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President’s Pen...President’s Pen...President’s Pen...

Dr. Ashwani Goyal
President, DMA

Mob.: 9811113647
E-mail: goyalak62@gmail.com

The government of  Delhi last year in the 
month of  March 2017 implemented 
increased minimum wages' slabs for all 

contractual workers in the national capital.
th  On August, 4 2018 Delhi High Court quashed  the 

Governments notification on increased wages 
saying it was hurried decision and violater of  the 
Constitution as it was taken without hearing the 
employer or employees who would be affected by the 
decision.

The Delhi Government moved  to Supreme court 
where the government was asked to form a proper  
committee under Labour Ministry to decide upon 
the minimum wages.

As per the latest slabs prescribed by the Labour 
Department Govt of  NCT this week, an  unskilled 
worker will be entitled to a minimum wage of  Rs. 
14,842 per month (against 9724 by Central Govt.) 
and a semi-skilled worker would get Rs. 16,341 
(against Rs. 10,764 by Central govt.) and a skilled 
worker shall be paid Rs. 17991 (against Rs. 11830 by 
Central Govt.). These minimum wages may be 
implemented by February 2019.

These minimum wages proposed by the Delhi Govt 
are highly illogical, irrational and objectionable. On 
one hand the CGHS/DGHS rates and Ayushmaan 
Bharat rates are very low and are based on the 
minimum wages by the Central Government.

It is really a paradox that on one hand government is 
fixing very low rates on admission, procedures etc.. 
and is trying to bring many strict regulations 
through Delhi Health Bill and on the contrary asked 
to pay 52% higher minimum wages.

Such a steep hike in the salary of   unskilled, semi 
skilled and skilled workers will make a big impact on 
the already subsidized healthcare provided by most 
of  our nursing homes. The Govt is seeking 
comments from stakeholders and the public till 
January 2019.

I request to all the members to send their opinions to 
Delhi govt. regarding this illogical hike in minimum 
wages before the stipulated date.

Delhi Medical Association is against this proposal as 
most of  our Nursing Homes cannot provide this 
much hike, as they are charging very low for their 
untiring services.

We will fight tooth & nail in the court also as well as 
with a proper representation to Delhi Government.

The Hasya Kavi Sammelan organized by Delhi 
th 

Medical Association on 11 November 2018 was 
very well attended by more than 300 doctors and 
families and was highly enjoyed and appreciated by 
all. We are thankful to Dr. T.S. Daral for organising 
this great function.

DMA is going to hold  Mid Con Conference along 
rd with South Delhi branch on 23 December 2018. I 

request members to join this mega event.

I would like to congratulate  Dr. Ajay Kumar, 
Gastroenterologist, Delhi  Dr. S.S. Aggarwal Past 
President, IMA Hq, Dr. Shiv Dutta Gupta, Punjab, 
Dr. Sharda Jain, Delhi, Dr. Subodh Kumar for 
getting elected as Members Ethic Committee MCI.

We really hope that with the vision and dedicated 
and honest services of  all these stalwarts MCI shall 
be able to enhance its image and glory.

Regarding the issue of  Borewell and Fire Safety 
Norms in the Nursing Homes, we are constantly 
meeting the Delhi Govt. Officials and shall be 
getting the favorable decision soon.

Long live DMA

Minimum wages in 
Delhi Irrational decision
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Secretary Pen...
Feminization of Ageing - 
Are we Prepared for Future

The process of aging is natural. Ageing brings a reduction in 
physical, mental and social abilities in an individual's 
participation in the society due to various reasons like 
physiological degeneration of tissues and organs, fatigability, 
economic dependence and social limitations. The problems 
of ageing are not homogenous at all places but they vary with 
country profile, gender, residence, socio-economic status, 
health, social security mechanism and prevalent socio- 
cultural norms etc. Living longer also means longer life in a 
state of declining health and disability.

Worldwide the proportion of elderly (people aged 60 years 
and more) is increasing. India also is not untouched by this 
ongoing demographic transition. The proportion of elderly in 
India has reached 8.6% in census 2011 with a total population 
of 103.9 million in the country. This is second largest 
percentage of elderly globally contributing to 15% of the 
world's total population of elderly. India now fits in the 
United Nation's definition of an “Ageing Nation” where the 
proportion of people over the age of 60 years is more than or 
equal to 7 percent of the total population.

The problem of this shift will also be affected with the fact 
that more than two-thirds of the world's oldest (85 years and 
above) population are women. The elderly females are 9% of 
Indian population than that of 8.2% of males. It is due to the 
fact that life expectancy of females is higher which means 
they survive longer than their male counterparts. It indicates 
that there will be more elderly females in the country in 
future. This feminization of ageing population in India has 
some serious implications for the future. Longer life 
expectancy for females can be considered as a victory over 
the dominance and deprivation of this gender throughout life 
that they manage to survive longer despite all challenges. 
Although national wide data is not available, but the fact is 
that females have to face a different pattern of unique factors 
affecting their morbidity and mortality from reproductive 
health conditions, communicable and other chronic diseases. 
This not only include health per say but also all other social 
and cultural factors that contribute to health. On the other 
hand, longer life expectancy among females also implies that 
they will have to face a longer period of social isolation due to 
death of their husband, being single when children migrated 
to other state or country and also due to adverse economic 
and health conditions.  This will raise some critical issues 
towards their vulnerability for prevalent health profile, heath 
care system and social structure.

In advance ages of life, widowhood will be a dominant among 
elderly women which means they will have to face all their 
problems alone in context of current social norms which 
results in neglect, abuse, exploitation, violence, lack of 

accessibility to health care and support services. Economic 
gender differentials are supported by the fact that in India,

60% of elderly men and only 23% of elderly women were 
working. Although she is always contributing a lot in 
household work and taking care of her grandchildren but is 
counted as productive in economic terms.

Although government has initiated many social security 
schemes for elderly but women are less likely to utilize them 
due to lack of awareness, poor literacy level or dependency 
on others to company her. Challenge of maintaining sound 
health will get aggravated because women tend to underplay 
their illnesses. They remain pre occupied with care of spouse 
and children with ongoing nutritional deficiencies and 
neglect of health. The conditions differ in rural and urban 
areas with higher burden of non communicable diseases like 
cardiovascular diseases among elderly in urban areas than 
rural. This difference may be due to fact that rural population 
has no availability and accessibility of adequate health care 
services leading to non-reporting of cases. Also, a gender gap 
exists in respect of health conditions of the elderly females in 
the rural areas where they are more vulnerable to chronic 
diseases compared to their male counterpart.

Another challenge is availability of specialized healthcare to 
elderly as there is not many professional courses available in 
the country. There is huge shortage of geriatrician, 
podiatrists, physiotherapists, geriatric social workers, nurses, 
counsellors, volunteers, skilled caregivers and spiritual 
therapists. From the government side there is no initiative to 
start such courses and to create infrastructure and social 
capital to manage such growing population of elderly 
females. Many studies carried out western world over have 
advocated that preventive strategies adopted for non-
communicable diseases in younger and adult population are 
cost-effective than clinical management later in life. Such 
studies are lacking in South east Asia

including India. At the same time well planned multiprong 
strategy to manage aging could be healthy development of 
the society. This involves all sectors such as health, 
environment, labor, legislatives, finance and social welfare.

To conclude, lot of epidemiological work in aging particularly 
providing quality health care services to poor, disadvantaged, 
may be destitute elderly population particularly females 
should be the priority in the country. Thus gender sensitivity 
should be kept in agendas while planning health care services 
for elderly in future.

Dr. G.S. Grewal
E-mail : grewal247@yahoo.in

Mob : 9811078010
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MATRIMONIAL
Delhi Based Well Educated Business Family Looking For a

Top Class Professional/Well Settled In Independently Run Business
 Hindu Groom With Good Family Values, Based In NCR

Girl Is 29 Years Old – (3/4/89 , 9:45 am, Delhi)
5'9”, Fair, Beautiful,With A Post Graduate Degree In Finance & Investment

 & Runs Her Own Business.

Welcome To Contact On Phone/Whats App On 9810067353

Caste No Bar
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Today, we as doctors, find ourselves facing a stand- off of sorts with the public. Our image has 
got tarnished, we are no longer considered the elite or the crème of society and most people 
are wary of connecting with us. Most of them would prefer doctors who are known to the 

'family' so that they do not suffer some kind of a rip-off for they are convinced that we, as a 
collective lot, tend to be somewhat heartless and clinical, advising investigations with alacrity and 
advocating procedures at the drop of a hat, often even when they are not absolutely necessary.

The public is antagonistic and there are times we feel we are being given a hard time in this new 
more tech aware world, targeted by the press and the media, often questioned by our 'google savvy' 
patients and no longer viewed as the upright citizens of the community.

They have the right to hold their own opinions. 

But there is a catch isn't there?

We want more, not just in terms of money but also in some values which are difficult to get now, a 
respect and a standing which is no longer a given.

So, what now?

Here is how I look at it. We have chosen to be doctors; we have opted willingly to be a part of this 
profession which has served humanity so well for centuries. And today, if we find ourselves facing 
situations which simply do not sit well with us, then it is up to us to start looking for solutions. It is 
easy to play a blame game, to crib that the public is suspicious and they do not trust us, that we 
need to guard our backs, that medicine today is very complex, Oh! There are any number of 
excuses and we need to look ahead of them if we want to salvage the glory which so many of us feel 
is our due.

Easy to name the problems and not so easy to find the solutions. But there will be solutions if we 
make the effort and work on it.

We pride ourselves on our intelligence, on our high IQ's and we are quite within our rights to do so. 
But now in this new world we need to focus some more on what we actually are lacking in and that 
is the EQ. This new mantra of the new world is the Emotional Intelligence and it means dealing 
with situations with an emotional smartness, with sympathy and with empathy. We have again to 
start looking towards our patients with new eyes, not with a clinical approach only, but with the 
heart. 

The only way to win love is with love and to do that we have to take a step back, come down on the 
ego factor and start giving more emotionally.

Just writing a prescription is not the work of a doctor. He must be there to counsel, to soothe and 
often to provide solace in the hard times and there are plenty of those in the life of the patient. We 
have to make ourselves 'available' emotionally and leave our mobile phones and high flung 
difficult, intelligent statistics out of our conversations.

Introspection- that is what we need to do and we need to start offering something to the public 
which will make us again somewhat worthy of the respect which we did command for so long and 
which every doctor, in his heart of hearts, wants. Looking to the politicians and waiting for 
legislation to solve our dilemma is a huge waste of time and it is in a way palming off our 
responsibilities with a shrug of the kind which is callous and foolish.

So, for the next few weeks I will give advice on how we can get there and I hope some will pay 
attention.

 So – 'Watch this Space' for my next article.

EQ time now

Dr Anita S Bakshi
Senior Consultant Pediatric Intensivist

Indraprastha Apollo Hospitals
Sarita Vihar New Delhi
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thGlimpses of Hasya Kavi Sammelan Held on 11  November, 2018 at
Delhi Medical Association
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thGlimpses of Delhi Medical Association is Partnering with 4  International Congress on 
Gerontology and Geriatric Medicine and Asia Pacific Geriatric Medicine Conference-2018 

th thheld on 15  & 16  November, 2018 at All India Institute of Medical Sciences, New Delhi
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thGlimpses of Deepawali Celebrations Held on 6  November, 2018 at
Delhi Medical Association
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8.   Finance Charges

Finance charges may comprise of interest on any term loans or 
any other working capital loans taken by the hospital or any other 
finance charges. These may be allocated to various departments 
based on any of the following basis of apportionment :

Revenue Generated by various departments

Capital investments of each department

In case some term loan has been taken for some particular 
department then the interest on such term loan may be allocated 
to the particular department.

9. Salaries  and  other  expenses related to  Workmen' s  
Compensation 

Salaries, wages and other forms of workmen's compensation 
may be distributed/allocated on any of the following basis of 
apportionment :

No. of workers in each department

Time spent by the personnel in each department to the extent 
it is traceable to that department.

Revenue generated by each department

Floor area occupied by each department

Any other basis of apportionment as decided by the 
management depending upon the specific circumstances of 
the hospital.

10. Director's  Salary/ Higher  staff  remuneration 

The salaries and other remuneration drawn by the senior 
management may be allocated/distributed based on any of 
the following parameters:

Revenue generated by each department

In case any senior management staff has been employed for 
some particular department, his/ her remuneration may be 
allocated that particular department. If provided in the 
constitutional document of the organization, based on that 
provision.

Any other basis of apportionment as decided by the 
management based on the specific circumstances of the 
hospital.

11. Housekeeping expenses

Housekeeping services in a hospital is entrusted with 
maintaining a hygienic and clean hospital environment 
conducive to patient care. It is a service function and an all 
pervasive activity which is performed in every department 
of the hospital.

Since it is concerned with the cleanliness of the hospital 
premises, its most direct driver will be floor area occupied.

All the housekeeping expenses of the hospital may be 
distributed/ allocated to various departments based on any 
of the following basis of apportionment:

Floor area occupied by each department

No. of patients in each department

No. of workers in each department

Any other parameter as decided by the management of 

the hospital based on the specific conditions prevailing in 

the hospital.

The list of expenses provided above is not exhaustive and may 
include several other type of expenses which may be allocated to 
various departments based on the circumstantial information 
available and as a final decision taken by the hospital 
management for the Cost Accounting systems of the hospital.

Housekeeping expenses form a substantial part of the total costs 
in any hospital. Therefore a separate discussion will follow for 
these expenses. These may be covered in a separate note and 
discussion paper.

Terminology Used

The following are the important terminologies used in this Study

Unit of Analysis (with reference to the output of each 
department)

The unit of analysis is the major entity that is being analysed in 
the study.

Expense Centers 

An expense center is a distinctly identifiable division or a unit 
which is responsible for producing products or providing 
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services against budgeted cost targets. One of the measures of 
performance of such units/ divisions is the costs incurred on that 
unit/ division and the managers are given the cost responsibility 
for the same

Revenue Centre 

A revenue center is a distinctly identifiable division/ 
unit/department of an organization that generates revenue 
through sale of goods/ services. The management team sets a 
selling price based on production costs plus a margin for profit. 
Its objective is to meet or exceed revenue target while 
maintaining agreed profit margins.

Basis of Apportionment 

Common expenses incurred in an organisation have to be 
apportioned or distributed over the departments on some 
equitable basis. These equitable basis are known as the Basis of 
Apportionment.

Suitable bases have to be found out for apportioning the items of 
overhead cost or assigning appropriate portions of the  totals  to  
individual Medical,  Medical  Support  and Service Departments

Cost Allocation                            

Cost Allocation is the process of identification of overheads with 
expense centres, i.e   an expense which is directly identifiable 
with a specific Expense/ Cost centre and  is thus allocated to that 
centre.

So it is the allotment of whole item of cost to an Expense centre or 
cost unit or refers to the charging of expenses which  can  be  
identified  wholly  with  a  particular department.

A brief discussion on Capital Costs

Capital

A hospital's capital is a term used broadly to refer to both the 
physical (durable) assets

of a hospital, including the buildings, plant, land, and equipment. 
However, land and building should be factored separately.

Capital Costs

Capital costs are those recurring costs associated with the use of 
capital-including interest, depreciation, return on equity, taxes, 
insurance, rent, and costs of leasing.

The difference between capital and capital costs is a distinction 
between a stock and a flow.

Capital refers to the stock of land, buildings, and equipment.

Capital costs refer to the flow of costs associated with the use of 
the capital stock.

Yet another concept—capital expenditure or investment-refers to 
a change in the capital stock.

Capital Cycle

Total capital costs vary in a predictable pattern throughout the 
useful life of capital goods.

During the early years, a mortgage payment consists of high 
interest costs and a small repayment of principal (which 
incidentally, unlike depreciation, is not a cost of capital).

The interest costs decline and repayment of principal increases 
each year until the mortgage is paid off.

Since interest is a cost and repayment of principal is not, this 

type of capital cost decreases each year.

In contrast, under straight-line accounting methods, 

depreciation is constant over the useful life of the asset.

As a result, total capital costs also decline over time if the 

capital acquisition is financed by borrowing. 

The pattern above highlights,  how  the  combination  of  

these  two  forces— declining  interest  costs  and  increasing 

costs of construction—leads to much higher costs for newer 

hospitals.

The capital cycle is not the only source of variation in hospital 
capital costs.

Construction costs, interest rates, and styles of medical practice 
vary across the country, from hospital to hospital, and from year 
to year.

The presence of the capital cycle, however, implies that capital 
costs would be expected to vary considerably among similar 
types of hospitals in the same geographic area.

The Capital Costs may also vary heavily due to locational 
differences of various

There are three main categories of Capital Assets purchased by all 
of the hospitals regularly.  These  must  be  clearly  defined  for  
the  hospital  as  well  as  for  each department to an extent it is 

possible.

 Land and land improvements

Buildings, fixtures, and building improvements 

including Electrical

Installations

 Fixed and movable equipment

Treatment of the Cost of Capital to form part of Total Costs

The total cost of capital forms part of the operational cost and is 
shown in the detailed department wise calculations in the form of:

 Depreciation

 Interest on funds borrowed

These must be calculated for the entire hospital as well as for each 
department, to an extent  possible.  If  calculated  for  the  whole  
hospital,  it  will  be  distributed  to departments based on area 
and capital spent for each department.

Other Important factors impacting the Cost of Capital

Useful life of Assets/ Equipment

For the purposes of calculation of depreciation and also so as to 
accurately work out the replacement costs, it is imperative that 
the useful life of the assets and equipment be worked out with 
utmost care.

The fast obsolescence due to technological impact may also be 
considered in deciding accurately the useful life of the assets.

Capacity Utilisation

The impact of inadequate capacity management on achievement 
of operational efficiency in order to minimise costs cannot be 
overemphasised.

Operational capacity in healthcare is a measure of how well a 
hospital or health system manages its resources—physical space, 
infrastructure, staff, equipment, and support services— in order 
to provide patient care.

Needless to say, optimisation of capacity is one of the major 
factors to determine the operational costs in a hospital and must 
be defined accurately before working out the detailed costs of any 
department.

Capacity utilisation may also be a cause of variations in cost of 
various hospitals even within the same geographical area.
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APOLLO HOSPITALS

DELHI MEDICAL ASSOCIATION

IMA SOUTH DELHI BRANCH
Hosts

STATE MIDYEAR CONFERENCE

Registration FREE but MANDATORY
No Entry without Pre-Registration

For Registration call at DMA 23271726, 23285727 or 
send sms at 9953663528

Programme  Sunday,  23rd December, 2018

4 pm Onwards : Registration, Fellowship & High Tea

5 pm to 8 pm : 12 Interesting Lectures for GPS

8pm : Award Function & Gala Banquet

Dr. Ashwani Goyal
President, DMA

& Chairman Organizing Comm.
Mob.: 9811113647

Dr. G. S. Grewal
Hony. State Secretary, DMA

& Secretary Organizing Comm.
Mob.: 9811078010

Dr. M.K. Singhal
Hony. Fin. Secretary, DMA

& Chairman Fin. Org. Comm.
Mob.: 9873756425

Dr. V. K. Narang
President, IMA-SDB

& Chairman Conference
Mob.: 9312653182

Dr. A. N. Srivastava
Hony. Secretary, IMA-SDB
& Secretary Conference

Mob.: 9810189373

Dr. R. K. Sinha
Hony. Fin. Sec., IMA-SDB

Chairman Fin. Conf.
Mob.: 9868364638

Dr. Nomeeta Gupta
Chairperson

Scientific Committee
Mob.: 9810267018

Supported by

of

on
Sunday, 23rd December 2018

at
Surya Hotel, New Delhi 

from 4pm-8pm followed by Grand Banquet 
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thFellowship & Award Function of DMA Members held on 17  November, 2018 at DMA Auditorium
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