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Management of medical care, a fundamental tool for resident
doctors
Gestion de la atencion médica, herramienta fundamental para los médicos residentes
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Abstract

In the area of medical education, and particularly in our country, medical residencies are the best educational programs for a
graduated physicians; however, when young medical doctors begin a residence at hospitals, they hardly possess knowledge
about the way medical services work as well as the processes they involve, which directly affects the fulfillment of their tasks,
their process of learning and more importantly, it interferes in the services provided by the hospital. Therefore, it is imperative
fo immerse residents in the management of medical care and let them know that its main function is to harmoniously articu-
late every medical-administrative process related to patients as well as human, material and financial resources. One of the
main goals is to achieve the fulfillment of the hospital’s mission and vision with operational efficiency and humanism. This path
will help physicians to make the best decisions, as well as achieving an adequate management of resources always remem-
bering that quality in medical services and patient’s safety are important.
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Resumen

En el drea de la ensefianza médica, y particularmente dentro de nuestro pais, las residencias médicas en hospitales son el
mejor modelo para realizar un posgrado; sin embargo, cuando un médico joven inicia su residencia y arriba a un hospital,
dificilmente posee los conocimientos de los servicios, tipo de pacientes y procesos que se realizan en dicho lugar, lo que
repercute directamente en el cumplimiento de sus tareas, aprendizaje y, mds importante, los servicios que ofrece el hospital.
Por lo tanto, es imperante hacer participes a los médicos residentes en la gestion de la atencion médica, darles a conocer
que esta es la encargada de articular de forma armonica todos los procesos médico-administrativos en los que participan
pacientes, recursos humanos, materiales y financieros, para alcanzar el cumplimiento de la mision y la vision hospitalaria con
eficiencia operativa y sentido humano. De esta manera serd posible orientarlos a realizar una correcta toma de decisiones y
una gestion adecuada de los recursos, y a que su contribucion en los procesos médico-administrativos brinde un servicio de
calidad y seguridad para el paciente.
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The issue begins with a question: why is it neces-
sary for resident doctors to have knowledge about
medical care management? There is no doubt that
people of the clinical environment and other health
professionals are unaware of its advantages or con-
sider it unnecessary, but understanding the functio-
ning of this instrument helps to generate an effective,
efficient and quality service. Resident doctors are a
cornerstone in medical care, as they are in close con-
tact with patients and their institution, and know their
problems. In the performance of their clinical and
teaching activities, they implicitly practice manage-
ment activities, particularly in terms of medical-admi-
nistrative processes, and must make correct and ti-
mely decisions. By promoting a management culture
in resident physicians, optimizing the use of resources
is attempted, in order to obtain better results in medi-
cal care, especially in hospitals.

Hospital management

The hospital is the traditional and optimal medical
care establishment for making the medical residency;
however, for many administration scholars, it is the
most complex organization for several reasons. One
of them is the diversity of patients it serves, people
for whom medical care exists, and this diversity
answers to different situations: health-disease pro-
blems, age, gender, socioeconomic status and cultu-
re. The second reason is that it has very heteroge-
neous human capital regarding academic and
technical training, experience, age, working hours,
gender, wages or salaries, and behaviors and ideas.
And a third reason refers to the material and techno-
logical resources of medical care, with a variety in
equipment, furniture and instruments, size, cost, du-
rability, maintenance and location being found, in such
a way that there are from small pieces, such as a
pencil, a scalpel or a computer can be, to large ones
such as the property, and there are expensive ones,
such as a computerized axial tomography and cheap
ones, such as a sheet of paper. In other words, in the
hospital, there are great disparities; management in-
volves a set of human, social, scientific, technological,
economic and political components of diverse cultural
and tradition aspects, interlinked in a transdisciplinary
and systemic form, and with shared values. Manage-
ment must harmoniously  articulate  all

medical-administrative processes patients and hu-
man, material and financial resources participate in,
guiding them towards the achievement of the hospital
mission and vision with operational efficiency and hu-
man sense. The hospital mission refers to achieving
the objectives of the institution with efficacy, ethics
and quality; i.e., the mission is the reason for the es-
tablishment’s existence. On the other hand, the vision
is the way in which the hospital is visualized in a par-
ticular future, it is a prospective. These attributes are
the basis for guaranteeing governance and manage-
ment excellence, which implies professionalization,
de-bureaucratization, expenditure control, productivi-
ty, competitiveness, profitability, cost-benefit indica-
tors, strategic planning, application of competences,
evaluation of results and technological innovations; all
these activities and others more oriented to patient
well-being.

Levels of hospital management

Hospital management comprises three levels accor-

ding to the hierarchical level it is practiced in:

— Macro-management: it refers to institutional
policy, to the decisions of higher authorities, direc-
tors, sub-directors or managers, which are delimi-
ted by current regulations. Macro-management
coordinates general activities, and is oriented to
giving an optimal use to all resources, including
time and long-term planning; it has global knowle-
dge of departments and services’ processes; it
affects both other levels, and has extra-institutio-
nal projection. This level of management is linked
and aligned, when this is the case, with sectoral
or government policies and guidelines.

— Meso-management: it is identified with activities
of middle management authorities, unit heads,
and service and department coordinators, such
as reception, admission, quality and patient sa-
fety, outpatient clinics, social work, customer ser-
vice (to the user), public relations, intensive care,
auxiliary diagnostic studies and treatment, hu-
man resources (talent), nursing, maintenance,
biomedical engineering, accounting and finance,
information technology and communications, in-
ternal auditing, etc. It determines intra-institutio-
nal processes.

— Micro-management or clinical management: it re-
fers to actions carried out by medical personnel
(including residents), paramedics and techni-
cians, basically related to patients, i.e., of
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medical-administrative processes. Micromanage-
ment is highly important, because it is there whe-
re patient life can be jeopardized, either due to
the lack of control or implementation of the best
practices at each department, for not appropria-
tely following the processes or for lack of super-
vision by the hierarchical responsible parties in
the structure.

Articulation between hierarchical levels can be ver-
tical, horizontal, zigzagging and virtual. Vertical arti-
culation is oriented from senior management posts to
the bases, or vice versa; horizontal articulation refers
to the linking of activities of the same level; zigzagging
articulation relates different levels of hierarchical or-
der; and virtual articulation is digital and manifests
itself quickly at all levels.

Medical-administrative processes in
clinical management

Medical-administrative processes in clinical mana-
gement refer to the conjunction of resources to meet
institutional and patient needs and demands in a com-
plementary and logical way. According to the general
theory of systems, these processes transform ente-
ring components (inputs) into results (outputs), contri-
buting with added or extra values for patients and
organization. Inputs refer to all resources: personnel
(academic training, technical training, attitude, ideas,
experience, talent, problem solving skills, treatment,
interest, motivation, dedication to service, willingness
to work as a team, etc.), current regulations, resources
and financial commitments, technological equipment
for diagnosis and medical treatment, facilities,
methods, time, etc. Outputs are the products: patient
discharges, final costs, resources used, consumed
time, etc. The purpose of processes is to offer an
adequate service that meets the needs and satisfies
the expectations of all stakeholders in quality, safety,
efficacy and efficiency aspects; for this to be achie-
ved, it is necessary for those who practice manage-
ment to have four parallel qualities:

— Responsibility for their own work.

— Commitment to patients, staff, institution and

community.

— Initiative and decision-making capacity.

— Acceptance of challenges and, given the case,

presentation of proposals for change.

To carry out micromanagement processes it is ne-
cessary for resident doctors to have knowledge
regarding:

— Accuracy and definition of the processes at diffe-
rent departments and situations: admission, out-
patient services, reference-counter-reference,
preparation of documents, etc., taking into ac-
count that the processes are multifactorial. It is
very important for the resident to participate
in the processes in an informed manner, obser-
ving the regulations on the subject, as described
in the General Public Health Council guidelines,
in order to act in consistency with quality and
patient safety.

— Coordination of resources of the participating
processes; for example, performing tests prior to
surgical procedures.

— Organization of personnel, formation of work
teams and determination of premises, equipment,
instruments and material for the performance of
the processes.

— Times for the fulfillment of processes.

The resident doctor

Let us remember: “The residency is recognized as
the best modality for postgraduate medical educa-
tion™. The hospital is the preferred place to carry out
the residency, a setting of training in the acquisition
of different clinical and surgical skills. In Mexico, ac-
cording to the Federal Law of Labor, “Resident physi-
cian: medical professional with a legally issued title
and registered before the competent authorities as
being assigned to a resident-receiving medical unit to
comply with a residency”. In the aforementioned law,
residency is stated to be: “The set of activities a resi-
dent doctor must comply with during the training pe-
riod, in order to carry out postgraduate studies and
practices regarding the health discipline he/she in-
tends to work in, within a resident-receiving medical
unit, during the time and in accordance with the re-
quirements indicated by current academic regula-
tions™. According to the above, a medical residency
is a training period in which the resident doctor is at
the learning stage, performing clinical and surgical
activities, where tacitly there are acts of management;
most times, if not always, resident doctors lack
knowledge thereof.

When residents —young doctors— arrive at a hospital
or clinical area to start their activities, they arrive to a
largely unknown environment and culture, and they
are willing to learn, to excel themselves and to provide
services. Sometimes they are guided with regard to
their duties, they are offered a reception, an act of
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welcome with explanations about the institution, they
are channeled into medical-administrative aspects;
this happens in the best-case scenario, but in other
occasions, they are immediately assigned a clini-
cal-teaching activity, without the resident doctors
knowing the departments, the processes or the type
of patients. In any case, they perceive authorities and
hierarchies, the need to comply with medical-adminis-
trative regulations and processes, and thus they must
learn the values, rules and the different procedures of
the institution.

According to that which was indicated in microma-
nagement, particularly with regard to medical-admi-
nistrative processes, resident doctors should know
their institution in terms of organization, personnel,
hierarchies, physical resources, premises, property,
clinical activities that are carried out, as well as the
teaching and research activities. This favors their
adaptation to services, as well as compliance with
processes, which must be structured in order to
achieve greater efficiency and effectiveness of hu-
man, technical, economic and administrative resour-
ces. Adequate development of processes contributes
to generate the least inconveniences and costs for the
user, the institutions, medical insurances and society.
According to that which has been expressed, particu-
larly as regards costs, it has been pointed out that
“health professionals (essentially clinicians) allocate
70% of healthcare resources in their diagnostic and
therapeutic decisions, made in conditions of uncer-
tainty. Achieving proper clinical management is a task
that entails coordinating resources and motivating
people. Clinical management aims to restore patients’
health levels, to the extent possible, through actions
that concern individual patients or patient groups
(grouped by a common condition or procedure, by
care unit, etc.). Direct decisions about each patient
are made by the doctor or nurse, working separately
or as a team, and decisions that affect patient groups
are mainly made by healthcare responsible entities.
The fundamental discipline of clinical management is
medicine”™.

The processes resident physicians participate in
involve clinical, teaching and administrative activities
practiced at all departments and areas within the hos-
pital: outpatient services, hospitalization, emergency
department, operating room, clinical tests laboratory,
imaging, peritoneal dialysis, robotic surgery, etc.

Within the hospital setting, in reductionist terms,
processes might be described as a set of activities

developed between professionals and patients®. The-
se processes must favor educational competences,
foster creativity and innovation by resident doctors,
and their knowledge is necessary, especially in pro-
blematic situations:

— Lack of assistance, supervision or advice from
higher-ranked doctors, which forces residents to
act on their own initiative in accordance with lex
artis ad hoc; the resident doctor is responsible
for his/her own acts. This aspect is highly impor-
tant, particularly in view of the accelerated grow-
th of defensive medicine, where more and more
lawyers search where the error, failure or care-
lessness was in order to justify their client’s ar-
gument looking for an economic settlement.

— Making decisions on their own that are not ade-
quate to their educational level, not complying
with indications or instructions ordered by higher
ranked doctors or authorities.

The medical resident requires to be attentive to
problematic situations, with an analytical and proacti-
ve mind, bearing in mind that on numerous occasions
he/she must serve and work in areas that do not be-
long to his/her usual environment, work long hours or
carry out unplanned, unforeseen activities, given the
changing dynamics of the hospital. These are moments
of doubt, of reflection, of uncertainty, of planning and
making decisions; these are delicate situations not
only for resident doctors, but also for patients and
health care organizations. In these cases, resident
doctors must demonstrate their capacity of manage-
ment and application or creation of processes to align
their experience, practices and skills with other areas’
expectations. Along the way, they go discovering new
paths, reinventing processes.

One issue that cannot be overlooked is residents’
exhaustion and fatigue, since this affects the mana-
gement and operation of processes, but, most impor-
tantly, it increases the risk in terms of patient safety
in medical departments. Resident physicians often
experience professional burnout syndrome, determi-
ned by the occupational stress they are subjected to,
which is characterized by emotional fatigue, violent
acts, depersonalization, low self-esteem, dissatisfac-
tion or labor conflicts, demotivation and disinterest for
activities. This syndrome can affect the quality of me-
dical services and teaching®. This situation can be
improved if resident doctors learn and apply microma-
nagement and processes.
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PUEM and the Standard: health education
for organization and operation of medical
residencies

Resident doctors on training, in their work and tea-
ching activities, are regulated in Mexico by the Single
Plan of Medical Specializations (PUEM — Plan Unico
de Especializaciones Médicas) and the Official Mexi-
can Standard NOM-001-SSA3-2012 entitled Health
Education for organization and operation of medical
residencies. The PUEM is the code of regulations
regarding student (residents) obligations and develo-
pment in the specialization courses. It is a document
prepared at the Faculty of Medicine of the National
Autonomous University of Mexico, pointing out that
its purpose is to train competent specialists in diffe-
rent fields of medical knowledge and activities, in
order for them to be able to carry out a high-quality
professional practice, integrating research and edu-
cational activities to their daily work in medical care.
The PUEM contains general provisions, student obli-
gations, student rights, faults incurred by students,
sanctions, recognitions and incentives, and defini-
tions, provisions and residents’ activities are
expressed®,

In the Official Standard, section 4 contains defini-
tions that are important for micromanagement and
medical-administrative processes:

4.1.  On-call duties: set of activities described and
scheduled in the operative program, in addi-
tion to those that the resident doctor must
carry out during the working day, at the resi-
dent-receiving medical unit he/she is appoin-
ted or assigned to.

4.2. Health institution: any public or private law
organization with legal personality, with capa-
city to offer health services and respond for
their order, structure and benefits in one or
more medical care establishments.

4.3. Working day: number of hours during which,
in workdays, the resident doctor must per-
form the functions and activities indicated in
the medical residency operational program.

4.4. Resident physician: medical professional ad-
mitted to a resident-receiving medical unit to
carry out a full-time medical residency.

4.5. Associate professor: specialist doctor assig-
ned to the resident-receiving medical unit,
who assists the full professor in planning,
conducting and evaluating the corresponding
medical residency.

4.6.

4.7.

4.8.

4.9.

4.10.

4.11.

4.12.

4.13.

4.14.

Full professor: medical specialist assigned to
the resident-receiving medical unit, appointed
by the higher education institution, responsi-
ble for the planning, conduct and evaluation
of the medical residency of the correspon-
ding health institution.

Academic program: document issued by the
higher education institution that contains the
elements of the curriculum of the correspon-
ding medical residency.

Operational program: document that descri-
bes the activities the resident physician must
perform, in order to develop the academic
program of the corresponding medical resi-
dency in resident-receiving medical units.
Medical residency: set of academic, health-
care-related and research activities that are
fo be accomplished by the resident doctor
within the resident-receiving medical units,
during the time stipulated in the correspon-
ding academic and operational programs.
Field rotation: set of temporary activities con-
tained in the operational program to be carried
out by the resident doctor on the last year of
the corresponding medical residency.
Teaching hospital: main resident-receiving
medical unit, which complies with the infras-
tructure, equipment and teaching staff neces-
sary for the resident doctor to develop all or
most academic and operational programs of
the corresponding medical residency.
National system of medical residences: group
of health agencies and institutions responsi-
ble for the organization and operation of me-
dical residencies for the training of medical
specialists, through coordination with recog-
nized higher education institutions and in ac-
cordance with the National Health System
objectives and priorities.

Secondary site: resident-receiving medical
unit, where the resident doctor can develop
part of the academic and operational pro-
grams of the corresponding medical
residency.

Competent administrative unit: general ma-
nagement responsible for conducting the na-
tional policy for the education, training and
updating of human resources for health; for
proposing, promoting and monitoring com-
pliance with Mexican official standards regar-
ding the education, training and updating of
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human resources for health; for regulating,
controlling and evaluating the allocation of
clinical fields and medical residency
scholarships.
Resident-receiving medical unit: establish-
ment for the provision of medical care servi-
ces or areas or departments of the health
institution that comply as academic settings,
where resident doctors should carry out me-
dical residencies.
Resident-receiving medical unit for field rota-
tion: establishment for the provision of medi-
cal care services where the resident doctor
must carry out his/her field rotation during the
last year of medical residency, in accordance
with the provisions of the competent adminis-
trative unit and as stipulated in the corres-
ponding operative program.

The Official Standard indicates provisions regarding
the full- and assistant professors that are necessary
for management and medical-administrative proces-
ses. These provisions appear in section 9 and are the
following:

9.1.  Comply with the academic and professional
requirements established by the higher edu-
cation institution that recognizes medical
residencies.

9.2. Meet the following requirements in order to
be proposed by health institutions as full or
assistant professor of a medical residency at
resident-receiving medical units:

Being a medical specialist in the respective

discipline and have a certificate authorizing

the professional practice of the correspon-
ding specialty.

9.2.2. Having a teaching experience of at least one
year in the corresponding medical
residency.

9.2.3. Being assigned to the resident-receiving me-
dical unit and, where appropriate, carrying
out healthcare activities inherent to the me-
dical residence in question.

9.3.  Carry out the following activities during the

stay at the resident-receiving medical unit:

Coordinate and supervise resident physicians’

healthcare-related, academic and research

activities, indicated in the corresponding ope-
rative program.

9.3.2. Collaborate in the preparation of the operati-
ve program of the corresponding medical

4.15.

4.16.

9.2.1.

9.3.1.

residency, following the guidelines of the
health institution and the higher education
institution where appropriate; considering the
health needs of the population regarding the
corresponding medical specialty and reinfor-
cing the acquisition of useful skills for appli-
cation of the acquired knowledge.

9.8.3. Evaluate the learning of resident physicians,
in accordance with the corresponding acade-
mic and operational programs.

9.3.4. Supervise the development of academic and
operational programs of the corresponding
medical residency.

9.3.5. Evaluate the performance of teachers who
participate with the resident in medical
residency.

9.8.6. Inform, in writing, the resident doctors about
their situation, whether he/she was promoted
or not, in coordination with the corresponding
higher education institution, in accordance
with the rules and procedures established by
the teaching head office of the resident-recei-
ving medical units.

9.4. The director, deputy director, head of tea-
ching or heads of department and their equi-
valents at the resident-receiving medical unit
should not serve as full professors.

9.5.  For medical residency optimal development,
the full professor must have the collaboration
of assistant professors, assistants, external
guests, collaborators or others according to
the existing nomenclature at the resident-re-
ceiving medical unit.

The informative appendix of the aforementioned
Standard includes section 10 entitled Clinical and aca-
demic daily activities by department, which states: “It
is the set of actions the resident physician must carry
out at the department he/she is assigned to, including
those related to teaching, where he/she should acti-
vely participate”. The actions refer to visiting wards,
reception and issuance of shift change reports, review
and preparation of admissions, preparation of medical
records, outpatient services, preparation of clinical
notes, consultations, food intake, on-call duties, inter-
pretation of studies, diagnostic and therapeutic proce-
dures, discussion of diagnoses, review of clinical ca-
ses, conferences, bibliographic sessions, departmental
sessions, general sessions, workshops, seminars and
days of the week’. “These activities should be assig-
ned on a schedule and separately for each academic



G. Fajardo-Ortiz, H. Robledo: Management of medical care

degree.” Compliance with these regulations involves
management and processes. In other words, the re-
ferred Official Mexican Standard considers the essen-
tial elements for medical residencies, expressed in
duties of the health institutions that are part of the
National System of Medical Residences, pointing out
that the Standard is intended to guarantee medical
specialists optimal training, without undermining pa-
tient safety or population health care.

The resident doctor and educational
competences

All the provisions on clinical and teaching activities
presented in the PUEM and in the Standard “for
organization and operation of medical residencies”
involve management activities and medical-adminis-
trative processes that are required for medical resi-
dencies organization and operation in hospitals. In
addition to the above-mentioned, the International Ins-
titute for Medical Education has indicated seven edu-
cational competencies that are necessary in medical
care; all involve management and medical-administra-
tive processes, and are the following:

1. Clinical skills.- Resident doctors should efficiently
and effectively diagnose and provide treatment to
patients.

2. Scientific medical foundations.- Resident physi-
cians must have solid scientific knowledge, along
with the ability to apply this knowledge to the
solution of specific medical problems, and should
understand the principles decisions and medical
care are based on, and should adapt to the va-
rious changes and advances.

3. Professional values, attitudes, behavior and
ethics.- Resident doctors must act with professio-
nalism and ethical behavior, and should to keep
in mind the principles of autonomy, beneficence,
non-maleficence and justice.

4. Public health and health systems.- Resident doc-
tors must possess knowledge in terms of health
promotion, disease prevention, as well as of their
practice; in addition, they should know the struc-
ture and heterogeneity of health departments,
and their basic management.

5. Skills to analyze, value and criticize existing
knowledge, technology and information, using the
scientific method in research.

6. Management of information technology.- Resi-
dent doctors should understand the possibilities

and limitations of information technology in the
study of patients.

7.-Communication.- Resident doctors should have
communication skills, understand and appreciate
patients and their families, doctors, nurses and
the general public®.

Conclusion

Resident physicians are the backbone of hospital
clinical services, which is a reason that forces them
to have knowledge on the specialty of their preferen-
ce, as well as management skills, particularly in mi-
cromanagement and processes.

Management has an impact on resident doctor ac-
tivities, essentially in three aspects: the first one is
decision making, since resident doctors participate in
the solution of problems, and by having knowledge on
management they will make better medical-adminis-
trative decisions; the second aspect is the manage-
ment of resources, which refers to the capacity and
talent required for the proper conduction of a work
team composed of human capital, the most valuable
asset of the organization, rational use of material,
physical, financial and technological resources; and
the last aspect refers to medical-administrative pro-
cesses, which should be governed by order and logic,
thus facilitating the provision of services. That is, if
the resident doctor becomes part of clinical manage-
ment, this will contribute to the improvement of medical
services, which will be provided with higher efficacy
and efficiency. It should be noted that the purpose of
clinical management by residents is to offer a quality
service and safety for the patient and his/her family,
always with ethics and humanism.
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