46.00 - 4.11 - 

9. Mutar Boot scheme  49.06 200.00 162.76 200 

10. Kashipore -do- 98.64 200.00 150.26 325 

11. Parkshigarh -do- 49.98 175.00 183.08 200 

12. Coach -do- 49.95 200.00 112.14 200 

    2200.00 2009.31 2500 
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Exhibit -4 

S.NO. HATCHERYôS NAME FISH VARIETY IN QUINTALS  

  Katla Rohu Nain Total 

1. Satyavati 18.00 16.00 16.00 50.00 

2. Raptile 17.50 12.00 17.50 47.00 

3. Sarayupa 20.50 13.00 13.50 47.00 

4. Ametiha 18.00 14.50 18.50 50.50 

5. Kashipore 6.50 5.75 2.50 14.75 

6. Parkshigarh 7.00 12.25 4.25 23.50 

7. Mutar 15.00 13.50 15.00 43.50 

8. Shardama 9.50 6.00 13.00 28.50 

9. Mayavati 16.70 13.00 13.60 43.30 

10 Sriveni 19.20 10.00 12.00 41.00 

11. Coach 3.50 18.00 11.50 33.00 

      

 Total 151.40 134.00 138.25 425.35 

 

EXHIBIT -5 

FISH PRAWN PRODUCTION IN THE YEAR 1993 -94 

                                                                          (Figures in crores) 

S.No. Name of 

Hatchery 

Target Requirement Excess/deficit 

1. Mayavati 11.5 7.00 4.50 

2. Sarayupa 12.00 7.00 5.00 

3. Sriveni 10.00 7.00 3.00 

4. Ametiha 13.00 8.50 4.50 

5. Raptile 10.50 7.00 3.50 

6. Satyavati 10.00 7.00 3.00 

7. Mutar 11.15 7.00 4.15 

8. Kashipore 5.00 9.75 4.75 

9. Parkshigarh 8.50 9.00 1.50 

10. Shardama 7.50 6.00 1.50 

11. Coach 7.00 7.00  

     

 Total 106.15 80.25 30.65     
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EXHIBIT -6 

YEARLY SEED PRODUCTION STATEMENT  

                                                                         (All figures in lakhs of rupees) 

 

S. 

N

O

. 

NAME 

OF 

HATCH

ERY 

NAME OF 

PROJECT 

COST OF 

CONSTR

UCTION 

 

1990-91 

  

1991-92 

 

    TARGE

T 

ACTUA

L 

TARGE

T 

ACTUAL 

1. Mayavat

i 

World Bank 44.46 175 188.28 200 220.00 

2. Sriveni -do- 40.8 175 223.13 200 209.41 

3. Sarayupa -do- 42.27 200 256.66 200 241.99 

4. Ametia -do- 59.00 175 233.74 200 225.42 

5. Satyavati -do- 67.70 75 78.81 200 123.26 

6.   Raptile United 

village 

developmen

t scheme 

44.16 175 234.85 200 222.44 

7. Shardapa -do- 45.84 50 63.25 280 57.44 

8. Pamuna -do- 46.00 25 8.13 - 2.12 

9. Mutar Boot 

scheme 

49.96 50 96.69 200 43.73 

1

0. 

Kashipor

e 

-do- 98.64 50 99.56 150 68.46 

1

1. 

Parkshit

garh 

-do- 49.98 50 23.00 90 63.09 

1

2. 

Coach -do- 49.95 50 32.98 80 95.05 

    1250 1539.08 1800 1572.41 
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EXHIBIT -7 (A)  

INCOME & EXPENSE STATEMENT FOR FISH SEED PRODUCTION - HATCHERY -WISE 
DURING 1992-93 

 

(Figures in lakhs of rupees)  

NAME OF THE 

HATCHERY 

PROPOSED 

FISH SEED 

PRODN. 

(LAKHS 

INCOME WAGES EXPENSEs &  

SUNDRIesES 

TOTAL INTERES

T  ON 

LOANS 

 

TOTAL PROFIT/  

LOSS 

AFTER 

TAX 

Mayavati 225 12..7 3.80 5.43 9.23 1.50 10.73 1.64 

Sriveni 225 12.37 3.80 5.43 9.23 1.26 10.49 1.88 

Sarayupa 225 12.37 3.80 5.43 9.23 2.62 11.85 0.52 

Ametiha 225 12.37 3.80 5.43 9.23 3.95 13.18 0.81 

Raptile 225 12.3 / 3.80 5.43 9.23  9.23 3.14 

Satyavati 200 11.0( 3.80 4.75 8.55 4.50 13.05 2.05 

Mutar 200 11.00 3.80 4.75 8.55  8.55 2.45 

Kashipore 200 11.00 3.80 4.75 8.55  8.55 2.45 

Parkshitgarh 175 9.65 3.50 4.50 8 00 - 8.00 1.65 

Shardama 100 5.5 2.50 3.00 5.50  5.50 - 

Coach 200 11.00 3.80 4.75 8.55 - 8.55 2.45 

Pamuna   0.50 0.50 1.00  1.00 1.00 

Total 2200 121.00 40.70 54.15 94.85 13.97 108.82 12.18 

Mayavati 225 12..7 3.80 5.43 9.23 1.50 10.73 1.64 
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EXHIBIT -7(B) 

 

PROJECTED PROFITABILITY OF FISH SEED PRODUCTION -

HATCHERY - WISE IN 1993-94 
 

 

 

 

 

 

 

 

 

 

 

 

 

      

 

(All figures are in lakhs of 

rupees) 

NAME OF 

HATCHERY  

ESTIMATE D  

FISH SEED 

PRODN. 

(bAKHS) 

INCOME  SALARY  

& 

WAGES 

EXPENSE 

(OTHERS) 

TOTAL  INTEREST TOTAL  PROFITY  

LOSS 

Mayavati 225 12.38 4.00 5.75 9.75 1.5 11.25 1.13 

Sriveni 225 12.38 4.00 _ 5.75 9.75 1.2 10.95 1.43 

Sarayupa 225 12.38 4.00 5.75 9.75 2.5 12.25 0.13 

Amethiha 225 16.50 5.20 7.65 12.85 3.8 16.65 0.15 

Raptile 300 12.38 4.00 5.75 9.75  9.75 2.63 

Satyavati 225 11.00 3.60 5.10 8.70 4.5 13.20 2.20 

Mutar 200 11.00 3.60 5.10 8.70  8.70 2.30 

Kashipore 325 17.85 5.60 8.00 13.50  13.50 4.35 

Parkshiatgarh 200 11.00 3.60 5.10 8.70  8.70 2.30 

Shardama 175 9.63 3.10 4.45 7.55  7.55 2.08 

Coach 200 11.00 3.60 5.10 8.70  8.70 2.30 

Total 2500 137.50 44.20 63.50 107.50 13.5 121.20 16.30 

 

EXHIBIT -8 

EXPENSES OF WATERBODY UNITS 

                                                                    

HEAD           YEAR  

 1991-92 1992-93 1993-94 

Royalty 29.46 31.35 32.03 

Wages 4.46 5.40 5.94 

Casual Labour 1.76 1.94 2.13 

Transpotation 0.35 0.39 0.46 

Maintenance 0.46 0.51 0.56 

Writing Meterial 0.26 0.29 0.32 

Journey Expenses 0.80 0.97 1.06 

Advertising  0.22 0.24 0.26 

Sundries 0.04 0.05 0.05 

Auction Expenses 0.14 0.15 0.16 

Administrative 

Expense 

3.50 3.87 4.41 

Total 41.53 45.16 47.48 
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EXHIBIT -9 

INCOME STATEMENT FOR FISH PARLORS IN LUCKNOW & KANPUR 

DIVISION  
(Figures in Lakhs of Rupees) 

HEAD  FORCASTED FOR 

1992-93,SILVIA  

FORCASTED FOR 

1993-94, SILVIA  

INCOME STATEMENT 

FORCASTED 1993-94 

GIRODA  

INCOME     

Cooked Fish 5.10 5.40 3.24 

Fishôs Head 0.30 0.30 0.05 

Uncooked Fish 2.60 2.80 0.21 

Total 8.00 8.50 3.50 

EXPENSES    

Fish feed 4.74 5.00 1.91 

Spices 0.80 0.90 0.54 

Wages 0.02 0.02 -- 

Packing 0.20 0.20 0.10 

Advertising 0.05 0.05 0.04 

Salaries 1.40 1.50 0.05 

Rent 0.05 0.05 0.25 

Consumables 0.10 0.10 0.10 

Fees 0.15 0.10 0.03 

Maintenance 0.20 0.20 0.05 

Sundries 0.10 0.10 0.15 

Total 7.81 8.22 3.30 

Silvia 1992-93 profit = 0.19 Lakhs = 2.5% 

Silvia 1993-94 profit = 0.28 Lakhs = 3.5% 

Giroda 1993-94 profit = 0.20 Lakhs = 5.7% 
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EXHIBIT -10 

 

PROFIT/LOSS A/C 

 

                                                                                                               ( Rs. In Lakhs) 

DESCRIPTION                          1992-93                 1993-94 (Proj) 
INCOME    
Seed production unit 121.00 137.50 
Fish Spawn distribution  18.20 
Water bodies unit 83.07 87.26 
Parlour unit 12.00 12.00 
Interest (on Deposits) 10.00 14.00 
Charges on activities of Deposit 

work 
30.00 20.00 

 256.07 288.96 
   
EXPENSES   
Seed production unit 94.85 107.70 
Water bodies unit 56.16 45.58 
Parlour unit 11.70 11.52 
Head office expense 33.32 34.95 
   
Total 196.03 199.75 
   
Operating income 60.04 89.21 
Less: Interest 13.94 13.50 
PBT 56.07 75.71 
Less: Provision for taxes 30.00 45.00 
PAT 16.07 30.71 
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21 Parc Tauli Consortium Hospital (A) 
 

"With the signing of the agreement of merger to form a consortium 

hospital, in the wee hours of December 31, 1986, the dawn of a new chapter 

in the health services, through creation of a hospital by the name PARC 

TAULI CONSORTIUM HOSPITAL, (lovingly referred as PATCH by the 

public) has taken place in Sabadell, a small town in the neighbourhood of 

Barcelona, having a population of around 250,000" said Dr. Obeso 

Sepulveda. He, as the head of management team, had been closely involved 

in effecting the merger of four hospitals to form PATCH. The event of 

formation of a hospital by the merger of several hospitals to improve health 

services in the area was a unique feat. Each hospital had different 

background and infrastructure. "It is only the beginning, in my view," he 

continued, "of a sustained effort for next several years for organisation 

development and transformation to build an institution that could meet the 

needs of the society, thinking on which goes back to 1983. To me this task 

of integration looks mammoth, although I must admit that I am not sure of 

what exactly we may have to face in future. Anyway, we shall cross the 

bridges when they come" he said in a tongue in cheek manner. 

Historical Setting of the Merger 

 

The health services in Spain are provided under the National Health 

Service (NHS) set up in addition to the services provided by the private 

practitioners. The NHS, as a body of the Government of Spain, plans the 

National Health Programme every year which becomes the basis for 

allocation of resources by the Government of Spain to various state 

governments, who shoulder the responsibility of financing and 

administration of various government hospitals.  

 

The state government also shouldered the responsibility of financing other 

hospitals covered under the National Health Programme, putting 

additional funds from the state exchequer whenever necessary. 

__________________________________________________________ 

* Data has been disguised wherever necessary. 

Case prepared by Prof. Krishna Kumar, Visiting Professor under Euro-India 

Cooperation & Exchange Programme (1991-92), and Dr. Mane( Peiro, 

Associate Professor, Escuela Superior de Administracion i Direccion de 

Empresas (ESADE), Barcelona, Spain. 
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The National Health Service provides the health services either by setting 

up its own hospitals or contracts it out to the other hospitals. The other 

type of hospitals include the autonomous hospitals (created by agencies 

like mutual funds, insurance companies, savings banks etc. or private ones. 

some of which run for profit, while the others are non-profit oriented ones. 

 

Out of the four hospitals that were merged to form PATCH, one (Clinica 

Creu) belonged to Mutua Sabadell, a local Mutual Funds company of 

Sabadell. Clinica Creu was a 125 bed general hospital, offering general 

medicine and surgical services). 

 

The second hospital, Mare de Deu de la Salut was also a general hospital, 

belonging to the municipality of Sabadell having a capacity of 120 beds. 

The municipality also owned another hospital, Santa Fe, with 220 beds. 

Santa Fe offered specialised services in Orthopaedic, Traumatology, 

Gynaecology and Obstetrics. Besides this hospital the municipality also 

ran Residencia Albada (an Old Persons Home) having capacity of 220 

persons. 

 

The fourth hospital, Clinica Infantil del Nen Jesus had a capacity of 178 

bed and was owned and run by La Caixa d' Estalvis de Sabadell, a large 

Savings Bank of Sabadell, having a number of branches in various cities 

of the state of Catalunya. This hospital was offering specialised services 

in Pediatrics and was considered to be a good hospital by the local people. 

 

In all, thus, there were four hospitals with three different owners and a 

professional staff of doctors and paramedical services numbering about 

2000 people. 

 

Besides the above, there was also a large hospital building available in 

close vicinity (later known as Tauli Complex), which was owned by the 

Autonomous University of Barcelona (AUB). The building was 

constructed by Mutua Sabadell to run a 432 bed hospital; but the company 

ran into financial problems during the period of construction and could 

not start the hospital. It finally sold the building to the AUB but the 

university also could not use it and it was lying idle for several years. This 

building also became a part of merger with the consent of the university. 
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The first three hospitals were located in close vicinity, almost adjacent to 

each other and to the Tauli building. The fourth one (Clinica Infantil) was 

situated about a kilometre away. 

 

Problems Faced by the Hospitals 

 

In the early 80's most of the hospitals in the state of Catalunya were 

running in serious financial difficulties. The four hospitals in Sabadell 

referred to above were no exception. They were even unable to meet their 

obligation of Social Fund contribution to the national government of 

Spain, which was considered to be a serious default. They had obsolete 

equipment for medical checkups and so was the case with other 

infrastructure facilities. None of the four hospitals had their own 

diagnostic labs. The services were contracted out by these hospitals to a 

private profit oriented company in the locality. The NHS did not have any 

of its own hospitals in the area. It, therefore, contracted out the services 

to Mare de Deu de La Salut and the other hospitals (i.e., Clinica Creu, 

Santa Fe, Clinica Infantil). The hospitals were paid on the basis of days a 

patient stayed in the hospital, although the cost of treatment for the 

hospital normally reduced as the days passed on account of the recovery 

of the patient from the ailment. The doctors, although employed by the 

hospitals, were also allowed to do private practice which enabled them to 

provide their patients an easier access to a hospital in case such a need 

was felt. The hospitals had provisions for several types of accommodations 

for the patients, varying in tariffs. Thus, the patients could avail different 

levels of amenities and comfort depending upon their preference for the 

facility desired. 

 

The hospitals banked heavily on the budget sanctioned by the National 

Health Services for their operations. Due to general declining economic 

conditions, the budget allocated by the NHS has not been increased 

significantly since 1983-1985, despite increase in the number of patients and 

general inflation in the economy. The Mutual Funds Company was finding 

it difficult to put more money into its hospitals and so was the case with the 

municipality. Even Clinica Infantil, which had been having a fair weather 

earlier, ran into an unexpected storm. La Caixa de Sabadell was funding the 

hospital from its budget for contribution to the Social Fund, which was 

permitted under the regulations of the Bank of Spain. Almost the entire 

provisions made for Social Fund under the regulation was used by the La 
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Caixa de Sabadell to fund the hospital. However, an amendment in the rules 

by the Bank of Spain, putting a ceiling on the social fund contribution that 

could be used for such purposes, led to a drastic cut in the hospital budget 

by the La Caixa de Sabadell. This aggravated the financial problems so 

much so that some of the nursing and the administrative staff members had 

to be retrenched. It was a paralytieal blow (both economic and 

psychological) to the staff which had all along experienced a highly 

paternalistic treatment from the owners of the earlier hospitals. Low morale 

and nervousness was looming large in the minds of the people in all the 

hospitals, who were uncertain as to what was in store for them under the 

prevailing conditions. 

 

While the institutions involved in the merger (like Mutual Funds, 

Municipality etc.) were keen in bringing improvement in the general health 

standards in the area and looked at the merger as a way to achieve the same 

(believing that the economic or financial problems could be solved by the 

hospitals themselves in due course), the general impression prevailing 

around was that the merger was aimed to tide over the financial crisis 

pervading the functioning of the hospitals. 

 

The doctors in the city too were not happy with the status of health care 

services available in the area. Indeed long before the merger moves (in early 

seventies) they had been meeting and discussing the issue informally. Many 

of them knew each other, some having studied together in the same 

institutions in Barcelona, some having served together in the same place 

before they shifted to Sabadell (albeit at different points of time). In any 

case Sabadell is not such a big town that the identity of an individual may 

get lost. The informal gatherings gradually led to formation of a professional 

forum, a kind of Association of Doctors, having both the medical and the 

paramedical (such as chemists, biochemists etc.) professional staff as 

members. The association had been trying to draw attention of the owner 

institutions, for collaborative efforts, raising the issue with the municipality 

and the government whenever they got an opportunity to do so. There was 

also a feeling of professional ignominy among the doctors. If there was a 

large professional body with whom they could associate so as to make 

themselves academically and professionally visible they could achieve 

greater professional recognition. They felt that the formation of a 

consortium hospital would help them pool their respective expertise 

together and provide an opportunity and organisation which could enable 
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their professional excellence to cone to the fore. Formation of such a 

hospital did not increase the chances of enhancing their income (sine the 

public hospitals generally did not allow unrestricted private practice). Some 

sceptics, however still felt that doctors, who were demonstrating active 

interest in the formation of a consortium hospitals were more keen in 

enhancing their income by increasing their hold over improved 

infrastructural facilities which may be available on creation of the 

consortium hospital. 

 

Although the Doctors' Association displayed active interest in the 

formation of the consortium hospital and felt that it was a panacea for all 

the miseries, they were hardly aware what all was involved in the merger 

and little did they realise the pains, turmoil, and sustained hard work 

associated with implementation of a merger programme. 

 

Architect of the Merger 

 

Before the actual, meager in December 1986, a management committee 

comprising the representatives of the owners of the hospital, the municipality 

of Sabadell and the health department of the state government was formed 

(see exhibit 1). The management committee of PATCH faced several 

challenges asÅ soon as it was constituted, including the basic issue of 

formation of the consortium and the task of appointing a executive team for 

implementing the merger. The institutions and the organisations differed 

in their views on how to move further on the formation of the consortium. 

The process of various selections, especially the appointment of the 

management committee, had become a particularly sensitive issue. The 

management committee was appointed in October 1985, but it could really 

take shape finally only towards the end of January 1986. 

 

A risky giant leap into a merger of the kind as above was not easy even to 

initiate. While there were several persons responsible for the move to merge, 

two persons could easily be cited as the architects of the merger and 

formation of PATCH. One of them was the Mayor of the municipality of 

Sabadell which was dominated by the Communist Party. He was 

considered a man of "incredible energy", who was determined to improve 

the state of health care and services in Sabadell and who believed that it 

was possible to do so. He initiated consultations and dialogue with v ous 
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local hospitals, both the private and the public, to find ways and 'means of 

improving the health services. The second person was an erstwhile Director 

of Planning of the state of Catalunya (who subsequently became Minister 

of Health in the State, sometime before the merger took place). He had 

carried out an in-depth study of the infrastructure of the health services 

available in the state (in 1983) and had observed that there was very tt in 

spread of the resources to make any impact. A man of charm he could create 

conducive climate for the dialogues that underwent during the merger 

process. 

 

The role played by the Autonomous University of Barcelona was perceived 

to be a significant one by many of those who were involved in the formation 

of PATCH. The gesture of 'surrendering a mighty building of theirs and active 

interest in the formation of PATCH was perceived  be very conducive to the 

process of formation of Consortium and in ironing out differences during the 

discussion when the negotiation process of the merger was under way. AUB 

always pleaded for agreement in the spirit of achieving a common goal. 

 

The Agreement 

 

As per the agreement proposed, la Caixa de Sabadell, the Mutua Sabadell and 

the municipality of Sabadell were to pass on their hospitals to the proposed 

Consortium. The government of Catalunya was to ,form a new institution to 

be run with the assets of the hospitals being merged. The government was 

agreeable to do so. However, it was not willing to accept the liability of 

accumulated debts arising out of the hospitals' inability to meet the 

obligation to Social Fund, as it could not write off a liability which was 

outside the ambit of jurisdiction of the state government (Social Fund were 

the obligation towards the national government of Spain). The institutions 

who owned the hospitals were reluctant to such an arrangement in which the 

Consortium was to only take. over the assets and not the liabilities. While 

the Mutual Funds company and the municipality of Sabadell were willing 

partners to the move, La Caixa (owning Clinica Infantil) was not so inclined, 

as it perceived itself as "exclusive" and capable of taking care of the hospital 

on its own. At last, however, it also joined, not willing to go alone. 

 

Finally all agreed to the arrangement on the condition that the ownership 

rights to the land and building, would not go to the Consortium. The 

Consortium thus, could not sell any of the property, pending the final 
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settlement of the debt issue. However, it could use the property with or 

without alteration, modification and partial or total renovation. The old 

building of Santa Fe, which was not considered to be worthy for running a 

hospital, was allowed to be used by the University of Barcelona which 

needed some premises to start a school, pending construction of its own 

building. The issue of debt towards the accumulated Social Fund was 

decided to be referred to the national government for a favourable decision. 

 

Although all the issues were not completely settled, uio agreement was 

hailed as a big achievement as no such understanding 'had been reached 

anywhere else, though there were several other similar cases that had 

potential to form such a consortium, even in the state of Catalunya.  

 

On the 31st of December 1986, PATCH was formally constituted by signing 

of the agreement. A governing council which had the representatives of the 

various institutions (albeit with changed composition) was formed, a body 

which reflected their idea of consortium like a "common patrimony" (in the 

sense that PATCH belonged to all the people). By a general-agreement they 

nominated a person to be the president of the management committee, who 

was respected by all for his political acumen, liberal ideas and had the spirit 

of Catalan, having been a part; of several bodies in Sabadell, such as the 

president of la Caixa d' Estalvis de Sabadell, one of the patrons of the 

Hospital & Residencia de Beneficiaries and of the Mutua Sabadellenca. 
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EXHIBIT -1 

Chronological Order of Historical Milestones of the Consortium 

Pre-consortium Stage 1985-86 

ï Before 1986 the preparation and planning for the formation of 

Consortium was done. 

- A commission instituted for constituting a United Hospital of Parc 

Tauli and development of health map of the city of Sabadell in the state 

of Catalunya. This commission was created under an agreement of the 

municipality of Sabadell the department of health of the Catalunya 

government.  

January 25, 1986 

ï    A management committee was constituted to advise the health 

department on     the formation of the consortium hospital. It comprised: 

 

4 representatives of the Government of Catalunya 

1 representative of the Administration of Sabadell 

2 representatives of the Autonomous University of Barcelona  

2 representatives of the La Caixa d'Estalyis de Sabadell  

2 representatives of La Mutua Sabadellenca 

1 representative of the beneficiaries of the hospital 

 

February 20, 1986 

ï A manager to the Management Committee was nominated. 

March 6, 1986 

-    An Executive Committee under the Management Committee was 

nominated with     the following directors: 

     Director, Medical 

     Director, Administration & Services Director, Project & Services 

October 13, 1986 

ð A decree by the Executive Council of the Government of Catalunya 

was passed for the creation of PATCH. 

December 31, 1986 

ð A Governing Council with the following members was constituted: 

6 representatives of the Government of Catalunya 

 1 representative of the Administration of Sabadell 

 1 representative of the Autonomous University of Barcelona  

 1 representative of  the La Caixa d'Estalvis de Sabadell  

 1 representative of La Mutua Sabadellenca 

 1 representative of the beneficiaries of the hospital 
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22 Parc Tauli Consortium Hospital (B) 
 

Parc Tauli Consortium Hospital (PATCH) was formed through an 

agreement signed on December 31, 1986, by the state government of 

Catalunya, the municipality of Sabadell, the Autonomous University of 

Barcelona, Mutua Sabadell (a mutual funds company) and La Caixa de 

Sabadell (a savings bank). As per the agreement all the _assets of the 

hospitals that were owned and run by the municipality of Sabadell, Mutua 

Sabadell and la Caixa University of Barcelona, were to be taken over by 

the Consortium to be constituted by the government of Catalunya. Other 

details and the background of various hospitals are given in PATCH (A) 

case. This case describes the implementation of the merger decision to 

form a new hospital. 

 

Implementation of the Merger Programme 

 

Sharing the experiences of implementation of merger decision over the 

five years period, Dr. Sepulveda said 

 

"We had to tackle several problems associated with the issue of 

organisation of the consortium hospital and integration of four different 

hospitals to form a single organisation; In order to do the job, different 

aspects of merger had to be kept in view, such as the situational context 

and the jurisdiction of various hospitals, the condition of the building and 

installations, the equipments and their transferability. Beside, the issue of 

organisation structure and personnel matters (such as the terms of 

appointments, level of salaries, structure of work units, working hours,-

etc.) had to be attended to. This was to be done within the boundaries of 

indebtedness of the hospitals, the receipt and payment policies, the, 

treasury condition, the resource. availability for providing quality services 

as per the expected demand and so on. Drawing up a plan for action was 

indeed, 'a mind boggling exercise for us." 

 

"From the beginning", he carried on, "we had decided to follow a style of 

management which was marked by openness and participation 'which 

eventually became a part of the culture of the organisation. But during, 

the implementation phase we faced enormous problems on account of this 
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and often we wondered whether this style is found only in the books". 
 

The year 1987, the first year in the life of the Consortium Hospital was an 

eventful and tough year. The transformation involved significant changes 

in all aspects of the working. One issue of great significance, which 

changed the course of. history and the policies of the Consortium 

immediately, was the change in the Norms of Admission of patients. The 

new norms of admission were fixed on the premises of equity in access 

and attention to all the patients and the new rules forbade any preferential 

treatment based upon differentials in fees or the status of the client or the 

doctor. 

 

The new Norms of Admission did. not please everyone .and some doctors 

even decided to quit the organisation. The majority of them, however, 

stayed back expecting significant improvements in the. labour situation 

and infrastructure facilities on creation of the Consortium, as also a better 

career and professional development prospect in the future. 

 

Right from the beginning the management of the consortium had been 

trying to have a single union of workers for negotiation and discussions 

with the management, but actually four independent unions, one from 

each of the hospitals that were partners to the merger, were functioning 

till almost the end of February 1989, when the single union for the entire 

Consortium-was constituted. In the operation of the workers it was 

desirable to continue with independent labour unions for each of the 

organisations, especially at the time when the industrial relations situation 

was really bad, marked with the feelings of insecurity and also with what 

an employee described a s  threat of "being ignored". 

 

Beside the labour issues, the individual hospital also faced the problems 

of lack of proper facilities while having to confront complex nursing 

demands. The doctors and the patients alike complained for long about 

the poor availability of nursing staff in the hospital. The situation was 

critical but no solution in sight to provide adequate technical, para-

medical, support staff. 

 

Long before the end of 1986, while preparing for the formation of the . 

Consortium, several working groups, comprising peoples drawn f r o m  

different centers, disciplines and categories of professional were formed. 
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These teams visualized blueprint for action and estimated the investment 

necessary to be made, over the years, to start the Tauli Complex. They 

had developed a detailed plan for the entire scope of activities of the 

Consortium, programme of the consolidation of the nursing equipment, 

and had also chalked out a plan for shifting to the Tauli Complex. 

 

Implementing the planĂ however, turned out to be an extremely ticklish 

and sensitive task. Several significant organisational issues, concerning 

the day-to-day working had t o  be tied-up. Most important among them 

being establishment of cordial relationship between the persons working 

in different hospitals. The first meeting was held i n  an atmosphere charged 

with great rivalry and strong. disagreements between the doctors and the 

nurses. Despite their having agreed for establishing cordial relationships, 

in reality an atmosphere of widespread mutual suspicion and distrust 

prevailed. One wondered as to how long this condition will persist in 

various hospitals. Even some members of the management committee 

who. were trying to bring about the integration of various hospitals started 

wondering whether or not their approaches were right for the creation of 

the Consortium. Doubts were lurkingin.their mind about the very viability 

of the project. 

 

Although the Consortium was created in December 1986 legally, but for 

most people things had not changed much. They were working in the same 

position and in the same way as they did. in, their previous hospitals. The 

integration of work groups instilled a feeling that the things were moving 

and that one could hope for better days ahead although it involved 

inconvenience to many. This was buttressed with the fact that the change 

had started showing results in line with some of the announcements made 

by the management at the time of Consortium formation. This enthusiasm 

turned into euphoria when the management announced the shifting of 

Clinica Creu and Santa Fe operations to the Tauli building named the Tauli 

Complex. 

 

The opening of the Tauli Complex made many people stay back to work 

at the Consortium. For, as one person said "the course of things had 

changed". For those who were involved in the planning for the shifting 

and who participated in effecting the physical shifting, the opening of the 

Tauli Complex was an achievement and an indelible record. This was, 

however, not the view of all the persons, many of them believed that the  
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situation had not changed materially, even the working hours and the 

salaries bad not been rationalized. Only the physical change of place of 

work and of colleagues, on account of shifting to the Tauli complex had 

taken place. The change of the conditions in other aspects of Consortium 

involved changes in the total system. The price to be paid for change in 

The first year was high. The change in working hours had affected over 

1000 'persons and change in place of work for many others. 

 

For some people this was a period of even apathy and numbness, which 

lasted for more than two years. To a large extent the main reason for this 

was related to the issue of salary, but another reason was that the change 

in the organisation structure had introduced new persons, particularly in the 

supervisory staff. The closeness in working together in earlier hospitals 

had nearly gone and there was no force binding them together as in the 

past. There was perceptible diminution in cordial relationship -which 

later made the task of creating of the organisational hierarchies difficult, 

resulting in delays in the decision making and impeding the process of 

problem solving. 

 

The year 1987 ended with two major events, the opening of Emergency 

Service ward and shifting to Tauli Complex. Still a climate of euphoria 

was prevailing. The shifting to new (Tauli) complex was a process that 

was symbolic in nature and people had gradually started identifying with 

the Consortium and adjusting to the changed situation. During most of 

the time there was total support and people were anxiously waiting for 

transformation of Consortium into a new hospital that was different and 

which brought all round improvement. Majority of the people gradually 

became accustomed to the work amicably in a narrow area and in an 

atmosphere that was marked with brotherhood. There was a general 

feeling that the things had changed for the better, at least theoretically. 

They moved to the new complex with the hope that they will now grow 

professionally, there will be reduction in constraints etc. for providing 

better service would be met. These heightened expectations led some 

people to demand more than what the organisation was able to give. A 

fraction of the staff was elated, but there was a growing feeling that "we 

ourselves are building such high demands that will make it impossible to 

achieve the `Promise-land Hospitals; " 

 

Although shaping the future of the Consortium involved action on many 






































































































































































