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PREFACE
 

The new emphasis on health manpower planning derives from two recent
 

evolutionary emphases. It is perhaps the most Important part of the com­

prehensive health planning which promises to provide a new orientation for
 

health care in some countries. It is also part of general manpower planning
 

which is increasingly recognized to be a primary requisite of planning for
 

general economic development. Although the principles of planning can be
 

readily discussed at the academic level, the working procedures are only
 

slowly being worked out by planning commissions and health ministries.
 

While most countries allocate major resources to the development of health
 

manpower, there is usually little planning or innovative thinking. It is
 

easier to press for "more of the same." Some developing countries now
 

recognize that their problems are too great to be solved with traditional
 

and ad hoc measures. Gradually, also,in the United States, Canada, Russia
 

and other developed countries, planning for health manpower has assumed
 

a central role in planning for health.
 

In 1961 the Division of International Health of The Johns Hopkins
 

University School of Hygiene and Public Health and the Agency for Inter­

national Development (A.I.D.) agreed that field studies of health manpower
 

planning were needed. It was realized that planning methodology must be
 

improved, and its application demonstrated. To accomplish these goals,
 

the Agency for International Development made a major grant to Johns
 

Hopkins to set up health manpower studies in developing nations. This
 

book presents a synthesis of what was learned about health manpower plan­

ning and the methods developed during five years of field research in four
 



countries. Separate monographs are being published under the sponsorship 

ro'of- the-Agencyfor,International,Deveiopment that'give-.the -methods and 

findings ofeach of the country studies'in-health..manpowr ,planning. 

TheAgency for' 'International-Developmnt s chatge .to Johns Hopkins 
,was-to select countries tthat were,both suitable 'for development of health 

manpower planning methodology and couldbenefit directly from the results
 

of health manpower studies. The countries selected were to include wide 

geographic representation as well as differences in levels of development.
 

A primary criterion for selection was interest of the host country, a
 

factor which in fact proved essential.to the successful conclusion of
 

the studies.,
 

Three Latin iamerican countries, Peru, Colombia and Bolivia were
 

the first,to express interest in collaborating with Johns Hopkins in a
 

health manpower study. In the preliminary discussions with these coun­

tries we wish to acknowledge the valuable help.given by A.I.D. health
 

staff in helping us make the necessary contacts.
 

Largely due to,the presence of a health planmning unit within the
 

-Peruvian Ministry 'ofHealth,,our choice for a Latin Auerican country
 

was Peru. -In July'of 1962'an American team consisting of Dr. Paul.Wehrle,
 

a pediatrician and publichealthphysician% Dr. Tom E. Davisi an economist,
 

and Dr. Schuyler Fonaroff, an anthropologist, arrived :!1 Lima .to-begin the
 

o-
study One month later, following.political disturbances Ohich led to a
 

break in Peru-U.S. diplomatic relations, the.study was suspended and the
 

Americans returned home. 
One year later the study was re-started with
 

the arrival of,Dr.- Thomas Hall as the full-time Hopkins investgator.
 

During the remainder of the study Dr. Hall worked in close collaboration
 



with the Health Sector ,Planning Office of the Ministry of Health.
 

The principal Peruvian investigators were Drs. David Tejada de 

Rivero and Alejandro Sotelo B., past and present chiefs of the Planning 

Office, and Dr. Rubin de Celis, Mr. Jorge Salinas (sanitary engineer), 

and Mr. Marcial Aranguri (statistician)i of the Planning Office staff.
 

While arrangements were being completed for the Peru study, 

preliminary negotiations were initiated in Taiwan by Dr. Abel Wolman, 

Professor of Sanitary Engineering, then in Taiwan on consultation. 

Professor Mark Perlman, now head of the Department of Economics at the U. of 

Pittsburgh, made the initial field visit for exploratory conferences 

with Taiwanese health officials. He was subsequently joined by 

Dr. Timothy Baker, public health physician, who became the principal 

American investigator in the Taiwan study. 

The success of the project in Taiwan was primarily due to the
 

splendid cooperation of the Health Section of the Joint Commission for
 

Rural Reconstruction, the Provincial Health Department, and officials
 

from the Agency for International Development in Taiwan. Dr. K. K. Chang
 

served as administrator for the project, Dr. L. P. Chow, now Deputy 

Director of Health, Taiwan, made essential contributions to the initia­

tion of the research project. Professor Kuo, economist and statistician,
 

Y.-Chen, public health nurse, and Mr. J. F. Tsai, psychologist,
Miss P 


were the other members of the research team. The study in Taiwan had
 

had an initial delay because of the cholera epidemic which struck Taiwan
 

in the summer of 1962. Field work proceeded during the next two years
 

with the enthusiastic participation of Taiwanese officials.
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Ethiopia,

Visits were made to the following-countries In Africa: 


Kenya, Uganda and Nigeria. In Nigeria the-Health Minister expressed the
 

The Health Manpower
particular interest of the Nigerian health sector. 


of' Planning had just completed an overall manpower
Board of the Ministry 

They were about to
analysis of professional and technical manpower. 

Senior officials
select a specific manpower sector for detailed study. 


Dean Thomas

welcomed collaboration with Johns Hopkins on health manpower. 


of the Lagos University Medical School also requested help 
in developing
 

a Department of Community Health and Dr. Robert Wright 
went to Nigeria
 

in 1963 to work on both projects. Only limited field studies were possible
 

because of the complexities of relationships between the various 
Federal
 

The data that were gathered could never be
and Regional authorities. 


adequately analyzed because of'growing political tensions aqd 
uncertainties.
 

To secure representation of a country in West Asia a series of
 

visits were made following up expressions of interest from Pakistan,
 

Iran and Turkey. In October 1963, arrangements were made to initiate
 

research work in Turkey and both the Health Ministry and State Planning
 

Plans were
Organization agreed to provide local personnel and costs. 


just being developed for implementing a new nationalized health service
 

in the rural areas of Anatolia and manpower shortages appeared particularly
 

The Turkish study began in the summer of 1964 with.Johns Hopkins
critical. 


represented by,Dr. Kurt Deuschle,public health.physician and Professor of
 

Community Medicine at the University of Kentucky, Dr. Carl Taylor,and
 

Miss Alice Forman, a public health nurse-midwife. The chief Turkish
 

counterparts were Dr. Necat Erder, a senior social scientist, and
 

Dr. Rabmi Dirican of the faculty of the School of Public Health in Ankara.
 



Others who contributed to this study were Dr. Gulseren Gunce, psychiatrist, 

Mr. Kevan Somer, economist, Mrs. Sukriye Karaosmanoglu t nurse, and 

Mrs. Ayten Geray, nurse. 

In conclusion we would like to specially thank Dr. S. C. Hsu, 

Chief of the Health Division of the Joint Commission of Rural Reconstruc­

tion, and Dr. T. C. Hsu, of the Taiwan Health Department and the public 

health nurse interviewers who did much of the field work. 

In Turkey, our special thanks go to Dr. Nusret Fisek, previous 

Undersecretary of the Ministry of Health and other members of the 

Ministry, staff of the State Planning Office and members of the staff 

of the Ankara School of Public Health. 

In Peru, our special thanks go to Dr. Carlos Quiros, Director 

General of Health, and to the entire staff of the Health Sector Planning 

Office of the Ministry of Health. 

We also thank all those who assisted materially in the preparation 

of this document: Sue Flanigan, editorial assistant, Carol Buckley, 

Margaret Daneker, Kathleen Hill, Martha List, and Nancy Stephens. 

Without the help of these and many others our studies would never have 

been completed. 
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Part I
 

INTRODUCTION 
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Chapter I
 

HEALTH MANPOWER: AN OVERVIEW
 

Objectives ofHealth Manpower Planningg 

'Behind the recent thrust of interest in health manpower planning
 

are two major forces: first, .there.is growing awareness that the uncon­

trolled spontaneous response to the manpower market has left major
 

inequities in distribution of health services and gaps in provision of
 

specific health functions; second, as a result of many preliminary
 

studies and much practical experience there is recognition that such 

an uncontrolled situation ts not necessary and that a whole new method­

ology of manpower planning X feasible. As the most important and most 

-expensive component of healthservices, health manpower represents a 

particular challenge to the planner since it is always more difficult 

to plan people than facilities or other tangible resources. 

Specific objectives of health manpower planning may be summarized
 

as follows:
 

(1) To obtain maximum productivity and effectiveness for the
 

manpower resources available.
 

Planning is based on the assumption of scarcity. People
 

always want more than they can get. Within the limitations
 

of personnel who can be made available in any social system,
 

therefore, it becomes necessary to work for maximum produc­

tivity applied to the highest priority health needs.
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(2) To understand and where possible to control or adjust the
 

spontaneous movement of supply/demand relationships.
 

Society moves too fast in 	 the modern day to perit the 

etiof the supply dimaan4qUWtU nspontaneous cyclic adj 

.i..icn' occur&e in a purely open "markee sit 'atiofn*"By 

0 osupply-and defining the relevantrojctng trends of 

1id! forees behifud th*i it becomes possible to build in appro­

rptiate corec'i@e mechanisms. 

(3) 	 T6 'pr:idean eduational system adeqiiate -td~ieet future 

ineeds foi health personnel. 

- 4Edu6ationai planning requires bath quantitative and quali­

'tiative adjustnents for the futrre. .. 

(4) "1'T establish :mchanimse for cdhtinuing manpower surveillance 

and implemeniation-of plAns4 1 

Planning is a.process not .an event and unless it leads to 

.implementation'itis worse-than worthless. This--requires 

continuing activity of appropriately organized units in 

the health serViices to ensure thecyclic process of planning, 

implementation and evalutAion liading to replanning. 

SummarY Generalizations About Health Manpower Planning 

.Definition of Health Service Policy. Society has no use for 

health manpower except as they provide health services. Therefore, 

no meaningful manpower planning can be done except in the context of 

total health service policy. This requires:
 

(1) Decision about what health tasks should be done - Goals.
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(2) 	Choice based on the relative importance of the health tasks ­

Priorities.•
 

-(3) Definition of the levels of quality which will be acceptable 


:Standard Setting.
 

Manpower analysis
Measurement and Projection of Manpower Supply. 


must start with measurement of existing supply and projection of trends.
 

In most countries, data are so limited that this process is not only
 

difficult but the results must be recognized to be approximate. A
 

primary purpose of initial manpower studies should be to establish
 

continuing mechanisms for registration and followup of personnel and
 

provisions for periodic evaluation of manpower expansion.
 

Demand Analysis. Measurement and projection of demand for health
 

services is one of the most difficult parts of manpower planning. Present
 

projection systems based on population to personnel ratios are inadequate.
 

Approaches that are worth considering are analyses of economic, social,
 

demographic and institutional requirements, all of which can be combined
 

under the general heading of "effective demand"--which includes the
 

concept that this is what people will in fact be willing to use and pay
 

for.
 

The most important determinants
The Economics of Health Manpower. 


of the amount and kinds of health services provided are economic. To
 

have adequate health planning it is necessary to coordinate resources.
 

Manpower projections must be consistent with economic projections. In
 

general, there are so many demands on public resources that public funds
 

should not be used for anything that can be paid for in other ways. In
 



;mbst cases,!this means a orA assue Pr rY 

responsibility for preventive services. In ordero;o get. comprehensive 

ineed for. some .degree of general, financial control.-Jseimices there .is 

Health Personnel as a Total Integrated System. Health manpower
 

studies of only one category of personnel have little relevance to total
 

health service requirements. Even though doctors dominate the decision
 

making and organization of the health system, they can 
function effi­

ciently only with an appropriate supporting staff of ancillary personnel.
 

In the absence of deliberate planning, traditional work stereotypes
 

become increasingly blurred. The personnel available to staff local
 

services must be viewed as a functional totality and an appropriate local
 

manpower mix must be determined A health manpower pyramid is the goal, 

rather than the manpower hourglass now found in many developing countries.
 

Functional Categorization and Downward Delegation of Health
 

Skilled manpower is society's most precious resource. Few
Activities. 


economic sectors with as high a requirement for professional and tech­

nical expertise and skills are as labor-intensive as health. New ap:proach­

es are needed to get functional categorization of all health activities
 

The clear definition of the quantitative
in relation to priority goals. 


and qualitative personnel requirements for each function then will per­

mit a more rational manpower distribution. To'achieve maximum efficiency
 

the general procedure should be to delegate responsibility to the least
 

expensive manpower level capable of maintaining an appropriate standard
 

This means that in most countries far more attention must
of quality. 


be paid to the role of ancillary personnel."
 



mprovink Prdducfivity. -.
Health manpower resources can most.readily
 

and rapidly beincieased by improving the productivity of all personnel
 

available. 
In'additfonto the functional redistribution of activities
 

teo 
appropriate ancillary personnel in a team relationship referred to
 

above, manpower-productivity can be improved by such measures as:
 

improving 'he'use of facilities, introducing scientific advances which
 

more effectively achieve control measures, concentrating on prevention,
 

producing a better balance of ambulatory to inpatient medical care, etc.
 

Educational Planning. 
The second major method of increasing
 

'manpower resources is through improvement and expansion of the educa­

tional system. 
The only long term source of manpower is the educational
 

institutions. If demand can be clearly projected then it should be
 

possible to concentrate on preparing appropriate numbers of each cate­

gory withdue-recognition of the great lag in producing professional
 

manpower. 
Rather than merely opening new schools, the educational
 

output of-existing institutions can often be markedly improved by
 

increasing the size of classes and-reducing the dropouts and repeaters.
 

An educational consideration which has received little attention is
 

the need for more flexibility in adapting teaching programs to changing
 

patterns of work. Most countries require a massive increase of ancillary
 

training programs.
 

Regionalization. Supervision and Continuing Education. 
 The pattern
 

of health care which is increasingly being established for most of the
 

world's people is a regionalization of facilities based on medical cen­

ters with various levels of peripheral units. The basic peripheral unit
 

is most coumonly a rural health center combining curative and preventive
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functions., -A major -advantage of such regionalization is that Lt provides 

In this process, qon­a 1ramework for optimum,utization of personnel. 

tinuing education is a vital,supplement to supervision in ensuring high 

built into regionalizat~onstandards, The educational process should be 

with a constant two-way flow. Peripheral personnel should go into the, 

Specialists should regularlycentral institutions for periodic courses. 


visit at the periphery to solve difficult problems and increase local
 

competence and morale.
 

Personnel Redistribution to Adjust Rural/Urban, Geographic and
 

Social Inequities. A major defect of most health services is the inequi­

table coverage provided various segments of the population. As nations
 

accept the concept that minimal health services are a basic right, there
 

are increasing pressures to achieve a better distribution of services.
 

The lack of motivation of health personnel to serve in difficult situa­

tions or among some groups of people is an important factor in producing
 

the present inequities. A particular need is to develop clearer under­

standing of these motivational problems and appropriate incentives to
 

solve them. In manpower redistribution economic incentives are often
 

the most effective.
 

Conceptualization of Health Manpower Planning
 

Health manpower planning has its logical base in the general
 

methodology of planning for economic development. Many of the basic
 

ideas and principles are derived from economics. A simple initial premise
 

assumption is that manpower planning, like most economic studies, starts
 

with the assumption of scarcity of resources and the need to develop
 



-9­

priorityallocations. In almost every,country chronic shortages of
 

skilled and competent personnel and.:training facilities haveforced
 

growing attention to manpower planning.
 

In health work particularly, tberedis an underlying general
 

recognition that oftentimes lack of services is due to lack of personnel.
 

The health industry is more labor intensive than most major sectors of
 

the economy and has a very high requirement of technical and scienti­

fic competence..
 

The first important conceptual distinction presented in this
 

monograph is that the general scarcity of health services can be met in
 

two ways. First, there is usually a basic need for increasing the
 

number of particular kinds of personnel who can fulfill specified health
 

functions. A major purpose of long range manpower planning is to identi­

fy impending shortages long enough before they occur to compensate for
 

the lag period inherent in producing skilled manpower. The only organ­

ized resource for producing skilled manpower is the edecational system.
 

The second major approach to increasing the manpower input in health
 

services is to increase the productivity of such personnel as may be
 

available. There are many ways of increasing productivity and their
 

discussion leads to a concern with most of the factors influencing the
 

health industry. Some measures for increasing productivity aan be
 

applied in the short range planning period of the usual five year plan.
 

Others require much longer to implement. In general, however, it seems
 

reasonable to concentrate on maximizing productivity before moving on
 

to the educational approach of modifying manpower gaps and shortages.
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The'basic econ6mic: analytic framework that is most useful in 

health manppwer planning in a scarcity situation is that of.the supplyl 

demand equation. Throughout this volume data are categorized according 

orto whether they contribute to an understanding of either supply 

demand. Most manpower studies in the past have been largely limited 

to concern with the supply side of the equation with great energy and 

effort being expended in working out ways of measuring supply. 

The demand side of the equation has received far less attention.
 

The methodology of demand measurement is just beginning to be developed. 

The usual practice has been to take as norms or standards, personnel to 

population ratios which have developed spontaneously over time in various 

countries. Growing out of spontaneous open market adjustments, these 

ratios are accepted as more or less adequately meeting the general need. 

Even in Soviet planning the fibaeft. pattern has been to calculate average
 

levels of manpower distribution and productivity on the assumption that
 

this presumably is the best way of judging existing requirements. They
 

have then focussed effort on bringing up to that norm those segments of
 

society or manpower sectors which fall below the average.
 

Internationally, certain personnel/population ratios have come to 

be idealized as having a sort of magical quality of desirability. The 

fact that there is no rational basis for such physician to population 

ratios as 1 to 1,000 seems to have little bearing on the fact that these 

ratios have now acquired the glamour of an international status symbol.
 

In health conferences national representatives openly compete in the 

use of such ratios to bolster national pride. Throughout this document
 

we stress the conclusion that, for planning to be conducted rationally,
 



overall ratios are far less-important than segmental analysis based on
 

careful allocation of health functions by priorities and maximizing
 

productivity. For a developing country, it should be a greater source
 

of pride that a limited number of doctors are being used in an optimal
 

balance with ancillary personnel rather than that the physician to
 

population ratio has been artificially built up.
 

For planning educational resources the most important part of
 

manpower analysis comes when the supply and demand figures are projected
 

for appropriate intervals in the future. The assumptions and standards
 

which are used in such projections must,of course,be clearly defined. At
 

first, most efforts at projection will not be accurate and must be con­

sidered first approximations which require progressive refinement. As
 

first approximations, however, these calculations are tremendously
 

important in providing the basis for preliminary judgments about man­

power shortages and gaps.
 

SuDDly Patterns. The first consideration in calculating supply is
 

to relate it to the educational pool from which candidates can be
 

recruited. The recruitment potential of any occupational group depends
 

largely on historical, cultural and economic factors. At several points
 

in this volume we refer to differences in manpower patterns that are 

determined by the developmental level of the country. In the development 

process the relevance of the general educational level is increasingly 

recognized. As long as Liberia has only some 400 high school graduates
 

per year, competition among employment and educational opportunities will
 

continue to be great. The total number of recruits for the health pro­

fessions must continue to be limited until general education expands.
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The multiple forces ithat influence', recruiment include iprestige due to 

financial ,prospects,historical.tradition 'or transitory, publicity, 

seCurity, service motivation, government pressure,. the availability 

of-training, andespecially in health work the important but almost 

totally unpredictable factors detdrmining personal interest. Some of 

these forces are subject'to'social manipulation but others must be
 

accepted .aS given.
 

Onc.e the recruit is admitted to the educational process a
 

sequential chain of career development starts which will be traced in 

a separate chapter. At this point it need only be stressed that educa­

tion does not cease at the time of graduation from a teaching institution. 

The role of continuing education in manpower development becomes parti­

cularly relevant in the retraining required when the work of an occupa­

tional group is redefined or changed.
 

Increasing productivity has already been mentioned as being a
 

primary means of improving health services. Usually, this ismeasured 

morely in terms of such simple indices as total patients'seen per unit 

of resources.' More sophisticated indices are needed to record observed 

differences. 'Ahierarchy of objectives can be defined ranging from the 

measurement 'of effort expended in performing specific tasks and activities 

to progress made in improving specified health indices in a population. 

At each level productivity is the ratio of,output divided by input in 

manpower units per time interval. The output at each level can be con­

"sidered the input at 'the'nexthigher ,level of analysis. "For instance, 

an input' of manpower'effort leads to an output of tasks or activities 

acdomplished, 'sthese.in turn produce .ant.outpbt 'of,programs for disease 
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control in a population which thencontribute ,to general.-improvement in
 

health indices.
 

,In,a general,discussion,of -the,problems of increasing-productivity,
 

motivational considerations have,primary importance. As discussed in
 

chapter VUl this group of factors is best viewed as a summation of
 

multiple vectors of force., Motivation itself is not a discrete entity
 

but the net effect of the attitudinal and psychological considerations
 

which influence decisions. Some of the specific components are deeply
 

ingrained and cannot be changed. Many more of them are labile and
 

subject to manipulation by the adjustment of incentives. Net motiva­

tional change to be real should produce recognizable modifications of
 

decision patterns and behavior. This can be seen most readily in the
 

factors determining doctor distribution to rural areas and unattractive
 

working conditions.
 

Involved in most of the other influences affecting manpower devel­

opment and productivity are numerous administrative and organizational
 

considerations. The organizational structure provides a framework for
 

action which contributes to the effectiveness of individual performance.
 

It has been said that a building is in itself a long range plan. Even
 

more fixed and lasting than most buildings are the bureaucratic edifices
 

which run.health services. By establishing or changing an administrative
 

pattern one is in fact .implementing a long range plan. A major objective
 

of the modern approach to health planning is to develop appropriate
 

machinery within-the administrative structure to apply corrective measures
 

at optimum times* By,learning how to project and predict the planner
 

attempts to identify problems before they occur and then to build
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M *SY'~~dpriaterenidiesinto tthesysei' 

Demand Patterns. Conceptualization of demand.is. more difficult 

Part of :'the coifusion about- the , notion of
'than understanding supply. 

demand has arisen because of differences in the approaches of various
 

The basically economic -conceptof Peffective demand"
disciplines. 


represents the net summation of-wht people are in fact willing 
to do
 

in order to get what they want.
 

The components of demand 'can be grouped'under four categories of 

its origin in a different disciplinary approach. A 
factors each having 

model has been constructed showing the four approaches as overlapping 

areas. The relative size and degree of overlap of each of these areas 

An impressionisticdepends on local conditions within each society. 


sketch of the relationships between these four approaches has 
been
 

prepared for countries at different stages of development (Figures 
1-1
 

and 1-2). 

The first area represents "biological need" or the personnel 

required to meet the total burden ok.ill health in a community as 

identified by professional workers. 'The concept is primarily epidem­

iological. It requires classical laboratory, clinical and field
 

techniques to identify the total morbidity and disease distribution
 

in a population. On the basis of professional judgment estimates are 

made of the services necessary to meet health needs. Calculations of 

numbers and distribution of manpower required can then be derived. 

The second'area has been labeled "popular desire." This repre­

sents primarily'the social scientist's approach to determining what 

people think their health problems are. The fact that "popular desire" 
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only partially overlaps "biological need" indicates the obvious fact 

that in any group there is considerable individual and community
 

hypochondriasis. When people think they are sick they will seek
 

medical help. Even if health professionals tell them there is nothing
 

wrong, in their continuing search for aid they will turn to faith
 

healers and quacks. The tremendous investments of money and personnel
 

in activities which are outside the usual health services should not be
 

ignored in manpower planning if for no other reason than that it indi­

cates unmet demand. It is difficult to get public cooperation for the
 

support of health manpower required to meet health needs which only
 

health professionals understand. A major objective of health education
 

is to increase the congruence between "biological need" and "popular
 

desire."
 

The third area represents "administratively and technically feasible
 

demand." This determination of manpower requirement is based on the judg­

ment of health professionals, particularly administrators. Manpower needs
 

are estimated according to services that are technically feasible and
 

administratively possible. There are many health conditions for which
 

appropriate solutions or ameliorative measures are not yet available.
 

It is presumably inappropriate to allocate anything other than research
 

effort and palliative care to such conditions. In addition, there are
 

many health problems for which technical control methods could be avail­

able but they remain difficult to implement because of lack of skilled
 

personnel or technical facilities. In developing countries there is
 

often also a problem of inaccessibility because of lack of transportation
 

or social and cultural blocks. Perhaps the most common reason for the
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DIAGRAMATIC MODELS OF RELATIONSHIPS BETWEEN BIOLOGICAL NEED, POPULAR DESIRE,
 

ADMINISTRATIVELY & TECHNICALLY FEASIBLE DEMAND, AND ECONOMIC DEMAND
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is the lack of appropriate :non-application of technical innovations 

and organizational machinery..for. lmplementation. ... Suchadministrative 

administrative inertia is !usually far more..important than lack of.money.. 

or 'other,,resources. 

demand" which obviously repp-The fourth area represents i economic 

seants the disciplinary approach of economists. There are many health 

measures which are administratively and technically feasible but for 

or will not pay. When hdalth lmeas­which individuals or society cannot 

ures must be purchased on an individual basis, each person has to-choose
 

between alternative options of where..he.will.and.hismoney. Often
 

individuals decide to suffer discomfort.or progressive incapacitation
 

rather than to give up favored expenditure items. This relegation to
 

One of the
low priority ts particularly common with preventive measures. 

reasons why society usually has to provide preventive services for the
 

benefit of the group is that individuals do not take a sufficiently long
 

range view to pay for such services spontaneously. Economic demand is
 

usually the smallest area on the diagrams and represents the ultimate 

determinant of what manpower will be provided. 

Obviously, "effective demand" depends on a varying mix of these
 

factors. The first pair of categories representitwo ways of looking at 

the total scope i of hbalth service requirements. The last two include 

the major constraints which limit,-what can or will be done. 

In the comparative models drawn for countries at various stages
 

of development .(igures 14I and :-2) there are important differences in
 

the amount of overlap, In the most developed lcountries the four areas 

have a high degiee of conruityJ B'ta-difference"may be-,noted in-that 

http:discomfort.or
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"economic demand'! and"' adiitstratively.' ard -technially feasible demand" 

in affluentvcountries -with a large ,private. sector more nearly follow 

"1popular desire", while ,iueconomically developed countries with .strong 

nationalized'health services they are presumably more influenced by 

"biological need." The degree of£congruity declines according to the 

level of development with a progressively smaller proportion of initial
 

need being included in economic demand. In most instances "economic
 

demand". is ultimately influenced more by "popular desire" than by 

"biological need."i 

Catesories of Health Personnel and Definitions
 

Health personnel, more than most working groups, have a remarkable
 

tendency to aggregate themselves into tight occupational entities. Each
 

such group develops an esprit de corps which has the good quality of
 

pressing for group advancement but also the more restrictive quality of
 

being competitive to the point of producing friction with other groups.
 

The hierarchical striving between groups and individuals is scarcely
 

conducive to the planner's dream of team spirit. It is almost a man­

power dictum that any occupational group, once it has become aware of 

its own intrinsic identity has an independent life of its own manifested 

in a continuing striving for survival. Occupational groups in the 

health field have a great propensity for organizing themselves on a 

somewhat less self-seeking basis than most unions and, in many instances, 

are the first to establish requirements and standards of performance to 

be imposed on those who seek to be admitted to the group. There is much 

talk in such groups about working to advance the public good as well as 

their own group good. In spite of a common tendency to protect the 



status quomany such ,goups do, become,, sensitive,"to, social:pressures for 

change., As :theserpressures build :up to,the level where change ,seems 

inevitable'the group will often move into ,aposition of leadership. 

The unassailable logic is "if changes are going-to come, let us make 

sure that they are in a direction favorable to our profession." 

In some developing countries one of the worst sequelae of foreign 

influence is the heterogeneous and unplanned mixture of categories of
 

health personnel 'that have been introduced by various groups bringing
 

aid. Not only do different agencies recommend different patterns of
 

manpower organization, but there may also be a sequence of different
 

systems imposed by successive advisors from a single agency. A dramatic
 

example is the auxilliary training program that was developed with foreign
 

assistance over the past fifteen years in one Asiatic country with no
 

medical school. Each new foreign advisor felt that in order to justify
 

his tour of duty he should improve on the auxilliary program previously
 

started. New titles were applied to each new category of graduates and
 

major curriculum changes in the training school were imposed. The
 

employment problems created by the succession of differently certified
 

and trained individuals haiebeen little short of chaotic.
 

A continuing problem is that international advisors often seem to
 

assume that ancillary categories should be easy to work out. They fre­

quently make dogmatic statements based on experience in an entirely
 

different country and situation.
 

The main point to be made is that although there are a few general 

principles about functions needing to be filled and types of personnel 

to be used. the final decisions about auxilliary categories and 
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the local situa­relationships must be based owcomplete familiarity with 

tion. Whereas professi6nl categories of health personnel are essentially 

interchangeable in the world market, the ancillary categories must be 

derived from and adapted to .specific local situations. Serious damage
 

follows attempts to arbitrarily impose auxilliary programs which have
 

been successful in one country in a different situations
 

It is, however, essential that some effort be made to clarify the
 

the various manpower
present confusing manpower matrix. In Table 1-1, 

The arbitrary decisioncategories have been divided into three levels. 


was made to base this primary classification on educational level.
 

Professional categories have been considered to be those which require
 

technical training in addition to education beyond a bachelors degree.
 

Middle level manpower includes those categories which range around the
 

basic requirement of high school education plus approximately two years
 

of technical training. Low level manpower has been defined as being
 

those categories which have something approaching elementary education
 

plus one year of training. Included in this category are the various
 

types of short term training and ad hoc programs. An effort has been
 

made to relate these three manpower levels to functional categories.
 

Examples are given of specific personnel types which have developed at
 

Such a matrix provides a framework to
various times around the world, 


help classify personnel so as to define their respective roles.
 

A generalization derived from attempts to classify categories of
 

health personnel according to the above matrix provides insight into
 

possible sources of friction. Problems arise when there is excessive
 

overlapping of functional responsibility or lack of clear distinction
 

between levels.
 



Table 1-1
 

CLASSIFICATION OF HEALTH AUXILLIARIES AND THEIR RELATION TO PROFESSIONALS
 

LEVEL OF EDUCATION 

FUNCTION PROFESSIONAL MIDDLE LEVEL LOW LEVEL 
(Degree Course) (High school plus 2 or more (Elementary or 

years training) middle school with 
up to 1 year training 

Medical Care Physician Feldsher (Russia) Dresser 
a. Independent Licentiate (India & Pakistan) First Aid Man 

responsibility for Behdar (Iran) Medical Corpsman 
treatment Medical Assistant (Pacific & Africa) (Armed Services) 

b. Comprehensive care' Occasional Physician Health Officer (Ethiopia) Village Health Worker 

cm c. Dia-gnostic and Specialist Technicians - laboratory, Technical Assistants 
Therapeutic X-ray, Physiotherapy, etc. 
Specialties 

Hospital-Nuring Degree Nurse Diploma Nurse Auxiliary Nurse 
Auxiliary Nurse Ward Helper 

General Public Health Public Health Physician Health Visitor Community Nurse 
Public Health Nurse Comunity Nurse 

MH and Obstetrics Physician Midwife Auxiliary Nurse Midwife 
Midwife Auxiliary Nurse Midwife Village Midwife 

Trained Dai 
(trained) 

Sanitation Sanitart Engineer Sanitarian Sanitary Inspector 

Specialized Functions Public Health Malaria Officers Malaria Sprayers, etc. 
for Mass'Diseases Specialist (upper echelon) Vaccinations 

Leprosy officers 
Sleeping sickness office3 
Tuberculosis health visit 
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Examples are presented in the next table (Table 1-2). When 

differeunt categories of personnel are working at the same function in 

the same place, smooth relationships can be developed only if each has 

a clearly defined level of responsibility based on clearly demarcated 

training and hierarchical levels. When functions are overlapping and 

levels of preparation are similar, tensions are inevitable. A classic 

example in the medical care function are the conflicts which have con­

sistently occurred between fully qualified doctors and the various 

categories of "near-doctors" or medical assistants. Many such categories 

have been developed :at various times and with varying success. Examples 

are the "Feldschers" in Russia, the licentiates in India, medical 

assistants in Africa and Fiji, "Behdars" in Iran, and "Assistant Medicaux" 

of French speaking Africa. Such programs operated successfully as long 

as there was no conflict of interest with doctors. Then as competition 

increased professional jealousy, public confusion and licensing diffi­

culties led to so much trouble that almost universally the decision has
 

been to upgrade the whole assistant category to full qualification as
 

doctors* Feldschers have all along been permitted to go on to full
 

medical education if they proved sufficiently capable.
 

Similarly, in nursing functions, friction has arisen when there
 

is an overlap between categories. In India the present conflict between 

public health nurses and health visitors presents a typical dilemma 

which is far from resolved. Health visitors have almost as muih prepara­

tion and a somewhat similar role iin health centers as public health 

nurses. Both groups are sufficiently strongly entrenched in the health 

system so that neither wants to be displaced by the other in the rural 

health center program.
 



Table 1-2 

OVERLAPPING SPECTRA OF PROFESSIONAL AND AUXILLIARY FUNCTIONING RELATIONSHIPS
 

PROFESSIONALS MIDDLE LEVEL 
AUXILIARIES 
(including independent 

- •solo practitioners) 

Medical Care - Physician Middle Level-"almost doctors" 
(Grade A. B. and C) (Feldshers, licentiates, medi--. 

cal assistants, health officers) 

, 


Hospital Nurse 
N Nursing- Auiliary Nurse 

______________________Ward 

Public Health Public Health Nurse Health Visitor,
 
Nursing- Community Health Nurse
 

Obstetrics and Obstetricians Diploma Midwives % 

-CRNu S±Dg " Degree Midwives 

TECHNICAL
 
AUXILLIARIES
 

Low level,-cura­
tive auxilliaries
 
(dispensers, com­
pounders "Assistant
 
Nedicaux", "Sanitarl 

Helper 

Trained Dai 
Village Midwife 
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An important consideiation that adds to the Confusion is that in 

many developing countries,lower leve.l, personnel are, in facto more adapted 

to the needs of the masses,of people in rural areas than more highly 

qualified persons. In spite of all of the basic logic supporting the 

need for lower level ancillary personnel to meet the mass medical care
 

problems of rural areas,a workable manpower balance has not been evolved
 

in any country except where the health system is highly controlled as in
 

Russia. An almost inexorable sequence is that once the higher personnel
 

reach sufficient numbers to begin to saturate urban demand, the psycho­

logical impact on the middle level rural personnel will lead to dis­

ruption of their services. Such rural categories should therefore be
 

considered only a temporary expedient. The most rational approach seems
 

to be to plan from the beginning for health categories which are so
 

clearly separated that there cannot be a confusion of roles. A clear
 

arrangement should be provided for upward mobility to the point of
 

phasing up by retraining the overlapping category when their role can
 

be adequately filled by more highly qualified persons.
 

Natural History of Health Manpower Development
 

Comparative analyses of the manpower development sequences in
 

several countries has led to recognition of what is essentially a natural
 

history of the process. Four levels of development have been defined.
 

Indigenous Medicine. No nation or people is completely without 

resources for medical care. Diverse categories of personnel have 

developed traditionally, spontaneously and with fascinating historical 

derivations in every country. International health workers who go into 

so-called primitive countries thinking they will be developing a health 
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-J .T'ervice in a vacuum are grievously'"n einkr ir -uicess:oill be 

the trouble-to understaldr local prctices andb ltited :until they take 

Although the' health :system mayi bemij ily witchcraft, everybeliefs. 
society has' accumulated a body of empiric' understarding and,,experience 

structure.which has Usually been systematized into a' rational The 

tindividuals who serve as the prime repositories of traditional health 

'rloie'souldbe identified early. A counnon experience is that, in order 

to understand what people believe, one should go first to the local
 

indigenous practitioners. By getting their interpretation of health
 

phenomena and control measures, the international health worker will 

a broad picture of what the general public believes. Popularobtain 

ideas will be dilutions of the beliefs of indigenous practitioners.
 

wide range of
Most indigenous systems of medicine include a 


specialization. Certain empricafly discovered procedures are suffi­

ciently effective-against specific conditions to merit wide acceptance. 

More often, because ofa chance sequence of apparent magical cures, 

certain individuals develop an impressive local reputation which may
 

have nothing to do with empiric effectiveness. Such a reputation is
 

often focussed on one particular type of health problem, especially
 

no one has a
,' when it Is a condition of uncertain etiology for which 

definitive treatment. Reputation then often becomes more important 

in determining public acceptance than demonstrable success.
 

A synergistic relationship may develop between various categories 

of health practitioners, with mutual support and referral of cases 

depending on their specialization. For example, we have found such a 

relationship between spixitual healers such as BoJes in Turkey or the 
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Lamas ,in- Bhutan and the , local needlemeu for,,4lerbalistS. In Turkey, as in 

many countriesi the healers may,-be roughly.categorized into two groups. 

There ,is a large !group that.resorts to, various physical and pharmaco­

logical treatments that require the use of medications or physical 

manipulation. These.range from the much respected bone setters to the 

quacks,who use everything-from injections of penicillin to a treatment
 

for hemorrhoids which requires the patient to sit with his hemorrhoid
 

in a hole cut through the shell of a live turtle. Then there is a
 

second group of practitioners whose appeal is frankly magical and
 

through suggestion. These include spiritual healers who make use of 

the tombs of saints and. verses from sacred scripture, but there are 

also specialists in.elaborate manipulations whose Turkish name can
 

best be translated as "umbilicus setter" and "coccyx puller." The
 

umbilicus setter treats abdominal pain with massage of the abdomen, 

culminating in a dramatic flourish to reset the umbilicus in its proper 

position. The coccyx puller goes through similar massage and resetting 

maneuvers in order to treat backache.
 

Some indigenous systems of medicine are highly formalized and 

culturally rigido*21. Ayurvedic medicine,for instance,is still taught 

from a set of classic text books published 1500 to 2500 years ago. The 

ancient Chinese system of-medicine includes elaborate anatomical studies
 

which form the basis for such.refined arts as acupuncturein which long 

needles are inserted into,appropriate points in the body to relieve
 

pain and local disease. Western trained doctors in Arabia accept as
 

empirically effective the, ancient practice of cauterizing the heel with 

a, hot knife, to treat diarrhea .and abdominal -cramps. 
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Themay 'tet~t ave' been- demon­nsanesinwhchemicl 

strated to have scieitifi -validity should liad one to be cautious in 

afitomticly' ridiculing all practices that do not fit current western 

medical thought. ParticularIly through the discovery of hezbal pharma­

cologic agents such as the rauwolfia drugs, ephedrine, quinine and 

digitalis, ancient empiric lore has contributed much to modevin medicine. 

When a western trained health person first comes into contact 

with indigenous practitioners ,afascinating process of social change 

is initiated. Frequently the first western trained health personnel 

to reach the rural areas still dominated by indigenous practitioners 

are low level and poorly qualified individuals. Not only are they 

technically inadequate representatives of western medicine but they 

oftentimes carry the additional stigma of being outsiders from the 

city and tie'villga rs are susniciour,of chem. 

They must also anticipate the normal response of local indigenous 

practitioners who will deliberately try to neutralize or negate their 

influence.
 

Trained health personnel face a difficult choice in working out 

their relationship with indigenous workers. The dilemma is whether to 

try to incorporate the indigenous worker into a cooperative working 

relationship or to as rapidly as possible reduce.. his authority and 

influence in order to*supplant him. Dogmatic opinions are expressed 

in support of each position. There is much logic on the side of those 

who say that until organied health' services are: prepared to provide 

complete care foertural areas-, it is better not to interfere with 

existing'indigenous,practices.- The Curanderds who serve the 40 percent
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of the Peruvian population.who live in the highAndes cannot be imme­

diately replaced. Manycountries have deliberately attempted to prohibit
 

legally all nonscientific medicine as being dangerous. In,Turkey, under
 

Ataturk some thirty years ago, such legal prohibitions proved a total
 

failure. In spite of strict laws which still stand, the people have
 

continued to use indigenous practitioners because they had no assurance
 

that something better was available. It is logical, therefore, to work
 

out a modus vivendi. On the other hand, a program of health education
 

will undoubtedly conflict with many.of the injunctions of indigenous
 

practitioners. Decisions must be made selectively about the few
 

spec fic issues which are so important.that local beliefs must be
 

demonstrated to be wrong. More often,local beliefs can be reinterpreted
 

to support the new desired practices. It is usually much easier to
 

change practices than beliefs.
 

The fact is that with few exceptions efforts to work with indigen­

ous practitioners and incorporate them into organized medicine have
 

usually not worked. Many attempts have been made to develop such
 

cooperative working relationships. In India a major effort to synthe­

size Ayurvedic and scientific medicine followed independence. Large
 

numbers of special schools..for training such synthetic practitioners
 

were started. In the first placesynthesis of the basic sciences of
 

the two systems proved a complete failure and eventually the western
 

system of anatomy, physiology and other basic sciences was taught. It
 

then proved impossible to present the clinical teachings of Ayurvedic
 

medicine in an understandable way since diagnosis and treatment are
 

traditionally based on understanding the balance of humors. No
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cross-comnunication of 'concepts proved- possible. draduateb', of the'f special 

'schools were given special degrees illustrated by- one s'Chool'in Benares 

.'
 idibse Dctor of Indigenous MediCine came out with theie initialsi D0M.

' In-the early-1960's most of these schools encountered "serious'pr6blems
 

as a result of widespread student strikes. Students insisted that
 

they be-givin the sametdegrees ad'privileges'as graduates of regular
 

medical colleges because they were essentially duplicating the regular
 

course. Finally, the whle'effort to synthesize the two systems was
 

given up. Many of the combined schools- were converted completely to 

regular medical colleges. A few reverted to what was called "Shudh 

Ayurveda" in its pute form and gave up bny pretense of incorporating 

scientific medicine,
 

Many efforts have been made on the local level to incorporate 

indigenous practitioners into rural health center services. In a few
 

instances this has worked with the major determinant being whether the
 

indigenous practitioner was willing to give up his traditional practices
 

and be retrained in the new system. On the other hand, even if no
 

effort is made to actually incorporate them into the local health ser­

vices personal experience in India indicates that warm and friendly
 

relationships can be maintained with ayurvedic practitioners as long
 

as 'they are accepted as colleagues with their own set of contributions 

to'make in their own way. Most indigenous practitioners very quickly
 

recognize the superiority of chemotherapeutic drugs and incorporate them
 

into their practIce. We'have'seen indigenous practitioners grinding
 

leaves for hetbalz preparationse who egularly tossed in an appropriate
 

number of tabledof sulfad iueg - to increaee the potency of the fever
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mixture. Similarly, manyi,.ndigenous practitioners now expertly wield 

a poorly sterilized syringe and needle and routinely give injections of 

penicillin or streptomycin..
 

The one indigenous practitioner who has, around the world, been
 

most readily and effectively retrained for working in cooperation,with
 

regular health services is the indigenous rural midwife. In all coun­

tries certain women-either formally or informally acquired practical
 

experience in midwifery and became established as the local birth.
 

attendants, There have been many demonstrations in China, India,
 

Indonesia, Latin America and the Middle East that in a relatively
 

short period of training these indigenous midwives can be taught
 

enough of the besi. fundamentals of good delivery practice to produce
 

dramatic improvements in maternity care, 
Such basic training must be
 

tied to appropriate incentives and supervisory relationships to ensure
 

a continuing effect. The UNICEF contribution in such programs has been
 

particularly noteworthy since they have provided attractive midwifery 

kits which serve both to Improve the delivery methods and as an incentive 

and badge of improved status for the indigenous midwife. 

In summary, our general experience has convinced us that the most 

logical and workable relationship with most indigenous practitioners is 

one of mutual toleration. It has proved impossible to take them into
 

western medicine because their basic understanding of disease causation
 

and methods of control are so different that it is easier to start from
 

the beginning in. training auxilliaries....However, If they are treated 

with courtesy end friendship there can be a transition period during 

which people lea=r for themselves which forms of care are most effective. 
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Such a gradual-transition) ,wi-Eprobably, produi minIa1l-, tauma for ,both 

. ... ..... . . .
bgroups-,of;health'personneland: the ,public-	 :-

Uniformly in a developingSophisticated Medical Care for Elite., 

to provide high
country,the first introduction of scientific medicine is 


for the smalL numbers of, political and economic, elite.
qality care 


lfe in ttopicaL countries
Intcolonial days it was a precondition of 


to bring along the most sophisticated ,medical .care, avail­
for colonials 


enviroment made survival

able. "The" health hazards in 'the newand exotic 

impossible without the best preventive and curative 
services that :could
 

islands

be mobilized, The residintial areas for colonial rulers were 

in a sea of health need :hich provided maximum 	health protection and 

a fact which :was naturally used to-partially,
sanitation-facilities, 

justify the pattern of luxurious .living. Curative activities were cen­

teredin hospital facilities equivalent to those in thehomecountry. 
,
 

:. IAs ex-colonial countries have become politically independent,
 

and also as non-colonial countries have started to progress,,
one ,of-the
 

*first.manifestations of development Is the provision of-high quality
 

medical care for the-nation's elite. To'some extent such care,iscom­

,-bined withipleasure trips<to the major-medical centers of Europe and
 

to build beautiful,-meica. On the other.Ihand , -there is- -a- strong drive 
-

of a ,estern.-style'medical school. Clinical
hospitals, preferablylaepart 

aregeatly!in. demand. BSuchiadvanced technical facilities 

serve as_ status symbols to, satisfy national-. 

-specialists': 

1,fo* medicalcare ,not-.only 


.

ptide"but probably'- oreirmportantly . they':provide : the-national -leadership 

that when-they gat sick they-wiil'be cared rforwith-a' feelingsof'aecutity 
.	 .4,;­... 


- ,, ,. ,,.,. .--. . . ....,,, 	 . .adequately., :.-. 




- 33 -

Concentrated- attention on the..health,' care of- the' elite is not 

necessarily'bad. .-The Idba.3 thatt a country' 9-greatest resource is its, 

leadership, and that, the , sldtlledtand, technically competent elite reprasent 

aViftiivestment: that must', be' protbcted has much. rational Justification. 

The-'death' of -one,.such. individual from, preventable disease can have 

deleterious' effects on the' future of: the whole country. 

The elite'are also the first to seek technical and professional 

education. 'The connonly observed phenomenon of health manpower being 

developed with the primary emphasis on educating those at' the top, results 

in part -from the fact that medicine is recognized as an appropriate 

career goal for the youthof elite families. When they can , they go 

overseas for 'their professional education. Otherwise there is pressure
 

to develop a medical school locally to provide professional education.
 

Such personalixed 'incentives for the families of the upper socio-economic
 

groups'usually far outweigh the ,more rational approach of balancing the 

educational' effort with larger numbers of lower level health personnel. 

Even mission medical institutions which originally were started 

-- to serve the poor often find ,themselves in the somewhat ambiguous 

position of providing quality medical, care for the elite. They can , 

often meet the need for better facilities more readily than most govern­

ment services. 'A.estern'doctor can also command for his hospital, fees 

whichimike'it self1 supportingbut 'this usually produces a feeling of 

ambivalence vamnong.medical mission personnel about the amount of their 

tie,'goingyinto .non-charity work. The justification is, of course, that 

bycolleting: fees 4ft£o ,those ..who can pay,it becomes possible to provide 

care f6r4the pooi*:'bt thetbalance is hard to maintain. 
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zo'
-aspDisease Conjtrol ;oE. he next' stae in they natural 

tohistOry--of ,health service 1development%is -usually officia! atteniionq. 

, -,themass,disease problems-, In,developing countries,the mass diseases 

are 'upually n;ectioas d#seases and malnutrition. Setting - upi such pro­

grams lto protect the poor-does not necessarily aise from altruistic 

a considerable hazard;motivations. Most infectious diseases carry 

of spreading to the country's,elite. -In colonial days. undoubtedly a 

partof the motivation to control epidemic diseases was because. their, 

",presence represented a continuing personal danger to.colo.Aial authori­

ties.. As aresult,preventive barriers were first set up around the 

residential areas of officials.. ,Gradually,the concept spread that to 

make the country really safej it would be.necessary to concentrate on 

mass epidemic,control procedures. 

In addition,:there was ',the logical justification that,mass pre­

ventive measures produced the best-cost benefit returns In improvement 

of the people's health. Finally, there .wasin many instances a real 

No onehumanitarian motivation that must have had a strong influence. 


can live through,a major epidemic of a disease such as.cholera .or small­

pox and see the dramatic and overwhelming toll on human life without, 

being stirred to attempt control measures. 

hatever the motivationmost developing.countries now have a. 

systematic program for epidemic control, International agencies have 

provided both a strong stimulus and financial.and-technical -support. 

'Part of the subconscious m'otivation behind .international: programs 

Sincludes. recognition of ,;the, implicit hazards of -international spread. 

There is also growing appreciation of .the,fact that the ,orldw de : , 
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population explosion Is In .part,a result of such programs, which initiate 

the vhole,.necessary cycle of demographic change. 

In spite of the logic behind mass prevention, what, the general 

public really wanteis a minimal level of medical care. Their natural 

reaction is to say in.all simplicity, "take care of the sores, fevers 

and pains we nov have and,then we will talk about preventing future ill­

ness," As they learn that it is possible to get better care than that 

provided by indigenous healers, they will exert political pressure for 

a simple pattern of care which has maximum built-in acceptance if it is 

not too sophisticated. If such care is not provided by government,
 

quacks will move In with local adaptations of many pseudo-scientific 

systems such as homeopathy. Correspondence courses in homeopathy have
 

provided mass training for years in countries such as India and have
 

,recently developed as a major private practice phenomenon in Russia.
 

The general sequence can be sumarized by tracing the particularly
 

instructive experience in Turkey. After the practice of medicine by
 

Indigenous hakims had been prohibited legally, this system of medicine
 

went-underground. The only practitioners who were permitted to continue
 

relatively undisturbed were the various categories of spiritual healers
 

who functioned without clearly identifiable clinical therapy. During
 

the last twenty years the vacuum has been filled by a large number of
 

rural practitioners whose 'local name can best be translated as "needlemen."
 

Most of these individuals are young men who served in the army as medical
 

corpsmen. They had been drafted from the-villages. They were taught to
 

read and. rite.in-the army and given the usual basic medical course. On 

returning to their villages they promptly set themselves up as independent 
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tool iof. trade 4is'te
'ojact'ti6ners., iTheir:' bidge of -offiee and, ma i 

Primus stove,.heir Use. of, chemotherapeutic'*asyringe and needle and 


agntsi such' hs penicillin 'is indiscriminatfe and massive. They, of
 

ct'se, achieve some dramatic results'. .,They are conveniently 
available
 

in aljmst every village- and expect no large fees since usually their
 

The 40,000

ie-dical practiice provides only part of their total incomes 

needlemeni now practicing in Turkey are in contrast 
to the 109000 doctors 

and the8-,000 middle level health personnel. The important consideration 

is that these needlemen by contrast to the ordinary 
indigenous workers 

It should be 
do have a basic grounding in scientific medical practice. 


possible to work out a systematic arrangement for selec:ting the indi­

promise and making appropriate use of their talents
vidualswLth most 

which could be upgraded by further basic training. Even more important 

flow of medical corpsmen through
is -the fact that there is a continuing 


It seems apparent that an

the'compulsory military system,of Turkey.. 

a cooperative training program
ideal-arrangement would be to work out 


between the military and the ministry of health so that a tremendous
 

for low level medical care auxilliaries could
health manpower resource 

.be developed. These individuals could then be included in the developing
 

sub-units of the rural
of National Health Services in, multiple village 

way that is not now possible.
health centers to reach the population in a 

So mwJor0approaches inmass medical care have been linked 

Particularly 
_ historically to the French and British colonial systems. 


:in the -French ;colonies: in Africa there developed a categorical disease 

r ,approach. Historically, ,it;lstarted with'sleeping sickness campaigns 

teams in a highlyhichvere attached-,in a nationwide coverage by mobile 
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efficient orsanization. - Graduallythe coverage .of the categorical 

disease programs was increased so that the mobile teams diagnosed and 

treated as many as six or eight,mass diseases. The hierarchical rela­

tionships were tightly organized in military fashion. They were highly
 

centralized working out from a capital city of the colony with a few
 

regional officers responsible for large areas. For instance, the whole
 

of Chad is covered by six French medical officers as regional%directors.
 

They trained their own ancillary personnel. The chiefs were required to
 

have all their people lined up for examination and treatment on specified
 

days as the team made its routine tours. They have been effective mainly
 

against those conditions for which a simple, direct and effective control
 

measure could be applied by ancillary personnel such as yaws, leprosy
 

and trypanosomyasis. Since independence of the African countries, the
 

French relationship and support has been maintained through various
 

country programs of "Grandes Endemies." 

Under the British system the tendency has been to attack all mass 

diseases through a combined health service which provides residential 

personnel working in a health center. The exception, of course, has 

been that some special countrywide programs such as malaria eradication 

or smallpox and measles vaccinations have been stimulated by international 

cooperation. A promising suggestion is to use a national program such 

as malaria eradication to start a comprehensive health center service. 

At their best, these locally based health center programs are part of 

regionalized systems for comprehensive care and will be discussed in 

the next section. In the past, however, they have more often merely 

provided low level dispensary care with extremely poor standards and 

little supervision, 
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Compehenhive Care. nInthe developin' countries where scarcity 

of 'funds-and .personnel. demand maximum efficiency,, there has. been general 

acceptance of the concept that health services should be based on-the 

that effi­lidea of: comprehensive care. The fundamental principal is 

ciency :will be increased by preventing overlap. Countries with an 

extreme °shortage of doctors will be fortunate if they can get one physi­

clan, to servs in a population unit whose size may range from 10,000 in 

Turkey to 809000 in an average community development block in India. 

'The manpower shortage is an even more important constraint than limited 

finances in forcing the"necessity of using each individual for those 

priority functions which only he can perform. Planned integration of 

health dervices based on a fresh approach to functional analysis leads
 

to a-set of priorities which are quite different from the present cate­

gorical separations of functions based on existing stereotypes of what
 

health personnel should do.
 

The.major defect,of health services as they have spontaneously
 

evolved in western countries has been the artificial separation of 

curative from preventive work. Curative functions have assumed undue
 

importance primarily determined by-popular demand. The lack of scien­

tific sophistication in the general public does not encourage recognition
 

of the greater good of long range investment in preventive measures. 

Instead, theylexpress.'the usual concern for Immediate relief and will­

ingness to pay almost anything for a dramatic cure. The distortion
 

of priorities is clearly indicated by the precedence in prestige accorded
 

to,surgeons as practitioners of the curative procedures with the .most
 

.Aramatically beneficial results. As the general public becomes more
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sophisticatediabout the, relative, t me. scale, ofhealth,.measures which 
produce maximum benefit, they show; increasingwillingnes s to pay for 

a long, range investment. in preventive procedures. 

Where the overall priorities of health services can be planned 

from the beginning, rather than developing spontaneously as in the 

United States, there is recognition that it is necessary to bring pre­

ventive and curative functions into the same priority setting process. 

This leads to the first eleient of good comprehensive care which is to 

add to a core of general medical care those specialty or ancillary 

services, whether curative or preventive, which will most efficiently 

meet high .priorityneeds.
 

The second dimension of comprehensive care is the spectrum of
 

the various times and locations at which services can be made available. 

Comprehensive care should include a uniiied sequence of activities which 

range from routine contact with the public in their homes through the 

various forms of ambulatory care to the most advanced specialty provision 

of inpatient care. At each stage appropriate technical and laboratory 

facilities should be available. A. unified record system with continuing 

cross-comunication is essential.
 

It is sometimes thought that comprehensive care requires central­

ized control in a socialized system of medicine. Ibis is not necessarily 

true as has been demonstrated in various cooperative regionalization pro­

grams in the United States.a It takes much more work to organize and 

maintain cooperativ'ai relationships between separately financed or 

aMcNerneyiW..J . Regionalization and Rural Health Careo U. of 
Michigan, Research Series #2, Ann Arbor, 1962, p. 209. 
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prif4 ly aupip te& groups",of practitioners' than, hen- financing is 

ceutraliszed but it is possible. One of the greatest limitations con­

tinues to be that privately financed insurance still finds it difficult 

to jusCtfy ,inclusion of the whole range of comprehensive activities. 

This is partly because the public continues to be far less ready to 

paY' insurance premiums for long range preventive activities which have 

traditionally been'financed from tax supported funds. The inclusion of 

medical care services 'for the medically indigent usually also complicates 

relatinships with private care sources. -

On the other hand, the mere process of establishing a socialized 

and centrally controlled system of care does not automatically mean 

that comprehensive care will be provided. The real requirement, 

whether in a centralized and socialized system or in a private or 

decentralized system, is that careful planning and setting of priorities 

is required with mechanisms for making facilities and services available 

at'appropriate times.
 

Once the concept of comprehensive care is accepted then an almost
 

unliu ited range of development is possible. Comprehensive care can be
 

provided in isolated rural health centers as part of a total regionalized
 

plani- It can also be developed to coordinate what has been called 

"'1 "ietropolitan medicinesa which otherwise tends to be splintered and 

.-.inefficient. In western countries public opinion has been strongly
 

influenced by the orientation that affluence permits the luxury of 

highly sophisticated but splintered metropolitan medicine. It has become
 

acDermott" ,.1 

Development", 3., bMd. Educ. i39:,,'655-669, (July)-, 1964.
 

a' i'W-.The !Role of ;Biomedical ,Research in International 
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evident that there is no natural limit in sight for investment of money 

and manpower in advanced technical facilities and the most specialized 

and focussed clinical competence. Even the most affluent societies 

are becoming increasingly aware of the fact that splintered metropolitan 

medicine leaves major gaps in coverage of the public. As a result of a 

new emphasis on systematic manpower and health services planning, in 

almost all countries, alternative measures are being considered to 

increase efficiency and comprehensive coverage of all segments of society. 

Domination of the Health System by Doctors. Although the parallel 

nature of the various health professions is becoming somewhat more 

evident, the fact is that doctors still dominate the health industry. 

There is no decision of importance taken anywhere in the health system 

that does not ultimately rely on doctors' initiation or acceptance. 

The medical profession in fact prides itself on its tight control of 

the health system because of a sense of compulsion to ensure the main­

tenance of high quality and ethical standards of performance. Being 

doctors, the authors of this volume do not think that this is necessarily 

a bad arrangement. In general, medical professional ethic has, through­

out history, ensured a sincere and progressive application of rapid scien­

tific advance for the good of the public. Probably no bureaucratic 

governmental system of Lealth control could function as efficiently as
 

the inner disciplines that have developed within the profession. The
 

doctors' domination must, however, be recognized by policy makers and
 

economic planners. It has become more obvious also that corrective
 

mechanisms to make the usually conservative medical profession more
 

readliy susceptible to the need for social change can be considerably 

improved. The whole process of planning is one such social corrective 

mechanism. 
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PART II
 

METHODS OF MANPOWER PLANNING 
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INTRODUCTION 

The introduction emphasized the Importance of health manpower plan­

ning and outlined the-principal issues, concepts and problems. This part 

of the book focuses on practical methods of manpower planning. Although 

our approach attempts to be practical, this is in no sense a "how to do it" 

manual. The details of health manpower planning vary so greatly from 

country to country that principles are of more value than precise procedural 

steps. Since the details of health manpower planning are extremely complex 

and variable, it is necessary to have a framework for analysis to fully 

understand the principles. Our analytic framework will certainly not 

remove all complexities from the planning process. However, it has proved 

useful in practical tests over the past three years in countries as varied
 

as Nigeria, Peru, Taiwan and Turkey. 

Framework for Analysis 

I. Supplv Analysis: measuring the current supply of all types of 

health workers in some detail. 

II. Prolection of Supply: projecting the supply of health workers 

forward to target dates 10 and 20 years in the future with anticipated 

additions of new graduates and estimated subtractions due to death, migra­

tion, retirement and change of profession, preferably done according to 

at least two alternative assumptions. 

III. Demand Analysis: evaluating the effective economic demand for 

health services in both the private and public sectors. 



-46 -


IV. Proiection of Demand: projecting the effective economic demand. 

forward 	to the 10- and 20-year target dates. 
S r _Wl' SuDlv Match Dema-nd?_--Reco.mndationsto Effect a Balance: 

the projected. supply with: the projected demand and trecomnending1rcomparing 

eceasary adjustments to effect-a balance. o.This sounds _quiteslmple, sand 

-' as&aconcept it is. , Some of the complexities are described .1n the body of 

thiasmonograph. 
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Chapter II 

MANPOWER SUPPLYr 

Supply Analysis 

Needed Information
 

The first step In supply analysis is to decide whom to count. Of 

course, doctors', nurses, trained midwives, dentists, technicians, and 

pharmacists should be Included. Untrained midwives, herbalists, and other
 

indigehous practitioners should be counted in countries where they are
 

numerically Important and contribute significantly to health care. Groups
 

such as health educators may be touched on briefly for the sake of
 

completeness. Sanitation workers with special training sho'ild be included
 

partly because in some countries they are not routinely considered part of
 

the health system. It is not generally considered necessary to count
 

untrained persons who happen to be working for medical institutions. Most
 

ambulance drivers, hospital maids, and hospital clerks should not be 

counted as they are a part of larger general manpower pools. 

We have been surprised at the difficulty of establishing an appro­

priate perspective, especially in getting health authorities to concen-


It is very
trate on essentials in studying the supply of health manpower. 


easy to be diverted by suggestions that detailed study of relatively small
 

groups such as occupational therapists is necessary for adequate health
 

manpower planning. Our experience has shown that concentration on the 

most numerous and Important segments of the health industry is more
 

valuable than a diffuse and wide-ranging study that attempts to study all
 

categories of health workers.
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the next step in
Definition of categories of health workers is 

Just what will be included under the term "doctor" -­
analysis of supply. 


should osteopaths, liceantiates, grade-B graduates, naturopaths, 
chiro­

practors, herbalists, curanderos -all.beancluded? Although definitions
 

will vary from country to country, a useful guiding principle 
is to have
 

one group of doctors comprising all persons licensed to prdctice modern, 

This is not to say that herbalists and curanderosscientific medicine. 


should not be counted. Such groups may be important, but should be
 

studied separately from doctors.
 

In measuring supply it is confusing to overclassify thehealth
 

For each class of health worker two
professions into many subgroups. 


should be deuato for most
 
groups -- professional and assistant level 

general health manpower planning. Usually a definition based on years of 

In many countries
training is most useful in determining these groupings. 


For practical
an almost continuous spectrum of nursing personnel.
there is 


purposes of analysis the several categories may be combined.
 

In addition to knowing the total numbers in each category of health
 

professionals it is also Important to know their distribution 
by age, sex,
 

income, type of practice, geographic location, educational background,
 

and specialization.
 

Knowledge of age composition is essential for making future predic­

tions of change of supply. For example, in Taiwan we found that there
 

were almost five times as many doctors age 35-44 as age 25-34. Authorities
 

were unaware of this dangerous gap in physician manpower that voiul1zot
 

manifest itself until 1985, when it would be too late to institiite cor­

rective measures.
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It,. is 3iportantcto ,'learn -thersez distribution, of ihealth professionals 

o nftie s whre vomenchave.i a ivery ,different:wo~king 1pattern.,,from, men.
iun 

professional life of.
The differences in duration and pattern of useful 

compared. with malesimay be- considered'ziA setting patterns for
fmles !as 

,This, is. balancedr by,the special profes­
adissiontoprofesional schools [ 


sional roles that women play in some societiesi 
Sex distribution is 
 also
 

costs of ai.given category of professional where
 mprtantik1adet~rmining 

salary diffeential- basedj on sex exist. 

Infoimation on.,educational background-is needed to-cross check
 

It is also.Important to learn how,
figures from,training institutions. 


.aie' native-born and!native-trained in order to assess 
the
 

manyl vorkers

mporta'nce of 'immirationof health professionals. 
Educational background 

of health workers and in comparinguseful' in defining, categoriesis also 

the contributions of different .training institutions to the various
 

sectors 'of the health industry..
 

The importance:of studying.specialty practice will vary 
widely from 

nations "specialization" is still 
country !to',cdOUntry. ' In many developing 

and largely self-defined.. Under such circumstances, classifi­
rudimentaty 


cation -'of physicians 'or other professionals by "specialty". will not 
tell
 

the manpower planner much about the-reserve 
of technical skills,available
 

current professional
in theicountry,' though',,t may' help characterize 


need to be. answered:
 
practice. For zmost.,countries only, three rquestions 

their practice to one 
of practitioners who;,restrict

(1) 	 Ais the 'percentage 


trend,
is the:.almost universal 
'or another; specialty.,"'too.hih! ;, ( 2 ) 

(3), is there a shortage" too. fast ' ;ap&"owardo8 p e"alization;proceedi!' 

precise answers to thesethere-, re no
amng-'certin' 

,key specialties. y Since 
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' it t wilIjusuill y sufficee to obtain xipproximate _data loniquestionst 
,enter ,iito ithe:details ,-of;each of -the .,separate

-ipdcialization4!and rdt 

d isipline s.-*' ' 

geographic distribution is essential. A country,,maY'Knowledgeof 

Shave adequate overall numbers of physicians so ,poorly distributed 
that.
 

corrective action"is, indicated"
 

rare -essential in order to permiticalculationolf
. ':income.estmates 


the approximate costs of alternative-manpoweri'policies-.', 
The reluctance
 

of profes'iials,especially thos.in private.practice, 
tordisclose their 

incomes hinders"obtaining such data. , In many cases,disclosing 
real 

would brink' major penalties in-terms of:-increased 
taxes. In Taiwan
 

incomeM 


means. -We' found the
 
we had to'' estimate physician,income by indirect 

average'per capita monthly' expenditure for physician services (from 
66,000 

persons in our random sample) ,: multiplied- this average by -the total island 

population, and divided the product by the number 
of physicians in prac­

tice'iin Taiwan.' t Thus we calculated! the average gross, physician- income. 

unexpectedly difficult.
,For, government 'employees, ,calculation -of,income was 

*Speeial .- allowances for -housing,' food, and !even.oil, multiple goverment 

[jobe, andmost 'of,all,part-timelprivate practice (often clandestine), all 

cmlicated thel calculation of income.
 

used in Peru. -.
Seven :different models
Indirect -procedures were also 
,

-of medical practice were constructed according to location, 
specialty and 

type 'of,job,"and -the following data .obtained: - -,privatepatients
,,seen;per 

hour -hours workd per weekii- privateiand government :.practice (from the 

orked per year,h-average . fee perJprivate patient,.manpower -census),kwee 

,By: suitable 'combination-of­1
land income per'hour in goverment;)employ.­
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theseddata average -,oss physician income,Rs9,4edved. h ,estimates 

for the seven categories ,ranged from a, low .ofAless ,than $400 per month 

t..Jo.just over $800, twith-ta national ;avjae.of .$560. 

:In Turkey private practice income estimates were derived,in two 

'differentways andricomparedi' In;the basic census questionnaire a forth­

right question,.was.asked. The surprisingly direct responses seemea to
 

.havebeen generated .by the widespread feeling that doctors are~underpaid.
 

Nonresponses:,obviously were mostly from those making the most money.
 

General practitioners said they made only $77 per month while specialists
 

reported $155 per.month. An indirect est1inate was obtained by combining
 

From a lOZ sample detailed questionnaire
the results of two-other surveys. 


(97Z response rate) data were obtained on average fees charged by doctors
 

under various circumstances.... A separate questionnaire was sent to doctors
 

in private practice to obtain data on characteristics of patients seen.
 

This provided detailed information on patient load. Simple multiplication
 

then gave an average monthly income for general practitioners of $309
 

per month and fo-c specialists of $392 per month. These figures are 4
 

(times and 2.5 times, respectively, the amounts they reported on direct
 

questioning.
 

.Public sector income in Turkey was obtained readily from standard
 -

salary scales. Calculations were complicated again by the fact that half
 

c. all doctors and,64Zof Ministry of Health doctors hold more than one
 

Job.
 

Another significant attribute of the health worker is.his type of 

practi6e. .,That is, the..number of -hours he works in private practice, in 

teaching, for the state, for a commercial concern, for a voluntary agency, 

http:avjae.of
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-
S1It'is ssentloave'some knowidged of w oductivitY .' :the'.)i, 

patients seen rby"the 'average practitioner,,per 'unit of,-time. 

value would -te,the nimber '"helped" rather, thn Just seen,,.butOf greater 

gich information is virtually unobtainabll.' 'It *is. also useful, to have 

finformation; on variationA in productivity from 'regionto region and from 

sector to sector, as was !obtained' in 'our Peru study. ,Where. productivity 

'the"supply of services be effectively'falls below a&eptable' norms, can 

beds and 'doctors), butincrieasd'i4ithbut adding priliary resources (e.g.-, 

-
merely by increasing their productivity.
 

'A'4vexage productivity'may be determiued by review of records in
 

-ovement hospitali Or'health stations, orvby a consumer survey of the
 

'However, the range of productivity
use'ofprivate practitioner ser4ices. 


of' practitionersmay only'"be determinedaccurately by detailed study of
 

most difficult
idivils. in the case'of'private doctors this is a 


'process. Thee implication' of productivity measures are discussed more
 

Patin.
 

in order to facilitate both supply and demand analysis it is
 

desirable to bokow the 'c6ncpt of "full-time equivalent" (r,.T.E.) status
 

from academic medicine. This concept is particularly useful when applied
 

fly fr'in 


to 'those' rofessions (midicine,'dentistry) or activities (education) 

wher thiere 'is apt to be multiple, and'therefore, part-time employment. 

Te LT iE.'coniept Vin bedefined 'in severalways. Three examples 

follow. 

'l) Axi time san'is'aelectedi)'arbitrary ,to.equal'F.T.E. status. 

'1 " 1 tie'Peru-Idt'udY a139-hour :work;week was assumed for F.T.E. 7!L~ '"fi-
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," 	,professibnalsin order',to,'compare! staffing .otandard, among 

diffdrent,!academic and Sovernmentalf institutions. Use of: 

this 	definition may result ,in a country. having more (or less) 

1 T.. personnel than the number actually in practice., 

(2) 	F.T.E. status equals the average number of hours actually 

worked .per unit of.time by professionals in ,agven category. 

Using this definition a F.T.E. Peruvian doctor worked 42. 

hours per week-and a dentist, 32 hours per week in 1964.
 

(3) F.T.E. is based on the concept of "percentage of effort" rather
 

.than actual hours. Thus,, one.F.T.E. equals the total effort
 

of one person. This definition, used in Taiwan, avoids the
 

potential discrepancy between the number of persons and of
 

F.Ti&.si but may bias comparisons in the staffing patterns
 

'between different institutions and the public and private
 

sectors.
 

Sources of Manpower Data
 

There are no countries so backward as to have no source of informa­

tion on the supply of health workers. Nor is there any country so advanced
 

as to have enough information to fully satisfy health manpower planners.
 

In this section we mention many potential sources of information and give
 

details on two, censuses and training institutions.
 

Obviously most professional health workers come from the country's 

training institutions. A count of the past graduates, corrected for 

migration, deaths, and retirement from the profession, will give the 

potential number of professionals available. However, this source is only 

http:F.Ti&.si


as'relfabl-e as' th estiates: ofdeaths-,', retirementil 'and migration, and 

tlasef1igures' are hard. t' get,.++'-Also,.; healthj workerscin auxiliary cate­

(ories often have not been formally trained in educational institutions, 

but have merely takeni an, examination or, in some- cases, simply applied 

for and :received a, license. 

This leads us to'lthe second. source -of''data 'on 'current supply,
 

naiely "the licensing institutions. This institution, if its basic
 

' 
regi ration is complete, can serve as a good source of the maximum 

"tumibers of legal, 'practitioners in a given country., However, registration 

'data'are often out of date as 'most licensing agencies lack adequate
 

iwthodsfor'removing those who leave thelicensing area, die, or stop
 

practicing.'
 

"A thti dsource of datasis 'the professional registries that are
 

-
maintainedVin -atiy cointries , The registries which are maintained by 

annual, bi-annual, or tri-annual registration systemsgive a fairly 

up-to-date estimate of the total number of active practitioners. However, 

in some countries this system may miss the practitioners who are working 

in government institutions, for government institutions may not require
+ +++ +!)+1 +/' +i, J4. + ' + , + + s ++ 4, ,4 '4 - +' A . .. ­

registration. It is possible to combine government payrolls with the
 

registry of private physicians to arrive at an estimate of total manpower,
 

but name checks are required to prevent double counting of professionals 

with more than one Job.
 

Countries that do not have a general registration often have a
 

special registration for permission to use narcotics. Since essentially 

every physician in private practice will require narcotics at one time 

or another in his practice, this ia a reasonably good source of information, 
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if%the; regulations are, enforced.-; The, same probJe~lMay exist 4th lists of 

health, workers payingi ther professional, taxesarequired .in, some countries. 

Ini all;'offr these systems, a -relaxed governmental policy. towards -licensure 

.,,and ,registration .enforcement may-lead 'to highly Inaccurate, data from 

official,sources.,
 

.Profeesional societies wil occasionally have an accurate roster of
 

roster of members of theprofession ,,bich in sore cases include those
 

who are not even members of the society. However, such,complete records
 

are more usually found in developed countries.
 

Personnel or payroll lists of service and educational institutions
 

in the health sector also represent an important source of information.
 

Other sources will be necessary, however, to identify those practitioners
 

who lack an institutional appointment or who use an institution but do not
 

appear on the official roster of employees.
 

General census data may prove useful if the census machinery in the
 

country under study is worthy of confidence. The major drawbacks of a
 

general census are that it is usually out of date, and that census
 

enumerators accept the statements of informants without verification. Thus,
 

unqualified practitioners may be listed as fully trained professionals.
 

Pharmaceutical companies may be willing to provide their lists of
 

private practitioners, particularly if they are promised copies of the
 

revised lists tesultiig from the manpower study. In Turkey such a
 

mutually profitable
cooperative arrangement worked extremely well with a 


exchange of addresses and information with the country's largest distri­

butor of drugs. In other instances, companies which were presumed to have
 

the best lists proved reluctant to release them while those that were made
 

available were incomplete. 
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d I- Additional sourct'e of information that may be of value,,are the 

care, 1and publicS6telephone dixectorynmewspaper. advertsements fori medical 

announcements about' changes in thelocation of practice. In Turkey the 

best information about doctors dying or leaving practice was obtained by 

going over old copies of a neim sheet published by a drug company. A 

number of doctor addresses were traced by reading notices published in 

newspapers by grateful patients -- a common practice in Turkey. In Peru 

the attractive'pOssibility of a phone census was tried with those prac­

titioners not otherwise readily available. Although some forms were filled 

wasout in this manner, the percentage willing to provide complete data 

low. 

Health Manpower Census 

The last, and undoubtedly the most accurate, method of determining
 

the current supply of health workers in the country is to conduct a
 

special census. Unfortunately, this method is both time-consuming and
 

a country has no good source of information on
expensive. However, if 


the numbers and distribution of health professionals, a census can be
 

the starting point for an effective registration system for such personnel.
 

Such a system is a necessity for logical health planning in any country
 

of the world today.
 

The easiest census consists of a mere enumeration, primarily from
 

personnel and other official files, of professionally active health 

workers classified according to type, sex and location. If this informa­

tion will suffice, the task of collecting it is not difficult since there 

is little need to directly contact the individuals to be enumerated. By
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usi4 the 4arious sources +of'-:information already d'scussed, a master list 

"cdni ezcompied which wi1.provide a reasonably accurate estimate of the 

'manpowe" supply, 

-For most countries starting to do manpower planning, enumeration 

alone 'is not enough; additional qualitative information is required that 

can only be obtained from each individual. Unless this type of census is 

carefully-planned and administered, more time may be spent than the 

reslts are worth.
 

The first step,in planning a census is to clearly specify the
 

information required, limiting it to the absolute minimum possible. The
 

importance of limitation cannot be over-emphasized since census difficulties
 

increase proportionately to the number of questions asked.
 

The experience of the Peru study was convincing in this respect. 

The first questionnaire, designed by a multi-disciplinary team with diverse 

objectives in mind, took about 15 minutes to complete, and almost none of 

the information could' be supplied from official files or other sources. 

As a result, busy professionals usually asked that the census enumerator 

leave the questionnaire and return for it at a later time. Frequently,
 

:however, one repeat visit did not suffice; the original form was lost, or
 

was'not.completed, or the person to be interviewed could not be found at 

the time of the teturn visit. The census forms was. subsequently revised 

and shortened,a enabling it to be completed in less than two minutes and 

aExamples of que'stions later omitted include: location and years
 

of attendance for primary, secondary, and higher education; location,
 
employer, job classification, and years of attendance for each job ever
 
held; and present job functions.
 



thUs avoiding the necessity of most call-backs. By eliminating virtually 

-'allquesttons answerable only by each respondent, it even proved feasible 

of the census form from secondary sources in situationsto complete most 

'where the individual to -be enumerated was not readily available. 

Based on our experience, a census should obtain at least the 

following: 

Birth year, sex, profession,
(1) Individual characteristics. 


year of graduation or licensure, and location of training.
 

Activity status (active, inactive),
(2) Activity characteristics. 


location(s) of employment, job(s) held, employe(s), and hours
 

per week (or percentage of effort) devoted to each job.
 

Depending upon the local situation, additional questions may be indicated
 

marital and citizenshipsuch as specialization, postgraduate training, 


status, income, number of patients attended, intentions regarding future
 

studies and emigration, and special information about those in retirement. 

The importance of obtaining information of this type on all health profes­

sionals, however, should be carefully weighed against the cost. 

In both the Taiwan and Peru censuses information was obtained 

directly from each health worker by a census enumerator. A mail census
 

was not used on the assunption that the response rate would not justify
 

the expense of preparing an address list, nor would it avoid the necessity 

of using more direct procedures. Our experience in Turkey with a simple 

questionnaire ,ailed to over 11,000 doctors lends support to this con­

was Five mailings andclusion. The initial response rate 46 percent. 


seven months later this was raised to 74 percent. A major reason for
 

reluctance to return the remainder was obviously because of a question
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asking for 'total income. While this rate was .not, bad under the circum­

stances, if lsupply' analysis -had dependedi on these returns; alone the 

results would have been considerably biased. 

When more detailed information is required, a sample survey should 

be conducted. This was done in the Turkey study with a 10% sample of 

doctors to obtain detailed information about their preparation and pro­

fessional practice, to make indirect estimates of physician income, and 

to assess physician attitudes towards govermcnt and rural service. 

University students were recruited as interviewers, given 10 days of 

training, and assigned to visit the sampled physicians over a six-week 

period. Besides the basic questionnaire, respondents were asked for
 

information about classmates not yet located, this proving a highly 

successful way to track down many previously unknown addresses. As a 

result of the energetic efforts to locate all those sampled, the final 

response rate exceeded 97 percent. 

Difficulties encountered with occupational groups who are mostly 

women are particularly serious because of the great frequency of name
 

changes due to marriage. The Turkey survey of nurses illustrates the
 

It was decided to trace a 30% sample of all nurse graduates.
problem. 


Eight months' intensive efforts led to successful tracing of 85%, but
 

only with intensive cross-questioning of known class members. One of 

the most productive techniques was the holding of a series of teas 

which served to bring together classmates and friends so, that they could 

exchange nformation. 

Before starting a census, estimates must be made of the number 

of persons likely to be found. Unless high attrition rates are anticipated, 
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is the number of persoqA: licensed 
'a~rea'sonableTAjsis; forv planning 

ins estimated 
foreign graduates):, ink the-,preced1n 50 years,X3

(incidwing 
areWhere l'ife; tables; or; mortalitY, data 

net out-migration and deaths. 

or for, analogous
I',snot; available"-for professional groups' within the country 

a 
oups,;a life table-of. the general population living in 

p6pulation: 


usually suffice as a basis. for .apprpximation.

odeveloped',countrywvrl 

of coverage must be-continuouslY;,s,!'the census evolves, the adequacy 

n. the Peruistudy the large number of forms 
received during 

evaluaedC-


the early: months of the,census-through existing health service 
channels 

gave'the impression that it proceet satisfactorily. Later, when 
was 

the numiber ,found was matched against 
the number expected it became
 

apparent that coverage averaged only 
about 40 percent, making it necessary
 

to revise census procedures drastically.
 

costly method of census evaluation is 
to compare


Thebest but most 

ever graduated or licensed with those 
a master list of names of all those 

enumerated.,'I-When the characteristics of a subsample 
are to be generalized 

to the total manpower supply (as in Turkey) or a study is to be made of 

It proved particularly
=health workers, Such a list is essential.
.
retired


the basis for an up-to-datethen providedbeneficial in;Turkey because it 

and :conit'itin8ng!Bystem of registration maintained by the Ministry 
of Health. 

on professionallyto be collected only
if'limited'information is
HWever, 

master list of
 
activedhealth workers (as in Taiwan and 

Peru), then a 

ames'is not required. If. a more detailed survey is later decided upon, 

the results of the census can serve as 
the "universe" from.which the 

'.aetfilmbre Is 'drawnrl 
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.,,Thei compilation:.and -use of,.a master list qf graduates can add 

considerably totthe complexity ,of-analysis, :porticulsrly p countries 

where 	uames are-,subject to substantial ,change., Counting only the prin­

cipal 	categories of professionals-alone -in the:Peru study a master list
 

would 	have amounted to 17,000 individuals, almost,.7,000 of..them women
 

and hence likely to have changed.names through marriage. To avoid the
 

massive job of putting-the names and other characteristics on punch
 

cards, grouping them appropriately, and finally matching them with those
 

enumerated to.identify omissions, it was decided not to prepare a master
 

list. Later, when the census was complete, large differences T.-ere noted
 

in several professions between the number licensed in a given decade and
 

the number found in the census corresponding to the same decade. Although
 

various indirect methods were used to confirm census validity, it would
 

have been very useful to have the names of thope not found in order to
 

then 	make a special effort at verifying their activity status. In retro­

spect, a method was develope4 to accomplish this objective without incurring 

the cost of a complete master list of names. The procedure to use would 

be as follows: I 

(1) Make a list of the names and characteristics (sex, profession
 

and year of graduation) of approximately 10% of all those
 

licensed in the previous ,40-50years3 .perhaps with stratifi­

cation to.compensate for periods,, qchools, etc., ,withrela­

tively few graduates;,
 

(2) 	Conduct the census of active health manpower;,,
 

,(3) 	Hatch the;names on the list of those licensed with those 

foundin:thepcensus; , . .. 
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(4) ' dV - secisl if ollOwtip-s!urv&y of r'those nt :.fdund cin the 

,matbhftiproess 	 -t ftrmucensus fcompl e~ness df -those ,, 

, r pro dfiisially "actfeti ,dtidentify thdu statusrof-,thos e 

'riot foundAnW'the 'healthIsector.; 

'Infomtionobtained from, institutional Sources:wills usually' 

suffice-"for 'auxiliryIhealth personnel. The experiences, of the Peru 

study' suggest the poblems 'that 'may arise if auxiliaries are studied 

in detI. The' original study: design called, for a census of all personnel 

*performing health function'(i.e,, excludini , only adinistrative and 

service perso~nel) . The first' problem ncountered! was, to get' the census 

forms .. filled For many' barely, literate auxiliaries, evenaccurately -out.' 

the simplest" questions ghve r'ise to multiple interpretations. Secondly, 

'inclson" of ... greatly increasedte ... orehan 10~00 auxiliaries the 

iogistical -problems&of thee census'las well as the work of coding, punching, 

nd verifying "the data!' Last', and most importantly, even the simplified 

data thatiwas ultimael col i cted proved :of' nly :marginal value What 

constitutes mtinimlly acceptable pies~zeice or 'inservice auxiliary training 

when standards don't exist and few have had any formal training? How does 

one classify personnel --- by what they were trained to do, by the way 

t"ey" re lisfedon the payroll, or by'what they are doing? Not infre­

quently al'"tree"-r'iteria-were in disagteament with each other. In the 

final tabulations-only three types of analyses were made:. che numbers of 

auxiliaries in each of the major personnel categories according to type 

of institution and 'empldyer; the-percentage in each of ,four brbad cate-­

gor du adonal atta en; ndhedercentage'owho!;eported three
 

or 	more months of presetvice training for theirJpreseit Job, Although 
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the lattertwo analyses.,wereo"o Some Use,'_the adtional effgrt required
 

beyond that neeessa forsimple enumeration was 'no JuoLtified.
 

In Nigeria.the',nmted number of trained health personnel and the
 

,yery thi hproportion injsalaritd positions led to the decision to conduct 

th .-cebsusonly through.institutions. Questionnaires were filled out by 

intitutions giving specified characteristics of professional personnel 

and grouped,data.,on auxiliaries.: This relatively simple procedure permits 

:.the .enumerators doing- the institution, census to fill out the forms rather 

rapidly. Though the dataare "rough, the method is inexpensive. 
Who..should. assume responsibilityfor doing the census -,the official 

health statistical agency or those in charge of the manpower, study? There 

.are advantages .and disadvantages to each alternative and the ,choice of 

which one to,favor is:not always clear.
 

If at all poss+ible,'.reference should probably.be given,tothe
 

existing health statistical,agency. Statistical personnel already avail­

able: at, the.central and local .levels can help both with data collection 

and tabulation.-, Moreover, since,.this agency will likely,be responsible 

for maintaining. an up-to-date 'manpower. inyentory in the. future, conducting 

the census, willprovide'valuble training pxperience as it di in 

Turkey. -. , 

In countries where the existing agency is very understaffed or 

where there is a large private sector oi'highly fragmented public sector, 
V. : , 

it may be necessary for the planning unit to assume direct administrative 

responsibility for the census. This proved to be the case in Peru. At 

first responsibility for the census was assigned to statistical personnel 

http:probably.be


-64 ­

within each of the public sector health agencies, while Ministry of Health
 

pfersonnel aithyeo'cpveriu t- 1ivate
 

sector. ' ynadequate census coverage t-" t resultedfrom thashe very' 


fitifal eff6t :has 'already beer noted. 'Sevdral'problemseerged: the
 

private 'sector was too'large , ' ' ticlarly" Lima, -tore.....a.. eie't
 

'the census to-be carried ou with existingresources; secoidly' most
 
6
+the censuso--C, 

training nor' necessary: support from
staistical personnel neither haid ethe 


local halth'officers to be able to unddrtake a r6sponibility'­their 


t at went beyond the Compilation of routine activity; reports, 'Lbcal-' lists
 

of all personnel to be'reached were needed, and efficient mechanism for
 

tibu of census' foms had"to'e designed, and
 ..the dstribution and coli 


'"ensus ietuins 'had to be coniinually dhecked 'against them.aster list to
 

iaentifynothoe requiring additional fol6wupP ;' Even' if additional personnel 

had been made available, the existing administrative structure was too' 

weak to' respon" to the fidahd " being'imposed upon it, 

to b' scuss'ed' further'in the concludingA' thlrd"alternative, 


'capter, is'0for the planning' r heilt, staiistic"al uit'to: contract with
 

The benefits 'of such an
frofessiona- associations to do-the census. 


arrangement include both wider diffusi0ndof planning responsibilities
 

6 ' 
making later plan imp1ementatiln 'easier , -but' also,, officila" government., agen­

cies are not disrupted with a burden which exceeds their functional'capacity. 

Survey of Training Institutions 
'' ,,. , 

A survey of training institutions is essential in any manpower
 

study. One must identify the existing institutions, their past production
 

and capacity for future increases. It is also important to know the
 

approximate costs and quality-of training.
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'At the 'outset t bh'isefulrito distinguish betweenbthd' typei of.i. ,-. 

study appropriate for educators 'in a specific health disciplie.and -for 

health manpower plannerd., In the former cased the:investigation should be 

both broad in scope and detailed. :Educational-planners and administrators 

need detaiied 'infOrma'tion on " the qualifications, 'attitudes and 

performance of students and faculty,-'and on curriculum.content, expendi­

turest and the adequacy of:. equipment ,and, buildings'. 

Such detail is usually, ndt "iecessary in a manpowdr study and in 

'fact can divert: attention away from the more obvious issues confronting 

the manpower planner.- This le not to discourage detailed education 

studies undertaken in, conjunction with a geneial manpower study as long 

as they are'done by'educators primarily to satisfy their own needs. Under 

such c'irctmstances, the manpower planner can benefit from the findings 

without becoming'unnecessarily burdened by detail. 

The manpower planner will need information related to past output, 

future output, and training quality and appropriateness Although the 

amount and accuracy of information required will vary depending on the 

country and discipline involved, certain guidelines can be set forth. 

The outline'given below applies to professional health manpower; a much 

simpler survey will be indicated for Auxiliary personnel. 

Past Output. The number (and names, if a master list is required) 

of graduates and revalidations of foreign degrees, by year and sex, should 

be obtained for the past' 40-50 years. 

Fliure Output." The planne 'needs to answer two questions: First, 

what %d1lifuture output bein:the absence of'planned changes and second, 

to 'hat etent -can .school. output' be increasid (L-e. j, the. asti£ty of 
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ou iputt)-v, To 1lansweritthe ' fi:st-,equeot:on!thefolilow:ln,.inforat ion is 

'eseintiall, fn t)IJ 6,1i I 

d (1) Current' Ew'Ollment.A.: Current enrollment, in, each iyear of:; , . 

.'study,..by. sex.and'. whether ,or.tot .t.he;studmet if a,rep.eater. Any 

-Yplanned changes -n.the, nature:,and/or- length, ofmthe. curri-

Y i* culum:'shoild,.also bel noted.-.,n­
(2) Dropout Rat, That.thisfactor may -be~.very important in 

I.",influencing, future output is, evidenced, by ,the,:high dropout 

. xrates found-fin many developing.,countries., I-n ,our, Peru study 

the :dropout ,-rate)exceeded,,25 .percent in.four,health profes­

s:: sions ,while cinl :Turkey it, was: :ove: 4,4, percent Jfpr.ent;.eri.ng 

l, 	 If ischoos cannot.,provide this,,­medical! students,, the1

,, ,!	information ,directly,4lt, may be,,ecessary to use the.t:e j 

consuming -method ,adopted ,in: Turkey o.f, checking, name, by name, 

the eventual.-.oueome qf,,each jentering student,.:over the past 

few .years. Asmplerbutes accurate, methqd., us.ed -in ]Peru, 

-istocomparecohorts of new entering,,students (,!e.,.t excluding 

* repeaters): ,with ,,those,.graduating ,the ,requsite.number. f,,years 

- later:.., With eiter, method adjustpmentsrmay, be necessary, in 

colntries such [as iwanwherea aubstan.ial ,proportion. of 

.':.apparent ,,dropoutseare in.fact ,students transferring to 

atheriprfessioal--'abools.) 

(3) 	Repetition Rate. If readily(gayailable,,,the .roportion. repeating
 

their,,studies .should be 4etermine.-for ithe,past five or more
 

IL, ,.Yoars. to ,determine heq herithe poporti rpeatiug istudies 

~' ,s hanii~~ ha ~e~4~tlechage,,~hs .facorisL~ rl~er~e 

http:study,..by
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unlikely to affect future output; contrariwise, a rapidly
 

declining repetition rate will temporarily increase output
 

above what might otherwise be expected and a rising rate
 

will decrease it. As with improving the dropout rate,
 

reducing the repeaters rate offers a major means of improving
 

the productivity of educational institutions. Over 57% of
 

y ' e 'ins' I 

medical graduates in Turkey required more than the prescribed
 

six years to complete the course.
 

(4) Future Intake. The programed student intake and any planned
 

changes in admission requirements should benoted. The
 

number of "qualified applicants" (as judged by school officials)
 

and the number of students admitted should be obtained for at
 

least five preceeding years. Where the applicant/entrant ratio
 

has been low in a profession in short supply, a special study
 

of studant attitudes toward the profession may be indicated.
 

(5) Foreign Graduates. If the number of foreign degree valida­

tions in recent years has been large and erratic, or rapidly 

increasing, a survey of foreign professional schools may be 

necessary to anticipate future increments from this source. 

This was done in Peru by asking 30 selected iedical schools 

for the number of Peruvian'graduates, by year, it recent 

years, and of Peruvian students currently enrolled, by year 

of study. Based on past experience estinates were then made 

of the proportion of (1) students expected to graduate and 

('2) gaduates expected' to retukn to Peru, in order -to ,thereby 
proect the i x offoreignmedical graduates in the jcoming 

decade.
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The above information answers vart of the second question, "By
 

how much can school output be increased?" It was estimated that the
 

output of the present four medical schools in Turkey could be increased
 

by the equivalent of two more medical schools if the dropout and repeater
 

rates were reduced to levels usually found in most parts of the world.
 

In Peru, the lack of enough qualified applicants to fill existing first­

year dental spaces would make further expansion difficult. Necessary
 

additional information includes:
 

(1) Teaching Personnel. Number of faculty positions budgeted,
 

filled and considered necessary (i.e., desired) for the
 

prograned enrollment. These may be converted into full-time
 

equivalents to permit calculation of faculty-student ratios
 

and inter-school comparisons, and to facilitate projection
 

of requirements. A gross evaluation of the qualitative
 

adequacy of the teacher supply should also be made. The
 

effects of school expansion on the faculty-student ratio
 

should be tested and mn~imal standards established to serve
 

as one of the short-term constraints on increasing enroll­

ments
 

(2) Financial Resources, Past budes should be reviewed and 

the historip. repd.in student-year apd per graduate costs 

determined., Usually these figures pill be only approximate 

aFor a review of available American data on the relationship
 

between class size, the faculty-student,ratio, and the quality of medical
 

education see, Paul J. Sanazaro, "Class Size in Medical School," J. Med.
 

Educ i A1:1017-1029 (Nov. 196).f .Dr. Sanazaro concludes that based on
 

present measures, larger American medical schools produce an equal product
 
at a lower cost than do smaller schools.
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due to the lack of a uniform reporting system.
a Moreover,
 

if enrollments have undergone rapid expansion or contraction
 

(as was the case in many Peruvian and Turkish faculties) the
 

resulting cost estimates may be very misleading. To the
 

extent possible, the future costs of alternative projections
 

of school output should be estimated and tested against
 

projected school income.
 

(3) Teaching Facilities. The adequacy of the existing physical
 

plant should be judged in the light of present and postulatei
 

future enrollments.
 

Training Quality and Appropriateness. The difficulties of eval­

using training "quality" or "appropriateness" are too well known 
to need
 

repeating. The manpower planner must, however, look for gross evidence
 

that training is out of tune with job requirements. Two examples of
 

such imbalances found in our manpo,.'ar studies were the over-training
 

of lab technicians (in a four-year university program) in Peru 
and the
 

expectation in Turkey that personnel trained only in midwifery would
 

also provide health care to children and adults.
 

Projection of Supply
 

Supply changes may be divided into losses and increments. LosseE
 

are primarily by retirement, death, and migration.
 

For a good review of problems and progress in the measurement of
a 


the cost of medical education see, Augustus J. Carroll and Ward 
Darley.
 

"Medical College Costs," J. Med. Educ. 42:1-16 (jan.1967).
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Losses.
 

Death. Theoretically, the most accurate method of age-specific,
 

professional death rate determination is to divide all registered 
deaths
 

of professionals ineach age group by the population of professionals 
in
 

the age groups., If the professional group is small, the period 
used
 

Where a master list of graduates is prepared and
 should ;exceed one year. 


carefully surveyed as was done of the 10% sample of Turkish 
doctors, an
 

Where
 
accuratecalculation of actual death rates can be made 

directly. 


prQfessional,associations maintain:mortality statistics, these records
 

offer an alternative source of data for direct calculation 
of professional
 

death rate!a In ,aome countries it may even be desirable to combine
 

official registration and ,professional association data, as was 
done in 

Taiwan, to improve the accuracy of the death rate calculations. 
This
 

method has the drawback of being time consuming if separate 
classes of
 

health professionals are not distinquished on the death certificates.
 

Where accurate Information is not readily available, the direct 
calcula­

tion of professional mortality for manpower studies is not justified.
 

The second alternative is the use of age-specific death rates for
 

the general population, assuming that the physician death rates equal
 

the general death rates. 
b 

The weakness of this method is that the
 

assumption is a bad one, for physician age-specific death rates 
are
 

and Martin, L., "Physician Mortality, 1949-1951"
aDickenson, F., 


Bulletin 103, Bureau of Medical Economic Research, American Medical
 

Association.
 
bFor a discussion of how this was done for American physicians, see
 

Emerson, H., and Hughes, H.E. "The Death Rate of Male, White Physicians
 26).

in the United States by Age and Casue," Am.J.Public ealth,16:088(Nov.19


http:ealth,16:088(Nov.19
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uniformly lower than..theigeneralrpopultiol age'specifici 	death 'gtes. 

anas widelyLseparated, in;time! as,192A and 195 as widely 

separated in space)as-United-,States,and,Japan, Xlower mortality fo~c 

physicians has been ,demonstrated. 

The third-alternative, applying a .correctlon factor ,tQ,.e general 

mortality rates:, follows logically from ,the,,above observatiQn that health 

In studies ,	 4

professionals have more favorable rates than.the,gqneral population,
 

Since life expectancy
A modification of this method was used in Peru. 


tables did not exist, even for the entire population,,"proxy" tables
 

were developed based on the mortality experience,of white American
 

males and females of .the same age as Peruvians graduating from each
 

of the several professions, but for a period approximately ten,,Years
 

earlier, Thus, Peruvian nurses licensed .at the age of 20 during the
 

decade 1914-23, were presumed to follow the same.mortality,pattern as
 

20-year-old white American females did in the peri9d 1909-11., The
 

assumption is that in each decade the increase in the life expectancy
 

of Peruvian professionals was some ten years behind the 	American
 

experience.
 

While objections can be.raised concerning which ."proxy",mortality
 

curve to adopt, in practice the final estimate qf the number of active
 

professionals surviving to a given year will vay little 	.irrespective
 

This is,because most health professionals
of the-assumptions used. 


retire before they are old enough to be subject tohighmortality rates.
 

We therefore recommend that whenever it is-not.practicable to
 

construct a profession-specific life table, planners should use,a general
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populationi I'fe. tbli' iVith ,,hItevrst'correction seems; most, appropriate. 

Re~ireme'n&. ,Rti teni!.'usually the ,great'est sourcei 'of, loss to 

the p eo nageTe etirement.vaties 1from country tocountry.n :of£ 

In India, where the retirement system was designed :for. the; British Col­

on~ia Service, retirement has until 'recently -been compulsory, at age 55. 

In ther c*untri'es, the age of 'official retirement- is :65 or even 70, 

and i4n om countries professors never' retire. In private practice, where 

one usually does not forinaly retire but instead "1fades away", the 

arbiay settig dof ame'idian retirement'age'ais'judgmental. Me assume 

that"ame private physicians will w6rk-beyond this median age, while 

some will retire'earlier,' and that the "fading away" process is a gradual 

a
 
one- 6nftiuing over'aperiod 'of ten years or so.
 

n'some 6ountries losses byhange of occupation are very signi-

Afcant. In-most 6f"Ltin America, where. a. medical degree is as much 

a mark of'an educated man As- i key'to a professional career, there 

are many physicians who move into more congenial or less strenuous
 

actiVities. Determination of such losses may be made by surveysof one
 

or more cohorts of graduates of professional schools. In some countries
 

'it, 1 repbred Ithat physicians leave-the practice of medicine because 

the-y are unable +to'make; .- living in medicine. This is evidence of de­

fIective health mnpofer planning+. fOther special cases of change of 

profession "may'e ist'ii 'a givenl cob u try :such as, was found in, Taiwan 

where many mAdes go int 'nuising. 

aCiocco A ;'t'and Altman, I "'The Patient Load of Physicians in Private
 

Practice," Public Health Reports Vol. 58, No. 36, September 3, 1943.
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One change of "profession" of particular significance for ,the, 

,female. health worker ,is, that of marriage, (if marriage may be said to be 

a ,profession). Examination of, .the ,work1ng pattern of,women ,wilx ,shol 
the direct effect.that marriage has' on employment., An easy method to 

obtain indirect evidence, on this point. is to plot -the Lpercentage Qf active 

nurses. (or other female professional) in each cohort of graduates,.against 

the year.of graduation. When this was done in our ,Turkey studya bimodal 

curve resulted, suggesting a substantial return to,the profession once 

the early childrearing years are passed. We also found, however, that a 

significant number of Turkish nurses married doctors and this .usually 

resulted in their-permanent removal from the profession. The val e of 

such information as a basisionwhich to anticipate future losses, and 

the need for retraining programs is evident.a 

Migration. The last major source of losses to the profession is
 

migration. This isa well recognized phenomenon and for some countries
 

represents a considerable loss. There is migration for training and
 

migration for future work. In practice it is hard to separate these two.
 

If a professional from a developing country undertakes,-.a ten.year course
 

in a highly specialized field that has no applicati~onto the problems
 

of his own country, he is essentially as much of a loss to his profession
 

during that time,as the professional who actually migrates. These prob­

lems are further discussed in the chapter on professionalmigratton.
 

For an example of the effect of nurse retraining on the decision to
 
return to work. see "How Many Caps Went on Again?'!,,.by Dorothy E. Reese
 
et al., Nursing Outlook, 10:517-19 (Aug. 1962). According to the authors
 
the return rate among 453 inactive nurses given retraining was 77 percent.
 

http:Again?'!,,.by
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Increments
 

F6r'most"C6untrLes the only 'source of new health professionals is
 

tli~1u4iotional arid training SCh6ols.' As we,have suggested in preceding
 

sections, teproJected otput'of these intitutions should be based on
 

a careful analysis'of recent trends relating to student intake, attrition
 
eo Such an evaluation, mde in conjunction with education­

al 'authorities,will 'giv a far'better estimate of the new graduates to
 

be expected 'thanany'statistical extrapolation of past performance.
 

Other sources of health-professionals, while rare in most develop­

ing'countries, should 'belooked for "and 'counted. The most obvious exampl(
 

is niiimigration'of 'nationals 'trained overseas (as exemplified by Peru).
 

In many newly independent'countries of Africa, major'reliance has been
 

placed on ex-patriots to provide skilled manpower. Salary levels must
 

necessarily be kept high"to'attract professionals to government service.
 

Such an expedient must 'be'viewed-as a temporary phenomenon until local
 

personnel cinnbe prepaited'. Alscontributing greatly to skilled manpower
 

on a continuing basis'arb'medical missions. In 1962 this source account­

ea for almost 30W'percent of NMigeria'asdoctors and over a third of the
 

hospitals. The contribution of missions is particularly relevant to
 

serious minpower distribution problems since they'are often located 

iWareas of 8reht need, especially those that-are isolated and rural. 

Goverent"data often ijnoke the presence of such private agencies. 

Another method of increasing manpower is governmental upgrading, by 

decree, from one class of health workers to another, as was done with 

osteopathic physicIans in uaiifornia (T1*S.A..). Ayurvedic practitioners 
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in India who.have gone-through a special westernized training program 

are being given the opportunitie..to qbta.n full qualification as physi­

ciaxs 'after'a further period of traiuing, 

There are six basic factorsthat.determine the extent to which
 

a country can increase its numbers of-.trained health professionals, five
 

operatink'at the level of the educational institutions and the sixth
 

having to do'with'the retention,of graduates in active practice. The
 

informationneeded to assess these factors was described in preceding
 

sections.
 

The first factor is-the availability of qualified applicants for
 

the educational system. In giving dimension to this factor, health
 

planners must take'into consideration the demands of other sectors for
 

trained manpower. 'This is particularly true since in most countries
 

there is an'inordinate demand for medical education among the better
 

applicants for professional training. Thus, an abrupt expansion in
 

medical school-capacity could have adverse effects on.the number of
 

applicants available to the other health professions and to the rest
 

of the economy.
 

The second factor is the educational plant capacity. With clini­

cal fields suh as nursing and medicine, this also implies the availability
 

of sdiitable "teachi g"'hospital beds, as well as the classroom and
 

laberatory facilities that are normally associated with educational
 

In addition to the study of existing facilities, one
institutions. 


should review the feasibility of new construction and of adopting more
 

efficient teaching methods 'so that the present facilities can handle
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° " 
Aargeren1oiirents'f&v- i 6f rovin ehi-ethd s ~isit : intro­

duiie tit,saving teehno ogiaaI innov8atins. , ... . . 

The third possibility ofokncreasingi healthSfPO, er suply , to
 

decdiased thestudeit dropout t-ndyrepetition rates.* x , ,
 

.The;-fourth factor determining;potential: forincrease is.,capital:
 

the 'avdilabilitv of Jfunds for lexpanding,training facilities and espe,cally 

for paying thedrecurring loperating: costscofrprofessional ,,education.., 

i-The flfth'Ifactor, especially important,because,,of... the,rlong time 

required to effect a change, is the availability of qualified teaching 

personnel.,: ,The -ekisting'supply off.faculty1must,be,reviewed to determine 

whether salary-iprestige and-other incentives a:re adequate to attract the 

additional-teachers needed to,expandi training facilities., As with a, 

limited physical plant, there,areF methods ,of extending.,te,existing 

numbers,of teachersiby convertingi some.,of:itheipart-time faculty; to, full­

time pos'itions. . .,,,, . , 

In-some cduntries increasing the proportion of,health; professi9pnals 

on ,supply. Exceptremaining in active, practice, wUld, have' a major. eff!ec t 

for the predominantly female professions, this method is,usuaslly not,, 

"iu'itable over th6 short-"rutirsince a,high Aloss rate -geneally indicates 

a irrent ;sdrplusof 1 rofessionals in, relation to. the effective demand 

for their berVicew.t.1 This ifactor, will be.idiscussed in greater detailin 

,
in bs i u t chapteirs; .. ... 

Methods of Pro-lecting Future Supply
 

Projections are based on assumptions about the future. Sometimes
 

these assumptions are so unquestioned as to make the projection a "safe"
 



prediction. When this is not possible, particularly in periods of rapid
 

change, more cautious approaches based on alternative assumptions are
 

Indicated. Because of the high and variable rates of loss observed among
 

Peruvian health professionals, this latter course was adopted and' thrie
 

projections of future supply were made. in Taiwan where edicati6naL
 

patterns seemed relatively stable, we made one projection of supply,'our
 

best estimate. Where this failed to meet demand projections, we proposed
 

actions to deflect future supply up or down as needed. In Turkey we used
 

three projections for both nurse and doctor supply. Theseprojections
 
' - I,: ' " € . ' .. ' i 4 . ' 

were based on reasonable assumptions of changing numbers of professional
 

schools and changing rates of student attrition and df professional
 

retention, and thus provided the administrator with a basis for'making
 

the relevant decisions.
 

The output of the 'training Institutions can be-projected In two
 

stages based on.the inf0mation obtained in the special school survey.
 

The first stage consists of subtracting the expected number of dropouts
 

from each cohort of students (first-year, second-year, etc.) currently
 

enrolled in a given discipline to obtain the number of graduates. Next, 

this same procedure is applied to one or several altierative etiates 
Si,'eimate 

of student intake in future years. If necessary, adjustmentsare made
 

to account for rapid changes in the percentage of repeating students
 

or in the sex ratio of incoming students.
 

Once this has been done the planner will have (1)' the number of 

professionals of each type, by age (or year of graduation) and sex,
 

currently available, and (2) the number of new graduates eipectda"during
 

the planning period. These gross supply estimates must not becorrected
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for .anticipated attrition to derive the net supply of active health
 

profesionals. This correction may be done in two ways.
 

The first method- is to make separate adjustments for each cause
 

of,loss. Thus, age- &nd sex-specific rates for death prior to retirement,
 

for retirement, and for migration and/or change of occupation would be
 

applied to each cohort of professionals to e'stermine the number remaining
 

active in the target year. In this way an actual professional life table
 

may be ,constructed as was done with nurses in Turkey. This method is
 

only possible detailed and accurate data are available for each of
 

the major reasons for loss.
 

A simpieprocedure, suitable for countries where detailed attri­

tion information Is lacking, might be termed the "cohort method." In
 

this method the number of physicians, dentists,etc. graduated in each 5­

or 10-year period,over the past 50 years is compared with the number found
 

active in the health manpower census corresponding to the same cohorts.
 

.By this means the loss rate, as a function of time, is obtained. The
 

observed rates are then applied to each cohort of graduates, past and
 

future,, to °project the supply of active health manpower. They key
 

assumptions of this iethod are that the baseline census was accurate and 

,that factors affecting the loss rate will continue unchanged. Other 

than these important limitations, cohort analysis avoids such problems 

as estimating out-migration, retirement, and death rates since all 

causes of loss are included. 

Thecohort,method is ideally suited to a normal pattern of attri­

tdon. According to this pattern the loss rate is almost negligible 

.,,-. during the first few years after graduation, increases slowly during 
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the next three or four decades, and then increases sharply as each cohort
 

enters the older age groups. Unfortunately, this pattern may not apply
 

in soame countries, such as where a profession is subject to a bimodal
 

curve (nurses in Turkey) or a recent rise in the loss rate dur to out­

migration (physicians in Peru). Under such circumstances the supply
 

projections will need to contemplate alternative assumptions as to the
 

proportion of graduates remaining active over time.
 

Most manpower studies in the past have concentrated primarily on
 

the anlysis and projection of supply. This continues to be the core of
 

any manpower study. In developing countires, great advances will be
 

made in health planning if authorities can merely learn how many and
 

what kind of health personnel they have available and where they are
 

distributed.
 





Chapter III 

MA2NPOWER DEMAND 

Many methods have been ;used.,)to determine the, demand. for, health, 

workers. In clinical, edic~ne,, it 'is generally recognized that If%there 

are many remedies for one disease, usually no one. of these remedies .. 

is uniformly effective in all 'cases. -The same general principle applies 

to measuring demand for health workers and experienced Judgment is 

required to decide onthe most appropriate approach in specific situations. 

In Chapter Iwe described four different ways of conceptualizing 

the demand for health care, that is, what people want, what professionals 

think people need, what people will pay for, and what' professionals con­

sider technically feasible. Although occasionally manpower planning has 

been based on one or another;concept alone, the usual practice is for 

the planner to borrowelements of each according to his needs.-

Approaches to Demand Analysis
 
! 

In our studies we have found it useful to distinguish four method­

ological approaches to the analysis of demand whic -'whave termed the 

biologic, the economic, the normative and the functional analysis 

approaches. The advantages and limitations of each of these approaches
 

will be the subject of this section.
 

Before turning to how demand may be assessed, we believe two points 

should be made explicit. The first, flowing from what was said in the 

opening paragraph, is that no single methodological approach to demand 

analysis can provide a satisfactory basis for .planning. Each approach
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taken alone, is subject to limitations which may lead the planner to make
 

unwise decisions. Conversely, each one has important advantages which
 

the others lack. In our view the task of the manpower planner is to
 

bldid-',thW-,trengthsof each~into a workable':method suitable for the 

,,Analyis:' and solution of "his'own,,country's problems. This .point ofview 

hasr-been a cential theme of our monograph. 

We'believe the.,second point.sufficiently valid to.be termed a 

principle 'of health manpower planning Stated simply, it is.; that peogle 

.demand health services.. not health manpower. ,..There is no inherent demand 

,for'octors :or burses.:as. such,: but ,only: for the services they ,provide. 

.-The failure to 'vecognize this simple but fundamental principle.has often 

led planners'to ignore important considerations such.as manpower produc­

*.tivityrand utilization, attitudes ,towardshealth-care, and .costs.,In. 

our review, of. the! different methodological:0 approaches we will have 

occasion to-'consider thiS principle in greater detail.
 

Biologic Approach
 

In the "biologic approach" to estimating demand, the planner focuses
 

primarily on the' question, "hat health services do the people require to 

keep them healthy?" Of secondary importance are the questions of whether 

these services will be utilized if provided, or indeed whether they can 

be provided. This approach to planning is based on the following analy­

.Jal
steps:
 

(1) Determination of the disease-specific mortality and morbidity
 

rates of a region or country;
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(2) 	 Preparation of norms- governing the -numbet kind, and quality 
of services to be provided t ersons s r from''bac-nproestos suffering from e~h 

disease category; 

(3) 	 Translation of each different unit of 'service" into" the personnel 

time (by type of personnel) required to provide it;
 

(4) Multiplication of the projected population, times the disease­

specific incidence rates, times the ,rvices required per 

case, times the personnel time required per service, to 

obtain the total personnel hours needed in the 'target year; 

(5) Determination of the average hours worked annually by 6ach
 

type of health worker;
 

(6) Division of the total hours needed by the hours worked annually
 

per person to determine the total supply of health manpower
 

required.
 

The classic example of this approach to demand analysis was a study 

conducted in the United States in 1933 by Lee and Jones. a After a 

prodigious amount of effort in devising standards for disease management 

and estimating morbidity, they arrived at the startling conclusion that 

the supply of medical manpower in New York State at that time was ade­

quate to meet the total health needs of the state's population! 

Although this approach would appear to be a logical way to do
 

health planning, we feel that for many practical reasons it is unworkable.
 

First, there are few countries in the world with sufficiently detailed
 

and accurate morbidity and mortality statistics to provide the necessary
 

base data for this type of estimate. 'Second, it is by no means clear
 

aLee, R. I. and Jones, L. W. The Fundamentals of Good Medical Care. 
Chicago: University of Chicago Press, 1933. 
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If resource needs
 
.what constitutes optimal m~nagement for most diseases. 


, for each and every
.. ".i 
, . ,i t ", ",''," -f r 

. -1'.
were,,eqtimated,by aggregating the service requirements 

as was done in the Lee-Jones study -- the
 
disease to which man is heir --


taqk of setting ,and revising standards would 
be formidable. Moreover*
 

it is difficult to make useful comparisons 
among alternative modalities
 

of care for the same condition when entirely 
different types of health
 

For example, should one equate the morbidity
 manpower are involved. 


from ,diarrhea with a sanitary engineer's time 
to design a water supply
 

.system,.or,with the services of the nurse and 
doctor in the rehydration
 

Third. and most
 
clinic? There ,is,no practical answer to this problem. 


important, even if one could calculate the "need", 
this is no measure of
 

.thepublic's "demand" for health services. There are many examples
 

throughout the world of unused health services in 
areas of high need..
 

There are even more of physicians unable to earn 
a living in the larger
 

cities of developing countries,while the manifest "need" 
for medical care
 

in these cities goes unmet because the people cannot affort 
to pay for
 

In sunmary, does it help to quantify the biological 
need for health
 

it. 


Care if fiscal and human resources are manifestly unable 
to meet this
 

Is,it realistic to assume that government has sufficient 
control
 

need? 


over the health sector to ensure that the requisite amount 
and kind of
 

health services will be produced? And does government have enough con­

trol over the consumers of health services to ensure 
that they will be
 

utilized?, Use of the concept of biological demand to translate "people"
 

.'into "services", and "services" into manpower"'presumes a degree of
 

control over events that rarely, if ever, exists.
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It is important to note at this point that the planning method
 

developed 'inLatin-America repreoents-a modification of the biologic
 

approach'to estimating demand.a 
Two broad categories are established,
 

the first which includes:all those diseases for which techniques of
 

prevention and/or cure currently .exist, and the.second which encompasses
 

the rest. 
Within the first category morbidity and mortality rates are
 

studied in detail, and standards elaborated for the services required
 

to combat each disease entity. 
In the second, planning is based on a
 

more empirical assessment of how the demand for services will increase
 

over time. 
Although the Latin American method offers exciting new
 

insights into the interrelationships between disease reduction and
 

resource utilization, the validity of this approach for national man­

power planning has yet to be established.
 

To say that the concept of biological demand is still of limited
 

relevance to total resource planning is not to deny its importance in
 

program planning and setting priorities., Clearly, if a tuberculosis pro­

gram is to achieve success, it must be based on sound epidemiological
 

information in which disease indices are translated into resource require­

ments, 
Likewise, if sectoral priorities are to be rationally determined,
 

comparable morbidity and mortality data for different disease groups must
 

be available.
 

a

See, Health Planning: Problems of Concept and Method (Pan American


Health Organization, Washington, 1965) for a 
description of the Latin
American Planning Method, and, "Planning for Health in Peru New
Approaches to an Old Problem"(Thomas L. Hall, Am.J.P.H., 5_(8):1296-1307,

Aug. 1966) for an abbreviated description of the method and its applidation

in Peru.
 



Economic £ADyro~chw ', 

w 'he essential.. question T'asked in .the "economic ,approach"to demand 

analysis is, W..'hat.healthc services ate peopletwilling to pay-for?" Tech­

nical questions such as whether .the "right" kinds of services are being 

.purchased or whether the amount invested-'in-health ,is "appropriate", are 

secondary. 

A good example of,this-,method of demand analysis is our Taiwan 

Health Manpower Study. A random stratified sample of 66,000 persons were 

interviewed over the course of one year. Demographic,. social and economic 

information was obtained from each.household, as well as the .number and
 

kind of health services utilized during the month preceding interview.
 

In,this way the"annual per .capitademand for each type of service made
 

by different components of the Taiwanese population was determined. Using
 

these same components, models of the 1973 and 1983-.Taiwanese populations
 

were constructed.. The appropriate per capita demand factors were then
 

multiplied by-the number of persons in each-stratum in order to estimate
 

the volume of .services of each type to be demanded in the target years.
 

It should be added that these projections were based on the premise that
 

the observed demand for services equals the ability of the present supply
 

of health manpower to supply these services at current prices. This
 

premise is faulty only to the extent that the provision of health ser­

vices does not represent a perfect market situation.
 

Parallel with the assessment of the demand for health services, 

manpower productivity,%was determined. '.This was done by dividing the 

number of services of each type that were demanded per month, by the 

number of full-time equivalent practitioners engaged in providing these
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services. "--The,,resultng,:estmatestof,.current, productivity, were then 

"'adJusted as seemed-appropriate in .order-to maintain real earnings iand.. 

to provide improved standards.of care in the future., Using theserevised 

estimates, the projected demandrfor services was then converted into the 

manpower required to produce them. Other methods were used to estimate 

the manpower :demand exerted by the small public sector and the teaching 

*institutionso.
 

This simplified description makes no mention of many of thecom­

plexities and pitfalls of the method of analysis. Additional information
 

on the problems of definition of economic levels, component population
 

projection, education projection, economic projections, and internal
 

migration estimation are,presented in the detailed 
reporta
 

The principal advantage of this approach to demand analysis lies
 

in its realism. The fundamental assumption is that each stratum of
 

society will continue to demand essentially the same volume of services 

Since analysis
per capita at a future date as it did in the base year. 


is based on the services actually consumed, the'risk of setting excessively
 

expensive or otherwise unrealistic objectives is avoided.
 

There are important limitations to this approach, however, that
 

preclude its use in all situations. The difficulty of carrying out an
 

effective sample survey ,wouldpresent problems in countries with poor.
 

Of less
statistical services and inadequate baseline population data. 


concern is the,cost which, although appreciables is not excessive in
 

relation to the,value of the information gained. This approach may not
 

aBaker, Timothy and Perlman, Mark. Health Manpower in A Developing
 

Economy. Baltimore: Johns Hopkins Press, August 1967.
 

http:standards.of
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m jortallOcatiO ources oja vplanned, 

create-its ow6 demandi -h~erelthereis tajrapidly 
be it able erea'ma enatries .tof res° 

or n&c'8 uppl.-: tend5, to 

epihding .potentalforiptoviding services. ,' , ,, ,.": 

ds:-greatly -.on.nthe'AccuracY,; o., 
•-The validity of this,,method! depe

n

total':demand,-'f6r, services 
population forecasts'. Sincet:thel projected is 

b~eidon the aggregated de'nd o6feach 'componentof the. population, it is 

onlvregarding

essential that the population projections be 

reliable not 

but also of£ t their characteribstics. In many
the."total'number of persons, 

6untries,* such accuracy'is'not yetk-possiblefi
 

1".',The'advantages of this method,are most apparent 
in countries'where
 

.
care. Here-,
 
the private sector is dominant'ini the provision 

of health


the government's cole' in manpower planning,is 
essentially,one of assuring
 

that the' manpower,available'atvla future date is appropriate 
in both 

In
 
quantity'andlquality to meet the spontaneousdemand 

for services. 


essence, the.goverrment is act in influencing: manpower supply, but
 

1hs is the: Taiwanese situation and hence
i in 'shaping demand."assive' 

.the projection of private*sector effective: economic demand,is most
 

appropriate.
 

In countrics where the private sector is small, or 
where data are
 

not available to permit projection of demand by multi-variant 
analysis
 

and-component population projection, .simplified methods 
should suffice.
 

sector 
One lexample is our Peru study where itwas found that- the. private 

was'almost exclusively concentrated in,larse cities. -Accordingly, private 

sector'demand estimates -were based -primarily'on projected: urbangrowth', 

Another is"Feini sstudya of the doctor
 corrected for rising income levels. 


AnEconomic Disnosis. Washington,

aFein, Rashi. The Doctor Shortage, 


D.C.: The Brookings Institution, 1967.
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shortage in the iTiijtec States,. , -LAcjcng; ,suffiqnt 4t ~aaye te 

:interactions.between rthe .various -.deTnand.variables ,;,it became inRe,5sary, 

.to cons'iderteach i1.usolatcion, -


The Normative Approach
 

The most frequently used method of estimating demand might best
 

be termed the "normative" approach. As the name implies, this involves
 
" 6. ' ' ' ,/ ! • : ' 1!, 

setting manpower standards, or norms, which are then used to calculate
 

future requirements& It is important to distinguish between this approach
 

and those just described since the biologic and economic approaches also
 

lead ultimately to manpower norms. With the normative approach, profes­

sional Judgment plays the dominant role and the focus is generally,
 

though not always, macroanalytical. Norms usually are expressed in
 

global ratios such as one doctor per thousand population or two nurses
 

per doctor, and reflect what the planners think is necessary or feasible
 

as a 7cesult of general experience. Conversely, in the biologic and
 

economic approaches the focus is microanalytical. Interactions are 

measured between defined population characteristics on the one hand,
 

and the services required or demanded on the other. Norms are derived,
 

but secondarily to the detailed observation of what people seem to need
 

or "are lling ,to)pay- for. . 

The criteria used by different countries to establish manpower 

norms have varied widely.,' The simplest one, .used most ofton by developed 

countries, is to maintain the existing manpower-population ratio. This 

obJective,, which uightbe termed the status iuo approach was used in the 
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ULted 'tates. to oJet inimum h ian .,-and ri reuiementsnd 

C 'dd 'for.phystcians . ". majar flars in cthis,:methbdrare that, t 

fails (1) to determine the suitability of rpt9e'nt .;ratios'sand '(2)" to ade­

quately account for changes in demand likely to occur due to the altered 

demographic,composition of the population. 

Closely akin to the status quo approach is the Parkinsonian modifi­

cation which says in effect, "Our doctors and nurses are-busy now, 

This method was used in early efforts to settherefore we need more." 


There
standards for public health nurse staffing in the United States. 


were some communities where the ratio of public health nurses to popu­

lation was 1:10,000. Since nurses in these communities were iudRed
 

overworked, the ratio was changed to 1:5,000.
 

Another way to establish norms, frequently used by developing coun­

tries, is to make international comparisons. The assumption here Is that 

the country under study will, in the target year, have a demand for 

manpower equal to that observed in the reference country. The principal 

weakness of this method is that very few countries are truly comparable. 

Furthermore, the standard adopted may be more a reflection of national 

pride than a realistic appraisal of needs and resources
 

aU.S. Public Health Service, Report of the-Surgeon General's Consultant
 
Group on Medical Education. Physicians for a Growing America. Public.
 
N6,'709 (Oct. 1959), G.P.O', Washington, D.C. 

bNational League for Nursing. Nurses for aGrowing Nation. New York, 

1957. 

, .Cada.Report of the Royal Commission on Health Services. Vols,, I 

-(1964) and II (1965). . Ottawa: Queen' s Printer. (Alternative. projections 
were considered in the Canadian study but ultimately rejected.)
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The -iost,fbvious :.,advantage of. the , three 'variants-of the normative 

approach Juit'vdesribed'is , that'of simpliciti. In highly.. developed coun­

tties' with"a, generally adequate supply. of health personnel, it is not 

unreasonable to set as a'short-term minimum' target the maintenance of, 

existing population-manpower ratios.; So many imponderables exist:-in.
 

manpower demand -projections. that to try to improve this baseline require­

ment withi'a complex method of demand analysis may be merely 'to practice 

self-delusion, 

In many situations, however, population-manpower ratios have 

serious drawbacks. Probably .the most fundamental is that it leads 

planners to focus not on what must be done, but who does it. A& we 

emphasized at the beginning of this chapter, manpower'-is needed to pro­

vide services. If a given manpower ratio becomes the objective, it is 

easy to overlook problems such as maldistribution, low productivity, and' 

poor utilization that may be of much greater significance than an appar­

ently inadequate number of health personnel, per se. Conversely, when 

the objective L3 to provide a given volume of services- these important 

problems cannot be ignored.
 

A second limitation,.already suggested, derives from the inherent 

rigidity of population-manpower ratios, The many variables .which affect 

manpower requirements -- demographic, economic, health, -social and organi­

zational -- are constantly.-undergoing change. Continuous and.-precise 

adjustment to these changes is.obviously not practicable. But neither 

is it reasonable to adopt a single planning standard,'which, becauce it 

does not discriminate among different manpower uses, makesieveni gross 

adjustment diifficult'
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The planning,method-used in Russia represents an attempt to over­

come the more serious limitations to the normative approach.a In essence,
 

Soviet planners have evolved over many years detailed sets of standards,
 

in part based on observed utilization rates and in part on professional
 

judgment. These standards specify,the health services necessary for
 

populations of defined characteristics. Complementary standards have
 

also 	been developed for manpower productivity under differing circum­

stances. Manpower requirements are then derived following an analytic
 

procedure similar to that described for the Taiwan study.
 

The Russian system is said to work satisfactorily in practice but
 

it is intricate and exacting. Complaints are often voiced of the large
 

amount of paper work involved in obtaining the necessary data and in
 

maintaining adequate control over the system. Needless to say, manpower
 

planning based on any analytical framework of this complexity should be
 

attempted only by countries with good statistics, a large government
 

sector, and a substantial past experience on which to derive suitable
 

standards.
 

In our Peru and Turkey studies we adopted variants of the normative
 

approach somewhere in between the population-manpower ratios first des­

cribed, and the Russian method. The analytical steps used in the Peru
 

study to estimate future manpower requirements are outlined below:
 

(1) 	A preliminary estimate of the number of each of the major types
 

of health services to be demanded in the target year was made
 

based on a projection of historical trends. These projections
 

aFor a description of health manpower planning in the Soviet Union,
 
see, Planning and Allocation of Medical Personnel in Public Health Services
 
(I.I. Rozenfel'd, 1961, translated from the Russian in 1963 and published
 
for the National Science Foundation, Washington, D.C., by the Israel Pro­
arnm fnr Sneinntfin
ITrnapnntnnal­
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were 	 then Judgmentally modified to-account for,changing, rates 

of urban population and economic growth, and for aplanned 

emphasis on public ,healthand ambulatory :care,services. 

(2) 	Planning assumptions were adopted as to the approximate
 

division of resources between the private,and ,public sectors.
 

(3) 	Staffing standards were developed for the private and public
 

sectors. For private short-stay hospitals only'minor improve­

ments over the staffing ratios observed in the survey year
 

were assumed. For the public sector, staffing standards
 

were elaborated for large and small short-stay hospitals,
 

mental hospitals, tuberculosis hospitals, and for the pro­

vision of various types of outpatient and rural health
 

services.
 

(4) Resource productivity standards were similarly developed.
 

Those adopted for the private sector were only slightly
 

higher than the observed productivity. Substantial gains
 

were assumed for the public sector secondary to the improved
 

staffing ratios and patterns of manpower utilization being
 

planned.
 

(5) Using the service targets and the staffing and productivity 

standards, the manpower hours required, by type,.in the 

target year was estimated and converted into full-time equiv­

alent personnel.
 

(6) 	Other teohniques were used to estimate the demand for health
 

professionals in central-level administration, teaching and
 

research, and these totals were 'aggregated to the ones
 

obtained in step (5) above.
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On, complatlon..6.df;thIsast gtep,the cost of the!'health sector was estimated 

Since. ithe projected ,increase rin, the !proportion,of! the: gross national produc 

allocated, to,health -(from 4.2 percent -to 5.5!percent -in 20 years) seemed 

somewhat high, an alternate demand model was considered. .The.methods 

used!to e'stimate costs and to facilitate -adjustment, in. *thedemand projec­

tions are described in a later section. - ­

•! ..-In.Turkeyp present. demand -waa similarly calculated on the basis of 

a disaggregated analysisof existing services. Calculations were based 

on records of unfilled positions in the.multiple health,service sectors 

which were added and.related to overall standards* Attempts were made 

to .identify the situations where there still seemed to-be unmet private 

sector demand, both on a geographic and subspecialty basis. The most 

useful information in this analysis was data on how busy doctors were and 

how much they were able to charge for ,their services. Projections of 

demand then used the normative approach with different sets of standards 

providing a basis for alternative projections. Four projections were 

made based on different government policies, relating to the expansion 

of 'health-services. These. were: 

(1) A minimum projection assuming maintenance of the existing
 

manpower-population ratios;
 

(2) A maximum projection based on manpower-population ratios
 

considered desirable by-the-Middle East Regional Office of
 

the World Health Organization;.
 

(3) Two intermediate projections, the larger one based- on the 

progressive nationalization of-health services beginning with
 

the neediest Eastern provinces,.and the otheron a gradual 
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integration of health services and an imnediate expansion of 

preventive -srvices. 

Although the projections' differed quantitatively, only the nationalization
 

plan dram'atically altered Tbrkeyls existing manpower patterns. As a
 

result, the manpower requirements of this plan differ substantially from
 

those based on an expansion of the existing health system.
 

Functional Analysis Approach 

Experimentation is being carried out on a new approach to the 

estimation of manpower demand which we term "functional analysis".a This 

approach, based on the analytical techniques of operations research, seeks
 

to combine some of the best features of the other approaches already 

to develop a streamlined methodology fordescribed. The objective is 


evaluating community health needs and resources through a synthesis of the
 

disciplinary approaches of epidemiology, economics, social sciences and
 

administrative analysis. Such an evaluation depends on gathering rele­

vant data from population and service units sufficiently small to be
 

methodologically manageable. From such biopsy studies norms are then
 

developed for more general extrapolation. These norms can, of course,
 

be checked for reasonableness against expert opinion but should be more
 

firmly founded than those based only on professional judgment. The
 

utilization of such norms then follows essentially the same sequences
 

as were discussed under the normative approach.
 

The principal focus of functional analysis is on health services
 

rather than on health personnel. A hierarchy of interactions is described
 

aBxamples of this type of research are the functional analysis studies
 

currently being conducted by the Division of International Health (Johns
 

Hopkins) in Turkey and India.
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!in: hich,-health zneeds of the coummunty are,!related -to specific health
 

eve.moe. specific health
functions, and these in turn are relate.d to 

act ities.:Out ,,,o1an analysis of: existing patterns .community health 

care the minimum, skill levels requtred to-fulfIll the qualitative.needs 

o, each iactivity are defined. Within the-.economic and ,so.,;o-cultural 

constraints which determine the eventual utilization of each .ctegory 

of personnel, a deliberate effort is made to have each individual do 

only those activities which cannot be performed by someone with less 

preparation and skill.
 

Such innovative approaches to manpower planning have become neces­

sary because it has become evident that the intuitive and arbitrary
 

methods for establishing norms which have been used in the past are not
 

good enough. Far more needs to be done in developing methods which can
 

be used for local health planning on a routine and flexible basis.
 

Estimating Costs
 

One of the most serious defects found in many health manpower plans
 

is the failure to pay sufficient attention to the probable costs of
 

alternative policies. In some cases this represents an oversight on the
 

part of planners still unaccustomed to thinking in economic terms. More
 

often it is indicative of the 'veryreal difficulties inherent in any
 

long range projection of costs. Even in developed countries cost projec­

tions are fraught with uncertainties. If accuracy is attempted, baseline 

expenditure estimates are difficult to derive and even so may have substan­

tial errors. Projections are worse since the planner must not only contend 

j with demand but also with.changes, inthe-,costs-of inputs for the public 
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-sdector in pricing Ilevel t6fdr cthe <private .sector ,, sand in. the rate-,of 

economic! gr6wth., And .diCe Icost Jestimates haveebeen ;made, thm ;planer: 

lacks establihed criteria with ,,hich,-,to ijudgen'their eignificce- . on­

policy-. 

In developin& ++Ountries these problems .are greatly-compounded.+ 

Unstablel eon6micgSowthmpattegns,..lack.of baseline ,and -historical­

•statiaticse 	 Widely fluctuating-price levels, rapid and marked shifts­

i' COnstruction 'plans,':and-all' the uncertainties inherent in ,estimating 

dmand'cobine-to make-.10- or 20-year cost projections seem almost an, 

exercise in speculation. -11 

In our judg et-.ihis exercisel is nevertheless worthwhile. Dif­

.ferent health systems,,do bear different price :tags and one of thei most
 

obvious reasons forllow productivity in many countries isithe failure 

to provide enough money to buy the additional,resources ,neededto make 

the ones 'already available effective. Although ,the+planner won't attain
 

precision* at least he.;can explore the impact.of different policies on
 

the relative fiscal,effort required.
 

Methods of Estimation
 

The easiest method of "considering costs" is to use a planning
 

As already noted, the approach
w thodology that avoids the problem. 

used in our Taiwan study did Just this. The assumption that each popu­

lation group will spend the same amount in the target year as in the base 

year is a justifiable one. The only question that may arise is whether 

the same amount (in real terms)the Taiwanese doctor of 1983 will charge 


for a given service as he did in 1963. He probably won't, on the average,
 
r	 " ! " O .;! "..,,.....t., i(v .... . ' ! . , ,' . , :'. .',:., , ) J., 

http:make-.10
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buit that-doesn't matter much. .PI-tst 'the-19831service will probably be
 

one provided An-A963.:, Second, and more
quAlitatively better -than'jthe.­

£ the -average f1e will have, increased. average per
importantly, although 


capita income will also have risen. Averages contain a spectrum
 

personsextendingoft'c one extreme to,'the other and as the number of 


-do too will, the number, of-people! with low
paying-10"fes declines, 


incomeso The ,net effct.wIl1 be'to-increase the-number of services-pe
 

*capita 'the fee chArged pert service, and'the income per-health workers
 

while maintaining approximately,the same relative financialburden on
 

each component population group in the target year: asin the,base year.
 

The Taiwan apptoach is applicable to relatively few developing
 

countries and even in,.these,, other methods may be.necessary to estimate
 

publib sector: costs. ' Methodologies of cost projection can be divided
 

into two broad ,groups depending on whether: they focus primarily on the
 

services to be-proviaed (outputs).or the resources to be used (inputs).
 

Although theoretically the two.approaches are.directly interchangeable
 

through the use of appropriate productivity standards, in application
 

they present important differences.
 

Services Provided. As the name implies, cost estimates based on
 

this approach are obtained by multiplying the projected unit cost of
 

each type of health service, by the number of such services to b'e pro­

duced, and then aggregating the various totals.
 

Conceptually simple, this method presents several problems. First,
 

there is the difficulty of determining unit costs for those services ­with
 

shared inputs. The task of deciding how to allocate the costs of inter­

mediary services (esg., administration, laboratory) among the final
 



- 99 ­

services (e~g., ho.sptalization, doctor visits), while,,not insuperable,
 

does. take considerable time. 

A second difUtculty Is'-presented by those activities such,,as
 

training, central administration, research, and some aspects of public
 

health that cannot readily be divided Into service units.. Other methods
 

are needed to include the qosts of such activities.
 

Lastly, this method isobviously not usable when demand projections 

are not based on an -estimation of the services to be provided. 

Resources Used, A move common approach is to estimate the costs 

of inputs, or resources used, Our studies in Turkey and Peru and the 

Latin American planning method-illustrate three ways in which this approach 

may be applied. 

In Turkey,,estimates were made of the operating costs of each of
 

the different types of government facilities planned and the costs multi­

plied by the number of each to be available in the target year according
 

to the alternative demand projections,. The several cost projections were
 

then compared with projected public sector income to test the feasibility
 

of each alternative. No estimates were attempted of private sector costs.
 

The Latin American method refines this procedure one step by
 

Eocussing not on "institutional inputs" but on "service inputs". Here,
 

the units of measurement are the "instruments of health policy" such as
 

the doctor-hour, bed-day, and immunizer-hour. In each case all the
 

resources, manpower, material and capital, are counted in order to.deter­

nine the total cost of each instrument. The numbers of instruments
 

required in the target year are determined by dividing the projected
 

lemand for services by the appropriate productivity standards. Costs
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Vaj !then'dalcuilteiby Miltiplyit*'the €obt'.per in'trwient times, the, 

this method shares :sbme ofnumber of instruments to be provided. Since 

:itmeets withthe chariatelltics' of the "serices, piofVided" appr6ach, 

ar of the sameproblems. . 

In Peru, lboks directly atthe inputs themselvesThe 'method used 

any intermediate unit of measurement. EBase Year manpower costswithout 

weieo estimated"fbr",thedentife sector by multiplying thiW Imputed average 

income for ech, perscrnnel ca'egory times tbenumber :of persons, in ,each 

expendituresvcategory. 'To the product werb addedi-the estimated' national 

on goods, services, and capital investments. Projected personnel costs
 

were derived similarly andkssUmd a"three percent annual iicrease in real 

salary income. Capital investments were based on the rate of construction 

necessary to accomodate"the 'projectedmanpower supply. Lacking criteria 

"fixedfor independently projecting expenditures on goods and services, 

factor proportions" were assumed.a By counting all manpower..and other
 

inputs this method has the advantage of including,the costs of activities 

(education, research, etc.) that might be missed according to the pro­

cedures described previously. This advantage isbalanced, however, by
 

the somewhat greater difficulty of disaggtegatig costs into public and
 

fprivate sectors, or by object of expenditure. 

aThis concept, borrowed from the economist, presumes that the propor­

tion of the total cost represented by factor "X"at a known point in time
 
will be the same at other points in time. Although the assumption is
 
weakin this particular case, it isnot apt to adversely affect the final 
results since "goods and services" represents only a fraction of sectoral
 
costs*
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the Results " Siinificance anA' mititions of 

the next atop consist's of coparingRegardless 'of tie m6thod used, 

income.with those"'of sectoral' or onational Fot the
the cost projec.tions 

.. in anpower plianning 'the' hatibnal income
long range ojections required 

usually preferable since fewr'variables are intr6duced.
comparison is 

otherwise the planner must anticipate not only the rate of economic growth, 

which he must do in any event,' but also government tax plicies and 

d'istribution of revenues among the several sec­priorities regarding the 

It should be noted, however, that for shorter range 
program plan­

tors. 


ning the sectoral incoe 'comparisonis clearly preferable.
 

Assuming the planner finds that the manpower supply 
projection
 

under consideration will result in five percent of 
the gross national
 

Is it
 
product being allocated to health, how can 

he use this figure? 


It may be "wrong", but
 
too much, too little, just right, or just wrong? 


without considering other factors, little can be 
said of its appropriate-


No sacred figure exists that says how much should 
be spent on
 

ness. 

Each nation must decide this question for itself 
based 6n such
 

health. 


(1) the priority accorded health among the competing
considerations as 


claims on the national income, (2) the types of health 
services given
 

highest priority (e'g., high cost medical services 
or low cost preventive
 

services), and (3) the amount spent in the base 
year.
 

For want of better criteria, the last-named'is 
probably the most
 

The case of Peru is illustrativde. 'Itwill
 
useful at the present

' time. 


be recalled that the initial demand model pojected 
a rise in the propor­

tion of Peru's G.N.P. to be spent on health from' 
42 to 5.5 percen~in
 

Assuming for now that these estimates are accet~ily 
i'6cuate,


20 years. 
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this equals the percentage .rise 0 en)t.h ourd in both the 

,, .Un.ted: tates a Canada. during, the 140-1960 period. Based on this 

feasible., But,
.conpariagnthat Peruvian projection could be considered 


iione compares.he. Per -of.1964 with the North America of 1940, the.
 

Peru has

,projected rise might be.reasonably,.quest oed'.as ,excessive. 

..-,t~her ~vry, pressing -needs in agriculture, transport, education..indu stry
 

S1nce .all the major sectorsand housing that also deserve, high pr ority. 

can't rapidly increase their share,of the economy at.the same time, it
 

,therefore seemed useful to consideralower growth rate alternative 
for
 

... 


the health sector based,on a more moderate expansion of government programs
 

,The question of whether the cost estimates are acceptably accurate
 

comment. In our experience, the data limitationsor,.not deserves furtier 

of 4eveloping countries make it uqrealistic to expect current expenditure
 

When this
,,estimatesto have.much less than a15 percent margin of error. 


similar eFror in the national income estimate, the derived
is ,matched4by ,a 

he health sector's share in the economymay be up to 30 percent
valueofor 


off,_the true value. By the time a ,baseline figure with an error of this
 

masnitude has been projected over one or two decades, the resultant
 

monetary projection may almost be meaningless.
 

Curiously enough ,.this problem need not seriously limit the 

usefulness of suc4,projections if the same method has been used to cal­

culate both current and future costs.. The presumption is that if there 

i is an error in the,baseline,estimate, the projected cost will likaly have 

,o a.silar.error both as to direction and magnitude. This would not be 

o know precisely how much money each alternative
,enough,.& f the planner had 

is in fiscal.ouldcost. But since he primarily interested the relative 

http:compares.he
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effort euoh 'requtesKn4- i 9thL.rapidity with ,whichthe health sectorIs
 

demand on .,total,resources.will,increase, appromate .figures will suffice.
 

3By,.extension it can be,,argued that where .reliabledata on current
 

expendituresaxe,lacking,, the,fiscal-Applications of,alternative po ies
 

cani be -testedby,making,use of.a relative val!e sca.le. Arbitrary, but.
 

reasonable values (on .a: relative scale) would be assigned for (I) the
 

annual incomes of Ate- several- manpower categoriess (2) the cost.s, of 

facility,construction, and (3).the,proportion of the total amount spent 

on goods and services.,, Using.,these ,assumptions a current expenditure 

estimate would be derived. The ,s.ame procedure would be used to calculate
 

the future costs of ,the several,policy alternatives, thus allowing the 

differential rates of change to be compared. 

Onefactor,,which, if not taken into consideration may lead to 

seriously 'underestimating future costs, is the effect .of rising incomes. 

The problemican besuunarized ,thus: If there is a rising per c.pita. 

G.N.P., the fruits of .economic development can either So to -higher incomes, 

or to savings (and ultimately, investments), or to some.combination of 

the two; if the."savings" alternative is chosen, aggregate real incomes 

will remain stable and future-input costs will equal current input costs; 

if, however,-the.present generation,.wants to benefit from the rising 

prosperity -- the far-more .likely choice -- then future input.costs.will 

exceed current-costs. In.,,other words, a doctor costing the economy-a 

given amount today will likely cost more ten years from now, even though 

the. services heproduces maycost thiqsame or evenjless, dependingon 

what happens to productivity. . , .. ,w' 
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of -this_0c0tor.- '-.,..:Peu#an..cost projections cate' the Uibrt1hce 


if-real incomds are*assumed to rebidii.eonstane
 

occur in the- ptbportion oftGN'P. alloce ted to

period, no' cange would 


'a (4.2eplie 'aprojected: doubij.:n.theT number; 6f'-ser-


V±C produced' per capita., Con'ersely, the :three' percent annual ,rise,
 

ireal tncomes actually assumed, when 'applied' to te .saem'er.manpOwer "
 

as used above, raises the 1sectorall pareicipation :to 5.5'
projections 

percento "Thus, 'depending on 'the value! absigned to: -this'factor, the 

can- find himself wforking eithdrl'with a'readily,attainable targetplanner 

'*Sor one that'41-t1'requ~tre great,effortd. ." ,:. 

:The basis for e lbating this factor "wil].i in-most cases, be 

historical data obtained from the central bank, financing ministry 6f 

niiionai planning agency. ' In'the case 'of Peru, data available over the 

p e ious'"15'years-recorded an average annual real -increase of 3.5 percent 

in' on-agricultural wages, of.-'4.0 percent in non-governmental 'salaries, 

'.....of'3.4 per"cat'in 'g6vernmental saliries, -and.of 3.0 percent in agricul:­

One-thiid of the -ladbor-force working-as small independent
tural 'wagese 


a much'lower kdte of income grbwth.- According to
farmers experienced 

lthese figures 6ne might assnume: that 
2health -professionals-in Peru '!Wtld 

increae their income' by almziost 4 "petcent'atinually',and paramedical and 

ia percent.. Three -percentluxliay :categ6riessby-abbut '3L~' was instead 

chosen 'partlybecause "decimal point" pre±sion was not realistic, and 

partlybecausei' 6verient policy-'was- conmitted to' increasing,- the income 

mof:' the .lower econoi 6 groups-at the epefs 'f: sloweV income rise,for 

"Q*":" '" -mh" L-.the rest of the population. 
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Another important question, not yet mentioned, is who .paY!Jt!A')
 

bill for,health ,care?HvEven-ithough itheY abst projection-may,,be within 

the country,s economic.capacity, if,the tintra-sectoral responsibilitfes 

for,providing caret don't,correspond-Jto, ,the, fiscal resources, problems;, 

willk likely .arise. Specifically,,assume-,the case of .a developing. country 

With,.a smil-l :health;',system, approximately equally, divided ;bqtWeqn public and 

private, sectors.?,Plana' call for. a, rapid. expansion of the ,public. sector 

and manpower.targets ,calculated-accordingly., -Planners compare the projected
 

cost of the'healthsector:against the anticipated economic ,potential :and
 

conclude that the services, can be,paid for. But.can, or will, sufficient 

public funds be .allocated to finance the plan. If they.are, and under­

the conditions postulated,. the government may end up spending too much 

on health and other .sectorswill suffer. Conversely, if the funds are 

not-made available but the manpower is trained according to the original 

plan, serious difficulties may develop. With public sector demand low, 

some of the excess manpower will enter private practice, though.likely
 

a substantial number will migrate or be marginally employed at .low,.
 

salaries by government agencies. ..Assuming the economic and cost-,projec­

tions were correct, the solution is always at hand of shifting a greater
 

share of the fiscal burden onto those best able to pay. In practice this
 

is often difficult once the higher income groups get used to receiving
 

what is in effect a heavily subsidized government health service. Sum­

marizing, in making cost projections planners should be careful to
 

consider not only the total amount to be spent on health, but also any
 

marked shifts in the incidence of the fiscal burden between the public
 

and private sectors.
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Conclusion
 

two points • First,In concluding this section, we wish- to 1stress 

in ahy manpower study not based on the economic,approach to analysis, 

the attempt should be made to estimate ,the relative, fiscal effort.
required 

' alternative policies under consideration. -Ifthe results arebypaths 

to be interpreted inithe light .of.professionalviewed as guides to' action, 

judgment, the etrors they tay contain will not lead one far astray. 

Secondly, very little is conclusively known about the projection 

of-health costs over an*extended period of time, even in developed 
coun-

Research is urgently needed in this field to improve the inadequatetries. 


The best results will evolve out of prospective
methods now available. 

studies there costs are predidted using a variety of means end the results 

observed over time. In the meantimej howeverlthere is a wealth of histor­

ical-data available that could.be used to empirically test the accuracy 

-of alternative methods, All.that would be needed iS to see how close
 

each -one comes to predicting present costs based on figures available
 

five, ten, or more years earlier. :The .results of such studies would
 

measurably improve health manpower planning.
 

http:could.be
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Part III
 

ISSUES IN MANPOWER PLANNING 
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Chapter IV 

EDUCATION 

EducationalPlanning, 

Time Perspective inEducational Planning
 

A principle characteristic of the educational process is the time
 

lag necessary to produce professionals, In manpower planning it is not
 

only important to recognize the long period required to train profes­

sional personnel, but the even longer gestation period needed to develop 

an educational institution. In educational planning, therefore, the
 

lead time for production of professionals requires making supply and
 

demand projections over at least a fifteen-year period.
 

One reason why ancillary training is appropriately emphasized in
 

health manpower planning for developing countries is that the lead time 

is significantly shorter than for professional education. Each phase
 

of the process can be reduced significantly. The training program itself
 

is one-to-two years, based on a limited general education. The time
 

needed to develop the educational institution is also considerably
 

shortened, in large part due to lower educational requirements for faculty. 

Quanttative- qlitative Dilenna" ^. 

Throughout the process of educational plannings, an appropriate' 

balance between quantity andcquality-must be. maintained. '1It is all" 

too 'easy to polarize thinking-in. favor of one alternative, or, the' other 

even thouth they -arew usually.reciprocally- Interrelated'. 91 - Y.1 -1, r 
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Quantitative Aspects, A major requirement of educational planning 

for manpower development is that some degree of flexibility be built 

into the system to permit the shifting of output to meet altered demand. 

Production of trained people, howver,cannotibe as readily adjusted as 

changing the rate of production on an automobile assembly line. Industry 

can adjust to market .demandsmerely by delaying production or modioing 

input. When people are involved, quantitative output is far less subject." 

to control.
 

For example, it is extremely difficult to turn off the tap of 

manpower flow in a specific professional or occupational category. An 

occupational group seems to have an intrinsic life of its own maintained. 

largely by the compulsive loyalty of members of that group to their bwn 

occupational future, They will fight vigorously to ensure that the 

production of more of their kind is not reduced. A biological drive seems 
• ,. * . 

to be operating similar to the struggle for survival of any species.
 

Biological reproductive mechanisms develop evolutionary adjustments to
 

cope with attrition rates of population numbers. A similar principle
 

seems to operate with occupational groups. lanning for manpower
 

development has many of the same problems now being encountered in
 
*4 o,, . ­

national programs for family planning.
 

On the other hand, the major characteristic ofthe. manpowerqmarket 

hastnj general been onet of, scarcity.-, 'Sotar# there, has ,,seldom-been an 

evident, population ,problem .of:health pesonnel. The, mainaconcern- is. 

deciding; which categoriesof health, personnel need to be.increased most 

urgently. Public :policy,.then,,promotes.: the opening or expanaton,.of, edu­

cational institutions and the creation of incentives to attract new
 

http:expanaton,.of


candidates to the priority occupations.
 

There have been instandes in which particular categories of health
 

personnel found themselves superceded by the development of higher profes­

sional categories. Classic examples are some types of medical assistants,
 

such as the licentiates in India and Behdare in Iran, which were developed
 

for rural health services. The sequence in Iran is particularly instruc­

tive. The Teheran medical school was established on the French pattern
 

of medical education to produce doctors for the urban elite. In the
 

1940's Behdar schools were opened to train a new category of medical
 

practitioner for rural populations. Behdar schools were opened in eight
 

provincial capitals. Training lasted four years, in contrast to six
 

years for physicians. As Behdars completed their six years of compulsory
 

government rural health service, they gravitated to the cities to prac­

tice. An immediate professional conflict with established medical
 

practitioners arose. The dilemma was particularly acute for the faculty
 

of Behdar schools, who found themselves with divided loyalties. Turning
 

off the tap became an obvious necessity. In this situation the best
 

solution seems to be to upgrade the category. It is almost impossible
 

to actually eliminate an occupational category or to downgrade it to a
 

lower level. The group will, however, usually accept the alternative
 

of being upgraded to the next higher level. In Iran, therefore, the
 

Behdar schools were converted into medical schools, and Behdars themselves
 

were offered the opportunity to take abbreviated courses to obtain full
 

medical qualification.
 

The licentiate system in India went through a similar sequence
 

spread over a much longer period of time and with a more complex causation.
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A major and little recognized consideration -is that during the,.-V;oXLPed 

,period of British rule in India:,-thea licOntiate degree. acquired -acon­

a4iderable- stigma of colonial, domination,, Licentiate- physipians were.,. 

originally, trained to be assistants to.British civil surgeons. Their 

humbers were gradually expanded toserve as rural medical practitioners, 

-which in itself carried a second grade connotation. When India became 

independent there were far more licentiate physicians in practice than 

fully rqualified MBBS graduates and many of the licentiates were widely 

recognized to be excellent doctors. The difference in their training 

,was four years as compared with six years of,professional education, 

with the licentiate training being in general more practical. With
 

independence, action was promptly .taken to abolish the whole licentiate
 

system. Licentiate doctors were given the option of taking a two-year
 

shortened MBBS course. A similar sequence occurred in Nigeria with
 

-abrupt termination of the excellent training of the Yaba School after
 

the new medical school: at Ibadan was started.
 

India is now facing a difficult decision of whether to continue
 

training.health visitors for the rural hbalth center program or to 

.,shiftto more qualified public health nurses supported by a new category 

of auxilliary nurse midwives. Nursing consultants have established 

official policy favoring the -latteralternative. It has, however, been 

difficult to actually stop production of health visitors because they 

have been widely recognized to fill important functions not yet being 

covered by the other two new categories, 

..The experience ,in,the,United States following the Flexner Report 

is also,instructivee. Up to 1913 there had been uncontrolled .and
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excessive prduction, of 46ctots. xMost werepoorly educated. -roprietory 

,medicallshoolkb-hperated for-profit; hadla particularly!,damaging: effect 

on' ,th -reputation 6ft'the,'medical profession- , iAsia' result, of 'the. Flexner 

-!Rion tthe' nimber7 ofbnfedical school, In, the,.United -States:.was, iabruptly 

reduced, ; The i-expandingdemand fo*tdcctors.'continued to be met jby-,the 

pie-Flixner doctors, especially ,nithe rural areaSe, and,, n.small .towns. 

Medical education was able, td concentrate on expansion..'7As ,brought out 

so well'by Greer Williamsia theinet result was that.'over, theinext.(genera­

tion, as.-therpre-Flexner , doctorsdied.. a doctot'shortage,,gradually became 

evident, Though it sounds-hetetic'al-ithe Flexner- doctrines are now 

out of date because they compulsively pressed medical education in the
 

United States toward-higher and higher quality, while the mass needs of 

the people were increasingly ignored. Since World War II,.much of-the
 

now serious lackhas;been compensated for by foreign medical graduates 

Many of these doctors atre: academicallyimigrating!'to the United States. 


,
as poorly 'equipped.,as ,the pre-Flexner doctors. It,.is now evident, that 

the. penduljm swing to quality at' the expense of quantity of 'the Flexner 

revolution was-too 'great.' The hole.'process now stands,;as an example 

of poor plaining. The profession over-reacted ,to overproduction and
 

the resultantunderproduction was permitted to .continue too long.
 

Quality andthe; Definition -ofEducational ObleCtives. Fundamental 

to qualitative'improvement is a clear understanding of the functions for 

which graduates 'are being prepared. This .definition of objectives is
 

'far more'Important in professional',education or occupational training
 

than 1in -general,'education. 

aWilliams, Greer. "Quality versus Quantity in American Medical
 

Education". Sciene. l53--'(3739),: 10956-961, (Aug. ,26n ,1966),;.- 1, 
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.:OccupationalobJeevesmu3stl be ,clearly stated un1teTMnofawO.4 

ta:be; !performed, : the leve3, ofLprofIiency ..tb be. acqtired 'oad.. the:,degree
 

A:he trpe ,,offwork to.,be: pqrformod:,maY
S:og:8 ecializationto!,belpemitted7 , 

be roughly categotiked 'first :ofs allin. terms tof:dsgree. of£:rerpons$bility 

-,facedandticomplexity -of -taskbi.:rInthev::health profession:WOoneisalways
 

withcthe life-anddeathtreponsibility fborpeopleo , The range ,of. tasks
 

needsto-:: be:,categotizedi ,extending-from-, those that;-are- purely,,routine
 

..and .relatively,reflexive, where the need- is for: minimum understandting. 

and maximum ,skill. on through situations in which. a high-j level.o, per­

ception; and.wisdom is required for decision-making by those ultimately
 

responsible.
 

Animportant!distinction in levels of educational preparation can
 

be expressed by recognizing the difference.between education and training. 

In:education,.primary emphasis is on developing the breadth.of knowledge 

and understanding which will provide a, basis-, for independent-jdecision­

making;..The educated' professional, develops? judgment vattitudes -and values 

- which lead people to' trusthim with,.their,-lives. and well-being' By. con­

trast, :training: refers, to fthe, development of fairly routine skills .hich' 

can be, 'arried out! with a,.minimum.,of .eecision-making and. -Judgment., .Certain 

acts and procedures,,can tbe built ,into: -the-reflexive, behavior, of trained 

:iIndividzals' so thiat,,y.t.eY!can perfo.m. .-. a.high ..degree of proficiencY. 

-They,do.not decide which measures.'should be applied .n particular :situa­

tions. ahey.prepared onlyare to follow decisions made, byothers .and­

to. insure that the .sequence, of steps:ofC the, :app;ropriate -measure!is 'com­

pletely carried out. It is a commonly observed .phenomenonuthat. a person 

who iswell trained can often perform a detailed and'complex neuver 

better thani,a;person obrdlly.:educated. , 
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i.Mart t4upgrocess o£ ducationalplanning should.4include.,lassi­

fication,,Of specic ,qnctions,along this edu ation-training.,spectrum.
 

,Decisions aboutthe,manpower level, appropriate :for each function should 

,then[bec.mad ozing gto,.the basic principle of having each,category., 
ofrpersonnel:reponsibe., oqltasksny::£oxthose hich cannot be done, by, 

-less:,prepared-individualo.,.. .Theq. educated.professional,. should work.out­

routines.tormeetparticula. functional requirements and ancillary per­

sonnel -should bef preparedl to carry out these routines systematically. 

A related,problem,in the- efinitton of functional objectives is 

to determine the: degree of specialization required., Again a spectrum. 

.
must be visualized ranging! from specialist to generalist,tasks. The 

spectrum applies,.equally-,toprofessionalsand auxilliaries.., The specific
 

problems are,,) however,, different, 

SIn developing countries,the specialist/generalist diema, in 

medical education is illustrated by a fundamental semantici disagreement 

over., the, use o# qthe 1'basic :doctor". This word,was. originally usedterm 

in theU iteA4 States to crystallize the.major objective of undergraduate 

medical, education. Itwas, intended to indicate that the purpose, was, to 

produce!-a i.$.dcal graduate ho had acquted,the core foundationof,disci­

plines, understandin.and skills required by any doctor prior tq 

specialization orr the attainment of a general clinical- competence. 

He was, merely,supposed to acquire .the,basic preparation and then learn 

how to apply.the' knowledgein the internship,, residency programs and 

specialized training. hen medial educators in developing.countries, 

use -the.term b asio/.,doctoqr, 1it is obvious that, the, meaning is .entirely., 

differentr.P -Thei,4tntrpxetatiop,l,-,that.-the, basic, doctor s#hould be,:1 
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a 
'~ ad -~~ry--qualIfe-dcot Moi,&t" xpdtad t64e~~rf~b 

-8 k 	oimndaeygeneralis *V£ " uffiiit -bac' oudi in -apple 


so~oflsiil1 C Thia-' :pectaitiloldi Of"' thotigi-tlie relatively 

in most , devrb l i ntisdbe 'bnot! ' thepin bdnf 	 provide
tKeoreticai" education 

.
tht ,the:purpose of
 necessary 	experience. The 


cointties 'is- to: produce -goneralist, doc­
medical ,education' iii,developing L 

obJective hasishifted to,
toriqihile in more iffluent' Scieties 'the 


pro6dci'g-mostly specialists,-'. If;1the3generalist decides to specialize.
 

he iil haveto go' back &nd pick up the, specific areas' of' basic science 

necessary 	to his specialty. On' thb'thel}hand.' the'.basic ddctor of the 

affluent"societsie s'spposed' to have sufificient prepaationi i n the
 

e
lto"mve i n -direction. The assumptionbasic sciences to',enable lif 

is, however, that he will learn the applied'arts ofmedicine only in
 

the 'latterthe Area of,his pecialization.' The' : tenrmoften used-'or 

p'Concept is' that of a "blast cell" graduate. 
Atf the ncillary lel,- als' 'the spcialibt/generaliat dileuma.. 

* is acute.' A? basici is. whether 'th hbealth services- are lto' be' 

.structured iround &a ceidrical di6ease",pproaqh or a onipreltensive 

. 'care approach. For' categoricai' disease 'programs such":as malatia eradi­

lerosy'and 'tuberculosfs 'btrol' d nutritional campaigns , 

large"' 	 ers- bf1'individuals -are needed"who aki. trained only 'to carry 

ific group'of tasks., They 'are ighly specializedin certaindi~a s 

skills but1 their range of. activitieb i1'limited. Built: into this' system 

iw th i . ass tion ,that 'as pecific disases: come under control, personnel 

additionail 	fields .of 1activity., -.In: practiceja"n'be"rtrai4td'; to coivert 

svntllcVs 	 dnly a, smsIllgroup 1Ofthe '"ange 	 of 'most,4 such' pro 

diseases.
 



- 117 -

The alternativeis, to. traina; low-level,sgeneralist. to work as 

.the,primary. contact with the general, public in, comprehensive, carea ser­

vice,,, The generalst auuilliary serves as the initial screen for a.l 

routine-.curativel and preventive health services. His training is also
 

limited to.-standardized skils, although they cover,a considerably wider 

range of: alternatives than those ;provided,,to,the low-level specialist.
 

It is generallyagreed that such a systemwill work only if the general 

health-wokeris thoroughly trained to identify those conditions which 

he should -not attempt to.handle. ,Routines must be established so that 

any case whichdoesj not' fall into easily recognized categories can be 

referred to more adequately staffed health services. For instance, if 

the temperature is above a certain level or if the condition has not 

improved in a specified number of days, the referral must be made auto-. 

matically., 

,In, both systems major reliance is placed on regular and consistent 

supervision,by more.highly educated professionalsa In fact1, any system 

using ;auxilliaries,works only as well as the supervision provided.. 

There.ris,, however, the special case of the remote and isolated 

rural, area where the normal pattern of supervision cannot be established 

and communication is difficult., Even in such a situation, there have 

been many instances in ,which low-level,generalists ,have functioned well.
 

Perhaps as a result of :the additional responsibility placed upon them, 

many of ,these individuals.have :bee particularly effective. There are, 

however, built-iLnhazards ;due to the inability of many auxillieries to 

adapt. It is especially important to work out new technological inno­

vations, such as two-way radio sets, to develop and maintain a regular 
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pattern of connun6ation wh elh°rfsinl...
 

..

In"edu ational planig a genral' principle that has'beeif"repeatedlyn hi 

' denstrated tb be of fundamental importahn'e'is that the hiumber of ciate­
gries of 'personnel should be kept to a. imim, It is' all- tooleasY to 

n s'ltiplym auxilliaky categories to 'fulfill' ipecific.fdiottO : This 

' 
oftenties produces health se'Vic"s,which 'have wasteful' duplicatiofl of 

effori., it is ,-probably better psychologically; to strain the clapacity
 
can readily; do, than to
of health- orkers to cope with more than they 

limit activities to the point sh7ere there is not enough to do. 

Once the number of professional'-b'ategoribs,has been decided' there
 

should be clear definition of responsibility between them. Many of the
 

problems of ,friction and pobr working relationships betoeen 'health per­

'
 sonnel arise from the lack of such clear definition of their'roles."
 

Some side benefits resulting from a clear definition of educational
 

obJectives have to do with student selection and curriculum development.
 

In the first case there is.ahighly desirable self-selection of students
 

based on the natural tendency to pick.the occupational level and type of
 

work whlich suits them best. It is,-however, extremely.important to have
 

*caoionlh' guidance and informaeiod' about Jobs available to 'the' appro­

priate educational pool where the selection of iareers i's being"made. 

Curtic'ulm 'development obviously 'follows naturally from a clear 

,defjidtion of objectives. Once it'is definitely known-what the graduate 
is ippsed to 'do,'the 'process of buildidt the ne'essary steps of prepa­

ratioinnto-the student's experience b~comes.mahageable.,
 

http:ipecific.fd
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'"mp'f- ithe.Utilization :of Educational Institutions
 

The facultyi is'theimost)important
-'Ma-izk the';*Best'.Use6 of Facultyo 

elemete'ti :"the: :educational, enterprise and particular 'attention 'should be 

"given to maximizing .'the productivity,of,each member, i Facilities, budget, 

schedules and other arrangements !shouldbe -attuned 'to the fundamental 

Of 'providing an.,optftum opportunity 'for' dseful communicationobjecetiVe 

between faculty and students!'. The faculty should be relieved of non­

so that"they are available to stimulate the learningessential'burdens' 


process of students through ,tirect personal contact.
 

A fundamental 'considerationthat must be solved in keeping with
 

local conditions and needs is the question of the relationships between
 

Professional
the educational' programsfor various health categories. 


education tends to be concentrated in universities and a profitable and
 

close interchange within the academic community usually develops.
 

Middle- and lower-levbl training often is not associated with general
 

educational institUtions' Because the primary emphasis is on the devel­

opment of skills, the locus is usually as close as possible to the
 

working situation. 'The various middle-level courses on technical and
 

patient care'activities 'inhospitals are typically developed in hospital
 

schools. 'The training of sanitary inspectors and other public health
 

included in-'the working program. Both
field workers 'alsotends. to';b 

middle- and lowr-level technical training programs are usually directly 

under the Ministry of Health .for the obvious reason that 'this maximizes 

the pract'cality of the training.
 

"A.*generalization that seems appropriate at-this time is that
 

'preparatoryI
students shouldget tas much ,df"their general science and 
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education In the edtiatiouA~to as i::poe9ible.. A inAJPr Advan­

-tang rs,that thism permits' delayed decision about, career; choices. The 

then 'can concentrate more jeffectively on thattechnical training schools 

part of-the total educational.experience..-which ,relates to required,-working
 

skills. The system whereby technical-training institutions provide a
 

is inthe long run.-prolably lessprolonged period of,basic education 

effective than a division of responsibilitv.-, Conversely ,.if a general 

educational institution is going to assume,-full,responsibility for 

training, there is danger that the practical,experience will be too
 

short,and of:dubious relevance.: This generalization also applies to
 

professional -and auxilliary courses.
 

A related concern which must be solved in keeping with local
 

conditions .and the total faculty work load is that of full- or part-time
 

status. With all of the pressures-in society for increasing specializa­

tion of function, it is not surprising that :teaching is increasingly 

recognized as deserving full-time specialization. The educational
 

system, as the major producer of health manpower, is itself in the
 

position of exerting a strong demand for the-most highly qualified.
 

manpower. The basic concept is that the faculty serves as-a sort of
 

template to facilitate the replication-,of health manpower., However
 

imperfect-the.process, it-.:carries-the obvious conclusion that teaching
 

,faculties should represent thebeat professional models. Sincelindivi­

duals such as these are-rare, it is logical.to ,maximizeo their educational 

impnct by making them full-time teachers.. Particularly at the profes­

sional levels of educationlit is also -generally acceptedthat,,these
 

individuals shouldbe leaders -in research. i-As aresultjthey,often lose 

contact vtth day-to-day practice.
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The service role of teachers is often considered secondary to
 

their teaching and research responsibilities. In developing countries, 

however, where the medical school may be the major source of medical 

care for the elite, it is not uncommon for faculty clinicians to spend 

most of their time in service functions. This also relates naturally
 

to the general concept that the basic doctor produced in such educa­

tional systems should be prepared for immediate practice upon graduation
 

There is considerable justification for the faculty to spend much of 

their non-teaching time in clinical practice and their research should
 

be oriented to the practical needs of their own society.
 

Such logic may soon lead to-a dangerous conclusion. If it is
 

better for clinical teachers to concentrate on clinical practice so as
 

to present an appropriate role model to students, then it is thought
 

that they might as well be on part-time salary. This represents a
 

tremendous financial saving for medical colleges in developing countries.
 

The most highly qualified clinicians can be employed without having to
 

compete econcmically for their services since just being a professor
 

ensures maximum private practice income.
 

Several dangers are inherent in such a system for developing coun­

tries. One is that a lucrative private practice actually subtracts 

from teaching time with students. The fact that these teachers are not 

in the medical school or in association with students during the time 

they are earning their money means there is little direct benefit. This 

problem can be somewhat remedied through the system of geographic full­

time in which the private practice is conducted within the teaching 

hospital so that both the professor and his patients are part of the 

educational system.
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, erhaps the greatest haard of thet part-time teacher-pCIVate 

is that Students' tend to, geto'a distorted
,ipractitioner arrangement 

.,The. most, respected role models become 
sense 'of professional values. 

black limousines
 
the most affluent clinical professors with their .long 


and luxury living standards. In many developing countries the potential
 

tendency to compromise ethical principles
economic rewards lead to a 


Even for professors, inflation of fees is
 relating to patient care. 


usually less apparent than the provision of unnecessary, 
and often
 

Teachers as professional role models should trans­dangerous, therapy. 


mit the values most needed in the developing country such 
as a willing­

ness to serve in rural areas, a comunity orientation and 
social
 

responsibility.
 

An appropriate balance can often be'achieved by having a 
core of
 

are paidare truly the professional leaders and
full-time faculty 'who 

The faculty can then be supplemented by a much larger
appropriately. 

number of part-time clinical teachers who are available for the 
total 

teaching load without being an excessive financial drain on the school. 

Because health manpower planning ,deals with various levels of 

education, an important generalization is that the faculty level should 

In many developing countriesbe appropriate for the training level. 

-part-time medical practitioners tend tomonopolize most teaching positions 

This is notin schools for middle-,and lower-level health workers. 


de .. .obecause' inherent in most education is-the tendency for the 

tQa.-.or to try to replicatezini the student small Amages of himself. It 

is wno appropriate to'usepractitioners of the 'same occupational group 

being t.ained, .suitably prepared'for theivfaculty role, to provide much 

http:tQa.-.or
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of the tbasic ;trainingi;,Doctors, caa ,,then:bet,used-forisow general .teachilns, 

especially as it;rrelates'to preparing the students for ceventua, tem:I 

relationships in health work., 

In spite of the general--statement just madeo thereis.th,-contrary
 

generalization that joint use of faculty should be made wherever possible.
 

This applies particularly to.,the teaching,of basic sciences aAd general
 

w roups. As already indicated,
subjects required by several occupational 

much of this may be included in the general educational system. If 

general educational activities are included in training schools, then 

efficiency should be ,increased by joint use of the limited number of
 

teachers available for this type of teaching. In fact, some of the
 

most constructive, recent efforts in educational research have been to 

develop methods of increasing teaching efficiency through programed
 

instruction and the use of audio-visual and other technological advances.
 

The most important part of a training program is obviously the
 

practical or field work. It is important that this activity be developed
 

in close cooperation with actual field staff. Here part-time teachers 

with joint appointments in service agencies are almost essential. 

Students learn much more than the obvious technical skills from seeing 

respected members of the occupational group which they hope to join 

actually working in daily routines. An added benefit from this sort of
 

interaction with the field situation is that the full-time faculty, by
 

being exposed,to theproblems of consumer agencies, become more practical 

In their orientation. 

1 aM&na the Best, Use -of Facilities., A question to be decided at 

an early stage in educational planning is,the optismxsize pf the educa­

on this basic
tional facility. There are few clear-cut research findings 
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t0ntioxVI-A gradi aly.accumlatin8g store cof -,jmpression:iand .information
 

represents the ,best evidence ndw avilableoi.,-,Medical schools have tended
 

to maintain small classes to ensure high quality education with maximum
 

-ItseemsclearXnow;that 

:tean behandled without eductional0losu. ,. , 

,.1 The danger. -of shifting to a:more didactic form of teaching must 

'atudent~teahew. 1ontact. classes of 150 to 200 

A 

!'besuded-against if.class .sizeis increased.,, Certainly some countries 

have had medical: schools 'ith classes -ranging from 1,000 to 5,000 which 

were caricatures bf; didactic and theoretical teaching, with little 

relevancetopractical'learning.. Thepractical sessions to learn skills 

nustbelconducted in small.igroups in close personal relationships with 

teachers; and the working situation.:
 

Ingeneral 'the various auxilliary ,training schools shouldhave 

smaller classes because of the greater stress on practical experience 

and learning skills.° Since the training is much'shorter than professional 

:education, it is still possible to turn out large numbers to meet urgent
 

manpower needs. Muchmore needs to be done to find out how big a.class
 

can be before teaching effectiveness is seriously impaired. Again, it
 

seems probable that,classes of 100 to 200 students can be accoiodated
..


fori theoretical learning'if field and: clinical facilities are adequate
 

--to provide' individual-practice opportunities.
 

To save facilities,,it is.often desirable to use laboratories and
 

--libraries jointly' Field, activities. similarly can be based on combined 

community teaching facilities. 

:,A constant!danger is the,tendency to expect to much of limited 

,facilities, especiallyiwhen the mas needs of; technical ;and,auxilliary 

-
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training interfere with professional education.v In, some. medical,,,schools 

In Indiai for, instapce,..departents of preventive and social, medicine. 

are, also required',to..handle qlasses for training 200 sanitaryinspectors 

at a time, which seriously interferes with their basic responsibility 

to medical students. The join.t use of facilities* therefore- must be 

Balanced so that apparent efficiency does not, interfere with quality of 

education.
 

9ducation for Community Service 

Throughout this monograph the theme is stressed that education of 

iealth workers in developing countries must be focused on health problems 

and activities relevant 'to local needs. Educational patterns cannot be 

transferred directly from systems of education in other countries. This 

general statement is easy to say but hard to implement; It is now evident 

that the most important single component of local adaptation is to develop 

n understanding of the local community and the best ways of serving it 

as a whole. 

Instead of the tripod, teaching, research and clinical service,
 

nedical education now has the fourth leg of service., A major obligation
 

)fthe medical school is to develop a community orientation in all physi-


Aane. Inmany developing countries a doctor's main responsibility is
 

to lead the health team in a rural health center serving 10,000 to
 

OO00 people. He must learn that his patient is not only the "whole 

Merson" as now taught by modern medical schools, but also the whole 

:onnunity. This requires him to develop a new orientation toward 

,riorities. He has to make difficult choices about how to allocate 

:he limited health resources available with the good of the group being 
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The most diffi­th'tl~entiaob'Jectve rathex' than ,.,: single:ndividual-

cult hoices' are in'theeallocation of his: own time',: As a. comnity ' 

;'-octo:r,' he must -lern to use, the varied- social and political- forces that 

aeik avaiable: to. any."community leader. 

'Ifthe medical school acceptsthe responsibility of training cor­

muiy,dbctors,'it must itself be -community oriented. This Is done best 

by taking responsibility for the total health care of a geographical
 

region.
 

can only be done when comunity facilities areComnunity teaching 

developed in the same way as are teaching laboratories and clinical
 

wards. Organization of such community facilities isnot only expensive
 

and difficult, but also the whole idea is still so new that appropriate
 

,techniques have yet to be designed. The most frequent pattern at present
 

is to use teaching health centers inrural and urban areas. A primary
 

objective is to get students into homes where they can learn about the
 

ecological interactions with health factors. Much use ismade of house­

hold surveys, followup visits of clinical patients to the homes, and
 

If the health center area is small, a comnonepidemiological studies. 

experience is that families are soon subject to excessive attentions and
 

become resistent to home visits. To be polite some villagers develop a
 

stereotyped set of responses which become almost meaningless. Because
 

of such problems the present tendency is to organize health training
 

areas covering a far larger range of activities and types of facilities
 

than the original teaching health centers. There are in fact a number 

which medical schools are asaumingof experiments around the world in 
" • '" o''II'. " ? .. 

Fe ponsibility for all of the health facilities inwhole districts or
 

nrovinces.
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During the' field treaining health persbnnel,,;can learn to work 

together as a team. . ,This;sort ofemphimistoni team teachingihas been 

particularly emphasized, at the Gondar School in Ethiopia., '.The:health 

officers, the comunity nurses ,and,the sanitarians are taught together 

throughout their educational,experience, but especially-during their 

community work. 1Other less ambitious demonstrations also show that
 

within the supervised framework of a community teaching health-center,
 

each category,of health personnel can learn to respect and cooperate
 

with the others.
 

A major benefit of regionalization of health services,is that
 

it provides opportunity for continuing education.a The basic concept
 

is that not only can all health training institutions use the facilities
 

of the regions for their demonstration, teaching and research, but more
 

importantly, the whole regional system should provide continuing educa­

tion for all personnel employed. There should be a constant two-way
 

flow of health personnel and patients at-all levels in the regionalized
 

framework. Centrifugally, there should be a regularly ,scheduled sequence
 

of visits of curative and preventive specialists who rotate among the
 

various units. Health workers in peripheral units should collect their
 

problems'(whether patients or community situations) to discuss with the
 

consultant when he comes. Each problem can be handled as an educational
 

device., The educational benefit is not limited to the field personnel,
 

since consultants also learn a great deal even though they may,protest
 

that they are wasting their time in travel -and seeing relatively few".
 

patients. They may also protest that they are being forced to dilute
 

aseipp, Conrad, (ed.). Health Care for the Community: Selected 

Papers of Dr. John B. Grant. Baltimore: The Johns Hopkins Press, 1963, 
pp. 93-140. 



thei professionhl stamdards s$ndta quL ortechnical 

resoure are: in6t ,ava'lable t thnfield situation. 1They :eveal:. a1 on 

sit ktnd6hcy, to it--,bn takin patients back) to, the:hospital,..forc' V 

adeqtate' study,. They can' t; understand, patients ,eluctance .to, ,eave;.' 

their village envitobnent. The, necesiiy.of-.coping with difficult,.vit­

however ,-be­lag' patients under limited' ,and. restricted; conditions) can, 

a'very ,profitable, exercise, for.(Ithe hdspital,.,spedialist..,~ . <1 

SA: steady, centripetal flow of, fieldworker8s10r shor, ourSesi and 

inservice training programs is equally important. Their participation 

helps :to 'keep~the teaching practical',and Innovative approaches fom the 

he promptly diffused throughout the health'services.educational center can 

An additional educational-instrument ,that is usually "ignqred is: 

the use, of :the record systbm 'for, continuing, education., Referral of. cases 

and problems from the field ishould:have 'aregular 'system of ,recording 

findings so that the educational 'institution will have relevant informa-

Ition about the environmental and ecological conditions, in which the'ohealth 

problem started. , Conversely, ethe' records,.going back ,to; the peripheral: 

units 'from the referral center should carry, sufficient informati'onto: 

,roiide' effective learning for isolated health,.workerws, .. ! ' JI I::4. 

i'i Similar 'continuing the responsibility of. the-doctor& education is, 

5;atthe,Tperipheral health center in his relationship, with',his own,Jsub-unit 

staff. Ihere should again be a regular: system "of,visiting and two-way., 

flow 'of, communication ,. so ithat the educational impact filters-;out, through 

all, auxilliary workers .to,,,the~gnrlpbi.' X~'k )i:j~ 



I'D 14*1w 1k: r~~uducatiogal.-Methodsig; : tiI vei, tv~ 

G( . ,, :,Improvingithe-quantity ,and,'qualityTof +,ducatonlequires more-.,than 

merely, increasingthenumber ofinstructors,.#,Substantial imnprovement can 

,*beachieved by Improving, the. instructional-, methods. :In many cases stu­

dent €anlearn:as well w thout as .with ,aninstructor. With the-use of 

moden;Mtechniques it.,is ,possibleito teach more students -with less manpower. 

.Ther.keyA:is improved, methods. , 

- . :,'It hasl been said: that -the.fiirst thing,,a ,teacher, should know, about 

teaching.i:s;:toknowv hen--,not .,to.teach. Teaching in this sense applies 

uprimkaily to4the,:mere 'transfer:ofinformation.;, The statement recognizes 

Sthat,.-;learning should be,an,activeAprocess ,,and the emphasis -should be on 

learning,'rather:than, on teaching. ,This approach has not yet gained favor 

teaching is the :accepted-in many,:sections .of ':the world -where, didactic 


.practice, "even ;at -the .higher,levels of education. .,Emphasis on learning
 

should'begin at ,an early age, and is even more important,in professional
 

education.-, 

If the objectives 'of education are primarily.toprovide information
 

which-,thea.student.is:.expec~ed to recall .at the -time of, examination; then
 

the :traditional ,methods -ofeducation may be,satisfactory, If the .objec­

.1
ethen,.
tives.,include -teaching,-thecdtudent ,.to define and solve problems 

thereimust :be,opportunities for greater +involvement and.active parti +. 

cipation by the student. , +*- .' ,+.r, 1Lv-; 

! :present.shortage.of-teachers.throughout the world:need not be
 ,,:.-Ihe 

;,anuimpediment ,to:.such ,changes. .Resistance jtolqhange is a .neater problem 

than-ithe shortage of, teachers. -At-present the most, cnnon methods of'( 

.instruction are -:lectures',demonstrations and,reading.,,,"Inspirat!qp" 



is provided by the pressure oI.exntionsij Even if the quantity of 

Mitbachers weekw'substahntimally, inctehsed ,in manyi.counttlies: there would be 

':little" change ftotithebe' teachiag' methods. In'the !United Statesi, with 

mahy -teachers-, most still 'see their role as :that; of providing information 

4 rather thail providing anenvirorment which will stimulate learning. 

,Thwidespread availability of: books has ra'ovedthe original
 

reason for many lectures. However, in many of :the developing countries 

there is not only a shortage of teachers but also a shortage of books. 

Boolks are,obviously more easily and cheaply provided than teachers. 

The expository lecture will probably continue to play an important
 

role in education in manycountries for some,time to come. -However, much
 

can'be done to improve the quality of .lectures, so as to provide some
 

opportunity for active participation on tP part of the student. If the
 

object of'the lecture is 'to transmit information, the size of the class
 

is not critical peovided that the speaker caii be heard. Educational
 

television often uses the lecture method to reach large audiences and,
 

'incidentally, preserves.some of the defects of that method. 
It is pos-


Asble that tin "the future television can be used for two-way communication.
 

Present advantages of television include its ability to enlarge the
 

audience of a lecture far beyond the immediate confines of'time and
 

spaces Unfortunately, countries which cannot afford teachers cannot
 

afford television.
 

Thei'discussion method has many variations. If used correctly, it 

is 8an "mprovement overt'the lecture 'since -there are greater' opportunities 

for active participation on the 'part:of the'student. The transferof 

'information tends "to be somewhat Adles. than in a lecture but, learning, in 
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the1'senie 6f expl6otion,imay~beimdch'greaer, -The-danger .is -that the. 

discuision methodiiay degenerate into Ta.ledtrette.' It requires exper­

,iend and! preparation ,onufthe part Of,",the -teacher'to' be.4isucessful., ith 

this .method, :the ,sizde':of the class Is critical... This -rs;.;oneedaterrent , to 

a more frequentuse',.of:.-:this".method'in some countries. 'However, even, 

where theJelasses are .small--:theee lisnot. enough use of -the discussion: 

method. :'Some' of -the reasons for this are cultural. In 'a society where 

instructors are authoritarian and:their Views,are never questioned or 

challenged, the climate is not'favorable for active discussion. 

The'discussion method is not the most economical or rapid means' 

of transferring information, but it'permits the student to participate 

in the analysis and interpretation of data. The learner may develop a 

new synthesis of ideas if the environment is one which encourages crea­

tivity. The great value of this approach is that learning Is more likely 

to be continued beyond the confines of the learning institution. One
' 

cannot so-easily confine the'spirit of inquiry, and this is'important, 

for one main function of a'school should'be to enable a person to learn 

without a schools 

Demonstrations, either in tho'laboratory or in the classroomi play 

an-important role in teaching.' They add a great dealof clarity,'to many 

learning situations, especially if 'the:demonstrations are: such ithat they 

can be seen"clearly:by all the,students concerned. Many people'learn 

best by iseeing, ands'education should' exploit the use, ofal-l senses to, 

providing' lerning experiances'i' Demonstrations,. however, rare a. poor 

substitute fort'actal practice on the-;part of' the student if' the situa­

tion is-'bnelhich requires the development of motor-skills. The-,'problem 
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with practice isfoften 'a lackof equipmentvand fac£Iiti es.t, JA brt~agqof 

teachers may-'be equ~lly critical ,because praQtice makeSrperfect; 1onlyY f 

Lt.is ,the -Xight kindofi-practices iand this roqu13e;ssuperJsGofl.) It may 

actually,,be: -easier!-to- solve ,these problems of -shortagesithanutostrugs.e 

against a lack,.of .initiative or,;a strongipreJudice ,Against ;practical. 

axpetience , Wherea thereI is a..sharp dichotou, between theoretical learning 

andl',practical experience, :then it is.,often difficult 'to- interest ,teachers 

tnmaking more .use -of practical experience.,. In .countries-where-Ieducation 

Le identified :with'.the . use of the ibrain as opposed to the, useof .the, 

ands,o introducing more practical experience into the curriculum may be 

.onsidered beneath the dignity of the educators.. As, a result students 

go through training and,learn facts but have little or.,no practical, 

Biperience. 

In recent years,, there has been a rapidly developing interest.,in 

the7 use of programmed-instruction. This methodi of instruction aims to 

present material, In easy, steps,, one at..a time. The program requires 

active participation on.the part-of the student, one.of ,the requirements 

3f good learning. There is Immediate feedback to the student since: the 

?pogram checks -his- ersponse andallows him ito, reinforce, his learning, or 

nake; the: necessary; correction. !.Programming, allows the student to. set. 

Ais own. pace in learning, ,-The, supporters; of programed learning feel 

that the-student learnsa-fater:,aud better than under traditional methods. 

Programd ,instruction hasbeen .produced:. for use at various levels.' :For 

examples, programmed. couses range., from tosee: for, the use :of, family plan­

cing workers in-,India to:i those for .mdAcal.stpents., n-1,parasitology.,. 

Erogrammed ipstruction is beingl improved at4 hae , an er.of the ­

http:lack,.of
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EFor example, was ,-said. that programmed 

intructionwould be' appropriate foV-teaching -.facts .but not for !teach ig 

principlesl and 'conce'tfi t This,,depends upon' the program., .Most of, the 

prograumed. corseS have lbetter defined objectives ,thanmost traditional 

teaching. Even the best programs do not completely eliminate the need 

for -eachers,., 'fogramed instruction can-provide a very elfective means 

of increasing both the -qualityand quantity of the: educational output. 

j; The usec6f the community,to provide learning experience in-the 

health field has notibeen adequately explored. ithout-books and without 

laboratory equipment. ,much knowledge may be gained in the open book of 

every.community. In both -rural and urban environments there is the 

potintial for 'fastermiad better learning outside of the school and it 

is unfortLmnate to-see students confined to the classroom and the text­

book ',hile:lignoring the-dynamic and interesting lessons in the world. 

criticims levelled<atirit';earlier. b it-

around them'. Insome medical.schools in the -United,States the.students
 

are urging, the faculty-. to provide them with more community involvement. 

In this respect the.-Students are ahead of the faculty. The teaching 

community, like --the- teaching hospital, should be considered indispensable 

for certain areas- of learning, and the experiences provided in -.the community 

should ,belwell, .planned in -order. to. permit the students, to. obtain maximum 

-

,ll Among, the factorstiwhich' Influence the. selectioni of a teaching 

community, are its--rural-urban status, location, size, topographyi,,socio­

economic groups, range of health problems, and the cooperation of the 

peoplew,- ",Where the' teadhingl institution- servesi as the: medical center of 

a lare"a6ea as! inh'the case-Jof reionalization,. thewhole, area,. servedi by 
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S._the medicaO scenter ady be ,considared -the Jteaching fcoummunity and ,WiU, 

Sprobably 'include both ral,andFurban segmentsg-'a wide. range of ,health. 

problems, .and all -socio-ebonomic .Iasses,. rUnder -these. circumstances 

,diffetent segments of the comnunity -may be used -for different teaching 

purposes, 

On the other.-handi when.the, instituton.has ,asmaller teaching ­

community, then --t may want ,'.td :elect i:arural -one if the students will 

subseqently practice primarily -in-a-rurtal area. ,,It should be close 

enough to the teaching center so ,as to avo-d spending a great portion, 

of the learning time in -. is.far from the center, a-periodtravel. ,If It 

of residence would:bepreferable.: The size-.,of the comunity should be
 

such as to avoid having to study,the sameihousehold to the.-point of
 

boredom and to give every student an opportunity to learn. -In-a: teaching 

hospitalit is considered desirable to have a minimum number of beds per
 

student. In a teaching community it would likewise-be desirable to have 

-a minimum number of households per student-but,this determination would 

depend upon the specific learning .experiences to be provided. If-a 

.student is learning to estimate the death rateby,a.sample survey,. a 

larger number is required thaniff-he is.trying to estimate the birth 

-rate. The student-doctor who is:gaining experience -in-:managementi.of,a 

health center in a country where the doctor patient ratio is 1:30,000
 

should have a practice area -that-is. considerably larger 'than the student­

doctor;,Oho.is studying the relationship of environental sanitationxoto 

halthor. r­

',-!Theo topography of,a,teachingj couunityJ should: be representative of 

vd thei area as- a h6lei.L', 1Learning. should not be,confined: to_ a~-single.:.; 

1'. " ..

http:in-:managementi.of
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*'sbcio-economicdgroup. \,Although a strictly service p;ogram can confine 

itself t the lowest, economic,- group -,the educational,,program should be 

.repesentative of. the, comnunity. The. range of health, problems, should' . 

.reflect the-range tobe-.mt in later practice, The cooperation of the,
 

community and its -political;leaders,may be more difficult,,.,to obtain than 

the cooperationoti'patients in a hospitals but this is in itself an
 

important learning experience.
 

The teaching community can be used for observation, for collection
 

of data, as a: frame.of reference,for problem solving, for learning manage­

ment'.for development of new programs-personal and environmental, for
 

research andi demonstration, and for developing attitudes of service. In
 

the community should tangibly benefit from the association.return 


medical and nursing education is
The.transmission of attitudes in 

humanity rather than financial gain,
vital. Motivation for service 


to theconcern .for.the"rural population and the poor, and dedication 

be.- but usullyconcept, of continuing education are all attitudes that may 

are not, transmitted in the process of education.
 

The great technological explosion in the advanced countries in
 

Tape recorderssubstitute for
recent-years, has extended to education. 


language teachars,.computers and television extend-the effectiveness of
 

the gap between the havethe-teacher. All these devices tend 'to widen 


and have not nations.. Unfortunately, the -widening gap applies tomor.e
 

countries
than education. The..comparison is discouraging, especially 'in 

of Asia and South Americ& which.are ,faced with a rapidly growing ,population. 

.to use the best methods available withinAI,-l, that -can ,be done is 


the-resources tof -the country to maxlmize the-quantit; and quality of the
 

http:tobe-.mt
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edi'cLtional.effort. Thel'.avei not!! counttie8d-;may claim'that many- students 

-,:.vhbwere brought up under an' educational sybtem .geared'prtiarily to 

accumulation of information havet still been outstanding scholars.. These 

are the outstanding students who aurvive any system., The tragedy-of that 

system, however, 'is. that 'so' ay others havelfailed to, measure, up to their 

potential-because the 'systemdid notencourage creativity. 

Student Evaluation
 

U edicational" 'ihtitutions 'where the examination is the chief 

stiiulWs to".learning' 'thbre is-'a tendency to "cram" with' the consequences 

that' ich'-is' forgotten 'shortly afterwards. EducatLon has been defined as 

"what itsremembered after'one has fokkgtten everything he has learned in 

'-school." When the examination becomes more important than the learning 

,itself, thia can hardly be"'called education. 

However.' examinations can be very important .-.. ...... -..-------. 

as a means'of. helping the student and:,teacher to determine the effective­

ness of learning. Evaluation begins long''before examinations with a 

clear statement of objectives, including 'criteria for: determining when 

these objectives have been achieved. It-should include the appropriate 

use of!,masuring devices before making Judgment, of.the -achievement. of 

students. Iti- is relatively easy to46measurde the amount of information
 

and,underetanding; gained,.' Evaluation is often confined -to this,,level.
 

Even at this 'level' the evaluation techniquds may be questioned. For ,'
 

Sexample,' "it has been shown repeatedly that the -essay type,:of examination 

'does not "provide,0on'sistent.:ndheproducable'results even 'hen graded 

Mby' the same i+examiners sHowever )itwisuse,ocontinues, often on -the tgrounds 
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that it is measuring much, more than factual information. Whatever it is 

supposed to measure, its reliability and validity are far less than that 

of the objective ex.mination.: The latter have been criticized on the 

grounds that they measure merely recall or, worse yet, recognition. 

Although this may-be true of some objective tests, many have become much 

more sophisticated and have more recently been programed to measure 

achievement of the higher level cognitive objectives. The fact that 

these tests are more reliable is justification for their use. This is 

not to say that essay examinations are valueless. 

The oral examination continues to be very popular. Like the essay 

type of examination, it is supposed to measure more than information 

recall, but in practice it hardly measures anything, especially when the 

number of candidates for examination is large. It suffers from utany of
 

the same defects as the essay type of examination and the evaluation may
 

be even more subjective. Recent experiments with structured oral examina­

tions offer promise of improved results.
 

Evaluation techniques become very important if an effort is being 

made to ensure that the right persons are being selected for the right 

Jo1l. At present, a high premium is being placed on information, but the 

ability to accumulate knowledge may not be the prime requisite for the 

job. If one can be precise about the requirements and if a reliable 

measuring device is available, selection of appropriate people for each 

category can be improved. 

Some positions in the health field require not only knowledge but
 

also moto;:skil4ls. The midwife must be expert at delivering the baby.
 

The sanitaryinspector should know how~to construct ,alatrine. A techinician
 



- 138 ­

' 
 -oh*abouldb 
'~ tis hands.' Hire one .measures pefrmance -nd no'demerely knowledge. 
"shouldbd5ble -o pprepare a-good'slide. A' k
 

A iten examination on .how to onstdct a latrie issa poodisubstitute
 

for atuilly "constructing one.
 

" Masiring 'achievement of'objectives in the affective area is much 

more difficult than either knowledge 'orskills. Part of the difficulty 

lies in the fact that until recently there was no precise taxonomy of 

objectives in this area. It was known that education should change not 

only how we think and act but also how we feel, and objectives in this 

area were written into programs in terms that were vague and with 

meanings that varied from person to person, The Taxonomy of Educational 

Oblectives in the Affective Domain, by Krathwohl, Bloom and Masia, 

provides a clearly defined set of objectives and thereby, permits a 

more reliable evaluation of achievement in this area. It classifies 

these objectives on the basis of increasing levels of internalization. 

The categories are.receiving, responding, valuing, organizing, and 

characterization by value complex. In the field of medicine the idea 

of..connity service in the 'rural areas often does not reach the receiving 

level, and although some students may be aware of these problems they 

have not developed a willingness to respond, not to mention a coummitment, 

If"education is unable to elicit the appropriat' feeling responsed'on 

'the part of the students,-then to that extent it has failed. Knowledge
 

alone is not enough. Family planning programs in India and Pakistan
 

would accomplish morei,6even without additional manpower, if there were
 

eater cotmitment on ,.'the"partof theworkers"s' One of the greatest prob­

lems of education is h "to produce this change and to evaluate whether 
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or not it has .,actdally foccurred. I 

Licensure often cinvolves some kind of,evaluation .Completion of 

a course of study at+,.an -institution may carry with Ait:eligibility for 

licensure or dompletionfoftthec ourse may only be a,,prerequisite. -

Licensure may help to maintain ,the quality and quantity of the manpower 

pool and offer'the'public some protection. There is usually a definite 

gap between the evaluation tof a license board and,the evaluation that 

is given by an educational institution. -In general, the licensure 

examination seeks to:maintain a certain minimum level and ismuch more 

restrictive in its scope, It is possible that students from'the best 

institutions may not necessarily be prepared to show the highest per­

formance on licensure examinations. In fact, some of the-teaching 

institutions concentrate on enabling their students to pass, the licen­

sure examinations whereas some of the best institutions consider it 

beneath their dignity. Right of licensure is often rigidly guarded by 

the states. They limit to some extent the number of personnel. Restric­

tions may vary according to whether there is a deficit or a surplus-of 

manpower. 

Continuing Education
 

In a restricted;,but common use education applies to what is 

learned during a specific period of time in a given-institution.. -In 

its'broader meaning, education would include anything within-or outside 

the walls of the teaching institution which,€contributes to man'sidevelop­

ment. Education,is;a.continuous process not limited to school.. This­

concept places: continuing education in ita..proper perspectivei ;,..Continuing 
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education programs should not be confined to the ptofessional :health . 

-*orkirsAbet '2extendd Ao 'helth-irkers at, all .evels.l 

..', ,factors :which determine; the content of .,continuing 

the-needs of' the -community, the .development of new.knowledge,educati6n:4ae 

';&ad'th6needs of r'the workerisvthemselves. -The needs of the.community ,are 

COnscantly,:lianging. 'Tor example, in-.the -western:countries .acute communi­

cable diseases,;are 'decreasing:and chronic Idiseases are becoming more
 

important'.-':In.-India.where malaria eradication is-.phasing into surveillance.
 

Insome cases
largenumbers of malaria workers-are no longer necessary. 


these workers have been transferred to the family planning program. They
 

had to acquire new knowledge in order to fit them for their-new work.
 

The usual
The chaigesincomamunity needs are not always so striking. 


situation is A -gradual decline, as in tuberculosis in the United States.
 

Kn6wledge in the health field is growing at ,an exponential rates
 

It is diffieult-.to keep abreast of new developments. Students who gradu­

ated from: medical,school ten years ,ago learned nothing about the.intra­

uterine contraceptive devices.. Now we expect even midwives not only to
 

be familiar with these devices but also to be able to promote their use
 

intelligently. Thus, there Is a gap between the development and the
 

application of knowledge. Unless there is a means of bringing new
 

information to people.in the field, it will take a generation before new
 

kIowledgel can'be,applied.­

... The needs of the: workers themselves will largely determine the 

,to a,program of ;ontinuing education. People are likely to be 

interested only:in those things which are meaningful to them. -If.the­

u'workers have.a: recognized: need for educationi,-;then the,program of, 

'kespobnse 


http:diffieult-.to
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contimuing educatiOnkPquxch; qasier. to. np mInto.4 , 

i there:,are an increasing.! number of resources, available for con-.. 

tinuing, education. Among the. older establshed.methods, are group meetings 

of members of a. paticular professional category, such as meetings of .the 

.:medical- society or the, nursing, association,- Larger group meetings , which 

involve.workers .of different, disciplines,have ;proved to be equally useful 

in,presenting ultidisciplinary advances in.the health,field,, Some groups,
 

like the American.Academy of General Practic.e, require,their,memberas to
 

continue their education in order to continue membership in the Academy.
 

In addition to,association meetings, special lectures, films and other 

audiovisual devices bring new.information. Libraries provide a.valuable
 

source of information,,especially if the .books,are.up-t7o-date and if 

recent journals areavailable in the areas required. Quite recently the 

Medical Literature Analysis and Retrieval System (MEDLARS) of, the, U.S. 

National Library of Medicine has helped to make a great flood of Informa­

tion more available to -,the readero Programed texts are another source 

of education which can be used by individuals to continue their education
 

at their own rate.
 

It is often necessary,to .provideincentives ,for the effort to
 

keep abreastof .3;ecent- developments in.one's field.; Continuing ,education 

may-tserve as loneof the bases, for promotiqn in a.system. .Refreshe. courses 

could be:..,provided .or .financed by..orga#nzation.,for.the benefit of their 

members.._When reads ,and.,promotions.ar .given.entirely,on the ,basis.of 

seniority,9 jthen :the incentive,,for improvement may,beacking.,,,PeSoviet 

system has a wll'!developed system,of rewads-for-continuous education.
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apdtvia 

to a iiber , lv l *ithin th6said aT Y'o from 1oe1 Otegory to 

% ieir. 'HaV7g open-ended areers and allowing: an individuatl to movb 

Opportunities fo' ditomdt y bed eithei? by7 pr omotion 

up-dthelrcareer ladder may"be 'a- , valuable incentive to 'continuing one'qs' 

ieducation. This upward' mobility: may be cri icied as being uneconomical 

.bie iecono, need not be the only criterion.' Some social systems 'tend 

'to encourege, upward mobilityl while others do not. Generally speakins 

thude'nhich' j nt bore motility tend to be'liore',progtessive. ' ­

"i' " n addition to the :ontlnuing' education provided apart from the. 
job' an 'impoti'ant, phase' of continuing education may.'be provided on the 

'job' Were the individual'e6arns while- working. The valtae'2of on-the-job 

tralning as an.edcational device' depends largely upon the, amount- of 

sup i~nesx which is given , Litning done onthe' job is usually pertinent 

andmeaningful. Conideration is now being given by some administrators 

"66'jiorvding "ise for workers to obtain additional training while on the 

job and 'tO consider this in 0issi1'ilitiea for iromotion.' 

Evaluation of the Educational System and Educational Research 

'"Both, the quint4 'andlqualto .'of the 'educational program need 

0 be 'Tevieved peiiodically.' One :might ask what '4re the "specific objec­

tives;and tagetS of' the 'eys6te? Countries should establish targets for 

athe needed 'at'various levels ,"How 'cantheseniber of healthwrkers 

qu-dtitative objecitves be reached? Wha6t"re'the'major bar'riers? tfche 

next -step 'i8to propo6e solutions -to tse. problems . -,Solutions udayi-be 

1usit1bie on :padrbut unvorkable in practice.' Therefores ai.ntmbet'of 

small experiments should be tried to find the optimal solutions. When
 



- 143"- ­

Od.l oRIEdtidatizdna 6bjecti1esat'a? I'noun thereay: bea, '. [
 

Anohet Couatryrellitivesurplus 'of ne particular professbtnal category. 

deficit: of'the siae professional"category. "Alcommonc-problem is-'may'have a 

Therg mnight -blidb.excess+'of heal:th'manpoein'th,':urban
maldiseriution. 

nthe -rural-areas.b' The problem 'for the6.educational"areas bu a rbitagi 

system is devising a program which will enco rage 'graduates to work'In 

•udrai areas,' A6ther"prdbLdm'is -having too few nurses Ito balance the 

numb'i'of :doctors or 'too 'few paramedical personnel to balance theptbfes­

'
 'Whe esources-re s'darce does one build anbther'medical"COllege
 

.the ,
 or three clioolsrfo6.miedical' auxilliaries? 'How does 'oneoperate 


& system :to;attract students into'arbas of'ireatest
:,need?
edicationa


.i
!Usually decisions .n areas, of .greatest-need arel'a matter of national 

,policy and,are nbtrmadeiby ithe educational systami:tself.' ;In,eome-cases 

the ,govedrnent, may.,dedidei'tht':a certain percdntage?:of secondary'graduates 

wrll be- admitted intoi6'ne -category-isuchas "health;, another percentage 

.,'wl'lbe :allocated' to .educato and-anOther percentage to 'govdrnment' 

service. -'In such' a:situation,, oe':hbpes- that, the decision o'allodate 

is rd6ie'on'thei basis of cArefulstudy dat1her"dtudents'to these.i'aeas 

hnon ' a purely a4rbitriay,-basi. ,When the e'exces­

sive in one category, the educational system may play 'tpart:iiiAfindihg 

an opimal ssolutionbyraistng dmi dsion 'into thatthe -4ikbnentd')forz 

, 'particulart categoky "' ':'"' ~ C j ~ - L
 

..,gilRese rch' liOt"of 'education1 isahrespons b .­u,' intOtheea "+ dofL+h 
t b ­

: ..... •.... +systeix : Aeeducational ..... "Oue'of...tlibfirt quetionls+houild b z



clear idefinitiofdOf Oqqationaleducational fob j iVes clerly.jdef im d? !A 

the. content t0 be taught but -also the 
objectives ,otldrinc1udBfot#ofll 
end results expectd.., Anoterquestioni is, the appropriateness ,of the-, 

A third area might deal ,with the sequence
' learning expqrienqes -provided.*,_ 


ask
 
and the learn ng expariences. Finally, ,qne. mighi
j. integration of 

;-whether the evaluation.techniqued are appropriate 
to measure the achieve­

ment of the stated objectives,
 

,The examination of: atudents.has suchian 
important bearing :on the
 

of high, priority inshould be. a matter 
-way students learnthat',this 

attempting to affect change in the educational 
system. Changing the" 

to have as great an affect upon the 1learning experiences does:not seem 


the form of examinations. Unless the
 
educational systemas changing 

.are clearly defined, the evaluation .cannot
be satisfactory.


objectives 


This is going on
 
There isneed for..basic research,in education. 


in..-the developed countries. :Because of limited resources-and the large
 

appropriate,for
 
, gap.,between whatis known ,and what-is applieds 

it is. 

of basic research 
developing countries;to,,take advantage of; the findings 

from otheTrcountries-?andlto place .greater emphasis 
upon ,applied,research. 

newer. techniques in learning. Are these
Much work7has, been ,done in 

are 
techniqueo , appropriate in developingcountries? Whatmodifications 

These- quqstions .should,be, the basis for-applied research in 
.. inqcessary?, 

-
: . * :r , '•"developing, nations. 

InA, countriesW-herqresources are limited,.,it#,might. appear ,to be 

Even under these circumstancesfor research.uneconomical to spend funds 

fundsallotted£oP~rsesrch need>not, b~wastedo, ;Research may .very well 

i ncreasing both the, qualitytancd quantity og
lea4,jio'a 1agq naugsnby~ 
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the manpower output. The question should not be whether funds are to be
 

allocated, but rather, how much. The initial work need not require
 

extensive funds. As long as there are students and teachers, there are
 

opportunities for educational research. It may not be possible for all
 

institutions to engage in research, but there should be at least one
 

school with the freedom to experiment and explore non-traditional
 

approaches. One such institution can have a great impact on the entire
 

country.
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Chapter V
 

"nOROVING MA400oER UTILIZATION 

Because.of -the log,,lag;.period in manpower -..produc4On., any.Aue­

:didta improvemntJ'1nchealth services requires more effective and efficient 

ude of;existing health manpower. Long range manpower planning also 

depends onbiproing'utilization as much as on the numerical.increases
 

usually',given most attention. Study of the conditions under which 

personnel can accomplishimost is therefore a legitimate concern in man­

power research and this leads directly to a primary focus on health­

services rather than looking.only at health personnel. This chapter 

will cover first, a consideration of the general factors which improve 

the productivity of health manpower, secondly, an analysis of the,potential 

for improving.personnel distribution, and finally, an analysis of some of 

the motivational.factors which lead personnel to work harder and betper.. 

General Productivity of Health Manpower
 

Four basic approaches are possible In improving manpower productivity
 

(1) To provide more services per worker in the present system of 

health care.
 

(2) To provide a more appropriate distribution of services with
 

better allocation of resources to the highest priority
 

activities.
 

(3) To provide for a better quality of services.
 

(4) To use the continuing flow of technological development. This
 

approach has in fact been responsible for much of the dramat­

ically improved productivity of health services in recent years.
 

http:Because.of
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Quantitative'Increases in Productivity
 

The simplest method of quantifying productivity is in terms of
 

counting arbitrary service units based on the type of care provided. 

"Poft itimtance, 'ambulatory medical aret:ts usually measured by.recording 

" theiinuiiber osOf-patient -visits to '-physicians. ;National -and -localdifferences 

in this index rovide, clear-,evidence of-ithe. tremendous variations between 

systems and' suggest the magnitude- cf potenti&Etgains .:in-'productivity. 

Prebudably;p-,simila-ior'greater,,:,variations would,)berfound invdata, covering 

the whole -range of :health careservicesi including: suchc, items as hospital 

bed-days,, home visits made bypublic health nursesd, and sanitary inspec­

tions, mde; by sanitarians. 'Accotding, to - the US. National Health Survey 

of July 1963'--June,1964i ,Americaii' averaged,4-.5 physician visits per 

Syear. fter: subiracting tilephone, calls;'thich atet not a°-typical part 

'of')practicie in most coutr:ies'6 and, visits to. public.-,clinics.-there were 

":306ivisits per person in homesand 'phybicians' officbsL During -the 

same period there were 188,000 physicians and doctors of osteopathy in
 

private practice for a population of approximately 188 million civilians,
 

or one private practice physician per 1,000 population. This means that
 

the average physician provided 3,600 visits per year or, on the basis of
 

220 working days, about 16 patients per day. This figure does not take
 

into account the time spent by many private practice physicians in
 

hospitals.
 

In Soviet Russia, planners assume an average of 5 patients per
 

hour and 5 hours in the working day or 25 patients per day. In Russia
 

the standard work year is calculated at 282 days. Thus the average target

:ror.'y a, I5 vs. . of.fac i aesoe7ns., ,0 n 'po.in '.,te. 5 
for physicians is 5,900 visits. In point of fact, there are some 7,050
-
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visits annually to each physician iin the -Soviet Union* .This additional 

numWer.is 'taken care of ,by .the iphysicians working "double allocations," 

in other words, working longer than the standard five hour day. 

The larger number of visits handled by physicians in the Soviet 

Union in comparison to the United States may well be explained by the
 

fact that hospital practice is handled by a separate group of physicians
 

who do not provide outpatient services or home visits.
 

In Taiwan, our health manpower survey showed that the average
 

physician sees approximately 10,000 patients per year or over 40 per day.
 

As a result the doctors are very busy and.hospitalization is low. In
 

Peru, the private sector is less productive with the full-time average
 

equivalent private physician seeing about 16 patients per day. And in 

Turkey full-time private practitioners saw less than eight patients per 

day. In the public sector of Taiwan, the full-time equivalent physician 

at the health center sees 50 patients per day (though this may be some­

what of an overestimate since our figures are based on visits to the
 

health center without specification of the person seen who may have been
 

a nurse). In Peru, the average full-time equivalent government physician
 

providing ambulatory care sees about 18 patients per day. Conversely, in
 

some developing countries it is not unusual for the records to show that
 

health center doctors are seeing several hundred patients per day,
 

The gross disparities in numbers of patients seen show how differ­

ently doctors work. Large numbers of patients cannot, however, be
 

directly correlated with productivity since quality undoubtedly declines
 

as numbers reach a performance threshold which has yet to be defined.
 

Still, for the financially pressed health services of developing countries,
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t i 61ious 'wase ;tO have iphysiians.w~io, see*pnly \B IfewVrpatie.nt a 

Jadey IrS ilar,Jdata "are 'needed. for :al1.l!heath-actIvities to begin. to!:r 

develop -valid,productivity.,no~ma ii 

The Provision of More Appropriate Health Services 

Improved allocation of health services requires a clear definition
 

of priorities. This in turn depends on balancing economic and human 

resources against the various factors influencing demand. The process of 

manpower allocation is particularly subject to multiple pressures ranging 

from local political influences to the personal desires of individual 

health personnel. 

In decisions concerning the appropriateness of health manpower
 

allocation, a primary determinant is the question of how the various
 

modalities of health services are to be balanced (hospitalization,
 

outpatient care, preventive services, etc.). For many health problems
 
-"AfII 

the preferred modality of service is self-evident, or at least the
 

choice is very limited. No planner need spend time estimating the 

costs of lowering mortality due to smallpox by the alternative methods
 

of immunization programs or hospitalization. Where a proven preventive
 

technique exists, there is no question but that it is superior to the
 

curative approach.
 

Unfortunately, the choice is seldcmi that simple. Many health
 

problems cannot yet be prevented nor is there an obviously better method
 

of controlling them. Nevertheless, the use of economic and manpower
 

models, when tempered by professional judgment, can help show which types
 

of services deserve greatest priority.
 

http:IfewVrpatie.nt
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rOne. way :to, *approach%this.problem is toconstruct :,tbles -g4vIng 

the number of services of different types that can be produce ]at ;apprX­

same, cost.i -Table on Peruvian standards: and salary,imately the .V-I, based 

levelsj provides such, estimates for six types of services. 

Table V-i. ESTIMATED SERVICES PRODUCED ANNUALLY BY SELECTED
 

HEALTH RESOURCES; SERVICES PRODUCED FOR THE COST 
OF ONE LONG-STAY DISCHARGE
 

Health Resource Services Per Services for Same Cost 
* Year As One Long-Stay Discharge
 

Long-stay hospital bed 1.5 discharges 1.0
 

Short-stay hospital bed 27 discharges 9.6
 

8190 visits' 
 486
Doctor in clinic .
 
4550 visits 
 700
Dentist in clinic 


= Sanitary Inspector 2250' inspections 1029 


9100 immunizations 
 5830
Immunizer 


The degree of substitutability among these services varies considerably
 

depending on the problem under consideration. For much acute disease,
 

when ambulatory care is provided there is reduced need for hospitaliza-


Although there is considerably less substitutability of ambulatory
tion. 


care for hospitalization in the case of diseases requiring surgery, 
this
 

consideration is not eliminated since good clinic services will 
permit
 

earlier discharge.
 

Even though the relationship between the demand for one type of 

to the demand for another,related quantitativelyservice cannot yet be 

In 1964 the ratio between
guidelines can be developed to shape policy. 


public sector doctor visits and short-stay hospital discharges was 24:1
 

and based on the estimates given in
in Peru. Looking to the future, 

Table V-i, the government could p2ovide an average of two visits 
per year 
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to6b 25 petsbns'forJthW edstidf:treafing one patient in a short-stayfdt 

taken intopresent, maldistribution c2 health services is 

account, the ,diff6rences in ptenitial',coverage make a policy.:favwoin. 

hih' .he 

ambulatory care even more attractive, Small hospitals, particularly 

tind to be medically and economically ineffi­those of less than 50 beds, 

two doctors and auxilliarycient whereas an ambulatory facility with only 

staff operate effectively. Using again the estimates given in Table 

V-l, Peru could staff approximately four health centers of two doctors 

each for the same cost required to maintain 50 hospital beds (excluding 

are
the cost of outpatient care).. In a country-were most communities 

sall, transportation is poor, and a substantial proportion of those 

could have been satisfactorily on anrequiring hospital care treated 

had been readily accessible, theambulatory basis if such services 


advantage of giving higher priority to ambulatory care becomes obvious.
 

Even in technically advanced countries the reduction in disability and
 

carediscomfort provided by concentrating on early ambulatory is in 

itself justification for deliberately changing the policy that has spon­

taneously evolved of emphasizing inpatient services. 

long-staySimilar comparisons can be made between short- and 

If the cost of a bed-year is the unit of measurement,
hospital care. 


a long-stay bed costs about 53 percent (based on Table V-l) of a short­

stay bed. However, in terms of patients brought in contact with the 

health system, a long-stay bed is almost ten times as expensive. Thus, 

to the extent that selected patients with chronic conditions can be given 

more intensive treatment in short-stay facilities, thereby resulting in
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earlier discharge, the number of persons benefiting from a given invest­

ment will be increasedi..
 

In some countries the.scarcity of certain types of manpower may
 

present an even greater problem than financing. Table V-2 presents a
 

different view of the standards 'used in Table V-1., this time showing the
 

manpower and capital requirements resulting from equal expenditures for
 

hospital and ambulatory medical care.
 

Table V-2. RELATIVE MANPOWER AND CAPITAL REQUIREMENTS FOR EQUAL
 
EXPENDITURES ON AMBULATORY MEDICAL AND HOSPITAL CAREa
 

Expenditure Relative Manpower Required for Hospital
 
Category Care Compared to That Required for an
 

Equal Expenditure On Ambulatory Medical
 
Care 

Short-Stay Long-Stay 
Hospital Hospital 

Doctors 41% 397 

Nurses 6107 4547 

Technicians 237 32% 

Auxilliaries 1347 113% 

All 1217 100% 

Relative Capital Investment Required for
 
Hospital Care Compared to That Required
 
for an Equal Expenditure On Ambulatory
 
Medical Care
 

Capital 
 850% 1200%
 

aBased on Peruvian standards and excluding costs of goods and
 
services.
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It is apparent that according. to present Peruviian standards, 

ambulatory services require proportionately more doctors and technicians 

but less nurses than do inpatient.services. Assume that a country finds 

itself at a given time with a 50:1 ratio of doctor visits to discharges 

and that this.'is considered an appropriate balance between the two
 

modalities of care. What would be the preferred policy regarding the
 

allocation of new resources? All things being equal, the existing ratic
 

should be maintained. If, however, nursing personnel are in particularly
 

short supply, or foreign exchange (to buy hospital equipment) and invest­

ment capital are scarce, a policy of shifting the ratio to 55:1 might be
 

temporarily expedient. Later, as the shortage is corrected, greater
 

priority could again be given to building inpatient facilities until the
 

desired ratio was-restored.
 

Sumnarizing, the discussion has centered on factors that may favor
 

the use of one service modality over another where a degree of substi­

tutability between them exists. The need to achieve a better distribution
 

of services, to allow more frequent patient contact with the health system,
 

and to treat diseases before they incapacitate all argue for emphasizing
 

ambulatory care. In some countries it may also be necessary to give
 

priority to those service modalities most saving of scarce resources.
 

Improving the Quality of Health Services
 

The adequacyof,-health care-depends more on its quality than-its
 

quantity. The superior physician can often make a brilliant diagnosis
 

In a brief time, where a more average practitioner might invest much of
 

his own time and many patient visits. Quality of care depends largely on
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the level.of prepartionand the perso;p.al characteristics of health per­

sonnel., 

Although quality of care is generally Xecognized to be important,
 

it is hard..
to measure,,, Many methods have been tried with varying rele­

vance under special conditions. In the free market system,,-patient 

satisfactionis an important measureof quality despite its lack of
 

Patient satisfaction may governchoices
scientific respectability. 


within the private sector as well as choices between private and public
 

Long waits in public clinics may persuade patients
sector medical care. 


to use private doctors' offices although medicallys the care in public
 

clinics might be as good or better than that obtained from a private
 

The major flaw in the use of patient satisfaction as a
practitioner. 


measure of quality is its superficial basis. No single patient has
 

enough experience to adequately judge and compare the long-term success
 

rates of different practitioners or different systems of medical care.
 

Most studies of quality of medical care have been based on the
 

'
 a
ephemeral guide of "expert judgment. For example, the failure to use 

key tests to.establish certain diagnoses have been regarded as an indica-

Failure to take an adequate history .andtion of poor quality care. 


perform a-physical examination according to set standards have also been
 

The weakness
considered-as signs of poor quality by expert observers. 


of expert judgment as a practical measure is the difficulty of standard­

ization of observers and then of applying the method on a.idespread
 

It ordinarily required direct observation. Review of
continuing basis. 


apeterson, O. Lo "An Analytical Study of North Carolina General
 

No. 12, Part 2 (December
Practices 1953-54". 3. of.Med. Educ., Vol. 3, 

1956).
 

http:rso;p.al
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-case recorda may :Podifti~ei ~ ~ e1 -are -i piiad
 

quate detail, but this method has little applicability to physic4ian8'k
 

5ffies in -Mstcount te e 8' , ' 


Officia' norme tequiringthe consisteni practice; of specified
" 


routines have been used to mantAinquality but such a method tends to
 

"ankylo'se" the medical care system.,; Extensive use of norms miybe 

inimic'al tIo experimentation and improvement. The Russian system of
 

"medical'care makes 'much use of norms for controlling 'the practice of
 

medicine but such requirements could never be 'applied to free'and
 

appropriately used for
unrestricted private practice. Norms are more 

such nonqualitative items as the number or cost of particular activities. 

'In scientific experimentation the real test is to compare end 

results. Such measures may also be useful when the systems of medical 

care are as different as modern scientific medicine 'and faith-healing. 

End results may bedmeasured by mortality (or more usefully, case fatality) 

or' by' morbidity. Although end'results are technically the most valid 

'masire of'quality of care, the applicability of this yardstick in a 

" develioing nation isl-usually'not feasible. Morbidity data are virtually 

non~exisent and'mdrtality data are of-dubious 'reliability, 

o"-'We turn next-to the continuing problem of 'quality control. The
 

most important and long-lasting controlmechanism follows directly fiom
 

'the 	training of fiealth personnel. Of primary :importance are thetfi£rti 

jThe consider­estiblishment of appropriate values and ethical principles' 

tOation and kindness hat chariacterizeap high quality practic mset: be'"deeply 

internalized. If medical schools can convey a ,strong sense of social
 

respoisibility to tudnas,-th care
theirSAW quality_ of will 6e, imjObvid 

spontaneously.
 



fProfessionalJaso ciatiops;,4 epsingbo ds ,andspecia~tY boards 
nay'lpgisratoandrpolicfstandrodsf Into,ma.ntainr ptoessional ethcs 

ac~icet these~mechanisms moreoften:,measure quality jof training,,or the 

ability to pass examinations than the quality of care actually,,piovided. 

3eldom do qualifying or licensing bodies conduct continuing measurements 

3f the quality of care provided by the physicians that they certify. 

A hospital staff may be organized to provide day to day review
 

3f the work of colleagues. Through record review committees, tissue
 

review committees, and utilization committees, it is possible for pear
 

judgment to monitor the quality of inpatient care. The measurement of 

quality of outpatient care is far more difficult because of the simple 

fact of dispersion. -One benefit of group practice is the tendency for 

oontinuing working relationships to keep professional standards at a 

high level.
 

Where health insurance or "third party" payments exist, there may
 

be opportunity for some quality control. Usually this is attempted
 

through various devices for checking routine records. If there is one
 

agency covering payments for services of 4 large number of practitioners,
 

it may be possible to conduct periodic quality surveys and studies.
 

The method of payment can itself contribute to control of quality.
 

In a "fee-for-service" system, if the fees are realistic physicians will 

be encouraged to give patients complete examinations, order needed 

laboratory tests and encourage followup visits. The fee-for-service 

system may lead, however, to more expensive and less efficient medical 

care when fees are set too low and physicians inordinately increase the 

units of '--caren order-to Increase-theirincome. * 



ju~sif~fricegn~h 

°lowerig qualty, an'.emlnt of,: autve lllmei ';drontlnu ngevaluatLonfl 

' 

Sn~al qatysofc ae,*ithout 

i'i may bereached'wh the:-costof-this surveillance
iplied. A po iiti ere
 

may 'yemorethan it is wotth.e 

Productivity and Development
 

Physician productivity in the United States has increased phenom­

enally in the last several decades, largely due to technological devel­

opment.a The clearest examples are the modern healing miracles achieved
 

by drugs and surgical techniques which were not available a few years
 

ago. The tremendous investment that went into supportive care for a
 

pneumonia patient while waiting for a crisis, or the careful nursing
 

required by a severe case of typhoid now lingers only as a bad memory.
 

The long list of chronic conditions requiring continuing care which are
 

now routinely relieved by surgical intervention includes infectious con­

ditions, congenital defects of many organs, neoplasms and a wide range
 
I '.', * 

of metabolic conditions. Although the present availability of techniques
 

greatly increases the sophistication needed to handle diagnostic and
 

therapeutic equipment and agents, the net effect of technological advance
 

is certainly to increase the productivity of health personnel.
 

General development also increases markedly the output of health
 

personnel. Physicians in the United States have been able to increase
 

their productivity by limiting the number of house calls. This has been
 

due partly to the availability of telephones for consultation and also
 

because better transportation makes it much easier for patients to come
 
i i |1 IJ II-*I -i ' , 

aFein, Rashi. The Doctor ShortaMe .ah Economic Dialnosis, Washington:
 

The Brookings Institutionp May 1967.
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to hteserfces can ',b'e, fost. :readily, providedby,.doctors. i Convenience 

for"itheidOtor,fisi'd6 course, :not the important consideration, but 

rather that he can provide better care in his office or -the hospital
 

where factlitiesequ:Leinti :andrspecialized supporting.personnel are
 

available'd., 

.One.fo the'greatest obstacles to increasing the productivityo£
 

developing countries .isthe technological
available'health manpower in 

lag.'- Simple' problems,'of communication and transportation seriously. . 

impede the effedtive,implementation of regionalization. Modern record 

systems and'idat'.analysis 'are increasingly dependent on sophisticated, 

equipment and technicians. Among the greatest handicaps,in setting up 

an efficient health service are administrative barriers to the provision 

of appropriate logistic support. 

Technological improvements are particularly necessary for efficient 

hospital services. Lowrhospital productivity is particularly wasteful of 

resources, The-reasons for the low productivity of hospitals in devel­

oping countries are varied and include the following: 

(1): Advncbd-disease processes requiring extended inpatient care 

because6 f.-delay in seeking attention. 

(2) Poorihome conditions prohibiting early hospital discharge. 

(3) High'. incidence of preventable infections and nutritional 

diseases. 

(4) Inappropriate ori insufficient equipment and supplies. 

(5), Poor administration and/or work,organization leading to,-Xong
 

waiting "periodstfor even routir~aprocedures. 
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'(6)' Limited'demhnd+for care, particularly :in 5Ral1Co1n e 

n th -tompetitiotradition ,w-erehealth, personnel, arein 


,+',+healers.
 

"- .,(7)' ,insufficient parmedical! and, autilioryi pqrsonnelf. 

be corrected within, a.,.
Of these, all but the first three can 

reasonable period of time if,'they are -giveh the 
priority they deserve.
 

Peru hopes to [increaSe 'the turnover, in short-stay
The Planning Office in 

to 27 ,patients per bed-yeax,by ,rather._,:1
government hospitals from .,16 

Even though the desired targetotraightforwardadministrative'changes. 

many countries ,(30-35. per!bed-year),found inis well 'belowthe levels 

it woul4, if'achieved 'increase.the effective bed.supply 
by almost 70 

percent.-

Distribution of Health Personnel
 

*In most countries,-regardless of the level of.development, the:
 

problems of distribution aggravate and accentuate all-.other manpower 

In strictly private enterprise systems of health servicesdifficulties. 


basic distribution problems are of socio-economic origin. )IMany
!the 

societies are attempting to resolve these difficulties through 
the 

introduction either of socialization of services or various programs for 

insurance and subsidizedcare. Especially in developing countries, there 

seems to be widespread recognition of the goverrment'.s.responsibility 
for
 

equalizingi services for various' social igroups and... I.ngeneral-, political
 

pressures:ent sure such+a?:trendi:. There are6: two .distribution problems,
 

are far fomt being iresolved and which, are particularly
however, which 


relevant in any analysis of health manpower. These are the problems of
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'zifl.aiurbany,:disttibution,.and o rthepgeographic.dstr ibution ofpe;:qro.nel 

to thevIesd a~tactive :parts of..any. country.. 

Rural-Urban Distribution Patterns
 

Most countries show a marked imbalance of health personnel concen­

trated in urban areas. Organized health services reaching rural people
 

are usually limited to preventive activities, or where transportation
 

makes it possible, the rural population seeks medical care in cities.
 

Some ratios indicating the extent of the rural-urban imbalance in Peru
 

and Turkey are presented in Table V-3. The imbalance of nurses is often
 

even greater than that of doctors, Even in Russia where the distribution 

of manpower is controlled by the government., there is a continuing problem 

in getting doctors to work in rural areas. A compulsory system leads to 

all sorts of special maneuvers to arrange urban appointments. 

Table:V-3. POPULATION PER DOCTOR AND PER NURSE: BY SIZE OF
 
CO UNITY: PERU, NIGERIA AND TURKEY, 1964
 

Professional and Population Per Professional
 
Community Size Peru' Nigeria Turkey
 

Doctors
 

Big cities 700 2,500 500
 

Towns 1,900 5740 2,700
 
Rural, 17,600 " 16,,000
 

Nurses.
 

Big cities 120 n*.a. 2,700 

Tows350 n~,a. 13,700 
Rural , , 371900 . n.ao 118,900 

There are in fact many good reasons why no doctor oi other health 

worker would want to work in rural areas. Special studies of' the atti­

tudes of.doctors toward rural work in India and Turkey have produced the 
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following findings, raiiked 'according, to-the 'importance given to -various 

reasons for not undertaking rural .service. tIndia-lack of living
 

facilities in rural areas, poor financial compensation, social isolation,
 

inadequacies in supplies, buildings and equipment of the primary health
 

centers, service conditions and facilities inadequate for maintaining
 

professional competence, fear of political interfeences poor orientation
 

inmedical schools and family objections; Turkey--inadequate medicine and
 

supplies, unqualified assistant personnel, inadequate transportation and
 

postal services, lack of library and research facilities, supervision
 

by non-professional persons, lack of professional meetings and stimu­

lating contacts, lack of educational facilities for doctors' children
 

and lack of proper housing.
 

Administrative Problems, From the administrative point of view
 

also there are major problems associated with the isolation of remote
 

rural areas. .These relate basically to thrtee functions: supervision,
 

training, and patient'and supply logistics. Ineach instance the prob­

lems are mostly concerned with communications and transport. There has
 

been a natural tendency to turn to modern technology to solve some of
 

these difficulties, especially because of the increasing possibility of
 

using radios and air transport. Such methods were first pioneered by the
 

Flying Doctors Service in the Australian bush. More simplified adaptations
 

are now being tried inplaces such,as Northern Nigeria, It has yet to
 

be demonstrated .whether such technological advances can be brought
 

within the financial capacity of most developing countries.
 

'The first problem requiring continuing contact with rural outposts
 

is obviously the need for supervision. It has been stressed repeatedly
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throughout.:this;monograph'that auulliary health workers are, in general, 

only as good .aat the supkrvision provided them. Rural health programs in 

many areas have consistently shown that a basic reason for the super­

visory relationship is to obviate psychological isolation of the peri­

pheral health'worker. He must be made to feel that he is part of a
 

system. When he gets into trouble, he can call on others "for.help and
 

receive professlonal support and counsel. In surveys of physicians'
 

attitudes toward rural service in lndia it was found that a group of"
 

factors related to the lack of opportunities for professional consulta­

tion and advancement were senond only in importance to inadequate drugs,
 

supplies and equipment a
 

It is also important that the doctor realize that when he makes
 

mistakes somebody will know about it promptly. It has been repeatedly
 

observed that 'the'health worker who Is isolated for too long a time
 

progressively lets his standards of work slip as he takes short-cuts
 

that lead to sloppy technique. This Is as true of an isolated doctor
 

as it is 'of an auilliary.. There'are few people who have sufficient
 

strength and discipline to maintain high leVels of professional per­

formance without continuing contact and working relationships with
 

colleagues, Although working with capable subordinates in a remote post
 

may be some compensation, there seems to be no substitute for regular
 

contact with peers and supervisors.
 

A second problem, hich grows out of the first, is maintaining an
 

adequate in-service training program in situations without communications
 

aTaylors, C, B. A.Alter,iJ., 'et al.. Unpublished data from Rural Health 
Research Projects, Narangwal, Punjab, India. 
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jtorittransport-.The' more' remote .the .outpost.the moreressential tA4.to 

,t	ibring each ihealth worker back to: a ,,egional, medical center £or periodic 

refresher courses. If supervisorsifcannot make regular: weekly visits to 

provide,educational contact, then it is essential that peripheral-,.workers 

be rotated back for short refresher courses. focusing,on problems met in 

their .regular -work. 

",bThe.thixd problem associated vith.isolation. is the -logistical one 

ofreferring patients, getting supplies and maintaining-the usual outside 

-support required '.o operate a health service,. In addition, If periodic 

visits cannot be made, then~extra effort should go into establishing 

regular radio contact or a system of records which can be sent back and 

forth to provide information onimprovements indiai;nosis and treatment. 

In general,, the more remoteand -.solated,the area,. the more technically 

qualified and ipractically innovative the-individual in charge should be. 

Similarly, in.the most remote places, great care must go into ensuring 

the regular-arrival of supplies and ,drugs and the stock of drugs in the 

isolated post.must be particularly-complete..,In short, it takes more 

planning to run ,aremote 4outpost. 

Alternative Personnel Patterns
 

Many years of trial and error effort in trying to find ways of 

meeting the needs of isolated rural areas have led to some general 

impressions which will be summarized to indicate alternative patterns 

of manpower distribution. 

Isolated Rural Health Worker. The traditional system developing
 

',*spcntanously in-most places has been forvindividuals to be located in
 

rural outposts to which they happened to be attracted by chance more than
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planning.' IThe7otivational patt6ns leading. .to such choices ,rangedfrom 

the deep dedicatio f the .pioneer imissionary, .to sheer. love, of .adventure 

and perhaps fin certain 'instances to their running away from civilization. 

Thenthere are the whole group who merely go back to the place where they 

happened to gtov up. 

.
Mbst developiig countries ;feel correctly that they cannot wait for
 

such 'occasional and chance factors to act.. Instead they organize systems
 

whereby a regular flow of personnel for remote situations can be provided. 

The usual pattern has been to prepare an independent rural health .worker 

at the maximitm level of' training which,was possible without weaning him 

away from the rural situation. 

It has been showna that the most important factor in getting such
 

trained individuals to work in rural situations is if they themselves
 

had a rural background. Our research on the rural orientation of doctors 

in India shows clearly that an old and strong preconception is erroneous. 

It has been said for years that once rural youth go to a city for training 

and are exposed ito the'advantages of city life they will be the.last to 

return to serie in rural areas. This notion arose naturally from talking 

with- individudls in the 'city who had come from a rural background because 

they had alieady made'the decision that they would not go back. In
 

careful studies'-,of the attitudes of young Indian doctors with urban and
 

rural backgrounds," a'clear pattern emerged indicating that the attitudes 

of those with'a rural background were better in the following character­

istics: they were much more ready to serve in rural or government posi­

tions, especially in public health; they-were less'influenced by financial
 

remuneration, prestige$ leisure opportunities and nearness to home in
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; tthey (rwerve.i:mord inclined. tossuggestpractical, measuresJ'6oo1sitigla -caree 

$tforfreventing diseases, to ,-applying conmnity,,.health,meaqure s ,-t learn 

4 '(f !om~inagaprimary 'health 'center and, auxilliary. ..workers;,.4hey were 

V1 Iles6, concerned about lack of social, activities,, educational faciqlities 

more favorably inclined
for children and health hazards; and they were 


even-rtoiards village,'people.a r.,Not -only. were.,their attitudes! better: but 


it. wasr found that: those with a,,ural, background could
'more importantly 

'be .trailied--more,teadily for,.ruraI work, they profited mo.re from rTal 

orientation kndtraining, 4nd they7 seemed, more ready tqadapt to doing 

clear indicationeffective work-'once,. they. did return: to:: rural- aras., ,-The 


is that even if the training program has. to be-in an.urban center, a
 

this training
"concerted effort should be-made .to:recruit: rural people.for 

and' during- their 'training days! should be found, to maintain their. contact 

Vith a rural: situation.- - :..j. 


The point has ,already-been-stressed that every technical device 

,possible should be ,found to maintain,.comnunication with professional, 

"peers' and supervisors. Any medical:, missionary, working in .an isolated 

: 6 'testify. to. the,.,tremeudbus stJuluq .he, gets .from professionalo'tpost.-wil 

-,;fribids-,in hiss home-country who .write regularly,, about medical problems and 

advances, and bho ,sendi him-fcopies!,.of Qjou als -and-iscientific publications. 

,:Providing. the isolated iprofessional ;with . a constant f low of,.publications 

dealing with new 1approaches to. handling the -problems .of his .-,area ,wi1l­

have ,iximumivalue in situations where .:other-types -of copaultation are 

a bid. 

http:him-fcopies!,.of
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Rural Health Worker iTeam. -A more systematic approach to distributing 

health services- to rural areas has gradually developed in the-past 30 years. 

Regionalized health services are planned to accomodate local needs in an
 

efficient andl flexible way. The basic unit for providing both curative
 

and preventive health services to.much of the world's population is the
 

rural health center, planned geographically to serve population units
 

from about 7,000 (Turkey) to 80,000 (India),
 

For most countries the pattern calls for a fully-qualified doctor 

to serve as leader of a balanced health team. Unfortunately, these 

doctors are seldom adequately prepared to handle the community respon­

sibility thrust upon them. Whole new patterns of medical education 

need to be developed emphasizing the preventive and community functions 

of the health center doctor. 

The Gondar (Ethiopia) pattern differs significantly from that
 

found in most countries in that neither the community nurse nor the
 

health officer are fully qualified professionals in the usual sense.
 

Both are given shortened training programs and relatively more emphasis 

on preventive and community services than on curative medicine. 

Although it is the responsibility of the health center doctor
 

to provide supervisory and educational support for members of his staff,
 

the regional framework within which he works has to be responsible for 

providing him with similar professional support. To cover the large
 

population unit assigned to him, he has to develop a system of visiting
 

and consulting through the entire area. This is done best through a
 

system of subcenters with each unit staffed by isolated auxilliaries with
 

whom he maintains regular contact through visits and a variety of consulta­

tion mechanisms.
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a health center ,,systm .expeience in many countriesIn"running: such 

"all or none" phenomenon may be operating.indicates that, possibly an 

Some 12 components of the health center concept have been 
identified.
 

all of these should be' introducedsystem,In-order to produce a workable 

in theThe greatest weakness of the health center movementtogether. 


past has been that people have tried to implement it by changing existing
 

systems gradually, introducing only three or four of these 
components at
 

any one time. When such changes did not work, they would shift to another
 

three or four components. It now.seems probable that unless the whole 

system caU bAa blishAAdL e hnees are that a successful program will 

The omission of even two.or three key components mayno-evel. 


negate the total effect. The essential components may be briefly listed
 

as follows:a
 

(1) Regionalized frameworkb
 

(2) Responsibility for defined geographic dnd population units.
 

(3) Comprehensive care.
 

(4) Viewing the community as-,the."patient."
 

care.(5) Accepting the family as the basic unit of 


ko-(6) Stimulating community participation in activities.
 

(7) Spreading method of paymentso tax funds can really be
 

concentrated on preventive activities.
 

(8) Having eZfective controls within a regional organization.
 

(9) An effective team organization.
 

(10) Health center doctor's role being concentrated as leader of
 

health team.
 

The Health Center Doctor in
aTakulia, H. S., Taylor, C. E., et al. 

-India(Monograph to be published by The Johns Hopkins Press, 1967). 



(11), Appropriate allocation ofrheal rt1 functioP5 to. thc members 

ofhehlth! team.'&;' 

'i.(12) -Providing- new educationall orientation to alI perspnG .. : 

Geographical Dis'tribution Patterns
 

Although the major distribution problem in developing countries
 

is the rural-urban problem, there is an overlapping, more generaf 
geo-


Certain areas of
graphic distribution imbalance which must be studied. 


a country are clearly more desirable to live in and work in than 
other
 

areas. Health workers tend to congregate not only in the major metro-

All

politan centers but also where living conditions are most desirable. 


countries have certain regions where it is extremely difficult 
to get
 

The lack of cultural opportunities
qualified and educated personnel to go. 


and educational facilities for children loom especially large in 
their
 

influence.
 

The factors involved in geographic distribution may be approached
 

through the same general set of solutions suggested for rural-urban
 

be taken isthe most important measure that candistribution. Perhaps 


salary scales so that special allowances are given for ser­to structure 

vice in the remote and least desirable sections of the country. 
Such
 

-. ' 
financial inducements can be justified because professional 

personnel
• I' 
S .' ,1 . 3'1' 

live in such remote areas. A surprising
often find it more expensive to 

range of costs build up for the individual who tries to maintain 
a better 

way of life in a remote area, even though local costs for staples 
may be 

Almost anything that is brought in will be more expensive 
because


lower. 


of additional transportation costs.
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A al?a J domhv e e'to !b added, ont.he:extentr ;) which a health 

worker should identify with the rural peoplet around ihim. Though it is 

impoit"t1for the 'health'vorker to develop 'a'close, .emotionalk,i.entifica­

tion and casual living relationships with local people, he must be careful 

not to carry this identification process to the point of bringing his- own 

living patterns down to the level of those whom he is trying to help. An 

experience In a north Indian village with a comnunity development worker
 

clearly illustrates how such noble-minded, self-sacrificing efforts are
 

interpreted by local people. This particular worker had adopted com­

pletely the local pattern of living including all the health hazards 

for his family. The villagers'..coment was "Ifhe can't do any better, 

what hope is there for us?" 

S'.: Mottivation:for 'Service. *. 

Motivation is a complex inner force which is generally recognized 

but seldom analyzed. Like gravity it is evidenced mainly by what it 

does. It is the end result of many vectors of psychological and intel­

lectual forces pushing and pulling in various directions. The final 

resultant of these Interacting drives is arbitrarily labeled motivation 

as the sumnation which directly determines behavior. Understanding the 

component elements of motivation and beginning to develop techniques of 

measurement are Important for two reasons. First, since the real objec­

tive is to understand behavior, analysis of the background forces that 

underlie motivation should help in predicting behavior. Second, in the
 

analysis of motivational variables, it may be that certain components 
I1 Jay . chnge y aprorit 

will be found that are particularly susceptible to change by appropriate 
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mdifications:o£f=diciete 'environmental conditionsw.hile general motiva­

tion might remain resistant to change if ,attached directly. 

m

In a manpower studyt-the p t ary interest iinptoductivity focuses 

on the behavior of health personnel .. JIf :productivity iS -to,be .improved, 

personnel mustbe iudiced.to -work.harder and more,efficiently. . They -must
 

.also be'encouraged !to do,the right .things. A particularly important part
 

of motivational research in manpowerplanning is in connection with ,fac­

.
 
tors which influence recruitment'to particular 

types of activity. 


For manpower purposes then, motivational studies resolve themselves
 

largely into a concern with the ncentives and disincentives which lead
 

people to choose certdinkinds'of work and determine how effectively they
 

will perform thatwork. ;The advantage of looking specifically at incen­

tives and disincentives 'is that these are elements which can often be
 

Since incentives and disincentives are presumably.
modified or changed. 


ome. neutral point to 'fit any parti­reciprocal,'they could be sealed-,fro 


cular emotional variablei if-we had methods of measurement. Since a
 

positive-approach is usually desirable, we will, in general, talk'about
 

incentives, but it must be realized that frequently the administrative
 

action needed,will be toremove a motivational block or disincentive.
 

Categories of Incentives
 

Monetary. In a modern society the motivational force of money is
 

It has the great advantage for administrators that it
usually dominant. 


When individuals
 can be readily manipulated but is, of course, expensive. 


are looking for a job, certainly financial remuneration is often the first
 

question asked. In increasing productivity, likewise the most obvious
 

http:iudiced.to
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1t-elate recognized ,merit .on
 

the job to financial irewards.? *i~
 

care 


* and-eailyr, eccignized-.diect tonCentive-', 

*, ?Part of.theattractivenss!Ior private..systemsof ;medical is
 

t.that ,,financial..:rewards ,.tend to.be .directo, The velationship. to work-


O accomplished is apparent to. thei healthpersonnel'in a-fee-for-service 

care;-,rsystem.-,;In, the transition to .-a ,salaried or -'panel.system of health 

-one-of the important changesiusually isthat other motivational consider­

ations -:asmume move importance -,relative.to .direct monetary rewardso
 

S..A ilesa direct financial incentive is theprospect of ,regular
 

rsalaryincrements in a secure .paid-position.-,.,Our .Turkey study showed
 

:that-financial insecurity was a major concern.of.,the medical profession.
 

*Government salary scale's were set;on the expectation that physicians
 

would supplement their.-official salary-by private practice or by seeking
 

'.Iother-Jobs-,As a result, doctors-tended to work in two or three places.
 

.Some of; the-.extra jobs were treated casually with extremely low produc­

tivity in any one position., The total:produrtivity,of each practitioner .
 

could have ibeen vastly increased by the,physician's putting in a full
 

day's-work on one job and working effectively during that time. The
 

greatest obstacle to such a-reorganization of medical care services is
 

that the whole structure of public financial remuneration needs to be
 

changed. In many developing countries similar patterns have developed
 

with practitioners giving half-hearted attention to a government job
 

for several hours a day and then spending long hours in private practice
 

under relatively unsatisfactory conditions. The ethical problems arising
 

from the tendency to divert patients to private offices are evident.
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. Forumost professional e otatn 

,r.Individuals* consideration -is, the tutellecguaqX egisfaction: of, their ,wro. 

duca;ion asi parp.of. their professional.who:ihave received ani advanced 

preparation-.tend to respond to a, stimulating and challenging enw ro=nent. 

ttsually provide the.-,greatestproes- Tasks which involve,decj.sion-making 


are. those who.,seek
sional:, stimulation. ,The, ;ost, productive individuals 


A,goodi professional
situations which are-.ha1!enging and difficult,.. 


*also prefers ,a,,job that1 !equiresconstant study and inservice,, qducation
 

to keep upto-datea. ...
 

tend: to be less demanding of intellectual­Auxi-oliary,-workers 

Their responsibilItie. are more routine., To,#!copsiderable
satisfaction. 

degree, routine .tasks-can'beperformed best by individuals, hoi carry 
them 

to,balance a minimucni,:, number of variables inout ,antomatically and.-attempt 

certain practitioners- as. praoticingmaking, decisions. Oajer referred to 


"penny,.inthe !slot'.-medicine. The; implicationis that. on.learnin a,
 

certain symp.tom,,like a penny dropping into a machipe, the automatic, 

treatment would follow. Although this. is badresponse: of, -symptomatic 

response usually should
practice 7for a.!physicians- thissort of. reflexive 

-be encouraged., in ancillary. prsonnel., .1 " 

Dedication and Service 

An important but d.12f.cult to quantitate motivational factor is 

This has always been aan altruistic sense of helpirg people in need. 

of health personnel though oftentimae less,, apparentspecial characteristic 

to dowith ,profess.ional levelthan,.Alained. lhisfeeling -has, nothing 
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since it can as strongly motivate the lowest 1e*6ui~lY2Wor1C ir.S 

the t. ofitenohkadeep toota' ih a reli­

" ,i .'ou 	 UdhmbtiLaiiontal, drives .hat'e,: alwaysand- hWmaltarian orientation..-

bi ',particularly evident,among internationall health workers, and: -thelons 

..''Itradition of: mdical missiony service is replete with" instalces- in: which 

Was endured for. the: gbod .Of.others. Although"'pr6fthud personal -sacrifice v 

other motivational- drives! can often beeaimouflaged"or fakedi a true 

spirit of serVicd becomes' evident in,the silent languagei of behavlc . 

8~le rural people ' are oftentimes particularly 'sensitive to the reali­

ties of such feelings since they are usually more responsiveto such
 

motLvees' than,: thix urban counteroparts wo,become' both. skeptical and
 

highlyAskilled in camouflaging such driveu. 	 ­

. E.e tivenas and pr'4uctivtf -aeusually maximudn where. there is 

a high level of suich hmnanitarian otivation".'These drive's become estab­

' 	 lished'eakly in m.st individuals and 'therei is little that can be done
 

in a "formal orgaiizattbnal way 'to promote themn excpt'.to look, for and
 

welc"'buch persons in recruitmneit.o Wthin:'the whole framework ..
of ,
 

piofiesional ethics there are,! ' ofY dtre, nimmitbua negative -checks against 

''those .hb flaganitly viola. -such-motivationaluistandards, but -so far 

little has been done to promote ethicall 4ttitUdes in a positive way.' 

Many newly independent countries are striving to generate in their people 

a sense of national identity and willingness to undertake specific service 

to meet national needs. 

~R~tatindiAdvaidemegl' 

-Health-sericsd a' usually' etrdctred.tIn"an- elaborat6 thierarchy 

which provides numerous opportunities for advancement or movement to
 

http:excpt'.to
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oiherositios.' Clehr patternsror£hie~ar ipalprogress ih a 

getd -understaxididg of cthe ,baSisconx.which adnemei is 'made an.be 

a tremendous force ;inpromoting :appropriote ;motivation. .qnv, erely, if 

advancement isdeteminedionly, by seniority (and,,a,"claa record", 

motivation and productivitynwill :be minimal., 

Working Conditions and Security
 

. '!: In many developingfcountries ,employment conditions-:and long term 

secutityhaveimorel.reanng-;than.,Immediate, financialrewar, 1 This is 

particularly, true Ohere alternative opportunities for emplo "mentjfor_, 

educ'ated, people, are-: limited., in newly Independent, countriesthe future 

may seem; so ;uncertain' because of political:,instability: that; individuals 

are *eager to, find-employment. opportunities,,which, will provide #,modest 

.but 'coimfortable; livihg -standards. The! greatest, vaue is placed on 

ensuring the continuation of such employment.
 

. Ads part of, general iworking conditions there; .sp particular value 

attached to, the, place -and ,situation of -employment. ,Severe, cultural 

restraints qaylLmit,,hatrcerain groups. can do, where they can . work.,; 

and 'the individualsd. with'whom .they,,can appropriately, associate.,.. 

primary reason fo; difficulties :in incorporating women- in, the labor 

-force of some 'countries ,.nis that ithere. are :many. social restrictions .,on 

what iS,considered,appropriate and decent. , Similar restrictions ,apply 

to ,.caste Jgroups vin-,countries 'such, as India, and to -racial and,, tribal 

iroups :in~miny: countriesO A co-mmonfinding is that,,certain occupations 

become the primary responsibility ofparticular social groups., Individuals
 

from another group then are not made to feel *elcome.
 



- 176 ­

..: ther'broadf category rof,.incentives -are those simple material 

benefits !which are usually thought -of firstiespecially .in more devel­

oped countries. , This general group includes considerations such as 

"nearness to home," pleasant wozking surroundings ,. "and., the convenience 

of transportation$ social benefits and amuseifents.
 

Facilities for Good Professional Work
 

""One of'the most important working conditions for many health
 

professionals is the adequacy of the equipmentiand.supplies,provided.
 

fot'their'daily tasks. In our Rural Health-Research Project in India
 

efforts were made to define the mbst important obstacles keeping doctors
 

With remarkable consistency in all
• from enlisting for rural service. 

parts of-India the doctors rated as the-most important block the gross 

inadequacies of equipment, drugs and medical supplies provided for their 

routine work. 

.. -Part of the problem was that they had not been trained to work with 

simple equipment or to be innovative in adaptation. More important was 

the simple ,fact that,the supplies and equipment provided for rural doc­

tors were little more than sufficient for low-level auxilliary activity, 

By any standards the doctors were justified in their complaints that
 

lack of such material support seriously handicapped their work, Effi­

cievcy and productivity can scarcely be promoted without providing the 

appropriate equipment and drugs especiallylsince they cost far less than , 


peksonnal. The -fear of small losses can be better controlled by mechanisms 

other than hdlding back supplies. , 



- 177 -

PrestiRe .: 

The great variations; in prestige attached to particular respon­

sibilities in health services determines ,to a considerable extent the 

attractiveness of employment opportunities. In some situations prestige 

becomes a primary determinant of the attractiveness of a particular 

employment category. 

In general, prestige is influenced most by,.popular recognition
 

of specific activities, and this in turn is primarily affected by the
 

public's understanding of what is being done to fulfill their felt needs.
 

It is felt by candidates considering health careers mainly through the
 

attitudes and opinions of their family members. The most immediate felt 

need is the relief of pain and suffering. The highest prestige is then
 

attached to those who most dramatically bring such relief. This explains
 

the greater prestige of curative services. It is much harder for the lay
 

public to recognize the value of preventive services since the alleviation
 

of illness is usually remote from the relevant health function. Similarly,
 

within the curative specialties, highest prestige is accorded to those
 

physicians able to provide dramatic cures through the application of
 

easily understood skills, as is the case with surgeons.
 

A related consideration influencing prestige is the degree to 

which a life and death responsibility is assumed for individual patients. 

A similar life and death responsibility for large numbers of people in a 

community through public health activities is accorded lower prestige 

because the control over life is less appa.ent than with the delicate 

ormanipulations of the heart surgeon neurosurgeon. 
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Increasing sophistication of the general public does alter the 

preitee -hierarchy. Tis' i most evident 1vith the increasin public 

interest in research cdontributions. 

There are, of cotirse, many other motivational considerations 

which have been refereed toat various points in tbismonoraph° For 

instance, the chapter on education develops the importance of educational 

preparation and the values instilled .by the role models of respected 

teachers. 
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Chapter V1
 

THE MiddAiONi~ OFE'ALTH PROFESiONS 

The emigration of health professionals from developing countries 

erodes the ab ity of thesecountries to provide ,their citizens with 

adequate health ,cre. In general, it is the most highly trained who 

are able to re-locate, and it is this grqup which is most costly to 

replace.. 

Funds diverted,from present consumption for investment in the
 

form of education or training represents investment in human capital.
 

Human capital comes in many kinds, but requires maintenance as do 

capital goods. While obvious that the entrepreneur is more vital to
 

a developing economy than the street sweeper, It is often forgotten that
 

the entrepreneur, the technician, and the skilled worker need adequate
 

health care in the same way a machine needs periodic maintenance, spare
 

to time. When healthparts, and a mechanic to effect repairs from time 

care is not available, whole enterprises may be slowed down, or be 

reduced in efficiency. Illustrations are given by development workers 

of the near ruin of projects in developing countries due to the death 

of a key man from a preventable or treatable illness. In labor-plentiful, 

but skill-short areas, trained hin resources are not easily replaced.
 

The loss of human capital through the migration of engineers, 

scientists and professionals to'developed countries seriously retards
 

In the
the rate of development in many sectors of developing economies. 


health sector this "brain drain" may result in a shortage of available
 

health workers, which in turn may affect industry through the death of an
 

engineer, or manager from a preventable or a treatable illness. The
 

absence of an engineer may decrease the production of fertilizer, and
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care is even less productive
,ugq!ackofehealth
affect the farmer wh 


because'of debilitation due to chronic illnesses such as schistosomiasis
 

or malaria.'
 

Basic .'to what foliows isthe n tion thad adequate health'careis
 

one of the necessary elements inthe sustenance of a'viableand p*6dhctive 

To the extent that t is,isJr'ue, iossei of ?thgnumberBof
economy. 


health professionals through emigration adversely affects the groith
 

6fta"brain draiti"'of health
o
of any economy. The effects and maitu1e 


"i1. itive seted- in.,t.
....
professionals will be examined and' 


discussion which follows.
 

litiA de o -Losss
 

..... •' : . .... ! ... , " ', " I" "Migration of unskilled persons, or surplus workers from labor­. ' ,.
 

p!,ntiful to labor-short regions: results in an economic gain to both 

sending and receiving countries. While there is usually a period of
 

social disequilibrium for migrant workers in their new environment,
 

On the other hand,
increased productivit7y is usually the outcome. 

.emigration of highly trained, expensive professionals in labor-short
 

occupations results inbenefits to receiving countries and the migrating
 

individuals but seldom tohesending countries. Sending countries
 

supl remainfd
must,either replace ,such persons at considerable cost, find less
t:'pl-"lly make es 

expensive substitutes, ,.or more typically, make do with the supply remain­

:!.g., 

Migration of health prqf.psionals for training 'iscommon, and
 

,,:their return.usually results inpositive gains at little financial 
cost
 

If large numbers remain abroad upon completion
to the sending country. 
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of training, however, the loss of human capital is substantial. Some 

"educational '.falldut',is to be expected- in any..exchange ,program. .The. 

question that rmust,be.answered.by, each country, however, ,is whether the 

magnitude,of-permanentimigration and loss of jhealth professionals, is. 

so large as to affect the service benefits received from returnees,. This 

is not an easyqUestion.ito answer.;
 

Firm. figures-ion the,-emigration of health, professionals from most 

countries are scarce.' Very few countries keep careful counts of depar­

re-entries of! their, nationals by occupation. Often, however)tures and 

careful count is.kept of foreign nationals entering most countries. As
 

a result, some-notion of emigration from "sending" countries can be 

estimated through studying immigration to "receiving" countries. 

Government agencies collect statistical data to meet their own
 

needs, and summary statistics available do not often serve the purposes
 

of those having different objectives. In addition to the problem of
 

kinds of information ava:Llable, the matter of definition plays an
 

When studying brain drain we are interested in knowing
important role. 


rates of permanent migration of individuals, but we face the problem of
 

deciding at what point we shall consider a health professional as lost
 

Regardless of prefer­to his country and thus a part of the brain drain. 


ences, investigators are limited by the character of raw data collected
 

on any emigrant or immigrant population by official agencies.
 

Our present concern is with permanent rather than temporary change
 

of country of residence of health professionals; as a result, visitors and
 

While
students with short-stay visas areinot regarded as actual losses. 


study abroad inevitably puts individuals at greater "risk" of becoming 

losses, many thousands of individuals study abroad, and return home each
 



regardithose izdivliduale iholding. 

Immgrant visas as'lossed,, as :tell asthode who-,ave-changed :'citizenship. 

An unkiwno, but small ptioportions'of ;thoseih6dingAimmigrationVisas return 

li~eeveitiially. 

year rpornour .urposes,nwe ,i'l L 

'' 

The United States is a country totwhich largelnumbers,,of persons 

.n the!fiscaf year ending June.30-, 1965, aare'aditted'6kh"'Year,. ,l 

total"61 2,372;'6'64 freign nationals-were admitted tothe-U.S;. Most 

(2,b75,96) owtioseersons were non-immgrantsiand weresadmitted for 

temporii ' residence.' The' itsiigrant" group" consisted of' 2961,297, persons 

admtt' "fr permanent resideAe.- In view of ,the,bellef., thav.large 

numbers of professional's mijjrhte2 to:the U.S. T.each ! year-i1UwSo ,Immigration 

and tAuraliit.6n service dar&4iIl":be exeMned in.-some detail. 

to see what light can be thrdwn on, the matter., 

.A&unual Repoft: U1965- Service,,S--Itmfigratiow, and, Naturalization 
Government Printin Office, Washington, D.C. 1965.
 

http:tAuraliit.6n
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TABLE VI-I 

Admissions to the U.S. as Immigrants, and Naturalized Citizens of
 
.[ProfessionalTechnical and Kindred Workers
 

By Region of Former Allegiance
 
A -.Year Ended; Junm 30. 1965
 

Professional and Technical Workers­

Re~ion 
 Iumirants & Naturalizations I Total
 

Europe ,12,941 44.9 55.3
5,452 18,393 47.6
 

North & Central America 9,840 34.2 1,916 19.5 11,756 30.4
 

South America, 3,172 11.0 442 4.5 
 3,614 9.4
 

East and West Asia 2,113 7.3 1,654 16.8 3,767 9.7
 

Africa 
 505 1.8 132 1.3 
 637 1.6
 

Oceania 
 219 0.8 80 0.8 299 0.8
 

U.S. Poss., Stateless &
 
Not Reported 0 0.0 .178 
 1.8 178 0.5
 

Total Professional and
 
Technical Workers ' 28,790 
 100.0 9,854 100.0 38,644 100.0
 

All Occupation Totals 296,697 
 104,299 400,996
 

Percentage Professional,
 
Technical and Kindred Workers 
 9.7 9.4 
 9.6
 

Source: U.S. Immigration and Naturalization Data, 1965.
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Table VI-1 shows the total number of persons admitted as immigrants,
 
, :t . . *-i t. ie ' 

,*•~*-

the total number naturalizedn, and'the " number: oflprofessi6nal,' tethnical 

-ind-kdndred workers by region, bf. forimer allegiance:for the fiscal year 

ending June 30, 1965 (FT 1965)-. f 

W'During the.same period 296,697 perschs were admitted as Immigrants, 

. Thus a total of 400,996
an additional 104,299 became U.S. citikens'


persons of. foreign brigin chang d their status with respect to,the US..
 

Of this total,' 38,644.br 9.6% were professional,.
lurhing FT 1965. 


technical,' or'kindred workers, and it Is this group which includes
 

scientists, engineers and health professionals.
 

Information on specific ,occupations of health professionals admitted
 - '" 

to the U.S. in 1965-65 as immigrants is given in Table' 2-below. 

TABLE VI- 2 

* Health Professionals Admitted to the U.S.
 
As Immigrants Year Ending
 

June 30, 1965
 

Number-,,.Percent
Occupation 


4,247 62.0
Nurses 


Physicians and surgeons 2,012 29.4
 
'­

276 4.0
Pharmacists 


182 2.7
Dentists 


69 1.0
Veterinarians 


66 0.9
Dietitians and nutritionists 


Total Health Professionals 6,852 100.0
 

Total Professional, Technical & Kindred
 

Workers 28,790
 

Percentage Health Professionals 23.8%
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group of health professionals admitted as immigrants
The numerically largest 

:Nursei dn' hsiianswere nursesa(4g,247)tfollowi~dby iYsicians (2,012)' 

thus formed In excess O 91% df' the health immigrani group. 

In the absence of firm figuresit is possible to estiate the, 

by assuming that the prioportion of
total FY-l96511nurse, gaiht'to :the U.S. 

health',profesdionalb:6(23.8%)' in.the professional, teinical, 
and'kindred
 

in' the gr'oup who became groups ,mongst immigrants will be. the' same 

to find an additionalWe ,would therefore expectnaturaliZed&citizens. 

n 1965, gi i2,345 health'professionals amongst those naturalizi 

a grand total of 9,197 health'pofessi6nals. The'probable :otal gain
 

to the US then'becomes 5,700(4,247 plus 1,453), and the proba le
 

These figures are under­
physician gain to -the 'U.S. bicnmes 2,071. 


scien~s are 
estimates since -professors,'a~d instructors in the 

medical 


an unknown pro­
not included.( 'Physicin professor's and instrutors form 


'
 
however, that 7.8%of all foreign-born, oreiIgn-

It is known,portion. 

1965 held appointments in medical 'schools 
medical graduates in the 'U.S. in 


above.a
at the.rank~ofassj s tant ,professor or 


to the U.S. of' 9,000 health profes-

Taking the, extrap0Adted-ghin 

FY 1965, we begin to formwa picture of the recent 
migratory


sionals in 

input for one-y.ear td"-one'developed country. 

The argument has been put forward that the brain 
drain to the U.S.
 

The line of reasonig is that since total 
is more apparent:thanikteal. 

one could expect to find'a component of 
migration to the U.S..sl large, 


Immigrants representing a "fair share" of
 
health professionals among 

aFergusbn, D. C. Unublished Data,1966.
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those person meeded to attend to the. health-needrcof (.the3mmigrantsari :(.i 

While the "fair share" ntion .sounds reasonable e oughia,.it)iis.-. 
hypothesis which can b checked,out emp rica~y, - .: -

Table 3 details the toal ,rigmIiation ..rom, e1ected,.counte'e" 

priorto admission ,tthe.U.S.. ip FYI,1965. q9pntries.selectedwere,(those 

with which the Johns Hopkins University,i Division,of,,InerAAtional)HealthO, 

has been involved in its research pTqgrams. Caa!has been.Included.,
1 % . j : "' * , . .; ; . 4 a 

to illustrate the 'way-statjop phenomenon. For many -reasonssoe,.,
1 o 


foreign nationals first migrate to Canada-,. become..Canadian citixeus,
 

and then migrate to the U.S. as Canadian emigrap q. There;is:.,no easy
 

way of determining their length of stay in CanAda. .For 
 these persons.
 
Canada serves as a "way-station". The.UnitedKingdolAGermanyand
 

. ... , 1, ...- ,.. • , .. 


several other countries also .serve this-function for,,thosewho ultimately 

migrate to the U.S. .,
 

With the help of the 4ata,in Table 3 we are able to examine 

t "fair share" argument. A "fair. share" of professionals-can be thought 

of as approximately one, M.D., plus 3 nurses per 10pO immigrants of a-' 
nationality group. Table 3 suggests,.that using this criterion, doctors 

are over-represented in the immigrant group, and,.in,,several .instances:,
 

the number of nurses exceeds the,3/1000 ratio,,, In terms of equity, we
 
can see that these countrie are an illustration of ome,,of the.cor- ,,
 

plexities in migration statistics to,be discussedbelow. -. 
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TABLE I-3 

Health Professionals Admitted As Immigrants 
to"the United States by Country 

and by Occupation 
Year Ending"June 30, 1965.
 

OCCUPATION COUNTRY OF LAST RESIDENCE 

Turkey India Iran Nigeria Peru Canada
 

Dentists . 1 1 1 0 0 17 
Dietitians and Nutritionists 0 0 0 0 1 32 
Professional Nurses 2 2 9 7 17 1419* 
Optometrists 0 0 0 0 0 5 
Pharmacists 0 1 1 0 4 2i 
Medical and Dental Technicians - 1 1 3 0 3 190 

Physicians .15., - 11 23 3 25 380** 
Professors, instructors medical sciences 0 2 0 0 0 5 
Veterinarians 0 0 0 0 0 9
 

TOTAL HEALTH PROFESSIONALS 21 19 37 10 50 2073
 

TOTAL IMMIGRANTS YEAR ENDING, 
JUNE 30, 1965 905 582 804 156 1953 38,327
 

Percentage Health Professionals 2.3 3.3 4.6 6.4 2.6 5.4
 
Percentage All Professional,
 
Technical Workers 15.2 9.5 21.0 23.0 26.2 44.8
 
PhysicAars/1000 Immigrants 16.5 18.9 28.6 19.2 12.8 9.9
 
Nurses/i000 Immigrants 2.2 3.4 11.2 44.8 8.7 37.1
 

*Includes 13 nurses born in East and West Asia (IIranian)
 

•* Includes 37 physicians born in East and West Asia (8Turkey, 7 Iran, 2 India)
 

SOURCE: Unpublished U.S. Imigration and Naturalization Service Raw Data,1966.
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Examination of Table 3 showstthat' in the six countries selected, 

fro 0%grantsLealth professionals 1t6ra.fom 2.0% to"6.4%'of from 
Z ''• " , *. . . do 

For constituted 2.32,hese countries in 1965. all"cot 

As., a proportion of-.profes-,-....-
16 8 5 2 /296-697)of the-total group- (Table 1). 

from 9.5%toi-... " ]"!:)Othe -heAlth professionals was
iional workers trange- f 

but was '23.81 of total professional and!62 for-.five' countries, 

the case of i.m.igra.its
:echnical workers from all countries (Table 2 )- In 

:rm Canada it,.was possible to determine the country of birthof bthe 

found that 218 of the 1,419 nurses, and more strikinglFLimgrants, and it was 

L93 of,the 380 physician # migrants from Canada were foreign born. 

hirteen of thenurses were'born in East or West Asia, as were 37 of the 

)hysicians. Cafiada lods considerable numbers of her native born health' 

stion"l
the U.S., but obviously is being used as a "way

rofessionals to 


clear from the data presented that the 5 developing
Eor others. It is 

what could conceivably be considered:ountries are exportIg doctors beyor 

. ifair, share. 3. ­

not be obtained for persQns. naturalizingComparable data, could 

in FY 1965. Thus the numbers, ratios, and other figures given in Table 3 

are firm figures, but most be regarded as underestimates of the-true one­

ar+losses of these countries to the U.S. in .1965. 

It may seem from the data presented in Table 3 that a comparatively 

large issue is being made over a numerically small group. It should be 

remembered, however, that this data does not contain the number who have 

naturalized in 1965, and that it represents only one year's losses. 

In dealing with the question of total physician migration to the 
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U.S., the authora has recently embarked ona series of studie This
 

work has utilized raw data from the Physicians Records Sectioi of the
 

American Medical Association. Over the yeats the A.M.A. has built ,ip a
 

data collecting system on all physicians in the U.S.A. :'Data "s maintained
 

bo. only on American medical graduates, but also on all foreign medical 

gfduates whether interns, residents, trainees, in hospitals,4'government
 

service, or private practice within the United States. Data on each 

phsician:s punched onto I.B.M. cards, and a full-qlme istaff perpetually 

updates,,and periodically ;esurveys all physicians ,-on the roster. Since
 

Such information is of:-considerable commercial value (pharmaceutical sales, 

mailing listings, etc.) the A.M.A. has been highly motivated to keep all 

Information current.
 

• .- Studies of the foreign-born, foreign medical graduate,group
 

(lhG's) fiave revealed that-over the years a sizeable pool of-FMG's have
 

s6ttled intheU.S These"studies suggest that what is presently called
 

the brain drain has been going on for many years, but also that a notice­

able acc~ieration of the tred'occurred subseqqent to World War II.
 

Table 4 presents data on the number of foreign born PMG's in
 

the U.S. in the calendar year 1965 by region of medical school graduation
 

and training status. The trainee category consists of interns, residents,
 

and fellows and graduate trinees. Non-trainees are those lHG's not in
 
try .. cp .. trin 

training Th cmpletedfraning and are working in some medical 

capacity. 

aFerguson, D.C. Unpublished manuscript,1966
 



TALE-VI-4 FOREIGN MEDICAL GRADUATES- IN THE U.S. DECEMBER,1965 
o BY COUNTRY OF GRADU&TION, GEOGRAPHICL REGION, AND TRAINING STATUS 

-Tradnees Non-Trainees Total 
No. Z No. z No. z 

Europe 2,066 16.6 13,881 56.1 15,947 42.9 

Far East 5,803 46.5 2,656 10.7 8,459 22.7 

Latin America 2,220 17.8 3,208 13.0 5,428 14.6 

(Carribean)*. (682) (5.5) (1,532) (6.2) (2,214) (6.0) 
(South America)* 
.Mexico)* 
(Central America)f* 

(1,131) 
(316) 

(91) 

(9.1) 
(2.5) 
(.7): 

(986) 
(615) 
-.(75) 

(4.0) 
(2.5) 
(.3) 

(2,117) 
-(931) 

(166) 

(5.7) 
(2.5) 
(.4) 

North America 823 6.6 3,393 13.7 4,221 11.3 

(Csa) 

Near and Middle East 1,274 10.2 1,185 4.8 2,459 6.6 

Africa 204 1.6 291 1.2 495 1.3 

Oceania 79 .7. 118 .5. 197 .6 

TOTAL 12,1,74 100.0 24,732 100.0 37,206 100.0 

*Pexcentagesare'ezpressed in terms of denominator for total Latin American F.M.G.'s. 

SURCE: Feru 1966. ,Unjiblbedpaper. 



The t6tal PHG population in the U.S, in 1965 was 37,206 and
 

was thus 12.7% of the entire U.S. physician-supply of 293,874 M.D.s.
 

House officers and trainee PHG's constituted 29.4% (12,474) of the
 

total number in service (42,474).
 

When citizenship data is examined (Table 5), we see that 42.9%
 

of the lZG's have become U.S. citizens over time. Using the criterion
 

of citizenship change as an index of physician loss we see that
 
4 4

5.4% (15,980). of all U.S.-physicins are foreign-born as well as foreign­

educated. As is evident from Table 5j the proportion of those who 

have naturalized while in training is something less than 1 in 20. This 

5% figure could be regarded as the actuarial risk of loss while in 

training. For those who stay after training the "risk of non-return" is 

obviously much higher. 
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TABLE.-VI- 5 
"-

FMGt S PREENT .CITIZENSHIP DECEMBER11965 
. 

T&aInees 
No. 

: Others 
NO. 

Total 
NO. 

U.S. Naturalizd 59 4.6 - 15,401 62.3 15,960 42.9 

Par East 
No"Data 

5,167 
1,533 

.- 414 
12.3 -

962 
4,552 

3.9 
18.4 

6,129 
6,085 

16.5 
16.4 

Latin America 

(South Amerca)* 
(CarrIbean)*(Mexico)* -

(Central America)*---

Europe 

-

" 

-

1,964 

(97) 
(016)*"(141) 

(f33)' 

1,204 

15.8 

(8.0) 
(4.9) 

(1.1) 

9j -

1,136 

(432) 
(524) 

(39) 

1,160 

4.6 

(1.7) 
(2.1)(A ) 

(.2) 

4.7 

3,100 

(1,429) 
(1,140)
(359) 

(172) 

2,364 

8.3 

(3.8) 
(3.1)
(.O9 

(.5) 

6.4 

Near and Midde East 1,197 9i6 463 1.9 1,660 4.5 

North America-
(Canada) -

590 
-

4,7 813 3.3 1,403 3.8 

Africa - - 163 1.3 111 .4 274 .7 

Oceania - - " '65- .5 55 .2 120 .3 

U.S. Derivatie 1 1 79 .3 9 

T12A74 106,0 - 24,732 100.0 37,206 100.0 

*Percentages are expressed In terms of denominator for total Latin American F.M.G. s. 

SOURCE: Ferguson 1966. Unpublished paper. 
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Table 5 reveals tke numerically largest group of FMG's in the 

U.S. i fio g6a-t d. the'small .pioportion . ii ,Table(i 16. who a;e,,, 

c'A ei'W -Eir6pean' ntries, iy eflects ;the,.Sreater !tpedecycontrast,' 

Jf'Pd6peaiis --olrin16 jrmidtl -int ifheU.S., Examination;.0f, the '119nej' 

grain!""of ihe-dt ' fdil individual countries by yeartiof igraduation suggepts 

the tendenc&t:remain atd Cnatralie is increasing for, I11G! s from the 

Near ~id Midl "ast (Eggt !Asia) as wel-asfor those from -the Far l.'East. 

(West Asia). The brain drafisleems ':tobelincreasing from!.these .areas. 

" i <dtalpe~ented ,aretby no m:ieans exhaustive1orI inclusive, 
mthe imigration figures are .firm, and more accurate . than educated guesses:., 

so ofte'nfoun ' i i"th"e"- rain drain °literature.; ; .Even critical observers 

must damit that suc data:"is highly suggestive of a phenomenon whose;,. 

effects"cannot-be"in- the, best intereststbf, the developing- countries of 

the woild'. Anattept *A-1 h e'made to examine consequences;, av4,1 alterqatives 

to the'! -OcIssOZd4 halth' professionals through: emigration in the discussion 

'Effects,:o- Losses 

:' I H aft pidfdsibdila.re in short supply in most countries. qLo.ng, 

expensive training, costly facilities and preparation extended over .,. 

severif'yeaiW We&'n dd'd i.in their production. -Fully,trained. physicians, 

dentigs "and nuises have knowledge: andskills Which are of value n . 

.most countries. 'In the world market, a number of developed countries 

6ffer inetiVS, and' practice oppdrtunities which ihave become ..Ancreasingly 

attraciz~e 66 thoeefrom -lebs *fav0red area in recent .years. , 

S~"""' )s docetid finr1a previoussection, emigration, toi countries jt: 

.
such as the U.S. has been subatantial , -' ' Injmb un tr.ies: withiauover- . 

http:Examination;.0f
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abundatwe 'of untremted ,illneso ,andcomunicable andt+iufAetlou dipease,q, 

goodd.sense tells!us'that,.the, loss+of signifIcant numbersf, health proes, 

sioliTh can result :only in furtherjdetjarioratIon Of. the amount ;and, quality, 

6f medical'. care available.,, Additionally, .explosive populatiou growth, 

has not been paralleled :by -acorresponding increas, in-production of, 

health:'professional.. The consequences of ,population grothjalone, in terms 

of increased need for medical+.service are.aweq_ .e. 

andeconoic productivity'dmLoss'ref edical care, health.iservices, 

area direct -consequences of,'thescarcity, maldisributiont.misutilization, 

and migration of ,health personuel,,but some.p.of the.,More,subtl., consequences 

countries.hea 1,peopleof emigration. are less obvious. Indve9p 9 

are part oft the, smallcadre of twe1-.,educated citizens, andas such,are 

found - freqUently in positions of: intellectual, Cultural.or..pplttcaV,. 

leadership. *en ift ihdey ido.,not work, inthe health, sectpr toey still,; 

constitute valuable human resources better equipped for leadership than
 

most 	of their less educated :i.ountrymen. Loss of health professionals 

through migration thus dimAnishesi potential, leadqrship)-asw43 as, medical 

resour	ces. 

",;Science is a' costly activity, but are, indgepous 4lness.sPthere 

e.
whichfA countrycannot: -afford -to ,.neglect., -Result" o,f res,earch ,to 

had for thesprice 'of,.subacriptions to journals prcduced in .developed 

" o"ntriesImay be:useftlito,,poorer ,countries, but ,many of theirmost urgent 

health probiems.are'more prevalent in-,their own regions. Their own 

scientifc +corps, 1s necessary and.,wth few,,scientific i.manpower, resources, 

research-ronosuch, matters, is difficult.,­

http:some.p.of
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Finally the matter of cost itself must be considered. Economists
 

° 
lia as Grubel no effetive .. d 	 forsuch as Grubel'havedsuch mim~if................'.........Aindthat if there is 


4 ,.*L r 

the services of,-a group of professionals in terms of 	willingness to pay 

such persons'doesfor their'services at market rates, then the loss of 

not substantially affect the economy. Such thinking 6s:true only when, 

considering groups whose activities directly result in production of 

goods with immediate market' value. It is naive to use' this argument ith 

occupational groups who are part of the knowledge or health industry, 

since their work results in productive gains less proximate to the investment 

than is the case with manufacturing. 

The economic loss involved when a health professional migrates 

is similar to that incurred in the loss of a manager. The cost of his 

training, the loss of his productivity, the cost of his replacement, and 

the dollar value of his services to the economy are all lost. In the 

case of the physician, a P.A.H.O. subcommitteeb uses $20,000 as the con­

servative educational cost of graduating a physician. Elementary and 

secondary education accounts for perhaps one-third of this figure, but 

the remainder is directly associated with higher education. If we take 

four developing countries used earlier as an illustration, and .examine 

physician losses through migration to the U.S. alone, we can then begin 

to get a notion of amounts of capital lost through migration over time 

by these countries.
 

aCrubel, L.G., and Scott, A.D., "The International Flow of Human
 
2, pp. 268-294.
Capital, " American Economic Review, LVI, no. 


bReport P.A.H.O. Subcommittee on Migration, Mi ration of Health Personnel,
 

Pan American Health
Scientists and Engineers from Latin America, 

Organization, ashington, 1966.
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TABL,E -VI-6 ' 

.. rein ,edical Graduates in the U.S. , December, 1965,
 
by Country and Vsa Statue
 

.U.S. Naturalized ImJr .xchage Visitor Ote I2 

Turkey, 133 153. . 122 119 527 

84 529 210 926Iran 103, 

56 1210 200 1546In4*a .80 

Peru 138 ... j0---& ­
1915 3308
389 431 573 


Source: Ferguson, 1967. Unpublished report. 

Table 6" shows 3308 medical graduates of Turkish, Iranian, Indian, 

and Peruvian medical schools were resident in the U.S. in 1965. Of 

this total Stoup 389 or 11.7Z, were Naturalized U.S. citizens. An additional 

431 or 13.01 were immigrants admitted for permanent residence in the U.S. 

Some 1915 (57.9%) physicians were exchange visitors, and must leave the 

U.S. for two years after completion of training. The other group consisted
 

of those holding various categories of short-stay visas.
 

Of the total, 820 or 24.7% form a group unlikely to return. Using 

the P.A.L.O. estimate of $20,000 per physician, we see the educational 

dollar loss conservatively approximates $16.4 million dollars for these 

four countries alone. Additionally, an unknown number of physicians in 

Exchange Visitor and Other categories will Te-m.grate .or.returnf'-,*"&he 

U.S. in the future. Attempting to assess the dollar value of medical 

servies'lost'to their home countries over a professional lifetime would 
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take more extended discussion than is feasible in this chapter. Suffice it
 

to say this figure would be much larger than the $16.4 million in
 

educational losses estimated above.
 

that losses are sizable, costs are great, and replacement
SAssuming 


is difficult, it would next seem appropriate to consider factors which
 

stimulate or result in the emigration of health professionals.
 

Motives for Migration
 

Emigration is the resultant of a number of forces. While there are
 

forces which "pull" or attract migrants to developed countries, often
 

neglected,.however, are forces which "push" or encourage emigration of
 

health professionals, and other skilled persons. It must be remembered
 

that scientists and other highly educated people are members of an inter­

national community sharing similar technical concerns which often transcend
 

national botndaries. Technical skills in short supply find a ready market
 

in other countries. With the acquisition of another language, and after
 

a brief training experience to meet legal requirements, physicians, dentists,
 

nurses, and other health people find it easy to re-locate in Europe, the
 

Ifminimally competent, professionals
United Kingdom, Canada or the U.S. 


whose skills are in short supply are seldom unemployed in these countries.
 

In,considering motives favoring migration of health professionals,
 
I ! . , , ' ' 1 . .I . ; . . *t. . ' t - .1 ; 1 

it is necessary to ,point out that many remaining abroad originally leave 

thei# ,countries with no intention of becoming emigrants or expatriates. 

Such persons.sh4ould be thought of as unintentional emigrants. 

Unintentiolal emigrants emerge over time from among those who seek, 

are encouraged, or are sent abroad for advanced study or training. The 
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,probability of unintentional migration increases directly as'a--fntion 
of
 

the number of years abroad. It is well to bear in mind that those who go 

abroad for unsponsored advanced study constitute a group from6 which 

"emigrant fall-out" will occur regardless of their original plus.
 

There are far fewer losses among sponsored groups who have jobs to which 

they can return.
 

follow a pattern.'
The dynamics of unintentional migration 

seems to 

When a trainee firet goes abroad for study, thereif s a phase of touristic 

novelty in which the receiving country is seen as interesting but strange 
' .. :' .vi":. . ."°, , .a, . ": !, : ' , . ' t " ; :,! 

and discomfortand confusing. Later "cultural shock" can be discerned 

in adjusting to new foods, customs, clothing, 
and ways of 'life is acutely
 

felt. Nostalgia is high, and dysphoria and discouragement are often
 

present. As time goes by, the ways of the receiving country seem less
 

strange, and the people and way of life more acceptable. Eventually, wit
 

the growth of friendships, with acculturation, and growing availability
 

of economic and professional opportunities, the resolve to r-etiin hd":
 

often begins to weaken. As the ways of the new country become' less alien, 

the ways of the home country no longer seem as desirable as they once dia.
 

Values change, and with this change in values frequently goes a change
 

in goals. Trainees at this point often begin to internalize goals whidh
 

are not possible at home. Possession of an automobile, and an income
 

which permits expensive recreational pursuits not possibie for many years
 

in the home country create a personal revolution o rising expetatin"s.
 

What was once luxur'y is then thought of as necessity. Such iidividuals 

have a high probability of deciding to remain "or another year when 

their training period is up. After deferring return home for 'a number of 
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years"~-man ekoeieic7 "rLverbelc~lture shock" uponwreturn,-to;,ithetr home 

r!!i3I~:V'~~'1conry. 


z" B Siiyce miny'i Jitraiiing :ar& young,:unm'rried* -educated, !and
 

inter'sted in the opposite:sex, opportunitles, for marriage often present,, 

themselveds.' -When the' foreign student marrles,' it- is often to someone -Q'ith­

little reaJ'interest' in returning to, the traines's country, of origin.:-, 

The birth of children frequetly causes: wives to be reluctant to have 

their hiusbanids take posts' here conditions of, economic: hardship are 

,
almost inevitable', Beginning! positions in developing countries are not 

notable for financial, professional or material,benefit. Thus, habituation, 

acculturation, mrriage,' and children are all forces which summate to 

increase the probability of trainees staying abroad for long periods, and 

becoming uniiteritional migrants. In short, emigration of health profes­

sionals is often a Consequence of study and experience abroad, rather 

than a premeditated and' intentional action. 

Turnif to consideration of "push" factors which encourage 

emigration, 'it is of interest to note that almost one-fifth of all 

immigrants admitted to the U.S. since 1945 have been' refugees. Por reasons 

of war, political'instability, because of ethnic or religious persecution, 

many health professionals have left their countries of origin. The 

German Jews Turkish Armenians, Chinese mainlanders, and other •displaced: 

or disadvantaged mem1ers of minority groups such as Moslem,,Indians or 

Indians of o6wicaste'have found a home in developed ;countries., Possession 

of useful skilis 'often recultb in'the migrant'receivin8-'a preferential" 

.....
. ' -,immisration status. 
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Withiumanyetcountrie"today socil .factors- exist- whx..hmake the. ., 

minority group health professional feel unwelcome, and encourage migration 

a lived,in a,9 °untry
from his countryioftsbirth., Though family may have 

as foreigners by the major ty.forimanysgenerations, they. may -.be, regarded 


countries areY not. free-,of, ethnic, racial, or religious
Thiildeveloped 


biit economic opportunity and professional,
prejudicei, by Any.means, 


freedom,-are notidenied, most-,minority group members.*.
 

Factors which create, civil conflict,nurture minority group dis­

and ,perpetuate social and economic disadvantpge are notcrimination, 


Such symptoms- are- readily described hut underlying
, 'easlyl mbdified.. 

causes-are not readily ameliorated in developing countries. There is
 

little likelihood of'radically changing the conditions which result in
 

emigration of minorities. Education and equal occupational opportunity
 

are the only changes that will make some difference. :Cultural changes
 

take time. Passing laws does not change peoples feelings.
 

Another,:emigrant sub-groupi consists of the academicians, and
 

scientists ,who wish to teach but see limited opportunity in their native
 

itland. Science-in developing countries is not well funded, and facilities 

andiequipment :are hard to come by, Universities often have the worst 

characteristics of the German system -inwhich academic freedom is for full 

professors iand students, but is quite -minimal for the junior ,and inter­

mediate faculty.'- ,Inw:such;Institutions, faculty are limited ,in ,What they 

may: do.: Research may-be.,appropriated 7by senior professors with little 

acknowledgement, and-for those having experience abroad, this sort of 

situation is often intolerable. Occasionally a more egalitarian,,and
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Where abuses of older systems areless restrictive system is found. 


eliminated it is often possible to recruit expatriate nationals.
 

Schools such as the Haceteppe medical and nursing faculties of Ankara
 

University are having only minor difficulty in recruiting and retaiini
 

faculty. A large proportion of their faculty has returned from 'theU.S.
 

and United Kingdom (U.K.) to take posts in Turkey.
 

To the extent that excellence exists within training programs in
 

a country, the need for training .abroad diminishes. Adequate stipends
 

are necessary, for it is often the need for a training stipend that
 

helps lure health professionals abroad for training initially. The
 

"honor" accuring,,rom,serving in the best hospital in Athens neither feeds
 

These are
the resident's children, nor puts a roof over their head. 


There is a certain economic naivete
realities he must -contend with. 


about many training directors abroad who feel that the privilege 
of
 

In the world
training in a highly!regarded center is income enough. 


market for physicians, competitive forces demand training stipends 
of
 

a size sufficient that house officers can be self-supporting. Physicians
 

tend to settle where they have received advanced training,and if 
abroad,
 

tend to remain to practice where they are known, and can build a practice.
 

Loss,of many physicians can be forestalled simply by providing adequate
 

training-stipends in the home area. 

Finally, if physicians or health professionals in national health 

systems are notg~ven adequate salaries, or supplies necessary to 
do a 

decent job; if they are given few opportunities for advancement, .r are 

not rotated out.of.undesirable locations periodically; if they cannot afford 



of-their children the education they have had themselves, 
they


for a f 


will be easily attracted to more hospitable environments. 
If fewer 'profes­

sionals are treated better, rather than many being 
treated poorly, losses
 

If the cost of producing health
 through emisration will be diminished. 


professionals is too high, and the time required is 
great, it behooves
 

developing countries to either offer more incentives 
to retain existing
 

professionals or as an alternative,, to concentrate on producing 
less
 

expensive, less highly trained substitutes.
 

Al'erinAt'ves 'to asezE
 

Ti'e "braiL idrain"'catie iafluided by'actions taken either by
 

" iding" countres or °y cWntrie Where actions -are to',be,

-"receiJig" 


a number "of-'countries musti be 'persuaded
taken by "receiving' countries, 


,et:U-policing
to enact legislation, to aappropriate funds, a d mechad isms " 

In the light of eent Istory, it can be asumed 'that 'natiofs; like"
 

act mostquickly where- matters 1of ;self-interest are
individuals, Will 

'' would
involved. To the extenthis is 'true' good -sense dictates thatit 


f6r -the

be 6]th undse' and 'unecessary for' developing countries !to-wait ­

' 
U. S, the 'United Kingdo'm (Ubi.) ormGermanyitho1dO "soiethingj about the 

: :,',*.", .; .. "'C" '. ', ' 
" ' : .". ,. ' Ibrain drain, 

" which is basically a'couhtrylof'iinmigrants,
It~thi case of the U•S, 

easily be' persuaded,'the children and grandchildren of immigrants will"not 


at -i4.ors should' be"ciosed' to 'oteris. ' The:United States: is ' the
 

' .
 
oid power ;day that has i'rioen 6n a polynational migrant- base'. 

only 


to act' in "the' best interests of : ,
Additlonally, pruiiading"legislators 


difficlt In
Scountries' is a -t-rt'ona; task.- affafrs, t 
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governmentsa act on, the, asumption, that-.-t,,i more blessed to, receive 

than to'give where benefits are involved. There seem to be few historical 

exceptions! itb thi i general rule.v 

Prompt and effective intervention to stem the international 

migration of'Ctalent and skills can be taken most effectively by countries 

of origin of'"emigrants. , A country must be sufficiently concerned about 

its losses'to take action, for the solutions will depend on what a 

country is willing to do for itself. The position taken in what follows
 

is iedicated upon the belief that there are remedial measures open to 

developing countries, if they are truly concerned, to slow the emigration 

of health professionals. The role of developed countries thus becomes 

more appropriately one of cooperation, rather than initiation. 

Concentrating our attention on countries of origin of emigrant 

'
 health professionals, rather than on "receiving" countries, we find
 

several types of remediation'possible. Gollina divides the measures into
 

three categories:
 

1) 	Preventive measures aimed at lessening factors which 

"push" or encourage migration. 

2) 	Restorative measures which encourage or stiiulate
 

repatriation temporarily or permanently., 

3) 	Restrictive measures which limit, monitor, and control
 

out-migration, and which tie education abroad to
 

national development. 

H 	 o4Gollin , A.E.,in Proceedbngl Conference on International. Migration of 
Talent and Skills, U.S.Department of State, October, 1966., p. 8.
 

-	 - 34* "' -, .. ,,. 
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olli'IVAp i6h U, thiat -theprAkry l4Ocus-. forreffective, actiofnj :iQ.tthe5o~c 

source
count of. origin of the'migrant. 'Acountry of originAs,-like,the 

of a stream with branches which end in many.,ountries.,. Most effetive. . 

action can, be taken 'at,the source,'since only; the leadership ofa;.country 

range, ofk remedialcoderned, with its "brain drain", can, take the full 


actih'which may- be necessary. Action-taken ,downstream ,may ,result only,
 

in diverting the total flow of migrants from one country to severalothers.
 

Prevertive Measures
 

(1) Manpower :needs -andishortages differ !from,country to ,ountry.
 

Only through planning and monitoring can national-manpower
 

needs be anticipatedw. The planning function is-central to
 

effective manpoweri:utilization, ,One of ,themechanisms which
 

can serve as a watchdog:!and recruiting deviceis.,.a National
 

Manpower Comission . Such commissions are ,ordinarily composed
 

of influentialhigh-level persons who are charged .with; the
 

responsibility of manpower review, and recommendation of
 

legislation.or policy to government. While the: commission is a
 

deliberative body, usually a supportive organization for
 

gathering manpower information and statistics,is often added to
 

civil servicea ,or.attached toa university. The Institute
 

of 'AppliedtManpower'Research in:New:Delhi was founded to
 

conduct; research on manpower'matters. The: purpose of such
 

an organization is to alert governments to ,potentialproblem
 

areas, and to stimulate planning.
 

monitor.,the outflow,of..persons.in critical categories,, a
 

series of occupational rosters can be set up. Those leaving
 

!(2)!-NTo 


http:legislation.or
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the country at all border points can be entered on the usual
 

departure rosters, and additionally on separate occupational
 

rosters to be turned over to the official agency responsible
 

for analysis of manpower information. To be of use, re­

entries as well as departures must be recorded if the balance
 

sheet is to be meaningful. All categories need not be
 

monitored, but a few additional questions asked when border
 

formalities are conducted with one's own nationals would
 

quickly.reveal significant trends.
 

(3) 	In some countries migration for foreign study or work is en­

couraged. As mentioned earlier, encouragement of study
 

abroad starts many people off on a journey which supposedly
 

ends in a return trip home, but often does not. Strengthening
 

of existing programs within a country, creation of new
 

regional programs, and the provision of opportunity for
 

additioral training on a competitive basis will offer incen­

tives for people with ability and ambition to improve their
 

situation.
 

In Iran today an interesting variant of required military service
 

is open to the high school graduate. Upon inducting an individual may
 

elect to become a member of the "Education Army" and receive basic training,
 

teacher training and instruction in community development. Upon successful
 

completion of the training program he is promoted to the rank of sergeant,
 

and in uniform is sent to an Iranian village for a year. The best of
 

these rural teachers are awarded prizes and public recognition, and are
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offered further teacher training and a Job when their military service 

trainifg after twois completed. There 	is further selection for advanced 

to supervisory roles. The best supervisors are years, and promotion 

The program has been in 
given university education and promoted again. 

oper4tion for several years and has been quite successful in attracting and 

training village teachers and developing leadership. 

a similar program for healthThe Iranian government has developed 

too early to assess 	the
professionals called 	the Health Corps, but it is 


are novel 
success of this program. The "Education Army" and "Health Corps" 

conceptions which offer opportunity for service to self, country, 
and others
 

and upgrading. Technicalwith built-in opportunity for education, promotion, 

needed is brought into the country, lessening the needassistance where 

for education abroad. 

clear in the Iranian example. The
Several principles are 


first is creation of opportunity within the country for employment service. 

incentive for further training and promotion inand training. Secondly, 

Slocation which the individual is expected to practice is part of 

the program. Thirdly, trainers are imported rather than trainees
 

.exorted. Long-term costs of importing outsiders to train others for 

far less than the cost of losing largelimited periods (1-2 years) are 


numbers of nationals as a result of training abroad.
 

migration, dis­(4) While political 	or civil conflicts encourage 

criminatory treatment of doctors and nurses who are minority
 

group members also encourages physicians to remain abroad.
 

Most doctors who go abroad support themselves in their train­
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ing, and if they are unable to obtain jobs or positions
 

because of their religion or national origin in the country 

of their birth, they will remain abroad. Armenians and 

Greeks of Turkish birth, Moslems of Indian birth, German 

Jews and Arabic Israelis all are over-represented in the
 

proportion of those remaining after training in the U.S.
 

Each country must strive to find individual answers to tb 

minority group questions. Sizable proportions of those 

remaining in the U.S., for instance, also seem to be fron 

socially or economically disadvantaged backgrounds.
 

(5) Job guarantees, or recruitment of people who are to be
 

trained abroad before they leave will also diminish losses. 

Many foreign medical graduates in-the U.S. reported having 

returned home to find positions and giving up in disgget in
 

six months to a year and re-migrating to the U.S. 

Preventive measures listed above are by no means exhaustive, but taking
 

steps to voluntarily reduce emiaration seems the most effective place
 

to begin such efforts,
 

Restorative Measures
 

To encourage return of health professionals, the use of incentive
 

to stimulate repatriation is a second line of defense. Efforts at
 

stimulating interest in the homeland through publications, and newsletters
 

may be a beginning, but opening an office in New York as the Israelis 

have done, with listings of job opening in Israel, and active effirts 6n 

the part of the staff to recruit expatriates for these positions demon­
t!,,rd' k::N. !rcsui ' " 1,. . ' . .* ""­* ¢ld ,, ( .rq' : ,5 l }'. 

.4. e 
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serious and sincere effort to
 stratea that the.Israelis are making a 

encourage repatriation. 

Iran in the pastbas allowed duty-free entry of an automobiLe ror 

returning Iranian physicians and engineers, and flies one of its jet 

airplanes to the U.S. to pick up students and return them to Iran 
for
 

These all represent positive efforts and expressions of
the summer. 

interest on the part of governments in their expatriates. The expatriate 

who has not settled fully into foreign ways of life cannot help 
but be 

tempted by his government's attempts to provide a better life in his 

home country. 

An experiment being seriously discussed in some quarters is the 

provision of repatriation fellowships for doctors and their families with 

the opportunity to stay in a permanent post on completion of the fellowship 

The hope is that these physicians will re-assmilate and decideperiod. 


to remain in their native land.
 

With innovation, and some expenditure, it is-possible to motivate
 

Few individuals enjoy
some of the not-quite-lost to return home again. 


being a "foreigner" or "alien", and if well treated will forgo income 

to eat their own food, speak their own language, worship in their own way, 

and follow their own customs. Amelioration of professional conditions, 

provision of income, supplements for scarce categories, and provision 

of incentive and promotion based on ability will encourage many to 

repatriate. 

RestrLctive Measures 

All restrictive measures are largely coercive in nature, and when
 

used without care may lead to resistance, circumvention, and rebelliousness.
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An example of a restrieit@'vii sure asr,tihat roposedtby"-'ahMH&., lfromt i bag 

Great CiUtI! Vfib 'pipdb be6&-t'itamedcallmigrants reqtiirbd ,totipbst bond, 

or r0epay t6e 31,000 br Oe e b / tgverent .,ontheir medical I' 

n b e r eeducato wout 

, 
'- SWijarly, mhyncOuntries now ,require' that physaiians serve .in., 

rura "areas, n' :the' i.litary' service',: bti in gbvernmient ,hospitals.-for, othw0, 

years bifo6re being alowed to pratice fprivately, or to gd abroad.., I',A 

- V_ A66ither plaithas: been to issu pasaprts on a ,year-to-year.,,basis , 

and -t& gi1nt Iebiensions only'i the person is training' in selected programs. 

There is -sobething td be said for: duch a plan since, it discourages Uldrge 

imbers of professionals rf'om obtaiiiri-training in specialties, irrelevent 

to the needs of' the country..+ Few countries can support or utilize ilarge 

numbers of cardiac surgeons, pediatric-allergists, or,'plasticsurgeons,, 

but can utilize many internists, pediatricians, general surgeons, and public 

hegth''physicidIAiw. , 

Required governmnf service "may-postpone 'migration,but does)not .' 

seem to dimiish-it*appreiably.' )Restrictive policies, such.as:preventingp 

" ECFM ex6iations 6rm beingloffered within . country, as has been ,theM 

case with'Egypt, may'act-to discourage*emigrants, but largely those who-i, 

c~annoi fford "to take he chaiimination abroad. 'Repressive measures-being 

apilied to particular occupatlob al groups may backfire and make recruitment 

int . those2 'professions difficult. " On the other )hand, the impositiont'of 

a rather ssVifhtial 'exit tnxi'on all Iranian'nationals discourages interm­

national travel through maling traVel more Oxpensive, and almost ,prohibitive 

for less affluent citizens. Exemptions for officially sponsored individuals 

i 
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and groupi ar4Igive'Vbat.aregoivemenrt41Y ,9fltu'ed. . A 

,tn~,:.!-P~ruonal freedoul' of; movement: i.r inextricsb.2YyF1.$ ,to.the.j ew ....; 

that ,a Uation. haseoftthe responsibilitiesof. tits1 4itizene as contrated, 

with their rights. The western world has iusested,. in general, on the , 

freedom of,,individtlals-.to relocate, or emigra.te,)but the Sviet Wt.ion 

and lastern-Ruropean .Comunist, countries. -have viewed ;the7 situation dif-., 

ferently.. iRestrictive -meaeanres and, their usefulness depend on their 

These arenoqt matters in w h west­acceptance by ,the people involvedc 


ernera ecan make prescriptions. in,good conscience. Necessity,may,demand
 

mos ,,ef­restrictive measures, :but,wisdom.suggests that ±ncentive is. 


fective, with coercion as a,,last resort. The aphorism, about 1ein$ able to
 

leadahorseto water,'hut not being. able to m4e hlm -drink.seems .true: 

In many situations iwhich involve people also.
 

I"1 ~r. n. ':C "a . Cnlsos 

Emigration of health professionals isundesirable.om: thepqiut,, 

of ,vew.,of:national, governments, but the. problem.,most.,often involves un­

to
sponsored: individuals .who leave-their country of their own free-will 

meettheir,!own feltneeds. There is reason to Lbelieye that many health 

professinals,become unintentional nigrents, anddecide,to remain abroad 

a consequence of; their experiences and notas a1 reeult of premeditation.as 

The Commisuion on International Educationof the American, Council 

on Education In a., position paper on the-;,braiq.4raIn, is pue has: put., forward., 

propositions.which, probably express, the point, of view of .pever 

:cdubeotries tovhich, emgrants, are, attracted,: 

http:undesirable.om
http:individtlals-.to
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"As a free society, the United States should be re­

luctant on principle n any way to risk jeopardizing the mo­

tivations, rights, and dignities of the talented foreign scho­

lar o professional, by arbitrarily circumscribing his mobilit
 

or his choice of permanent residence. Our colleges and univei
 

sities have at least an equal obligation. We have traditional
 

preserved a wide latitude for the individual choices of our
 

own scholars, in the belief that free development of 

intellectual resources is essential both for the individual 

and for society. We should adopt any other posture toward 

the foreign scholar, qua foreign scholar, at considerable 

peril. 

The American academic institutions will best' further the 

legitimate purposes of the foreign scholar and his 

goverment, of our own government and of itself, if its 

relationships to the foreign scholar are professionally
 

and educationally bounded. The institution's first task
 

is to provide the talented foreign individual with the
 

best opportunities it can afford for free intellectual
 

growth. Its primary concern is the development of his
 

talent and skill, not that he is foreign.
 

The United States should not, indeed cannot, counter
 

the advantages it represents to individual foreign scholars,
 

nor can our educational institutions. Even if it were
 

possible to do so, such a policy would be negative
 

and very possibly counterproductive. Positive inducements
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for individuals of talent and skill to return to the 

countries of origin (although extremely difficult to 

appear representprovide in the nature of the case) to 

problema more practical avenue to meeting the brain drain 

than negative restrictions against remainiing in the United
 

states. Such positive inducements can best be pbvided
 

by the countries of . origin. These countries should be 

encouraged to accept ihis responsibility. 

In the special case .,f the United States, it is the only 

major world power today which has arisen through immigration. Immi­

gration has been an important source of manpower from its beginnings. 

The likelihood that self-supporting skilled persons seeking admission
 

remote,will be denied entry through restrictive legislation is and 

thus remedies are more effectively achieved by actions taken in the
 

country of origin.
 

Despite the difficulties, developing countries should make more 

strenuous efforts to provide opportunities and training programs that will 

induce their nationals to remain home, or to train abroad only for brief 

periods. Ifa country fails to give sufficient priority to such efforts, 

Developed
its case for international protection is not very compelling. 


can most meaningfully assume cooperative responsibilitiescountries 

and provide technical assistance where needed. Cooperative efforts can
 

most easily be corjoined in bilateral arrangements between the countries
 

involved. Multilateral organizations cannot easily deal with inherently
 

the,-... prces fStmm 
... tical S~ ofpolitical obstacles which must be ..surmounted in the' rocess ste ingol.. 
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migratory flow. 
Agencies such as W.H.O. can be of assistance if they
 

serve in an advisory capacity with respect to preventive and restorative
 

remedies. Restrictive remedies are better initiated by individual
 

countries. 
The rights of the state and the rights of the individual
 

are often in conflict where brain drain is the issue. 
Since this
 

conflict revolves around propositions regarded as politically axiomatic,
 

these decisions cannot be prudently questioned by outsiders.
 

The United States and other developed countries have begun to
 

question whether underproduction of health professionals with vacancies
 

being filled through the unintentional migration from other countries
 

to fill unmet need is not eroding other efforts in international development.
 

The U.S., while not actively seeking migrants as is the case with
 

countries like Australia, nonetheless is both attractive to, and receptive
 

of migrant professionals. Irrespective of the factors which attract
 

migrant professionals, a strong argument can be made for the developed
 

countries expanding educational facilities to a point where it is 
not
 

necessary to depend on migrants to take up the slack in the system
 

through unintentional migration. 
It is less than responsible behavior for
 

one wing of government to be involved in developing human resources abroad,
 

while another wing of government either through laissez faire, or the
 

absence of policy indirectly encourages emigration of the skilled human
 

resources already developed.
 

The international migration of talent and skills is
an Important,
 

indeed crucial matter. International cooperation is necessary if change
 

is 
to occur and only a dialogue between the "senders" and the "receivers"
 

can identify points at which effective action can be taken. Fortunately,
 

the dialogue has begun.
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Chapter VII
 

ORGAIZATION AND IMPLEMENTATION OF HEALTH MANPOWER PLANNING
 

The Planninwc Function 

A considerable literature has accumulated aout the organization
 

of general economic planning though, as Harbison and Myers'point out, 

very little has been written so far about manpower planning. This is 

since the special problems of manpower planningparticularly unfortunate 

cannot be entirely managed by the traditional planning mechanism in use.
 

The same observations made about general manpower planning can also
 

be made for health manpower planning. In the citations we have made to
 

manpower planning and plans, few make reference to either past experience
 

Therefore, we offer
 or future objectives of the planning process itself. 


the health manpower planningour observations on the organization of 

function in full recognition .of their tentative nature.
 

Perhaps the greatest challenge to manpower planners is the wide
 

dispersion of interests and responsibilities for the development of
 
..5.: ", .,9' ! .. 

human resources. Regarding health manpower, even in countries with a
 

strong central government and a dominant public sector, planning requires
 

close coordination of at least the ministries of education and health,
 

and in mixed economics, the number of participants in the planning process 

may be much greater. 

and: Myers, Charles A. Education. Manpower and
a Harbison, Frederick, 


Economic Growth: Strategies of human resource development. New York:
 

McGraw-Hill Book Co., 1964,,p 220.
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The Peruvian situation is illustrative of-the many organizations
 

and institutions that may have to'be included in the planning process. 

On the demand side of the equation, the public sector encompasses eight 

major sub-systems providing 2health .:care,. each operating independently 

of the others and according to its own personnel policies. Each pro­

fessional group has its own federation and several professions also have
 

a qqasi-legal "college" which has been given authority by Congress to
 

'regulate the profession and act as its spokesman.
 

Looking at supply, health professionals are trained in more than
 

30 schools and faculties. A few of these are administered by the Ministry
 

of Education or of Health but most depend on their respective parent
 

universities. In theory, university policy is coordinated by an inter­

,university council and its planning office, but in fact,each university
 

is virtually autonomous in deciding which professions to train, in what
 

number, and according to what academic requirements.
 

In outlining a framework for the institutionalization of health
 

manpower planning, three broad functional areas can be identified: those
 

of technical planning, of policy formulation and coordination, and of 

administration or policy execution. The sections that follow describe,
 

on the basis of available experience, the types of institutions and
 

institutional relationships apt to be most effective in discharging
 

these functions.
 

Technical Planning 
.,, V"By ,.At'ebhIicAi plannii- bis ,understood ,those aspects. ofjthe planning 

process -- data collection, analysis, interpretation .and t hepreparation 
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o §1i loe aehto~chooie wti.e a course 

o6f 'action' r In 'st~otntiiea especially those ,inivhich. Pol itics '.h as 

anLinordiiately -iarge, ifluence over.,policy. :ittwill ;be!badvantageous
 
f, the £fnctioas -be
to discharged' by specially idesignated- plannig 

.f,'thg uctdit b 

units.L Oeiting agencies seldom, have the time. to dbO the. necessary, 

baseline analysis, nor are they as free as a planning unit to,ezcpore
 

the consequences of all major policy alternatives. Even though a gov­

erment miielect to decide a given iUsue on 6thet'.,ithan its technical 

mrits, it cannot afford to ignore the probable consequences of its
 

decision. This is especially true in manpower planning where the strong
 

pressures created by a professional group may induce the government to
 

adopt a policy whose consequences will take a long time to outlive.
 

In countries committed to planning, there will probably be plan­

ning units in both the education and health sectors. To avoid juris­

dictional dispute among them over health'manpower, there must be a
 

clear delineation of responsibilities and inierrelationships. 'Inmaking
 

this delineation, it is useful to distinquish between two basic planning
 

questions: "What manpower is required?" and "How should it be .provided
 

for?"
 

Without doubt, a planning Unit in an operating agency is in a
 

much better positionto answer the first question than its counterpart
 

in the education sector;.
 

A.striking example of, the problems-that may arise when both
 

the educatiot andi health.sector planning units develop independent.
 

developing country.
manpower projections0occurred'i: -one, In its pro­

jdctions to[.1980i, thi education planning,unit selected, largely on the
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n4zbasis ofni~teraina,,comParisons ktaotarggp rati o Ie0~~~q 
l650,,,-pbpjaatj&n,A-anconttastlft, healsni j-lnnunt,,based.)*sAesti­

orP-medical
mateaon ,tha doct6rSa.mneeessaryto :satisfy, the;.probablevde 

et th economy ' abilityi to -pay for t...Table;T.l, 

shows'the medical!; school,capacity:-needed- by.1980 to attan each o~fjPese 

targets..:,.) 

Table VII-I. ALTERNATIVE PROJECTIONS OF MEDICAL SCHOOL CAPACITY IN 1980
 
. , *,ACCORDING TO THE EDUCATION. AND HEALTH SECTOR PNLANG UNITS 

1980 Projection According to the 

iducbtion '' Heilih 

Planning Planning 
Unit 'Uit 

600
medical students 3,600
Enter p 1,30050 

.. i ,3.550.Last ,year ,medicalstudents 

Total,,enrollment .(Including pre-med.) 15,700 4,100
 

• ,Number of medical schools , 48 

(assuming 75 entering students each) 

Nedless to say, 'the task of 'developing.a clear policy,.regarding:.medical 

education is greatly complicated by the presence of such wide discrepanc­

ies "between .the. two •government projections. ,.: . 

0xce- the "hea l thJ planning. unit ihas determined.i theq quantitaye 

and qualitative manpower targets for the health..sector:Ithe-educlatiofn
 

1planing int wil1M asue a maj rn ole in finding.,the1.bestmeans of 

meifttgith"m6 0Oetion .such aes.the number,,.locatiozn.afl: size of,the 

"n ifailitide' needed'i 'faculty' requirements , financing, an ,curri lum 

will properly-!be the c€oncein .ofi' thid,-uniti a's 

8 
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educationaii I tiions and-ntr-school associationb. . 

The disitinct natur'of"t two types of platning'responitbtlities 

just descibead in ih way obviates the necessity for llose oordination 

bween 't4pinnig units''in the'health'and education,sectors.Y ,-Ideally 

this -6-ul'be accompihed by giving joint-appointments in'the two: plan­

ning units to those 'planners*most concerned'with'health manpower problems. 

With i small nucleus of saff drawn 'fromboth sectors and working prin­

the
cipallya on health manpower planning, each unit would always Unow -how. 


priorities and 'constraints of its.counterpart might 'affect its own,plans.
 

It is'hardly necessary to lemphasize that a continuing source of
 

Statistical !datawill be 'afirst priority for effective planning. , The 

location of this responsibility is still debated among planners, some
 

arguing that the planning unit should have complete control over the
 

while otheis believe that a' certain distance shouldstatistical agency 

be maintained between the planning and statistical functions. We are
 

inclined to favor the latter alternative for two'reasons. First, the
 

planning unit may soon 'become excessively'burdened idth .the daily adm­

ministration of the statistical agency, to the detriment both of its
 

own planning responsibility and to the functioning of other agencies
 

dependent onk statistical 'information. Second, and 'in our judgment, more
 

importantly, by'compietely centralizing the statistical function, the
 

very useful means'of influinding manpower policy.planning unit may lose a 

This second point deserves elaboration. We have emphasized the 

diversity of interests that 'exist in'manpower'planninv One of thel best 

. lanning: ,,Lessons of. Eperience.8Waterson, Albert.,Development 
Baltimore, The Johns Hopkins Press, 1965, pp. 392-3.
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ways of decreasin 'onflicts ,of.,opion,,tha ,willinevitably arise
 

urage their, involvement
Clamong4:he diffeenfl groups concerned isoeno 

,.ni.-thk,planning, process from. the very beginnLng. The collection and 

4,procpssinpg:,of., tatistics.provides a ,ready opportunity for such involve­

,.ment-s..,.,To, be maximally effective, the planning unit should.decentralize 

i,as',much.as possible ,the responsibilityfor. data collection and, even 

•.prelll nary, onalysis..- . Thus,, instead of ma.ntaining (or having the. 

'Vircentra1.).etatistical agency maintain) an inventory of the cirrent, supply 

to'of, doctors,, dentists,. etc., this responsibility could be delegated 


By contracting with each
;the ,corresponding,professional associations. 


standards,
assoqiation to .maintain the inventory according, to defined 

andp vid g the..necessary technical and financial assistance, the
 

the desired information at limited cost.
planning unit .could obtai 


asa base to build on,Using, thoeformalagreement.for data collection 

* ,further'ties could be established between the associations and the 

planning unit bymeans of collaborative studies on such problems of 

•.common nteres~as emigratiou, attitudes ,toward government service, 

early retirement, and modes of practice. 

.,simillr.,arrangepents,could ,be.made with individual schools and 

Ties with
-faculties, and where,they,exist, inter-school,associations. 


inter-schoolk associations would be particularly useful as a means of
 

promot in cooperatipn onmanpower, problems. The formal link between
 

the.,.plannig unit and the inter-scho9l association could be the annual
 

thefuture output of, the training institutions.exchange pf estimates on 

(based on admission, enrollments, attrition,-etc.) and on future manpower
 

denma": -'Subsecently , collaborative proj ects, could, be. developed to 

http:as',much.as
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deteriine whether changes are warranted in training emphasis, to dievlop
 

standards for certain types of health services, and to experiment with
 

the organization and delivery of care.
 

In the developed countries, particularly the United States, the 

importance of planning from the "ground up" and of involving the consumer 

public in the planning process is frequently emphasized. These object­

ives have not been so easy to attain in practice. We, too,'"elieve t ht 

there is considerable merit in having the planning process start at the 

level of the community, but are not convinced that this is a very mean­

ingful concept for health manpower planning in a developing country.
 

Once again, we must emphasize the difference between program planning
 

which is usually short-range and is focussed on individual community
 

needs, and manpower planning, which deals with large aggregates over an
 

extended period of time. In the former situation, it' is logical 'to"
 

promote as much local initiative as possible in the planning process;
 

in the latter we think such efforts are largely irrelevant. Tis is'
 

not to say, however, that manpower planning can ever be divorced from
 

what people want. In one way or another, by means of at'titude surveys,
 

utilization studies, popular campaigns waged through the communicatons
 

media, and the political process itself, the public'a expressed 'int'erests
 
): 4444), ", 4 q4 4'. 4 ,' J4 4 4 . ". 

must remain central to planning. 

Writing about the various forms of authority that enter intO 

the planning process, Chamberlain describes what he terms ihe "authority 

of knowledge."a This refers to a Dhenomenon that has occurred throughout 

,Chaberlain; Nei W 9 W'iate'and lPublicPlainiDK, 'New "Yrk:'McGraw-

Hill Book Co., 1965, p. 194.
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,society; that as man applies technology to the solution of his problems,
 

the traditional decision-making functions of the executive have become
 

progressively more circumscribed by technician specialists.
 

This phenomenon is mirrored in the problems that arise in manpower
 

planning. In the day-to-day management of health manpower, the admini­

strator, whether he be dean of a professional school or director of a
 

When the focus shifts from the
 .,,health.program, still ,reigns supreme. 


new concepts are introduced which he is
,present to the future, however 


Planners now speak of productivity,
,often poorly equipped to,understand. 


cost-benefit ratios, skill substitutibility, open-ended careers,
 

"contribution to development" and manpower "mixes." For a while, use
 

of these concepts, dressed up in planning jargon, will Impress and even 

But as soon as the language of the planners is translated 
into 

,persuade. 


substantive institutional change, a counter-reaction is almost certain
 

to ,4rise. Incapable of refuting the planners' arguments on technical 

grounds, administrators and political authorities, in their efforts to
 

maintain the status quo, soon fall back on the time-honored argument of
 

t,,,
he "superiority of practical experience." 

TO avoid these dangers, and above all to make the authority of 

knowledge operate to their benefit, planners must make planning credible.
 

Terminology should be simple and straightforward, the consequences of
 

at4rnatv.e policies clearly expressed, and above all else, a planning
 

attitude and cmmpetence should be promoted throughout the institutions
 

affected. The final test of decentralization is not whether the final
 

health manpower plan is prepared in one or..several.'agencies, the first
 

.,ifalternative',clearlynbeing preferable, _ Rather, ,it; is whether the planning 
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unit has been successful 'in"lcellg out responeibil'ty foranswering
 

specific and'lIited'planning questions to the agencies most apt to be
 

involved. Ways of accomplishing these objectives through the decentral­

ization of statistical and research functions have already been mentioned.
 

we have said to this point aboutthe organization
Summarizing what 

of technicalplanning, the following points have been made: 

(1) That the health'planning unit should have primary responsi­

bility for determining the quantitative and qualitative
 

requirements for health manpower and the education planning
 

unit for deciding how these requirements can best be 
met.
 

(2) That the health and education planning units should 
closely
 

and continuously coordinate their efforts as they relate
 

This can best be done if a nucleus
to health manpower. 


of planning personnel are designated to assume
 

primary responsibility in this area and are given joint
 

appointments in the two units.
 

(3) That the health planning unit should decentralize 
its
 

statistical functions to the greatest extent possible,
 

partly to reduce its own work load but even more importantly,
 

to bring other groups interested in manpower into the
 

planning process.
 

(4) Although the public's interests must remain the 
central
 

focus of any health planning, it is probably not 
realistic
 

in most developing nations to attempt direct involvement
 

of local community groups in health manpower planning.
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-(5),,'The health planning unit should sttengthenits, relationship 

-witheducational institutions and professional associations
 

,by promoting and/or contracting for applied research projects
 

on,matters of mutual interest.
 

(6) 'Planning terminology should be simple and plan presentation
 

should clearly show the costs, benefits, and necessary
 

implementing steps'of each policy alternative.
 

Policy Formulation and Coordination
 

High priority should be given to creating a health manpower board
 

as the best mechanism to formulate and coordinate manpower policy among
 

the various interest groups. Although lacking executive authority, the
 

board, by virtue of the stature of its members and the impartial review
 

itwould make of all matters brought before it,could have a powerful
 

effect on implementation. Once a national decision had been reached
 

on an important matter, few institutions would be willing to step far
 

out of line.
 

Board composition would include representatives of the educational
 

institutions, the major agencies that employ health manpower, the govern­

ment, the general public, and the professional associations. In con­

stituting such a board, several precautions are indicated.
 

First, the health manpower board should be concerned with health
 

manpower alone and its membership should reflect this intention. If a
 

general manpower board exists it may be desirable to make the health
 

manpower board administratively dependent on it,but the former should
 

not absorb the functions of the latter. While we believe it appropriate
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hat the.health: manpoweqrboardthave!,aY (non-health) ,rep eetation,on 

iththe
 
.t,the majority oftthe:)members should be :thoroughly familiaT 


fharacteristics of'the health sector and its requirements.1 
Otherwise.
 

:herelis*a risk thatithe board will give insufficigent 
attentinp to the
 

Important issues of quality, productivity, and improving 
the,"mix" of
 

,
lifferent types and levels of health workers. 


It is generally accepted that planning will be successful 
only
 

to the extent that the government itself is committed 
to the objectives
 

alb
 

and is willing to take the 
necessary steps to ensure implementation.
 

To attain this commitment, the health manpower 
board should have contacts
 

In
 
as close to the top level of governmental authority 

as possible. 


some countries the'advatitages of this policy 
may be so offset by the
 

dangers of partisan'political interference that 
less satisfactory
 

However, it must be realized that
 arrangements will have to be found. 


technical solutions to manpower problems that 
neither take into account
 

political realities nor enlist the support of 
the political.authority
 

will have little chance of'success, regardless of their merits.,
 

A third requirement for the effective operation 
of the board is
 

In the case of general manpower planning,
 a highly trained staff. 


Harbison and Myers recommend a manpower secretariat 
in addition to, and
 

somewhat independent of, the regular planning 
units within the various
 

c We consider it equally Important
operating agencies of the government.


a Ibid., pp. 225-226.
 
b Waterson, Albert, Op cit., p. 340.
 

c Harbison, Frederick, and Myers, Charles A., Op cit., p. 220.
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that thelIth manpowe 'board boiefitCf omtdompetefntinandl continuing 

coun trie- s
staf services but believe'that for lltbut° the.la~rtest these 

funtionS should be fulfilled by the regular planning units, within the 

educ'aton and health" seCtors. In genertal' manpowert planning the' aumber 

of'agencies cnerned' s-so great that a special; manpower board secre­

tariat can be justified to help collate and iterpret the,vast amount 

With many less agencies concerned withof 'data required 'by the board. 

"heath manpower', it would be a needlees duplication of technical bodies
 

and a wate 'O scarce personnel to establish a special secretariat for
 

the health manpower board.'
 

The 'effectiveness "of the' health manpower board will in large 

measure depend on the types of problems 'brought.before it and the care 

used in preparing them for boardconsideration. The planners acting 

as board secretariat should neither burden~the board-withdetails nor 

consult it so seldom or so perfunctoril'ithat: the 'board loses sight of 

Its primary role. Questions apprOriate f6orboard consideration,could 

the variousinclude: (1) should major changes 'be iade in the supply of 


categories of health manpoweri, (2)ibywhat means should such changes
 

be effected 3) should'a new type of health worker ber!trained.,t­•
 

(4)- should !ajor* modificAions'be made in"the curriculum.iof an exi.sting 

personnel category; -and' (5) should newlegislation governing the,mode of 

pr~ctice'be requested.' 

It may not always be possible, or even desirable,, to.create a
 

health manpower board. In Peru, when this possibility was discussed,
 

the dominant opinion was that although this.sort ,of"c6ordinating and
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policy-making body made sense conceptually, similar high-levbl boards,
 

had tended to be ineffe'ctual 'inthe past. Meetin..g'were,inffreuent
 

and'the agenda inadequately prepared. Further difficulties were en-


If they were of high enough
countered "'selecting appropriate members. 


rank to be able to speak for their respective drganiiatidos, they rarely
 

had the time to devote to the meetings. Conversely, if they',had the
 

time, it usually meant they operated at too low a level to be effective.
 

In a country Where such c6nsiderations are of importaihe, the
 

technical level of the planning function must bear prop6itionally
 

greater responsibilities. This should not present 'anyunusual diffi­

culties if government control over higher edudation is strong and the
 

operating agencies not too fragmented. When these conditions are not
 

fulfilled, those at the technical level may find the absence of a man-


Some of the ways of minimizing
power board a considerable handicap. 


these problems were discussed in the preceeding section.
 

Policy Execution
 

to state at the outset that,we consider implementation
.,We;..sh 

as an integral part of the planning process. The effective planner
 

cannot divorce. plan formulation.from execution. As Waterston aptly
 

puts. it,."Planning may begin with the,formulation of a plan as a guide
 

a later stage, a
to implementation, but implementation beqomes, .at 


guide ,to revision of .the original plan'a. The two phases blend, one
 

into the oher, to form an organic whole that constitutes the essence
 

336.Waterston, , p. 
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ofIgood: planninp , . 0 ' r .... , -I, q,, 

,Prqvious..chapters,.have already considered.some of the factors
.trr 

conducive,.to,successful implementation. One of the most inportant, 

;fjhardly .needing-,further emphasis, since ,it has been a dominant theme in 

..this monograph, ,is to,provideaa,.realistic plan. Not only must the 

in the terminology of the shoe­manpower, fptojections 'smell, ;ight ­

.,leathe.-,epidemiologist --,but the recommended.policy changes must be
 

, . .. . . ~ . 7.. , ' , '', " 1 1!'.. , , !politically and administratively feasible,, Too often 
the planner assess­

es only thei economic or,mapower consequences of alternative policies,
 

while failing to,;take into account the natural resistance to 
change.
 

An idealized scheme is presented, which, because of the long planning 

period-;used.,,may.:vary substantially, from the existing manpower pattern. 

Unless a. fair,degree of, agreement already exists as to the objectives of 

future policy,, plan proposals may receive scant consideration. 

Besides being ,realistic,,-agood plan must clearly specify what
 

The detail in which these
implementing steps are necessary and when. 


steps are set forth in a given country will, of course,--dped.on..ne 

degree of centralized control that edsts' 
V er mAnpo er'polibies. If
 

the various training programs are highly interdependent or the Lack
 

of data or agreement on key issues miakes for much Vuchertainty, it may 

be desirable to indicate 'several major points durlinig plian' exec'h! 

where a reassessment is needed. Thus, the first"phase'€fTa manpower,
 

plan might be depicted by means of a network diagram as ii's" used idr/the
 

"program evaluation and review technique" (PLRT ), of pla~nainga. iie 

"a For a more detailed review of the application of PERT (or the,
 

"critical path" technique) to health planning, see, ..PERT aid'Planning 
for Health Programs," by Walter Merten, Public Health Reports, 81:449-454
 
'U... 1 aA 

http:course,--dped.on
http:conducive,.to


Figure V11-1 HYPOTHETICAL NETWORK DIAGRAM FOR THE INITIAL PHASE OF 	 A NEW RURAL HEALTH PROG3AM 
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' d
new decisiln are required due&
implementation and, by 1showing when
" 
resources ona nreied, w ':
 

reduce the risks of over-ctmniting resources on 
an untried viture
 

,
More6vir, if one segment! of .tS6 "health manpower system" is delayei 


he adjustments necessary in ti
iricomleting its part of the 


other parts can be more rejdaly discerned.
 

Planners should begin early during the phase 
of plan f6kmulation.
 

a "wifl to
;.think of the-need: tohange attitudes and to foster 

'ndaions. Ialy this means directly in! ,
-,.. 


oi.ing in ihe planning process-those likely t be affected ythe
 

proesso
the
vol~~iAt 

the very least, interedstefdgroups 

should be in ited
 
rest""Ing 
 on the key manpower issues under
 

--to present depobsitionS to the planners. 
 I

", ; 8'.: " ;. ,: 8 

was.done by the.RoYal! Comunision ,on Health':,Servicks'
conid.ration, as 


Alternatively, periodic meetings can 
beheld,between p
 

Canada. 
,
dbyepf ps.to exchange views -nd promote co'mon 

ype In Tukey a­with meetings oIt
10jecives';""Our 6xperie 


'
 
India covinces us o

f their usefulness8-ln paving the -vyfor.eventuAml-";
 
} 


.
 .. +.. 

t p e e t t o
7- , r -elio
implementation.


Once the plan nters he plementation phase, various measuts-"
 
448 

advance it,according to schedule. -The most obvious 
is.,
 

can be used 


through finarcial incentives, .or conversely, controls , Exmniplev.f f •'
 

those in most frequent use include: ' ' , 
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i, Grants-in~aid, or,trainedship vfq studentqchops*8 thigh Piority 

, .discipline-s; 
,Fellowships for graduate professionals 

to upgrade their qualifi­

cations or divert them into high priority specialties;
 

Grants to educational institutions to expand training 
capacity 

and/6r mdify curricula; 

Salary bonuses and other fin ncial (and non-finial)'inctives 

ato.promote Improved,geographic distribution;, 


Improved salary scales,for,certain -highpriority 
manpower cate­

gories to make these disciplines more attractive;
 

Contracts between health and educational 
institutions for the
 

preparation of specified numbers of middle-
and auxiliary-level
 

personnel;
 

in. i"tutioal and/or individual remuneration 
partly


i .aking 

dependent on productivity, while maintaining 
a defined level 

of quality.
 

In using these and other methods to promote 
implementation, a
 

For most situations the problem is
 .wordof,caution is appropriate. 


devising a suitable inducement but rather 
of limiting
 

not so much one of 

By way of example, as an
 
its use to only the specified purpose. 


inducement to geograpl4C redistribution the cost of gradually imple­
25 percent salary bonusafor professionals working in small,,,menting a 

. ) .a ' i' . 
- . r) : '! ,'. .in Turkey or Peru public sector
: . . 

. o "comunities would not be great; 
, " 

Here the
 
expenditures would be increased by about 

five percent. 


,greatest potential obstacle is not lack of funds but the failure 
to
 

achieve broad support,from all 
interested groups for a redistribution
 

to urban living, ways arecommittedpWith mosthealth workers 

soon found to either take away the promised 
bonus or to use it as a 
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Sto' 1ncrease~' salar tes geiera~lyj4.r j Siniirly,t other-types of fin­

ancial incentives tend to be quickly circumvented i neitrAized if
 

workable agreement isnot first attained on priorities and objectives.
a 

Policy implementation can also be promoted by means of licensing 

and employment standards. If a government job (or professional advance­

,ment),in a,given personnel category is open only ,to those with defined
 

qualifications, educational institutions will be strongly motivated to
 

adjust their training programs accordingly. ' 

In our expericace, however, such standards are often applied
 

The length of training becomes the sole 'criterion
inappropriately. 


of adequacy and not the acquisition of a minimum set of skills. As a
 

result, the standard either becomes unattainable, and hence ignored,
 

or it leads 'toa wasteful investment in-education.
 

One further method of promoting implementation deserves mention.
 

In some situations the measures already discussed may have little
 

application. This is particularly apt to occur within public sectdr
 

health agencies regarding the utilization of health manpower. With
 

qualified senior administrative staff scarce, reforms essential to plan
 

implementation may be delayed or ineffectively 'applied. To overcome
 

such problems the government may find it convenient to main'tain a small
 

cadre of highly skilled "administrative troubleshooters," available for
 

short-term assignment where needed. Thus, when an incipient bottleneck
 

appears in an agency subdivision, a senior adiinistrator could'be given
 

temporary advisory or even executive responsibility to avert it.: Once
 

the hard (ad often unpopular) decisions are madeg implementation 
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started, d eglr-taf oriented ,sjto theircontinuing functions, 

the senior administrator could withdraw. The U.S. Public Health Service
 

has successfully used this method for many years in its efforts to
 

improve state health programs.
 

Implications of Manpower PlanninK
 

for Research, Demonstration and Training
 

Manpower planning must be translated into action. This requires
 

applied research, demonstration'and training. Projects of importance
 

in these thre areas are outlined below.
 

Research
 

Manpower Utilization., Manpower research must be based on the
 

study of health services. Functional analysis of existing health
 

services will provide'a basis for improving the Utilization of health
 

Only as each function is clearly defined in quantitative
personnel. 


and qualitative terms is it possible to decide how it can best be per­

formed. Within this .general area of research there are a number of
 

specific topics requiring intensive study.
 

(1) What services are needed? The health functions performed
 

by health centers, hospitals and,,if the research proves 

possible, private practitioners should be analyzed to 

deter, ne: 

Whiich functt'iib are given highest priority by the people 
served? 

Wt~a doeds ach'funhtion cost, according ,to who performs 
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lead to .r.,search on the
Hv~t~alysuch ,.studi~A should deve 

impact of health programs Inprouioting'economc 
I 

I"'j' 

What quality of Services should be provided?(2) 

type of health worker should be 
The productivity of each 

This requires better methods of studying inputs,
studied. 
 It also

partly covered in the functional analysis above. 
In addition
 
requires improved measures of health 

output. 


to standard health indices, other benefits 
include changes
 

in health practices and attitudes,"and 
the extent to which
 

specified program objectives are achieved.in 
areas such as
 

mass immunization.
 

The determination of acceptable standards 
of quality for
 

countries at different levels of economic 
development
 

requires a judiciousbalance of diplomacy 
and realism.
 

Research on quality of care is often evaded because of
 

unrealistic statements that no one should 
be discriminated
 

against even though it is manifestly impossible to provide
 

high quality care for everyone. Better planning requires
 

that methods be discovered to allocate 
to each function
 

that level of manpower needed for optimum 
and efficient
 

Examples of questions to be asked are:
 performance. 

To maintain qualitative standards, which 

functions require
 

the competence and skills of professionals; 
which functions
 

can be most economically and effectively 
delegated to
 

ancillary workers; and how can patient satisfaction 
be best
 

balanced with personnel satisfaction?
 

The administrative framework can
 (3) Organization of services. 


.determine in large part the effective 
utilization of health
 

Systems analysis approaches are needed to 
evaluate
 

xanpower. 


specific problems such as:
 

rne
 
What is the appropriate manpower mix for each 

unit ot 


!health services?, This requiresparticular 
attention to
 

the balance of professional and ancillary workers, 
their
 

team relationships and their respective roles.
 

What are the best patterns of supervision, continuing
 

education and communication, especially through 
routine
 

,,..ecordeamongand.within various units?
 

What are the best ways of paying for the various 
compon­

entd:'of the health .ervice 8,giving particular attention
 

to the balance of private and public funds?
 

http:achieved.in


- 235 ­

(4) Distribution of services...
 

In most developing countries the greatest manpower shortages
 
In research on rural requirements of
 are in rural areas. 


health personnel particular attention should be paid to
 

ancillary workers. Some questions that must be answered
 

Should they be specialists or generalists; at what
are: 

level of preparatioi - curative or preventive or both;
 

and how much independence can they be given in Isolated
 
posts?
 

also have inadequate serv-Other special populat pn groups 
on ways of meetingices and similar studies.shouldbe done 

their needs. Of increasing importance are the problems 

of the rapidly growing urban slums. 

In all efforts to achieve better distributionuthe questions
 

most needing study are problems of personnel motivation.
 

What incentives are most effective in getting personnel 
to
 

go Where they are needed and to work there effectively?
 

Under the important economic incentives, what are 
the re­

lative benefits of full- or part-time salary arrangements
 

for doctors and special ancillary groups such as midwives?
 

(5) Demand Analysis. The most difficult part of health 
manpower
 

Research

analysis is projection of effective economic demand. 


is particularly needed on:
 

The effect of changes in age composition of the population,
 

.per capita income, education levels and 
urbanization.
 

Shifting patterns resulting from administrative 
reorgani­

zation and the segmental requirements of particular 
sectors
 

of the general health services.
 

Educational planning and the determination
Educational Research. 


Studies
 
of educational objectives must be based on better job 

definition. 


of manpower utilization should help to define the work 
expected of each
 

•category'of'health worker. Particular educational problems requiring
 

concentrated research are:
 

(1) The definition of educational patterns adapted to 
the specific


•. 


needs of each country.
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" 

For doctors this requires research'particularly on how the
 
community and preventive orientation can best be incorpor­
ated. Research is needed on the use of community teaching
 

"'facilities. In postgraduate education the balance between
 
general and specialty education must be studied and whether
 
doctors in developing countries should be trained in dis­
trict general hospitals or specialty teaching hospitals.
 

Nurses are in particularly short supply in all areas. To
 
meet this need particular attention must be paid to de­
fining their role and developing suitable educational
 
programs. The status and position of nurses relative to
 
other educational opportunities for women requires special
 
study.
 

The training programs for all ancillary categories should
 
be studied both in their relationships to each other and
 
the activities for which each is being prepared. Studies
 
of training programs should include much more than curri­
culum development; with due attention to whether the
 
institutions should be located in rural or urban areas,
 
whether various categories can be trained together, and
 
the balance of practical and theoretical work.
 

(2) Teaching methods require particular study. Many new develop­

vments in subjects such as-programmedflearning and audiovisual
 

techniques require study to see if they are applicable or can
 

be'adated to local cbnditions.
 

(3) The particular problems of international migration of health
 

professionals' are*-of' particular interest to' the United States. 

Studies are needed of the dynamics of the world market of 

physicians and the economic and motivational factors behind 

6present trends.'o 

General Studies of Manpower Supply and Demand. Each country should
 

undertake ito own national health manpower studies. These should be part
 

of bealth planning,and should be built into continuing mechanisms for
 

impimentation and further planning. As some of the specific items of
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thO i h .iinformation indicated'above beome .... 


related to overall manpower analyses.
 

Demonstration
 

As research points the way to possible solutions for the manpower 

problems of developing,,nations, demonstration projects will be needed 

to show the effectiveness of new methods. Priority demonstration
 

projects are: , :,,, 

(1) New methods of training health auxiliaries.
 

(2) Functional relationships in demonstration health cenLere
 

with special attention to appropriate delegation of respon­

sibility to ancillary personnel.
 

(3) Modification of existing medical care programs to secure
 

greater productivity while maintaining acceptable quality.
 

(4) Trial of various patterns of regionalization of health serv­

wide range of institutions
ices in geographical areas with a 


and health units.
 

(5) The ftproved use of supervision and continuing education in
 

increasing the effectiveness of control of the work of
 

various levels of health manpower.
 

Training.
 

As developing nations increase their appreciation of, and interest
 

in health planning, it will be necessary to prepare increasing numbers
 

of health planners who should be trained specifically in health manpower
 

analysis.
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h+! lthu eatp~ r need in most developing countries 

for trained ancillary personnel.,. To meet 
this need, the development

is 

of, pecdial training programs for the teachers and directors 
of ancillary 

should be given the highest prioiity.*' Aos.: 
health training schools 

Important for the .improvement of both ancillary and professional training 

is the preparation of appropriate tedchting 	aids such 'as ffilm :s!rips 

and machines-. -,The-basesfor 
and programmed teaching curricula inbboks 


developing these teaching materials will evolve from the research,
 

studies already discussed.
 




