AL NG FOR INTFRNATIONAL DEVELOINAIGY
WASHINIGTYOMN, ). €. N8z

BIBLIOGRAPHIC INPUT SHEET

FOR AID USE ONLY
w ch 53

A, PRIMARY
1. SUBJECT

TEMPORARY.

CL ASSI-
FICATION

8, SECONDARY

2, TITLE AND SUBTITLE

Health manpower planning in developing nations

w

. AUTHORI(S)

Baker,T.D.; Ferguson,D.C.E.; Hall,T.L.;

Haynes,Alfred; Taylor,C.E,

4, DOCUMENT DATE

1966

5. NUMBER OF PAGES
238p.

6. ARC NUMBER

ARC

7. REFERENCE ORGANIZATION NAME AND ADDRESS

Johns Hopkins

8, SUPPLEMENTARY NOTES (Sponsoting Organlzation, Publishera, Availability)

9, ABSTRACTYT

(HEALTH R & D)

10. CONTROL NUMBER
PN-AAD-332

11, PRICE OF DOCUMENT

12, DESCRIPTORS

13, PROJECT NUMBER

14, CONTRACT NUMBER
AID/C-1883-1 Res.

15, TYPE OF DOCUMENT




ALSC - 5§55 )
PAr-AHD- 23572

e

HEALTH MANPOWER PLANNING IN DEVELOPING NATIONS

This monograph was prepared by the following member of

The Johns Hopkins Division of International Health:
Dr. Timothy Baker
Dr. Donald Ferguson
Dr. Thomas Hall
Dr. Alfred Haynes
Dr. Carl Taylor

NOTE: This preliminary draft has been prepared for internal circulation
in the United States Agency for International Development and
The Johns Hopkins University only. Further revisions are being
made with the intent of eventual publication. Suggestions and
criticisms will be welcome.



PREFACE

The new emphasis on health manpower planning derives from two recent
evolutionary emphases, It is perhaps the most important part of the com-
preliensive health planning which promisés 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 ts‘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 forWIntqgf

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

ot g s e

e

planning were needed. It was realized that planning methodology must be
improved, and its application demonstrated. To accomplish these goalsi
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
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countries. Separate monographs are being published under the sponsorship
»<0f the-Agency-for' International Development that:give-the methods and
= £indings ofneachxbfléhe codhtr&rstudiés‘in-heilthamanpqweruplanning.
The»AgenEy féfwlnternationalrneveiopmantﬁs'chatgexto Johns ‘Hopkins
was:to select:countries:that were:both suitable for development of health

© manpower planning methodology and- could benefit directly from the results

-~

of ‘health manpower studies. :.The countries selected were to include wide
-.geographic repxesentation 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 vatin-american 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 planning unit within the
~Peruvian Ministry of Health, our choice for a Latin American country - -
wag Peru. -In July of 1962 an American tesm consisting of Dr. Paul Wehrle,
a pediatrician and public health physician; Dr. Tom E. Davis, an economist,
and Dr.. Schuyler Fonaroff, an anthropologist, arrived:in Lima to begin the
study.. One month later, following political disturbances vhich 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 -investigator. -

During the remainder of the study Dr. Hall worked in close collaboration
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with the Health Sector Planning Officé 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), 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 Ecomomics 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
gserved 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 statisticianm,
Miss P Y. Chen, public health nurse, and Mr. J. F, Tsai, psychologist,
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 mnext two years

with the enthusiastic' participation of Taiwanese officials.
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Viéitszberevmaheftoutﬁe following countries in Africa: Ethiopia,
Kenya, Uganda and Niiétia. In Nigeria the Health Minister expressed the
particﬁiaf 1nterébt:of the Nigerian health sector. The: Health Manpower
Boérd of the Ministry of Planning had just completed an overall manpower
ahdlyhia of professional and technical manpower. They were about to
selectfa speéific manpower sector for detailed study. Senior officials
welcomed collaboration with Johns Hopkins on healtdt manpower. Dean Thomas
of the Lagos University Medical School also requested help in developing
a Departument of Community Health and Dx. 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
and Regional authorities. The data éhat were gathered could never be
adequately analyzed because of'groﬁing political tensions and uncertainties,
To secure representation of a country in West Asia a series of
visits were made followlng 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
Organization agreed to provide local personnel and costs. Plans were
just being developed for implementing a new nationalized health service
in the rural areas of Anatolia and manpower shortages appeared particularly
critical. The Turkish study began in the summer of 1964 with. Johns Hopkins
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. Rahmi 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, nmurse, 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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Cﬁapter I
Yoo T Taer -
HEALTH MANPOWEBR: AN OVERVIEW

Objectives of Health Manpower Planning

-"Behind the recent thrust of interest in health manpower planning
are two major forces: first, .there.is growing awareness that the uncon-
trolled gpontaneocus 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 is not necessayy and that a whole new method-
ology of manpower planning is feasible, As the most important and most
-expensive component of health services, 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 éhéy can get. Within the limitations
;f personnel who can be made available in any social system,

| therefore, it becomes neceseary‘to work for maximum pioduc-

~t1vity applied to the highest priority health needs.
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(2) To understand and where possible to control or adjust the
spontaneous ﬁ%vement of eupplz/?emaad relationships.
Society moves too fast in the modern day to permit the
spontaneous cyclic adjustient of tlé: supply-demand équation

" hidch ‘odéurréd i’ a purely open market ‘situation: “By
‘"%r&ﬂéétlpg“tfeﬁhe’of“éupﬁliﬂand*défining the relevant: -
Lo tgordas behind theﬁg'lt becomés poséible to build in appro-

T iofiate’ corrective mechanisms.

(3) ' To provide ‘an-ediicational systém adeqiate -to'meet future

' peeds for health personnel; '~

* SBdiicational planning requires both quantitative and quali-
© o ‘Eative'adjusthents for the future,
" (4) 'O eatabliahfﬁéchanlémé*for?cdﬁtinuing manpower -surveillance
‘and implemenitation-of plans. k Y
Planning ‘1s a process not an event and unless it leads to
' implementation it is worse than worthless. This requires
continuing activity of appropriately organized units in
the health services to emsure the cyclic process of planning,
implementation and evaluation léading to replanning.

Wl K lu; M Coooad o

Summa Generalizations About Health Man‘ower.Planni

Definltion of Health Servlce Policz. Society has no use for

{r L}

health manpower except as they provide health services. Therefore,
no meaningful manpower planning can be done except 1n the context of

total health service pollcy. Thia requirea.

(1) Decision about what health tasks should be dome - Goals.
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(2) Choice based on the relative importance of the health tasks -
Priorities, -
(3) Définition of the levels of quality which will be acceptable =

'Standard Setting.

Measurement and Projection of Manpower Supply. Manpower analysis

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 folloﬁup of personnel and
provisions fqr periodic evaluation of manpower expansion,

Demand Analysis, Mbaéutemenc and projection of demand for health
. services i8s one of the most difficult parts of manpower planning. Present
projection systems based on pdpulation to personnel ratios are inadequate.
Approaqhes that are worth conai&eting are analyses of economic, social,
demographic and institutional teqpirements, 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 Econcmics of‘Health Mhngoqer. The most important deéerminants
of the amount and kinds of health services provided are economié. To
have adequate health planning it is necessary to coordinate resources.
Manpower projections must be consistent w;th ecqnomic 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
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- imost cases.:this meansythatﬁthe5publienaectpr“will;assumejprimary
responsibility for preventive services. In order.to jget .comprehensive
~igervices thereéis;needfforfsomeadegree.of general,financial control. -

Health Personnel as a Total Integrated Syatem.‘Health manpower

atudies of only one category of peraonnel have little relevance to total

health service requirements. Even though doctors dominate the ‘decision

kmaking 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 ‘

Dy - e s

become increasingly blurred. The personnel available to staff local

MRS

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

Activities. Skilled manpower ia society 8 most precious resource. Few
economic sectors with as high a requirement for professional and tech-
Vnical expertiae and skills are as labor-intensive as health. New approach—
es are needed to get functional categorization of all health activities

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

and qualitative personnel requirements for each function then will per-

I3

mit a more rational manpower distribution. To achieve maximum efficiency
.the general procedure should be to delegate responsibility to the least

expensive manpower 1evel capable of maintaining an appropriate “standard

r! . \i o RS Y

of quality. This means that in most countries far more attention must
be paid to the role of ancillary personnel.' S

g LT Y er N TR ER R P o L [
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Iggfobing-Prdducthitxéafﬂeelth’manpower‘reeources.can most. readily
and rapidly bewincfeased-bynimprdving‘the.productivity of all personnel
-available. In additfon to the functional redistribution of activities‘
~toléﬁhtdpfiate-aneilrery'perednnel in ‘a team relationship referred to
above, menpower“pfoductivit§ can be improved by such measures as:

- improving ‘the use of facilitiee, introducing scientific advaneces 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
possiblé‘to concentrate on preparing appropriate numbers of each cate~
gory with due -recognition of the great lag in producing professional
‘manpower, - Rather than merely oééniﬁg'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 cquntries require a massive increase of ancillary
treining programe. |

Regionalization. Sugervision and Continuing Education. The pattern
of health care which is increasingly being established for most of the
%world'e people is a regionalization of facilitiee based on medical cen-

3

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

'3,7’:; AR

is most commonly a rural health center combining curative end preventive
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functions, ‘A major-advantage of such regionalization is ithat it provides
‘a ‘framework for optimum utilization of personnel.. In this process, con=
tinuing education is a vital supplement to supervision in ensuring high
standards, -The educational process should be built into regionalization
with a constant two=way £low. Peripheral persomnel should go into the
central institutions for periodic courses. Specialists should regu;arly
visit at the periphery to solve difficult problems and increase local
competence and morale.

Personnel Redistribution to Adjust Bural/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.

Concegtualization‘of ﬁeelth Manpower Planning

Health manpower planning has its logical base in the general
methodology of planning for ecohomic'development. FMany of the basic
ideas and principles are derived from economics., A aimpie 1n1t1a1 peemise
.assumption is that manpower planning, like most economic studies, starts

with the aseumption of scatcity of resources and the need to develop '

LK



priority allocations. In almost every:country: chronic: shortages of
skilled and competent personnel and.training facilities have.forced
growing attention to manpower planning.:

In health work particularly, there<is 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 edacational 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 maximising productivity before moving on

to the educational approach of modifying manpower gaps and shortages.
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.The! basic: economic: analytic. framework that is most useful in
health manpower planning in a scarcity situation is that of. the supply/
demand equation, Throughout this volume data are categorized according
to whether they contribute to an understanding of either supply or
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 ybasta  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 f£all below the average.

Internationally, certain personnel jpopulation 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 ratiomnally,
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overall ratios are fa; iees»important than segmental analysis based on
careful gllocaﬁion of health~fdﬁctions by priorities and maximizing
productivity. For a developiﬁg country, it should be a greater source
of pride that a limited number of doctors are being used in an optimal
balance with ancillaryvpersonnel'father 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.

Supply 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.



Ihh(multlpie-fotceéfthdt%influeﬁedfrécruiﬁmentﬁincludevprescige,due to
historical “tradition or ‘transitory publicity, financial ‘prospects; -
security; service motivation, govermment pressure, . the availability
of training, and especislly in health work the important but almost
totally unpredictable ‘factors 'determining personal interest. Some of
these forces are subject to social manipulation but others must be
accépted .as given, ‘

Onice the recruit is admitted to the educational process a
sequential chain of career development gtarts 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 becomesparti-
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 is measured
morely in terms of such simple indices as total patients seen per unit
of resources.’ More sophisticated indices are needed to record observed
differences., A hierarchy 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=-
'gidered the input at ‘the 'mext higher level of analysis, - For inmstance,

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

accomplished, these in turn produce an'output of programs for disease
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control in a population which then .contribute .to general. improvement in
health indices, - ]

In -a general: discussion, of:-the, problems of inc;egsing-p:qductiviéy,
motivational considerations have primary importance. As discussed in
chapter VII 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 deeisions. 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 1s 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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Demand Patterns. Conceptualization of demand. 1s. more ‘difficult’
1 tHan ‘understanding supply. ’ Part of ‘the confusion 'about the notion of
defiand has arisen because of differerces in the approaches of various -
disciplines. The basically économic ‘concept of "effective demand"
represents the net summation of what 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
factors each having its origin in a different disciplinary approach. A
model has been constructed showing the four approaches as overlapping
areas, The relative size and degree of overlap of each of these areas
depends on local conditions within each dociety. An impressionistic
sketehi of the relationships between these four approaches has been
prepared for countries at different stages of development (Figures lel
and 1=2),
The first area represents "biological need”" or the personnel
required to meet the total burden of 11l 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 worbidity 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 theﬁ be derived.
The second area has been labeled "popular desire." This repre=
sents primarily’the social scientist's approach to determining what

pabple?think their health problems are., The fact that "popular desire"



i
only paxtially oveflapa‘"biologicél néeabﬁindicateé éﬁe ob;i;u;’facc |
that in any group there is considerableliﬁ&iﬁl;ualké;d cdmmuﬂiﬁy
hypochondriasis., When people think they are sick they ﬁilllﬁeek
medical pelp. Even if ﬁealth professionals tell che; tﬂere is nothing
wrong, in gheir*continuing search for aid they will turn to faith |
healers and quacks, The tremendous investments of money and personnel
in activities which ate‘ougside the usual health services shou}d not be
ignored in manpower plahning if for no other reason than thaﬁ it indie-
cates unmet demand. It is difficult to get public cooperation for the
support of health manpower required to meet health needs which only
health profession;1s unﬁerstand. 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
appropriatelsolutions or ameliorative measures are not yet availgble.

It is preéumably inappropriate to allocate anything other than research
effort and palliative care to subb 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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non~application of technical innovstions is the lack of app:opriater;&ﬂ

administrative and organizational. machinery for. implementation.d Such

!

'ﬂadministrative inertia is'usually far more- important than 1lack of. money
ior}otner resources.

The fourth area represents "economic demand" which obviously repre-
- gents the disciplinary approach ot economists. There are msny health 5
measures which are administratively and technically feasible but for !

which individuals or soci?ty cannot or will not pay. When health:meas-_

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

x

between alternative options of where he will spend his money. Often

3

N

individuals decide to suffer discomfort or. progressive incapacitation
rather than to give up £avored expenditure items, This relegation to
low priority is particularly common with p;eventive measures. One of the
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 uhat manpower will be provided. | .

Obviously, effective demand" depends on a varying mix of these
factors, The first paixr of categories represents two wsys of looking at
the total scope; iof haalth service requirements, The last two include
the major constraints whioh limit what can or will be done,

In the comparative models drawn’for countries at various.stages
of development CFigures 1-1 and 1-2) thexre are important differences in
the amount of oyerlap. In the most developed countries the four areas

R T OB,

have a high degree of congruity. But a‘difference may be noted in that.
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economic demand"and Mudniitistratively and ‘technically feasible demand"
in affluentcountries with a large 'private sector more nearly follow
"popular desire", while .in economically 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
néed being included in economic demand, In most instances "economic
demand".1s ultimately influenced more by "popular desire" than by

"biological need."

Categoriee of Health Personnel and Definitions

Health peteonnel, more than most working groups, have a remarkable
tendency to aggregate themselves'into tight occupational entities., Each
euch group develops an eeprit de corps which has the good quality of
ptessing-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 8 dream of team spirit, It is almoet a man=
power dictum that any occupational group, once 1t has become aware of
its own intrinsie‘identityuhae an indepeneent life of its own manifested
in a continuinghetriving for survival, Occupational groups in the
health field have a great propensity for organizing themselves on a
somewhat lees eelf-eeeking baeie than most unions and, in many instances,
_are the firet to eeteblieh requirements and standards of performance to

LY Tyt

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

[N

talk in aueh groupe about working to advence the public good as well as

ol

their own group good. In spite of a common tendency to proteet the
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‘igtatus quo,manyxauchaguoups;do;becomensensitiveﬁtofsocialupressures for
change, As these pressures build up to . the level where change seems
inevitable the group will often move iinto :a position 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 1s 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 fromba single agency. A dramatic
example is the auxilliary training‘nrogram that was developed with foreign
assistance over the past fifteen years in'one Asiatic country with no
medical school. Each new foreign advisorvfelt that in order to justify
ihis tour of duty he should imnrove 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 havebeen 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 he made is that although there are a few general
1?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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relatioﬁshipé;must be bdpéd ?ﬁ;coqblef€ ¥#ﬁi1i;r1ty with the local situa-
tion, ﬁherea; profeésioaﬁi ¢4tegories?of'healyh personnel are essentially
1nterch9ngeab1e in tﬁe wotld marke;, the aﬂcillary categories must be
detivgdifrom and adaﬁted to specific local sltuations. Serious damage
followsiattempts to arbitrarily impose auxilliary programs which have
beenlsu#ceseful in oﬂe country in a different situation.

It is, howeveﬁ, essential that some effort be made to clarify the
present;confusing maﬁpower matrix. In Table l=1, the warious manpower
categories have been divided into three levels. The arbitrary decision
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
various times around the world, Such a matrix provides a framework to
help classify personnel so as to define their respective roles.

A 3ener&112ation derived from attempts to classify cetegories of
health persénnel according to the above matrix provides insight into
possible sources of friction. Problems arise when there is excessive
overlagping of“fdngtional.résponeibility or lack of clear distinction

betwéeﬁ levels.



Table I-1

' CLASSIFICATION OF HEALTH AUXILLIARIES AND THEIR RELATION TO PROFESSIONALS

]
~N
o

]

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
responsibility for
treatment

ﬁ; Camptehénsive éarel

c. Diagnostic and
Therapeutic
Specialties

nospital'gyuréine}_
General Public Health
MCH and Obstetries

Sanitation -
Speciali%?d iunctions
for Mass Diseases

Occasional Physician

Specialist

Degree Nurse

Public Health Physician
Public Health Nurse

Physician
Midwife
Sanitary Engineer

Public Health
Specialist

Licentiate (India & Pakistan)
Behdar (Iram)

Medical Assistant (Pacific & Africa)
Hgalth Officer (Ethiopia)
Technicians - laboratory,

X-ray, Physiotherapy, etc.

Diploma Nurse

Auxiliary Nurse

Health Visitor
Communicy Nurse

Midwife
Auxiliary Nurse Midwife
Sani:arian

Malaria Officers
(upper echelon)

First Aid Man
Medical Corpsman
(Armed Services)

Village Health Worker

Technical Assistants

Auxiliary Nurse
Ward Helper

Commuhity Nurse

Auxiliary Nurse Midwife
Village Midwife (trained)
Trained Dai

Sanitary Inspecter

H
Malaria Sprayers,?etc.
Vaccinations ]
Leprosy officers
Sleeping sickness office:
Tuberculosis health visit
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Examples are‘pr;aented in thg:next table (Table 1-55, When
differeét categories of personnel ave working at the same function in
the same place, smoéth relationships can be developed only if each has
a cleariy defined level of responsibility based on clearly demarcated
training and hierarchical levels. Whep functions .are overlapping and
levels of preparation are himilar, tensions are 1nevitab1e.t A classic
example in the medical care function are the conflicts which have con~
sistently occurred between fully qualified doctoré and the various
categories of "near%doctors" or medical assistants. Many such categories
have been developedjat various times and with varying success., Examples
are the “Feldecheref in Russia, the licentiates in India, medical
assistants in Africa and Fiji, "Behdars" in Iran, and "Assistant Medicaux"
of Frenbh speaking Africa. Such programs operated successfully as long
as there was no conflict of interest with doctors. Then as competition
" increased professional jealoupy, public confusion and licensing diffi-
culties led to so much trouble that alﬁost universally the decision has
been to upgrade the whole assistant category to fulllqualification as
doctors, Feldschers have all along been permitted t6 go on to full
medical education if they proved sufficiently capable.

Similarly, in n&réing functions, friction has arieen;whgn there
is an overlap between categories. In India the present confliét between
public health nurses and,healﬁh visitors pfesents a typical dilemma
which is far from resolved. Health visitors have almost as much prepara-
tion and a somevhat similar role 'in health centers as public health
nurses. Both groups are sufficiently strongly eantrenched in the health
system so that naither wants to be displaced by the other in the rural

health center program.
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OVERLAPPING SPECTRA OF PROFESSIONAL AND AUXILLIARY FUNCTIONING RELATIONSHIPS

Table I-2

PROFESSIONALS MIDDLE LEVEL TECHNICAL -
AUXILIARIES AUXILLIARIES
(including independent :
solo practitioners)
Medical---Caré Physician Middle Level-"almost doctors" Low level cura=~
, (Grade A, B, and C) \  (Feldshers, licentiates, medi= . tive auxilliaries
7 -cal assistants, health officers) (dispensers, com~
( __ a pounders "Assistant
7 Medicaux",; "Sanitari
. < '
Hosii,itai Nurse N\ )
Nursing® > Auxiliary Nurse v
e & AN Ward Helper
; Q - - r—
Pubiic i!ealth Public Health Nurse \ Health Visitor, -
Nursing- . . - > Community Health Nurse
:’;1 ,;{ ’ . : ‘ 3 V . . § B
Obstetrics and Obstetricians \ Diploma Midwives : Trained Dai
MCH Mursing~ - r — >

Degree Midwives

e

Village Midwife
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An important consideration that adds to the confusion is that in
many. developing countries lower level. personnel are, in fact, 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
nead 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 Hist052 of Health Manpower Development

Camparative analyses of the manpower development sequences in
several countriea has led to recognition of what is essentially a natural
history of ﬁhe procesé. Four levels of develoémeht have been defined.

Indigenoﬁs Medicine. No nation or people is completely without
resources for‘medical caré.' biverse categories of personnel have
developed éfaditionail&, spontanéouslyband with faécinating historical
derivatioﬁé in eﬁérykcouﬁtry. iﬂterﬁﬁtional health éofkéré who go into

so=called primitiveléountriés'thinking they will be dé#eloping a health
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Rarviée 1h ‘a vacuum' are grievously in errors " Thelr success:will be
b4t 7imi ted ‘until they take the trouble’ to' understand  local practices and -
beliefs. Although the health system mayi be mainly’ witchcraft; every .
soclety has accumulated a body of ‘empiric’ understanding and-experience
vhich hds usudlly been systematized into a rational structure. The
' ‘frdividuals who setve as the prime repositories of traditional health
“’)ore ‘should be identified early. A common 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
phétiomena and control measures, the international health worker will
obtain a broad picture of what the general public believes. Popular
‘ideas will be dilutions of the beliefs of indigenous practitioners.
Most indigenous systems of medicine include a wide range of
specialization. Certain empirically discovered procedures are suffi-
ciently effective against specific conditions to merit wide acceptance.
More often, because of a 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
oftenhfegnaaed on one particular type of health problem, eapecially.
[ when it ie a condition of uncertain etiology for which no ome has a
definitive treatment.v Reputation then often becomes more important
in determining public acceptance than demonstrable success.,
A aynergietic relationship may develop between varioue categories
of health practitionere, with mutual support and referral of cases
depending on their specialization.. For example, we have found auch a

N PR

relationship between spiritual healere auch as Hojas in Turkey or the
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Lamas--in-Bhutan;and ;the. local needlemen.or herbalists, In Turkey, as in
many countries, the healers may be roughly.categorized into two groups.
There .is a large.group that.resorts,to varfous 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 "coceyx 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 rigid, ™~ 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 acupuncture,in 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, anclent practice of cauterizing the heel with

" a hot knife to .treat diarrhea and abdominal cramps.
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. 'Thie 'many instances in-which empirical tréatmerts”have been"demon-
.ptrated to have scientific validity shoiuild 1léad one ‘to be cautious in
aiitomatically ridiculing all practicés that do not fit 'current western
medical thought. Particularly through the discovery of herbal pharma=
cologic agents such as the rauwolfia drugs, ephedrine, quinine and
digitalis, ancient empiric lore has contributed much to modern medicine,

When a western trained health person first comes into contact
with indigenous practitioners ,a fascinating process of social change
is initiated. Frequently the first western trained health personnel
to reach the rural areas still dominated by indigenous practitiomers
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 the villagers are susnicious of them,

They must also anticipate the normal response of local indigenous
ptactitioners 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 - uis 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 organized:health' setvices are prepared to provide

' complete care for rural’ areas, it is better not to interfere with

existing indigenous practices. The Curanderos who serve the 40 percent
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of the Peruvian population:who live in the high.Andes cannot be imme-
diately replaced, . Many:countries have deliberately attempted to prohibit
legally all non-scientific 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
specific 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 practitiomers
were started, In the first place,synthesis 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=communication 'of ‘concepts’ ptoved: possible;’ ‘Graduates: of-the!special
"“‘achools were given specilal degiees’ 11lustrated by one schooliin Béenares
‘ “whose ‘Doctor of Indigenous Medicine came out with' the'initials:DiI.Ms: '
In7thh‘ehr1y'i960's most of these schools encountered' serious problems.
as a result of widespread student strikes. Students insisted that
they be given the same degrees and privileges as graduates of regular
medical colleges because they were esgentially duplicating the regular
coufse; Finally, the whole 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 ies pure form and gave up any 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=
vice, 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 owm way. Most indigénous practitioners very quickly
récognize‘the supefidfity of chemotherapeutic drugs and incorporate them
into their practice; We have seen indigenous practitioners grinding
leﬁaéé for herbal preparations who regularly tossed in an appropriate

number of tablets“of sulfa’dfugs-to increase the potency of the fever
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mixture. Similarly, many indigenous practitioners now: expextly wield
a poorly sterilized syringe and needle and. routinely give injections of
penicillin or streptomycin,.

The one indigenous practitiomer 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-eithex 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 basic 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 nidwifery
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 eusier to start from
the beginning in. training auxilliaries. .However, if they are treated
with courtesy and friendship there can be a transition period during

which people leara for themselves which forms of care are most effective.



-32 -5 -

Such»a: gradual:transition:will, probably;produce; minimal, trauma for, both
‘groups: of health’ pexgonnel-and:the’publice. wumriw. hivilized. vitang B
Sophisticated Medical Care for Elite. - Uniformly in a developing
country, the £irst introduction:-of. sclentific medicine is to.provide high
quality care for the small numbers.of: political and -economic elite.... .
In-colonial days it was a precondition:of life in..tropical: countries. . :
for ‘colonials to bring along the most sophisticated -medical:;care, avail~
able. '.The health hagards in the new.and exotic enviromment made. survival
impossible without the ‘best preventive and curative services.that -could
be mobilized. The residential areas for colonial rulers wexre islands
in a sea of health need ‘which provided maximum health protection and
sanitation facilities, a fact wh:lch‘ﬁas naturally used to partially
justify the pattern of luxurious living. Curative activities were-cen~
tered:in hospital facilities equivalent to those in the home. country, -
‘As ex~colonial countries have become politically independent,
and also as monecolonial countries have started to progress, one -of -the
 :#4rst manifestations of development is the provision of high: quality
medical care for:the:nation's elite. To'some extent such care is com=
s+hined 'withipleasure trips-to the major-méedical centers of Burope and
~America ' ‘On the:otherihand; there is a-strong drive to build beautiful
hospitals, preferably‘as-part of a western: style medical school, Clinical
.‘gpécialists: are' greatly:in:demand. -tBuchadvanced technical facilities
~for medical:caré not:only serve:as.status symbols to:satisfy national:
pride but probably more:importantly- they' provide-the'national -leadership
with' a feeling:of'security that when-they get sick they will'be cared-for

7 gdequately, v wuE 0 E T PR SR RPTEES S TR SRR SV S O ¥ 11
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. ruiConcentrated: attention ‘on th‘e';‘;.,hg«a;t‘;hejggge :0f- the:elite is not
necessarily:bad;.’ The idea:that! a: cot;ntry.’ s°greatest zresource is its,
leadership: and t:h'at:'-thet. 'skilledrrand':iechﬁically competent elite reprasent

~an’ investment that must" be' protected has much rat::lo_nal» “Justification,
The' ‘death’ of ‘one- sﬁchf 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, - 'lfhe‘- commonly 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 appropriafe
career goal for the youth of 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 ipersonalized ‘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 -gserve 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 western 'doctor can also command foi: his hospital, fees
which make it self.supporting,but this usually produces a feeling of
amb:l.vaience’&‘a:ﬂbn‘gf.medical ‘miseion personnel about the amount of their
time ‘going “into- non~charity:work. The justification is, of course, that
by collecting ‘fees :from- those who can pay,it becomes possible to provide

care’forithevpoor, ‘but theibalance is:hard to maintain.
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i Control Programs: ~The :next:stage:in:the;natural

‘history: of -health service:development:1s:usually official!attention.to
the'mass’ disease problems, :In: flavoloping‘ countries: the mass.diseases:

atexuauauy jnfectious diseases and malnutrition, Setting:up: such: pro=

grams- to prot:ect:-ch'_e_ poor: dogs not:.necessarily.agiéek from altruistic

motivations, Most infectious diseases carry a considerable hazard.

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

part. of the motivation to control epidemic diseases was because. their.

:' presénce represented a continuing personal danger to.coclcalal authori-
ties,. ' As ‘a result,preventive barriers were first set up around the
residential areas of officials,.-Gradually. the concept spread -that to
.- make ‘the' country really safe, 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 was in many instauces a real
‘humanitarian motivation that must have had ‘a strong-influence. No one
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,
..~ Whatever the motivation,most developing.countries now have a
. syastematic program:for epidemic:control, International agencies have
provided both a strong stimulus and financial and-technical support.
‘Paxt of the subconscious motivation behind internationsl:programs -
£ *.:l.hclude"s ‘recognition of ithe implicit hazards :of international spread,

There is also growing:appreciation of the-fact that the worldwide....
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population explosion is in part a result of such programs which initiate
the: whole:necessary. cycle of demographic change.

In spite of :the logic behind mass prevention, what the general
public really wants;is a minimal level of medical care. Their natural
reaction s to.say in.all simplicity, "take care of the sores, fevers
and pains we now have and then we will talk about preventing future ille
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
wrecently developed as a major private practice phenomenon in Russia.

The general sequence can be summarized 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
rvelatively 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 fhe~villages. They were taught to
read and write.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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vprdctitionets,  Their:badge of office and:main tool: of trade iis the: -
gyringe and needle and a Primus..stove, “:Their use: of- chemotherapeutic
agerits’ such’ as: penicillin-is indiscriminat:e and massive. - They, of
couise; achieve some' dramatic results. - They are conveniently available
in' ‘almost ‘every village and expect no large fees since usually their

~medical practice provides only part of their total income. The 40,000
ndedlemen’ now practicing in Turkey are in contrast to the 10,000 doctors
and: the 8,000 middle level health personnel, The important consideration
is that these needlemen by contrast to the ordinary indigenous worker,
do have a basic grounding in scientific medical practice. It should be
poasible to 'work out a systematic arrangement for selecting the indi-
viduals with most promise and making appropriate use of their talents
which could ‘be upgraded by further basic training. Even more important
i .the ‘fact that there is a continuing flow of medical corpsmen through
thie ‘compulsory military system of Turkey. It seems apparent that an
1deal ‘arrangement would be ‘to work out a cooperative training program
between the military and the ministry of health so that a tremendous

- .haéalth manpower resource for low level ‘medical care auxilliaries could
.be developed. These. individuals could then be included in the developing
of National Health :Services in:multiple village sub=units of the rural
health centexrs  to:reach -the population in a way that is not now possible.

PR Two major ~approaches in mass medical care have been linked

. historically to the French and British colonial systems. Particularly

.=4n ‘the Frenchicolonies in ‘Africa there developed a categorical disease

r'gpproachs 'Historically, 4t started with sleeping sickuess campaigns

+rrivwhich:vere attachéd-in:a nationwide coverage by mobile teams in a highly
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efficient organization. ~Gradually:-the 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 stardards and

little supervision,
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\Comprehengive Cares: - In the developing: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 :
‘{dea of comprehensive care., The fundamental principal is that effi-
ciency ‘will be increased by ‘preventing overlap., Countries with an
extreme’ shortage of doctors will be fortunate if they can get ome physi~

. ¢ian to'serve in a population unit whose size may range from 10,000 in
Turkey to 80,000 in an average community development block in India.
'Ttie manpower shortage is an ‘even more important constraint than limited
finances in ‘forcing the mecessity of using each individual for those
priority functions which only he can perform. Planned integration of
health dorvices 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 fron; preventive work. Curative functions have assumed undue
{mportance 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, they express:the usual concern for immediate relief and wille
ingness to pay almost anything for a dramatic cure. The distortion
of priorities is clearly indicated by the precedence in prestige accorded
tc.surgeons as practitioners of the curative procedures with the most

- Apamatically beneficial results. As tha general public becomes more
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sophisticated:about. the. relative, time scale of.health measures which
produce maximum benefit, they show, increasing willingness to pay for
a long range investment in.preventive proceduxres. .

- Where the overall priorities of health services can be planned
from the beginﬁing, rather than developing spontaneously as in the
United States, there 1s recognition that it is necessary to bring pre=
ventive and curative functions into the same priority setting process.
This leads to the first element 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 priority needs,

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~communication is essential.

It is sometimes thought that comprehensive care requires central=-
ized control in a socialized system of medicine. This is not necessarily
true as has been demonstrated in various cooperative regionalization pro=
grams in the United States.? It takes much more work to organize and

maintain cooperative relationships between separately f£inanced oxr

‘8McNerney, iW..J, ‘Regionalization and Rural Health Care. U. of
Michigan, Research Series #2, Ann Arbor, 1962, p. 209. :
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privately supported’ groups of practitionérs than when: financing is
centralized, but“it 1s possible, One of the greatest limitations con-
tinues to be that privately financed insurance still finds it difficult
to’ justify ‘inclusfion of the whole range of comprehensive activities.
This 18’ 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
relationships 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

- unlimited range of development is possible. Comprehensive care can be
provided in isolated rural health centers as part of a total regionalized

" 'plan, © It can also be ‘developed to coordinate what has been called

”‘"metrOpolitan medicine"®@ vhich 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

1o 8McDermott), ‘W. ' "The: ‘Role.of :Biomedical :Research in International
Development", J. Méd, -Educs’y - 393 - '655=669. (July);, 1964,
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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 decigsion 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
readily 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



- 45 -

INTRODUCTION

The introduction emphasized tlie importance of héglth manpower plan-
ning and outlined -the principal issues, concepts and problems. This part
of the book focuses on practical methods of manpower planhins. 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 1s 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 Amalysis
I. Supply Analysis: measuring the current supply of all types of
health workers in some detail.

II. Projection 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 Analvsis: evaluating the effective economic demand for

health services in both the private and public sectors.
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IV. Projection of Demand: projecting the effective economic demand

" forward to the 10- and 20-year target dates.

oa by peitNerr WELL -
rcomparing the projected .supply with.the projected demand and :recommending
necessary .adjustments.to_effect -a balance, - This sounds.quite.simple, ‘and
-+ as, a-concept 1t -is. ..Some.of -the complexities are described in the body of

this -monograph. . ;. .-
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A Chapter II
MANPOWER SUPPEY

‘Supply Analyeis

‘H‘ed Info io N
The firet atep in aupply analyeia is to decide whom to count. Of
courqe,_doctora, nurses, trained midwives, dentists, technicians, and

pharmacists should be included. Untrained midwives, herbalieta, and other

0,

indigenoua practitionera should be counted in countriea where they are
numerically important and contribute aignificantly to health care. Groups
such as health educators may be touched on briefly for the sake of
completeneaa.‘ Sanitation workers with special training should be included
partly becauae in some countriea they are not routinely conaidered part of
‘the health eyatem. It is not generally considered neceaaary to count
untrained persona who happen to be working for medical institutions. Most
ambulance drivers, hoapital maida. and hoapital clerka ahould not be
counted as they are a part of larger general manpower poola.

Ve have been aurpriaed at the difficulty of eatabliahing an appro-
priate perspective, especlally in getting health authorities to concen-
trate on essentials in studying the aupply of health manpower. It is very
easy to be diverted by auggeationa that detailed atudy of relatively amall
groups such as occupational therapiata ia neceaaary for adequate health
manpower planning Our experience has ahown that concentration on the

_WOSt numerous and important aegmenta of the health‘induatr; ia more |

valuable than a diffuse and wide-ranging atudy that attempta to atudy all

categories of health workers.
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Definition of categories of health workers 1s the next step in
A.} ‘3‘{&'5‘)
analysis of supply. Just what will be included under the term "doctor -
vIOHR EENOAY
should osteopaths, licentiates, grade-B graduates, naturopaths, chiro~

practors, herbalists, curanderos,:all be.included? Although definitions
will vary from country to couantry, & useful guiding principle is to have

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

O s o monw ehifoel ot Ll shosyle o oviga vy tmn ol

scientific medicine. This is not to say that herbalists and curanderos
VI abeadong oy e vel gt A chire Lags

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

atudied separately from doctora."

| In measuring supply it ia confusing to overclassify the health

professions into many aubgroups.' For each class of health worker ‘two
groups - professional and aaaietantilewel - ahould be adequate “for most

St gl

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

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

4 L R Vo

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

‘ ~4|
PR

purposes of analysis the several categories may be combined.

-t

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

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

‘.4.

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

oo

»»»»»

and specialization.

Knowledge of age composition is essential for making future predic-

tions of change of supplyQ For example, in Taiwan we found that there
TEane re At
were almost five times as many doctors age 35-44 as age 25-34. Autliorities

e vl
P

were unaware of this dangerous gap in physician manpower that would ‘Hot
FIET I S T e s BTN TS B e
manifest itself until 1985, when it would be too late to institute ‘cor~
¥ %'t’tlf" W B I ETRTU S SERRE S T I SN BV R IICI SRels PORE SRS Sty L P B
k3 ioteds - Lole ot - NP e S E » ‘rl 13700 & gy ‘,i» BN ,h‘“l
rective measures.
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Iﬁﬂibﬁimpottautctqqlearn:thecaex;disttihptianpf1healtthggfgaaionala
1n950ﬁﬁﬁiiesfﬁhéreﬂwomenchaveaa»Very:different@uorkinsppattggnmfrom{mqn.
The differences in duration and pattern of useful professional life of.
{femalesas compared with malesimay’be:considered. in setting patterns for
adﬁiéaion*ﬁé”prbfeséionalwschoolsz:»Thisris'balancedgby-the;specialﬂptqfes-
sional roles that women play in some societies. Sex-distribution.is. also
important:in-detérmining costs of a.given category of professional where

galary’differentials based on sex exist.

4

LT

'Tnformation-on.educational background- is needed to-cross check
figures’ from-training institutions. It is also. important to learn how.
'maﬁy‘&orkerBTarb*nativebbornfandxnative-trained in order to assess the
importance of 'immigration. of health professionals. Educational background
{5’ also useful: in defining' categories of health workers and in comparing

" the contributions of different training institutions to the various
sectors of the health industry. ' -

' The importdnce:of studying specialty practice will vary widely from
country ‘to ‘country. * ‘In‘many developing nations "specialization" is still
rudimentary ‘and largely self-défined.. Under such circumstances, classifi-
éat16ﬁ36ffphysicidﬁs‘or'dther~profesaionals by “"specialty” will not tell
the manpower planner much about the reserve of technical gkills available
in tﬁeTéﬁﬁnfry?4thoughmix'may{help-charactetize‘curreqtrprofeseional
practice’” Fot - most-countriesconly three questions need to be.answered:
(1) “*1s”the "percentage of -practitioners who. restrict their practice to ome
ﬁér"anétherhepecialtywﬂtooahishﬁ;u(2)s;1e'theaalmpsq universal trend.

" “towards apééialization:proceedingw?too\fast”;wapdm(3), 1s there a shortage

aﬁbngvéertéinﬂkey»Specialtiee.ywSincexthere»arg no precise answers to these

4
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*&ﬁéééién’sffi'if-‘iwﬂi‘iua”ﬁél:lﬁauffice'~:;to::obtainxa‘pproxim‘ategdata1on1
-gpécialization and tiot enter ifitorthe:details-of <each:of - the. separate;;
discdplinésy oo i VB T g e S S ORI
£ "”""‘:Kﬁowlédg'e*of geographic: distribution’is essential. A country.may
’hd\ie‘adequ'ate'jovefall numbers of physicians so:poorly distributed.that
corrective actionis-inddcated: = - T w0 ro L el i
' Income'estimates are-essential in order ;o%pemitqcalculationjof
the approximate costs of alternative:manpoweripolicies: .,.The reluctance
of ' profesgsionals > ?é’specially ‘those:dn private.practice, to.disclose their
{n¢omes hinders obtaining such data. : In many- cases-disclosing real
income- wé'uld bring’ major:penalties in: terms of increased. taxes. In Taiwan
we had to estimate: physician- income by indirect means. .:We: found the
average’ per ‘capita monthly expenditure for physician services (from 66,000
persons in our random sample); multiplied.this average 9y the total .island
“population, and divided the product by the number of physicians in prac-
i tice dn Taiwan. * Thus we calculated:the average :gross. physician income.
‘For "g'oéernniénﬁ ‘emiployees, ‘calculation -of.iincome was unexpectedly difficult.
''Special “allowances ‘for ‘housing,’ food and ieven.oil, multiple govermment
! lyobs; ‘and, most ‘of ‘all;part-time private practice (often clandestine) all
“éomplicated “the i‘cﬁ].’c'ul.t'a't: ion of dncome.
" iTpndirect ‘procedures were ‘algoised in Peru. .~Seven-different models
‘of ‘medical ‘practice were fconstructed;;according;gt:o~location», specialty and
> type 'of *Job, "and’the!fcllowing data: obtained::-private patients .seen;per
hour’; “hours worked pér:weekiin-private.and :govermment practice ((from the
“hanpower cénsus) , | weeksswotked! per:year;:average: fee :A;pe';,..,pr_:,l.ygtg;.pgmt;_:ggnt ,

‘’and income per’ houk in ’go%i:méntﬁempl'oy.s-:‘Byf suitable.combination.of;
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these 'data ;average gross physician income.was .derived. ..The estimates
for: the 'seven:categories ranged from a.low.of .less than $400 per month
. €0 .just over 3806.;withwa=naqiona1;avg;qge,of,$560.,.

# .. :In-Turkey private practice income estimates were derived in two
vdifferent ways and.compared. ' In:the basic census:quegtionnaire a forth-
rightquestion was. asked. .The surprisingly direct responses seemea to
.have:been 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 momth while specialists
reported $155 per month. An indirect estimate wa; obtained by combining
the results of two-other surveys. From a 10% sample detailed questionnaire
(97% 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 for :specialists of $392 per month. These figures are 4
itimes and 2.5 times, respectively, the amounts they reported on direct
questioning. - ' ¢

- Public sector income in Turkey was obtained readily from standard
-gsalary scales. Calculations were complicated again by the fact that half

o all doctors -and 642 of Ministry of Health doctors hold more than one
job.

+ i Another significant attribute of the health worker is his type of
-.practice. .=That isy the.number .of hours he works in private practice, in

teaching, for the state, for a commercial concern, for a voluntary agency,
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882060 045 dasent1ial “to *hiave domé knowlédge of productivity:-'the...
Hmber 'of patients ‘séen 'by theé ‘average practitioner:per-unit:of-time.
0f greater value would be ‘the number "helped" rather than just seen, but
such information 1s virtually unobtainable: ;Itfisialeo«useful‘to have

““§nformation’ ofi ' variation in productivity fromiregion to region-and from
Sector ‘to sector; ‘ds was obtained:in our Peru study.:-Where.productivity
I ga116 below acceptable ‘norms, the supply of services can be effectively
{ncredsad 'without adding primary résources (e.g., beds-and doctors), but
" ‘merely by increasing their productivity. =
~H5 v Average’ productivity ‘hay be-determined by review of records in
' Govetrnmnent hospitalsior health stations, or by a'consumer sur@ey of the
'ﬁéé”of‘piivéfg“ptacfitidner-serdices. 'However, the range of productivity
'Of practitioners may only be determined accurately by detailed study of
Jiidividuals. In the case of private doctors this is a most difficult
' process. The idmplications' of productivity measures are discussed more
fully in Pafe III. *

' In order to facilitate both supply and demand analysis it is
desirable 'to borrow the concept of "full-time equivalent" (F.T.E.) status
from academic medicine. This concept is particularly useful when applied

""to “thode professions “(nedicine; dentistry) or activities (education)

- uhere there ‘is apt’'to‘be multiple, and therefore, part-time employment.

9 5 PHa ‘F.T.E. ‘concept 'can be ‘defined dn several ways. Three examples
follows

YT ) Andrbitraryitimé span s éelected to-equal F.T.E. status.

sboLel bRt L ogoidHe Peu tstudy 8 *39<hour ‘work:week was assumed for F.T.E.
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;e professionals:in order:to:compare: staffing: standards: among

'+ different-:academic and ‘govermmentals institutions. Use of: .

" this definition may result 4n a country. having more (or less)
"~ FusT.B. 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 a given 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 actusl 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.T:E.s; but may blas comparisons in the staffing patterns
‘between different institutions and the public and private

sectors.

Sources of Mengower Data

t

There are no countriee so backward as to have no source of informa-
tion on the supply of health workers. Nor ie there any country so advanced
as to have enough information to fully eatisfy health manpower plannere.

In thie section we mention many potential sources of information and glve
- I .

detaile on two, ceneusee and training institutione.

Obviouely most profeesional health workere come from the country 8

Tt

training inatitutions. A count of the paet graduatea, corrected for
v e

migration, deathe, and retirement from the profeeeion, will give the '

gty LAY S v

, potential nunber of nrofeseionels available. However, this eource is only
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'aﬁﬁreliahlévas“theiEﬁtimates?ofadeathsﬁzretirement;handtmigration, and
th33e~figuresfare“hardtto?get:YVAlso,hhealthxworkersvinzau:iliary cate-

(:'gories often have not' been formally trained in educational institutions,
but have merely takbn?antexamination or, in some cases, simply applied
for and ‘received a: license. :

TG i THg leads us ‘to''the second source ‘of data-on ‘current supply,
namely the 'licensing 'institutions. This institution, if its basic
regiétretion'ie’complete;'cen gserve as a.good source of :the maximum

"riumbers of legal practitioners in a given country. : However, registration

*‘data are often out ‘of date as:most ‘licensing agencies lack adequate
methods “for removing those who leave thalicensing area, die, or stop
6raéticing$’"”

“““”353 third ‘dource of data 1s-'the professional registries that are
maintained 'in - many" countries'ﬂewhetregistrieeawhichxare maintained by
annuel, bi-annual, or tri-annual registration systems.give a fairly

up-to-date estimate of the total number of active practitioners. However,
's . PR 1')1

in ?ome countries this system may miss the practitioners who are working
st 3 AR T - ERRE S D R 1 S I e e T NERRS

in government institutions, for government institutions may not require

A )
wprgwh o L U IR T R BV

registration. It is possible to combine government payrolls with the

O o, H
e ,‘s\"' ! o

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

LYt [ SR T R s ! ,"l;

1!)1

bat name checks are required to prevent double counting of professionals

\“..1:.!‘;,‘, i : B B A . T ‘Jx:’,

with more than one job.
v l) S ST B Ty B o PR U T S ST S IR

Countries that do not have a general registration often have a

i Beg VY . T ZRY [T T T ot Siorat
special registration for permission to use narcotics. Since essentially
pER RN E‘»‘,"'L',u L ihAd . e e "

“““ Sowuat o ERISTAN W )u"‘“’rzm

every phyaician in private practice vill require narcotics at one time

’{\O l':j‘ Ay gl ey sl caldniiouns [a ] T e (s Geee Yoo owgramrey Lt pARLH

or another in his practice, this is a reasonably good source of information,
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if:. the: regulations are:enforced.-; The: same problem,may; exist: with lists of
. health:workers paying:the: professional: taxes;required. in some countries.
In&all&ofrtheae:systeme;arrelaxedygovernmentalrpolicy»towardaulicenaura
vand. registration enforcement: may-lead to highly inaccurate data from
official: sources.. .

»aProfeaeional societies will occasionally have an.accurate.rostar of
roster of members of the.profession vhich in sore cases include those
who are not even members of the society. However, such. complete records
are more usually found in developed countries.

: Peraonnel 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
conntry under study is worthy of confidence. The major drawbacks of a
general census are that it is usually out of date, and that census
enumeratora accept the statements of informants without verification. Thus,
unqualified practitionera may be listed as fully trained professionals.

Pharmaceutical companies may be willing to provide their 1ists of
private practitionera, particularly if they are promised copiea of the
revised liats resuloing from the manpower study. In Turkey such a
cooperative arrangement worked extremely well with a mutually profitable
exchange of addreaaea and information with the country's largest distri-
butor of druga. In other instances, companiea which were preaumed to have
the :est liata proved reluctant to releaae them while thoae that were made

avallable were incomplete.
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22k U Agd4t4onal ‘sources’ of information” that'may be of value:are the
*téiéphonc‘directbfy;nhwspaperfadvertibemehts?fotsmedical care, -and: public
‘ahriouncements about' changes in-the location of practice. In Turkey the
best' information about doctors dying or leaving practice was obtained by
going over old copies of a newssheet published by a drug company. A

' number of doctor addresses were traced by reading notices published in
newsbapersicy 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
out in this manner, the percentage willing to provide complete data was

'low .

Health Manpower Census
The last, and undoubtedly the most accurate, method of determining

“the current supply of pealth wprkers in the country is to conduct a
special census. .Unfortunately, this method is both time-consuming and
expensive. However, if a country has no good source of information on
thc gumbe:s and dictributioc of health professionals, a census can be
thc ctcrcing point fct an cffective registration system for such personnel.

‘;Such}a syctem is ; necessity for logical health planning in any country

of the world today.

The easiest census coneists of a mere enumeration, primarily from
,;pereonnel and other official files, of profesaionally active health
:workers clasaified according to type, sex and location. If this informa-
tion will suffice, the task of collecting 1t is not difficult since there

5 BEHTP bt )

15 little need to directly contact the individuale to be enumerated. By
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using the ‘varicus sources: of-‘u; -;.nfotnntion ‘already discussed; 'a master list
2 can”Bé¢Cbmp11ed-yhichawirtmprovide a reasonabl& accurate estimate of the .
‘manpower supply. - ' '

-For most countfi?s startingfto do manpower planning, enumeration
alone 'd1s not enough; ‘additional qnalitative information 1s required that
can only be obtained from each individual. Unless this type vf census is
carefully planned and adm;nistered, more time may be spent than the
results are worth.- |

" The first sttn;in_planning a census 1s to clearly specify the
- information required, lim.:lting‘ it to the absolute minimim possible. The
importance of limitation cannot be over-emphasized since census difficulties
' dnerease 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 tn'complete, and almost none of
“the 1nfornatiou could' be-supplied from official files or other sources.

As a result, busy proﬁnééionals usually asked that the census enumerator
leave the quéstionnairg and return for it at a later time. Frequently,

‘ however; one repeat yin;t did not suffice; the original form was lost, or
was not completed, or tne person to be interviewed could not be found at

the time of the return visit. The census forms was- subsequently revised

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

aExamples of questions 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.
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- ‘thus ‘avoiding the necessity of most call-backs. By eliminating virtually
:“all-questions answerable only by each respondent, it even proved feasible
to complete most of the census form from secondary sources in situations
‘where the individual to.be enumerated was not readily available.

.‘Baged on our experience, a census should obtain at least the
following:

(1) Individual characteristics. Birth year, sex, profession,
year of graduation or licensure, and location of training.

(2) Activity characteristics. Activity status (active, inactive),
location(s) of employment, job(s) held, employer(s), and hours
per week (or percentage of effort) devoted to each job.

Depending upon the local situation, additional questions may be indicated
such as specialization, postgraduate training, marital and citizenship
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 assumption 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 wailed to over 11,000 doctors lends support to this con-
—:élﬁsion.ﬁ The iniﬁiéi rééponse rate was 46 percent. Five mailings and
| seveﬁ‘mﬁnths laterlihis was;raiaed to 74 percent. A major reggpq for

reluctance to return the remainder was obviously because of a question
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asking for total income. While tﬁie rate w;;unot:bad under the:circum-
~ stances, if supply’ analysis had depended: 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 govermment and rural service.
University students were recruited as interviewers, given 10 days of
training, and assigﬁed 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 groﬁﬁs who are mostly
women are particularly serious because of the great frequency of name
changes due to marriage. The Turkey survey of nurses 1llustrates the
problem. It was decided to trace a 30% sample of all nurse graduates.
Eight months' intensive efforts led to successful tracing of 85%Z, but
only with intensive cross-questioning of known class members. One of
the most productive téchniques was the holding of a gseries of teas
which served to bring together classmates and friends so, that they could
exchange information.

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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"a%réébbhhblevﬁhsidmerzplanningmis=thesnumber of. persons licensed.. : ;.

(1h¢iﬁdins&foreisnssraduates)\inﬁthe;precedingusouyeags,yminqe EﬁtimﬂFed

net out-migration and deathsmhuWhere'life«tables;ormettalityvdaF§x4F¢

L E:not: avallable for professional groups: within the country or -for: analogous

deuldtionféfbhps.?a>11£e’table?of:theageneral population living in a

'developedncountryvwilrzuauallyweuffice'as a basis for -approximation.

ans. . wAg'the ‘census evolves, the adequacy of coverage must be .continuously

evaluated:* In the Peru:study the:large number of forms recelved during

the"eatly=mdnthsfof«the%census.through existing -health sexrvice channels

gave tlie impression ‘that 1t 'was procealing gatisfactorily. Later, when

the number ‘found was matched against the number expected it became

appafentithatfcoveragé'averaged only about 40 perceant, making it necessary

to révise“censue'proceduresvdrastically.

H

. _The. best ‘but. most costly method of census evaluation is to compare

a master list of names of all those ever graduated or licensed with those

'énumerated:‘wWhenvtheLcharacterietics of a .subsample are to be generalized

to ‘the: total manpower supply (as in Turkey) or a study is to be made of

retired health workers; such a list

is essential. It proved particularly

beneficial in>Turkey because it then provided the basis for an up-to-date

and’ continuing: system of registration maintained by the Ministry of Health.

However, 1f 1imited’ information is

to be collected only on professionally

active-health workers (as in Taiwan and Peru), then a master list of

“ ixames’1s not' required. '1f a more detailed: survey is later decided upon,

the results of the census can serve as the "universe" from which the

“aiibgample 1s ‘drawnd

Y . .
LEEAE £ . . et



~‘»’l.'hei«':mnp:l.lat::l.on:namd;use’r:ﬁ,-a,masj:ex:;,lzl.e:t:;_q,fJg:;_adu,at:\qa can add
considerably,tonthe!complexicy,ofxanalysis,qpnrticuggrlyfip countries
where:names:are-subject .to. substantial .change. :Counting only the prin-
cipal categories of professionals alone,-in the.Peru study a master list
would' have amoumted .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 pot to Prepare a master
list. Later, when the census was complete, large differences ware noted
in several professions between the number licensed in a given decade and
the number found in the census corresponding to the agme'depgﬁgﬁﬁ Although
various indirect methods were used to confirm census validity, it would
have been very useful to have the names of thoge not found in order to
then make a special effort at verifying their activity status. In retro-
spect, a method was developed to accomplish this objective without incurring
the cost of a complete master .1ist of names. The procedure to use would
be as follows: - .
(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 40-50 years, .perhaps with stratifi-

cation to compensate for.pgyiods,“qchqo;s, etc., with rela-

tively few-graduates;.
(2) Conduct. the census of active‘healghggggpower;_

RV R

'(3)- Match the names on the 1list of those licensed with those

()

found.in-the census; .. = |

A B B O Py
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e (4) "Dotdlspecial ‘followip-survéy of:-thosernotsfound-in:ithe
Sotuaguns ﬁﬁtéﬁiﬁéﬂpiocess~t6a¢6nf1rﬁuceﬁéus€comp1éﬁéneas%dfnthosewA:
SRR AR ?5§toféééibﬁ311y“activéiaﬁdﬂtdﬂidentifyﬂthéustatusaofwthosea~
MWDo ot found-in”the healthisector.  : i it i Tin 0
“’““”Iﬂf&im&tiéﬁ7o$tain2d?froﬁ‘inbtitutibhél gources’will~usually:
suffice for 'auxiliaty’ health peérsonnel.. The'experiences: of the Peru
stud&‘éuggé%t’the“bibbléms'thht?mayVarise‘if auxiliaries areistudied -
in detafil. ' The:original: study’ design called.for a census of all personnel
" performing health functions (i.e., excluding only adizinistrative and
‘ééfviéé'péi@ﬁﬁﬁet}.*’?ﬁe’first‘pfbblemf!ncbuntEredfwas-to get the census
forms’ aceurately filled out. For many barely literate auxiliaries, even
‘the simplést’ questionis gave rise to multiple interpretations. Secondly,
‘the inclugion’ of woré than: 10,000 auxiliaries greatly increased the
logistical ‘problems of thé census as wéll as the work of coding, punching,
"HﬁdivéfifYInh'Epe data.’ Last, and most importantly, even the simplified
‘data that 'was ultimitely collected proved 'of only marginel value. - What
‘constitutes winimally acceptable preservice or ‘inservice auxiliary training
when staﬁd;rde don't exist and few have had any formal training? How.does
' ohe classify personnel ‘== by what they weré trainéd to do, by the way
they ‘dre ‘1isted on ‘the payroll; or 6y“éﬁat they are doing? Not infre-
'}éﬁéntiy all“three ‘criteria ‘were 'in disagréement with each other. In the
‘f4nidl 'tabulations only three typés of analyses were made:. cthe numbers of
auxiliaries in each of the major personmnel categories according to type
of institution"ﬁéd‘éﬁﬁ13§é§?”thé3ﬁércéﬁtagé”in edch ofhfour broad cate-
goriss’ of 'Edubational Eifﬁinﬁanéﬁ‘éndﬂéhé“pétéeﬁtaéé vhos¥eported three

or more months of prescrvice training for their/presentujob. Although
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the latter, two anslyses wereof dome usc, the edditional effort required
beyond that mecessary for siuple eiumeration was mot justified. .
In Nigeria the linited number of trained health pergonnel and the
very high proportion in,saliriéd positions led to the decision t condyct
the.ceneusronly,through,institﬁtioné. 'Queationnairee were filled out by
institutions giving apecified chatacteristics of profeesional personnel
and .grouped.data.on ggxilia:iep. Thia relatively aimple procedure permits
-the enumerators .doing: the institution ceneue.to fill.out the forms rather
. rapidly.. Though the data are. rough, the method .is inexpensive.

.Who..should. assume responsibility for doing the census ~- the official
health statistical agency or those in-chargeﬁof the manpower, study? There
.-are advantages and disadvantages to eechjeitegnetive and the choice of
which one to-favor is:not always cleaf; ,‘f. |

If at all possible,. preference should probably be _given to the
existing health, statistical. agency. Statistical peteonnel 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

P

- the census; will provide a: valuable training experience as it did in

ey o

Tutkey. : to tierg : " "'"l' ‘, -!.,.' v, A‘}; N et RS B P
In countries where the ekie%ing'agency is very understaffed or

where there is a large private sector or highlyyfragmented public eector,
Foimn 2 i

kit may be necessery for the planning unit to aaeume direct administrative

responsibilit.y for the ceneue. Thie proved to be the caae in’ Petu. At

IR T

T d Y

first reaponeibility for the census was aeeigned to etatistical pereonnel
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‘within each of the public sector health agencies, while Ministry of Health

¥ iy erpt i

bBérggﬁneicfzad“tlzx’Wdditi‘onal"‘responsibility SF covering “the 'private
sector. ‘The very‘inadequate cengus” coverage iriiat resultéd’from ‘this’
"fR1t141 6EESTE ‘Has ‘dlready beer ﬁétédf‘”SeVéraT’probieﬁsfeﬁérgéd: the
’3§¥£déte sector ‘was "too" large, particularly 10° Lima, ‘to ‘reasonably’ expect
yihé”'en dé'to be carried ‘out with ekisting’ resouices; secondly, most
Stat1atidal’ perabnnél neither 'had ‘the training no¥ necessary support from
b B e a1 hdalth officers to ‘be ‘able to undertake a'responsibility--”
Z?@ﬁaé ngnt}bE§ond“the'eompilatidn‘of”routine‘nctiﬁity3reportst’ﬁLbcalfIists
of all personnél to be'reachad were-feeded; ‘and'efficient mechanism for
sluigde distEibution’and colledtion of census' forms had”to be designed, and
i"cénaus returns “had“to''be‘continually checked against the master list to
13entiy those réquiring“additional followupi  Even'if additional personnel
nad been made available, the existiné"adninistrative structure was too-
weiﬁﬁto“réspond“%o"the133ﬁand7being'inpbsedfupon'iti
rewe b Teatepivatalternative; to bé-discussed’ further in the concluding
¢hhpter, ‘18" For the’planning or health statistical uniti‘to contract with
profesaional associations to do’the census. The benefits of such an
1 gyvangement include both widet diffusion“of planning responsibilities
making Tater plan’ implementation ‘easier’-but” also, officlal’ government: agen-

cies are not disrupted with a burden which exceeds their functional cdpacity.

JRR S RN Lo, vt o m b ey . .
90 Beddniutsbioy yasy ok RS L T W DR 0 57 L L

Survez of Training Institutions

1

«‘f‘v’du SR R RAT R 23 BN EAF IR -,‘, A 'l‘ .1:4 : : IR p“”: NET L N I P u“c"‘g\,
) - A survey of training institutiona is easential in any manpower
1345 b ,‘.’:'*?"...1 Frle Ao LU vty BRAL PR i
study. One must identify the existing institutions, their past production
J'I‘a - PO 1 gll [ R 1': x‘ Lok ‘-' ety .‘:, ..' .i.,,‘ . |p7
and ca acity for future increases. It is also important to know the
Iy ool dands Gl Luapbeng Lo sy o sebttopat o dranegen e o

approximate costs and quality of training.
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‘At thie outset it 1 usefulto distinguish:between:thé type:of: .-
study appropriate for educators in a specific health discipline:and for
health manpower planners.: In'the former case the:investigation should be
both broad in scope and detailéd. * Bducational planners and administrators
necd detdiled 'information on the qualifications, ‘attitudes and
performance of students and faculty, and on curriculum content, expendi-
tures, and the adequacy of equipment and .buildings.

' Such detail -1s usually: not-'necessary in a manpower study and in
fact can divert attention away from fhe more obvious issues confronting
tke manpower planner. This 1ie not to discourage detailed education
studies undertaken in conjunction witﬁ a general manpower study as long
as they are’done ‘by ‘educators primarily to satisfy their own needs. Under
such circumstances, the manpowér'blaﬁner 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'ptofeesionalrheqlth manpower; a much
gimpler survey will be indicated for auxiliary persénnel.

Past Output. The number (and naméa; if a master list is required)
of graduates and revalidations of'foreigﬁ degrege, By year and sex, should
be obtained for the past 40-50 years.

| Futuré Output.  The plannef‘néeda to answer two questions: First,
what will ‘future Oﬁfput‘bé*infthe'abséhée of planned changes and second,

to what extent can school oGtput be increaséd (fie.}  the élasticity of
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bpﬁéi;’i:)j‘,*{:: To!ranswetz:theé;ﬁx:pt': guesnion:gthezzfomoﬁhg@ri'nfom_atiqn is
'fééééﬁtial,zi..ftgt:m.t B Damd okl ’a::><“(a? & ol "2'.5().'.’3').0?:{: PR IEPRIAE SRPINE £33 S LIV &
g (1) Current- Em'bilmggt.g' Current; enrollment. in, each.year of: ...
bereln gtudyy: by: ‘a_ex&:and‘. whether or. rotithe;student; 15 a repeater. Any
i un'planned changes in the nature:;and/or- length, of,the, curri~ .
#y . 350 culumrshould:also: be:notedwinal b . avrmnu e Yt 1
(2) Dropout Rate..: That.this:factor. niay -be very important in .
++ vio s influepncing. future .output is, evidenced, by the high dropout
n1inos rates found -4in.many -developing:.countries.: - In our, Peru study
41 15 nhethe dropout:;rate, exceeded .25 :percent in.four health. profes-
au vio:slonsywhile dn :;T\_nrk.éyf At; was over .44 percent. for, entering: .
ahon:. gmedical: students.. ‘: If the;ischools canmot provide this,., .
urtt o dnformation .directly,it, may -be necessary -to ‘,_us,e the time
consuming method adopted. in Turkey:of checking, name, by; name,
. -.the ~'eventual--.§n!:cme of. each jentering -student over the past
iy o few.yearsa: - Asimplerbut.;less accurate method, used in Peru,
16 rolrleto xgompare:co,hor.ts_ of new.entering students (i.e., excluding
e} ;. repeaterg).with those graduating.the requisite number of,. years
B oo laterie '.W:lthseither.»met‘hod-’ adjustments may be necessary in
countries:such;as Taiwan:where a:substantial proportion of
-+ srapparent:dropouts-are in:fact..students ttgngf,grging to
zan Loen other.professional-achoolse, -nt o 1 v Lok s Loy a

(3) Repetition Rate. If readily available, .the proportion repeating
ranal s their, studiea should .be de,,t,e,mi_,nec}::fo:;_ig_tig,__g,augg_hgj.y_e or more
1 Le. -years to.determine whether the:proportion repeating;studies

thntaaniis changings rIf .there has-been,little, change,. this.factor is
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unlikely to affect future output; contrariwise. a rapidly
Jrerrasep bnonss odd o rvag evawnan rab treorniat win ol
, declining repetition rate will temporarily increase output
ot he dnmlteey X 0 A S T g :

| above what might otherwise be expected and a rising“rate.

X
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will decrease it. As with improving the dropout rate,
. HE T I ooty ' : v
‘ - il
reducing the repeaters rate offers a major means of improving
Py ‘.1 ('rt o ( ,tnrf
the productivity of educational institutions. Over '57% of
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medical graduates in Turkey required more than the prescribed

Sy
‘ J . f»”‘ "‘ ! . K . . k v -
. . S T v Ay
3

six years to complete the course.
' ; 1,0 Al g bRy
(4) Future Intake. The programmed student intake and any planned
VRIS N RRTEN A b P )
changes in admission requirements should be noted. The
Voot R

number of "qualified applicants" (as judged by school officials)

and the number of students admitted should ‘be obtained for at
R R VI : vl s
least five preceeding years. Where the applicant/entrant ratio

has been low in a profession in short supply, a special study

of studnnt attitudes toward the profession may be indicated.
(5) Foreign‘Graduates. 1f the number of foreign degree valida-

tions in recent years has been large and erratic, or rapidly
P §it " ','-"4' ’. H

increasing, a survey of foreign professional ‘schools may be

[ TS B . . st

necessary to anticipate future increments from this source.

This was done in Peru by asking 30 selected medical schools
for the number of Peruvian graduates, by year, in ‘recent

[N Y

years, and of Peruvian students currently enrolled, by year

AR I S0 A
of study. Based ‘on past experience estimates were then made

.. .of the proportion of (1) students expected to graduate and

(2) graduates expected to return ‘to’ peru, in order to ‘thereby
. '« ' i“ 2
project the influx of foreign medical graduates in thegcoming
S ) voed ,e"),".«v (RIS 1 TP T I

: .
L ST SN B AEEY PSR e DU L S o .
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Psrps

decade.
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The above information answers part of the second question, "By
how much can school output be increased?" It was estimated that the
output of the presént four medicalischools in Turkey cquld be increased
by the equivalent of two more medical schools 1if the dropout and repeater
rates were reduced to levels usually found in most parts of the world.
In Peru, the lack qf,enoggh qualified applicants to fill existing first-
year dental spacaa‘would make fqrther expaﬁsion difficult. Necessary
additional information includes:

(1) ieaphing Pgreonnel.“PNumber of faculty positions budgeted,
filled aﬁd cgnsidered necessary (i1.e., desired) for the
vprogxammed enrollment. These may be converted into full-time
eqpivalencs to permit calcuia;ion of facultyFstudent ratios
and inter-school comparisons, and to facilitate projection
‘gf requirements. A gross évaluation of the qualitative
,adquacylof the‘teacher gupply should also be méde. The
effects of school expansion on the faculty-student ratio
should be tested and minimal standards established to serve
as one of the short-term constraints on increasing enroll-
ments.

(2) [FEinancial Resources, Past budgets should be reviewed and
the hiqtogipjggquhin student-year apd per graduate costs

determined.. . Usually these figures will be only approximate

B8For a review of available American data on the relationship
between .class size, the factulty-student: ratio, and the quality of medical
education see, Paul J. Sanazaro, "Class Size in Medical School," J. Med.
Educ., 41:1017-1029 (Nov. 1966) . 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.8 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 postulate
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 manpower studies were the over-training

of lab technicians (in a four-year university program) in Peru and the
expectation in Turkey that personnel traiﬁed~on1y in midwifery would

also provide health care to children and adults.

Projection of Supply

Supply changes may be divided into losses and increments. Losses

are primarily by retirement, death, and migration.

8 Por a good review of problems and progress in the measurement of
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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.Death. . Ihqggggiqg;Jy,Athe most accurate megypd af age-specific,
professional death rate dgte;méngt;pn is tqwdivigg gll registered deaths
of professionals in each age group by the population of professionals in
~the age groups., If the pgqfesqiqnal group 1g gmall, the period used
should“gxceed one year. Whpre a master lis; of graduateé is prepared and
carefully surveyed as was done of the 10% sample of Turkish doctors, an
accurate calculation of actggl death rates can be made directly. Where
professional associations maiptaip:mortalitj statistics, these records
offer an alternative source of data for direct calculation of professional
~ death rate?>,1qwqome countries it may even be desirable to cgmbine
;officiaL,:eg;stration and,pquessional association daté, as Qés done in
Taiwan, to improve the accuracy of the degth 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 mortal}ty 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

8pickenson, F., and Martin, L., "Physician Mortality, 1949-1951"
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
in the United States by Age and Casue," Am.J,Public Health,16:088(Nov.1926).
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uniformly. lower:than.the;general.population agerspecific death rates,
In studies as widely.separated in;time as.1925 and 1951, .and,.as widely
separated in space as.-United-.States. and Japan,.lower mortality for
physiciansg has been .demonstrated.

‘The third alternative, applyingwa;correptignAfgcgqr,gq¢§hq‘genera1
mortality rates, follows loglcally :fromithe .above observation that health
professionals hdave more favorable rates than.the general population,

A modification of this method was used in Peru. Since life expectancy
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 period 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 of the number of gggggg
professionals surviving to a given year will vary, little Jdrrespective
of the assumptions used. This is because most health professionals
retire before they are old enough to be subject to high mortality rates.

We therefore recommend that whenever it .is.not. practicable to

construct a profession-specific 1ife ‘table, planners should use a:general



populatio’ 11fe' table' with whatever correction:seems:most:appropriate.

‘Ret{remenit,” ‘Retirement: 15" usually: the:greatest source:of loss. to
the profedsion." Tié age of: retirement varies :from country. to-country.
In India, vhere the retirement system'was designed:for. the: British Col-
onial ‘Servicé, retirement has until ‘recently been compulsory at age 55.
In other'count¥ies, the age of official retirement. is .65 or even.70, -
and in “somé ‘countriés ‘proféssors never 'retiré. In private. practice, where
"oné “dsUally does not formally retire but instead:"fades away', the.
arbitary setting of a'medidn retirement-age is-judgmental. We assume
that some private physicians will work beyond this median age, while
someé will retire edrlier; and that the "fading away" process is a gradual
oné ‘continuing over aiperiod:of ten years or 80.2

In“some éountries losses by-change of occupation are very signi-
ficant.' In most'of'Latin America)’where. a . medical degree is as much
a mark of an educated'ian as ' a key to a professional career, there
are many physicians who move into more congenial or less strenuous
activities. 'Determindtion of such losses may be made by surveys of one
or more cohorts of graduates of professional schools. In some countries
It:iﬁ‘féﬁbtfé&‘fhat'phjelbi&ns leavethe practice of medicine because
they are unable to mdke @ 1iving in medicine. This 1s evidence of de-
fective health manpower planning: ‘Other .special cases of change of
profession may éxist'in‘a given country :such as was found in Taiwan

wher'e ‘mény midwives go 1uts nursing.

86ioceo! ‘Av|“and “Altman, Iy "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 gaid to be
a ‘profession) . Examination of.the working pattern of women will.show
the ‘direct. effect that marriage has:onfemplpyment.; An easy method to
obtain indirect evidence on this point is to plot ;the jpercentage of active
nurses - (or other female professional) in each cohort of graduates against
the year of graduation. . When this was, done in our Turkey study.a 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 doctoxs and this usually.
resulted in their permanent removal from the profession. The value of
such information as a basis:on.which to anticipate future losses, and
the need for yetraining programsvis.evident,a

Migration. The last major source of losses to the profession is
migration, This is-a 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 undgrtakgs;a ten_year course
in a highly specialized field that has no application to 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. Thesg_p;ob-

lems are further discussed in the chapter on professional migration.

% 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

- 74 -

Increments

Por most’ tountries the only source' of new héalth proféssionals is
tHé ‘€duddtional ‘and training schools.” As we have suggested in preceding
sectiviis, ‘the ‘projected output of these intitutions should be baséd on
a'careful analysis’of fecent trends relating to student intake, attrition
dnd enrollments. * Suéh an evaluation, made in conjunction with education-
al ‘authorities, will givé a far better estimate -of the new graduates to
be expécted than aﬁy'ététiéticaltéxtrapolation of past performance. -

Other sources of ‘health -professionals, while rare in most develop-
ing ‘countries, should be looked for and counted, The most obvious exampl¢
1s iﬁmiérafion'df‘dafionaié;frained overseas (as exemplified by Péru).
In many newly independent countries of Africa, major reliance has been
placed on ex—patriote"to'ptOvide‘skilled'manpower. Salary levels must
necessarily be kept high to attract professionals to government service.
Such an exﬁediéﬂt*muéflbe'viéﬁEdfas a temporary phenomenon until local
pefﬂonnél'éﬁnfﬁé'ﬁrePAEedlx'Alsd'cbntributing greatly to skilled manpower
on a’édntinuihg basis are medical missions. In 1962 this source account-
ed for almost 30 percert of Nigeria's doctors and over a third of the
hospitals, The contribution of missions is particularly relevant to
serious manpower dlsfribuﬁiﬁﬁ:problems since they are often located
in’ areas of gtéhb‘neéd;'ésﬁécihlly those that are isolated and rural.
Government' ‘data often ignore 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 California (U.S.A.). Ayurvedic practitioners
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in.India who: have gone‘ghgoﬁgh;a spégiéi westernized training program
are being given the opportupi;igéﬂto,gbtgiq,fqil qualification as physi-
clans ‘after & “further: period'of :training. .. .

There are six basic factors that determine the extent to which
‘a country can ircféase 'its numbers of -trained health professionals, five
6ﬁéfatingfat’the'1eve1 of'tﬁe'educational inétitutions,and the sixth .
having to do 'with the retention.of griduates-in active practice. The
information needed to assess these faétoré was described in preceding
sections. . . ' Co - ‘ o

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”éffecte=on.the number of
applicants available to the other health professions and to the rest
of the ecoriomy. |

The second ‘factor is the educational plant capacity. With clini~
cal fields such as nursing:and medicine, .this also implies the availability
. of suitable "teaching" hospital beds, ‘as well as the classroom and
laboratory facilities that are normally associated with educational
institutions. In addition to the study of existing facilities one

« 3

should review the feasibility of new construction and of adopting more

ke -

.efficient teaching methods ‘sd that the present facilities can handle
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The third possibility ofi:increasingihealth:manpower supply. ig.to
decrease ‘the student dropout:and:repetition rates.xi= -.in oroi”

«v° i oThe -fourth factor determiningrpotnntial:fqrfinqgeaqejie,eeg@tal:
thé‘avﬁiloﬁility*ofifundsﬂforiexpandingntrainingufacilitieepand.eapqggally
fof‘payiné?theﬁreeﬁtring?operetinggcostscofnprofesaionel¢edgcation.,

“The fifth’factor, especially important.because.of the long time
required to effect a change, is the availability of qualified teaching

“personnel, : :Theekiéting?supply: of [ facultysmust-be.reviewed to determine
whether ‘salary;iprestige and:other incentives are adequate to attract the
additional teachers needed. to:expand:training facilities. As with a
limited physical plant;hthere:aresmethods»of;extendingzthe.existing}‘
numbers’ of’ teachers by converting, some. of:the. part-time faculty. to, full-
time positions: - T Lperhoanlot e (0

- In-some ‘countries increasing the proportion of health professionals
remaining in éctivevpractice;wbulduhave“aAmajor.efﬁegt)on,pupply,;:Egeept
for the predominantly female professions, this method is usually not,

'rgéitable over therghort-rur reince 'a:high jloss rate :generally indicates

{14 'clirrent ‘surplus ‘of professionals.in:relation to. the effective demand

for ‘their servicesi ' This ifactor.will be:discussed in greater, detail An

inzsubséquent GRApterss "7t & wllem i nor 1w 3 Dt eyt
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Methods of Projecting Future Sugglz
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. Projections are based on assumptions about the future. Sometimes
<thein o ad ki v aersra odld dpdt o shad s sl et g
these assumptions are so unquestioned as to make the projection a "safe
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prediction. When this is not possible, particularly in periods of rapid
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change, more cautious approaches based on alternative assumptions ars
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indicated. Because of the high and variable rates of loss observed among
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Peruvian health professionals, this latter course was adopted and’ three
S SR DIPAT rente Cies et ool Tarfd e -;, My ,
projections of future supply were made. In Taiwan whera”éducationaf”
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patterns seemed relatively stable, we made one projection ‘of supply, ‘our
r:]\l; 4 t;,:, . .Z“f ‘) .

best estimate. Where this failed to meet demand projections we proposed

[4
1.

actions to deflect future supply up or down as needed. ‘In Turkey we used
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three projections for both nurse and doctor supply.' These projections

were based on reasonable assumptions of changing numbers of professional

N . TR -
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schools and changing rates of student attrition and of professional

v

“ e ; 0y
retention, and tbus provided the administrator with a basis ‘for’ making ,
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the relevant decisions.
* -*‘1':, ¢ : M¥Av' ,.
The output of the training institutions can be projected in two
E ERRE RS B :,‘J;'-’R:’.' ——
stages based on. the information obtained in the special school survey.

The first stage consists of subtracting the expected number of dropouts

l .
REIREA T LA i

from each cohort of students (first-year, second-year, etc ) cutrently
RS NN s SN 11 ,v'_,[; {

enrolled in a given discipline to obtain the number of graduates. ‘Next,

Ve g mdicanfie s 6 v3 e N R F T T Yo
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this same procedure is applied ‘to one or several alternative estimates

l w 3
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of student intake in future years. If necessary, adjustments are ‘made

. »
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to account for rapid changes in the percentage of repeating students
I ,,‘,.»:_ 't V"»:'n‘" ‘ ,!... 'Tf.;’.":' ) ‘;,“:?,‘.."‘Tﬁ’) -
or in the sex ratio of incoming students. DGR

Once this has been done the planner will have ()" the ‘number of

BN NERF I e P C R VI S . METIRE

professionals of each type, byjage”(or year of graduation) and sex,
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currently available, and (2) the numbfr of new graduates “éxpecteéd” during

N2 R
dank :!...:r:,; dotree, g b L
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the planning period. These gross supply estimates must
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. for anticipated attrition to derive the net supply of active health

.
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professionals. This correction may be done in two ways.

aeovsidagy O feame gy Crtgen e e

, The first method is to make separate adjustments for each cause

e B AC I PR
A ' . i t

_ of loss. Thus, age- and sex-specific rates for death prior to retirement,

, .
VARG Tl

2. b

for retirement, and for migration and/or change of occupation would be
‘ vl

‘,applied to each cohort of profesaionals to cotermine the number remaining

v Shesm ooy

}‘active in the target year. In this way an actual professional life table

[T I

may be constructed as was done with nurses in Turkey. This method is

RN RO
- .only possible if detailed and accurate data are available for each of
ONTEREEE SIS B

" the major reagons for loss. ‘

dea

A simple procedure, suitable for countries where detailed attri—
J$ [

, tion information is lacking, might ba termed the “cohort method." In

this method the number of physicians, dentists etc. graduated in each 5~

or lp-year period‘oyer the past.SO_years'is compared with the number found

'

active in the health manpower census corresponding to the same cohorts.

3 a4

.afo this means therloas rate, as a function of time, ia obtained. The

Kas!

(’observed rates are then applied to each cohort of graduates, past and

5= I

quture,“to project the supply of active health manpower. They key

.....

‘that factors affecting'the loss rate will continue unchanged. Other

than these important limitations, cohort analysis avoids such problems

«)l,,‘~ a5

as estimating out-migration, etirement, and death rates since all

., eauses of loss are included,

wpeed -

The cohort method is ideally suited to a normal pattern of attri-

Lo tion, According to this pattern the loss rate is almost negligible

Lr ; ek d .

<o nQUE i g the first few years after_graduation, increaaes alowly 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 some countries, such as where a profession is subject to a bimodal
curve (nurses in Turkey) or a recent rise in the loss rate duc 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 persomnel they have available and where they are

distributed.
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" Chapter 11
R R
MANPOWER DEMAND
R AT T B TRUE S BT S S P RS SR CIOPRR PR
Many nethods have been- used-to determine the: demand: for:health:
- workers. »Inuclinicalﬂmedicipeyitnis?ggnerally~recognizad that 1if, thexe
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
requi:ed;to‘decide on-the most appropriate approach in specific situations.
In’Chapter I, we described four different ways of conceptualiging
the demand for bealth 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 borrow elements of each according to his needs.

Approaches to Demand Analysis {

In our studies we have found it useful to distinguish four method-

:

ological _pproaches to the analysis of demand whicﬁ’fr have terued the
biolo ic, the economdc, the normative and the functional anal si ‘
‘Y T 1 : "' N

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
‘ 3 vt

should be made explicit. The first. flowing from what was aaid in the

E e

opening paragraph, is that no single methodological aggroach 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 planmer to make
il rosane)
unwise decisions. Conversely, each one has important advantages which
Geldodad AR
the others lack. In our view the task of the manpower planner is to

blénd>the”atrengths:of each:into a.workable:method suitable for the
vanalysis-and solution of ‘his own country's problems. - This-point of.view
has”béen ‘a central theme of our monograph.

i+ We'believe the-second point.sufficiently valid to be termed a
principle of heaalth manpower planning: Stated simply; it is.that .people
‘ demand_health: serivices, not health manpower: -There is:no inherent demand
*for'doctors :or hurees:es:euch;?butfonlyefor;the services they provide,
“The fallure to vecognize. this simple. but fundamental principle has often
led‘plannerefto;ignore>importantmconsiderations such. as manpower produce
~tivityiand utilization, attitudes towards health-care,'and«costs.v'In-
out?reViewioE-thefdifferéntgmethodologicalaapproaches;we will -have

occasion. to:consider this principle in greater: detail.

Biologic Approach N S o
In the "biologic approach" to estimating demand the planner focuses

L . ‘* 1 "‘, ."
primarily on the queetion, "What health eervicee do the people require to
) Do g v o ey

keep them healthy?" Of eecondary importance are the questiona of whether

these servicea will be utilized if provided, or indeed whether they can
T pier ':’\ aqr
be ptovided. Tbie approach to planning ie based on the following analy-
AP -
*‘cal etepe.
. e e

(1) Determination of the dieeaee-specific mortalitv and morbidity

’Qx C e

rates of a region or country,
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(2) Preparation of norms governing the numbexr, kind, and quality

NN - Cebv

of services to be provided to persons suffering from ‘each’

RYETEE “ S L N T
disease category.

(55 Translation of each different unit of ‘service’ {nto the ‘personnel
| time (by type of personnel) required to provide {t;
(4) Multiplication of the projected population, ‘times the disease=
specifio'incidenee rates, times the services required per
caee, times'the personnei time required per sexvice, to

obtain the total persommel hours needed in the target year;

(5) 'Determination Séfché average‘hours worked annually by éach

type.of health worker; |

(6) Divieion 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.? After a
prodigious amount of effort in devieing standards for disease management
and estimating morbidity, they arrived at the startling coticlusion that
the supply of medical manpower in New York State at that time was adew~
quate to meet the total health needs of the state s population!

- Although this approech would appear to be a logical way to do
health planning, we feel that for many praotical reasons it is unworkable.
First, there ere few countries in the world with sufficiently ‘detailed

and accurate morbidity and mortality statistics to provide the necessary

base data for this type‘af estimate. 'éeodnd, 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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_iyhat constitutes optimal management for most diseases. 1f resource needs

| ot J' PR

were, estimated by aggregating the servi?e requirements £or each and every
£eTT

digsease to which man is heir =~ as was done intthe hee-Jones study == the
. task of setting and revising standards would be iormidable. Moreover,
it is difficult to make useful comparisons among alternative modalities
of care for the esme condition when entirely different types of health
manpover .are involved. For example, should one equate the morbidity
from, disrrhea with a sanitary engineer‘s time to design a water supply
.system, oO¥. with the services of the nurse and doctor in the rehydration
clinic? Thexe is, no practical answer to this problem.. Third, and most
important, even if one could calculate the "need", this ie no measure of
,the public’ 8. "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 citiss goes unmet becauee the people cannot affort to pay for
it. In summary, goes it help to»quantify the biological}need for health
care if fiscal and human resources are manifestly unable to meet this
need? Is it reelistic to assume that government has sufficient control
over the health sector to ensure that the requisitelamount 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 "servicee" into "manpower" presumes a degree of

control over events that rarely, if ever, exista.
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It is important to note at this point that the:planning method
developed in Latin America reprecents a modification of the biologic
approach’to estimating demand.® 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 hoﬁ the demand for services will increase
over time, Although the Latin Americén 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 demsnd 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.

aSee, 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 0ld Problem" (Thomas L. Hall, Am.J,P.H., 56(8):1296~1307,

Aug. 1966) for an abbreviated description of the method and its application
in Peru. : . ‘ ‘ '
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Economic:Approach:i‘t :

" 197 !The essential.questionrasked in-the "economic -approach” to demand
ahalysis is; "What-health.services are people:-willing to pay for?": Tech-
nical questions such as whether the "right" kinds:of :services are being
. .purchased or whether the amount invested in-health 1is “appropriate", are

secondary. .o L

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 .capita.demand 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-
vicee does not represent a perfect market situation.

Parallel with the assessment of the demand for health services,

' 1manpower productivity wee determined. ‘This was done by dividing the

BT

| numbet of eervicee of each type that were demanded per month, by the

number of full-time equivalent practitioners enmgaged in providing these



- B8] -

sérvices. - The-resulting estimates.of:current productivity were then .
adjusted: as seemed-appropriate in.order to maintain-real earnings;and- .
to provide improved standardsof icare in:the future.. Using .these' xrevised
estimates, the projected demand~for 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

. institutions, - -

This simplified description makes no memtion of many of the.com=
plexities and pitfalls of the method of amalysis. Additional information
on the problems of definition of economic levels, component population
projection;‘educétion projection, ecomomic projections, and internal
migration estimation are presented in the detailed report.?

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
per capita at a future date as it did in the base year. Since analysis
is based on the services actually consumed, the risk of setting excessively
expensive or otherwise unrealistic objectives is avoided.

There are impoxtant limitations to this approach, however, that
preclude its use in all situations, The difficulty of carrying out an
effective sample :survey would present problems in countries with poor
statistical services and inadequate baseline population data. Of less
concern is the-.cost which, although appreciable, is nmot excessive in

relation to the value of the information gained. This approach may mnot

aBaker,\fimothy anvaefiﬁah. Mark. Health Manpower in A Developing
Economy, Baltimore: Johns Hopkins Press, August 1967,
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be iﬁftableVin?ébﬂﬂ:riesﬁwheraﬁaim&jorsreallocagidnlofaresdﬁ:ceaoisuplanned,
or’jaince’supply:tends:toicreate=its own demandg1whereathereeishanrapidly
bogkpaiiding potential.foriproviding servicess . it RYRLISSETT SN AT LA
witt wvr The 'valddity of this:methodﬂdependsmgreatly:ogwtheuaccuracymofw~
population’forecasts, 8incethe: 'projected tothlzdemandw£0rgservicesris
babad on the aggregated demand 6f:each component-of the population, it.is
essential that the population projections be reliable not only regarding
the:total number of persons, but-dlso of'their characteristics. In many
- 'eountrles, suchiaccuracy: is' not yet-possible; - '’
: i - The'advantages of this method: are most: apparent in countries where
the' private sector is dominant:in: the provision:of health care. ‘Here,
the govetnmént's'golé in' manpowexr planning: is essentially. one of assuring
that :the’manpower available:at,a futuré-dﬁte'1stappropriate in both
quantity: and' quality to meet the spontaneous-demand for services.- In
essence, the: govermment 1s: active in influencing: manpower supply, but
ghssive‘in’ahapingAdemanda-:Thts?is‘the*Thiwanese‘situacion and hence
- the projection of priVate’aedtorseffective=econom1csdemand'is-most
appropriate. = - S i- S oo S T
‘In countrics ﬁhere‘thevprivatevaector is small, or where data are
not available to permit projection of :demand by multi=variant analysis
and~componenc>populat10n.pto]éction,.aimplified methods should suffice.
One example is our Peru study where it was found that the: private sector
was' almost exclusively concentrated in:large cities., -Accordingly, private
faector>demand.egtim&tes'wefe'based*primarily’oﬁ projected: urban:growth,

"corrected for rising income levels. Another is Fein's study® of the doctox
B . R R TE FETE AT  SR LT L [T ce e {1:’.’1.‘ .
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S

8pein, Rashi, The Doctor Shortage, An Economic Diéénoéis; ‘{iashington,
D.C.: The Broukings Institution, 1967.
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-shortage:in rthe: Uhited; Statés.. Lacking: sufficient :data. to .analyze, the;
‘interactions between the ivarious -demand;.variables,; it became necegsary
- to consider.each iin-isolation:..

st ln il La oaut smone oy viaid
IThe Normative Approach

The most frequently used‘method of,estimating demand might best
lbe termed the "normativea approach. As the name implies, this ‘involves
setting“manpower‘standa;ds, or norms, which are‘then used to calculate
futur; reduirem;nts: dItlis important to distinguish between this approach
and.those'just)described since the biologic and’economic approaches also
lead'ultimatelv 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

LA

per doctor, and reflect what the planners think is necessary ox feasible

v B .f *

as a result of general experience. Conversely, in the biologic and
Y A

veconomic approaches the focus is microanalytical. Interactions are

measured between dsfined population characteristics on the one hand, ’

f [N

and the services required or demanded on the other. Norms are derived,
but secondarily to the detailed-ohservation of vhat people seem to need
.-or ‘are willing,to pay for, - N T e et

The criteria used bv different countries to, establish manpower
norms have varied widely, . The simplest one, used most often by developed
countries, is to maintain the existing manpower-population ratio. This

3

-objective,‘which mdght be termed the stgtus guo approach was used in the
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valtad 'States to-project minimumsphysician® - and. rurse: requirements; sand

in’Canada, “for ‘physiclanss® « Thé major -£laws inrthis:method -are that it
fails (1) to determine the suitability of 'presdnt ;ratiosand .(2) -to: ade=-
quately account for changes in demand likely to occur due to the altered

demographic compoeition of the population.

.\ LY )

CIanly ekin to the status quo approach ie the Parkinsonian modifi-

LTS8 S R aapie

gagion which says in effect, "Our doctors and nurses are buey now,

3 ..
, therefore we need more. Thia method was uaed in aarly efforte to set

Yoo ¢ it "."'5'3

“,etandarda £or public health nurse ataffing in the United Statea.v There

were some communitiee where the ratio of public health nurses to popu-
1

lation was l 10,000. Since nursea in theee communities were judged
overworked, the ratio vas changed to 1: 5 000.

e Another wey to establieh norms, frequently ueed by developing coun=
tries, ie to meke international comparieons. The aeaumption here ia that |

the country under atudy will, in the target year. have a demand for
manpower equal to that observed in the reference country. The principal

weakneee of this method ie that very few countriea are truly comparable.

i

Furthermore. the etendard adopted may be more a refleetion of national

, pride than a realiatic appraieel of needs and resources.

8y.8. Public Health Service, Report of the: Surgeon General's. Consultant
Group on Medical Education. Ehysicians for a Growing America. Public,
No. "709 (Oct. 1959), G.P,0., Washington, D.C.

. DNattonal League for Nursing, Nurses for a Growing Nation. New York,
1957,

. Cangda., Report of the Royal Commission on Health Serviggg.‘ Vols, 1
i(1964) and II (1965). . Ottawa: Queen's Printer., (Alternative projections
were congidered in the Canadian study but ultimately rejected.)
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o Thé$ﬁ&éﬁfébviouswadvantégevof-the«thtee’vériantsjof the normative
approaéh'ﬁuét%déecribedﬁisathat’of simpliciéya *In highly.developed coun=-
tiies: with a: generally: adequate supply.of héqlth perqbnnel, it.is not

"unreasonable ‘to- set ‘as ‘a-.short-term minimﬁ&*target~the malntenance of,
existing population-manpowetvrgtics.: So man&'imponderableb exist-in
manpower demand-projections. that to try to 1mprove\this baseline require=-
ment with'a complex method of demand analysis may be merely Eo‘practice
self-delusion,

In many situations, however, population-manpower ratios have

setiéué'draWbacksa Probably -the most fundamental is that it leads

plaﬁners to focus not on what must ﬁe done, but who does it. As we
emphasized at the beginning of- this chéptér, manpower 18 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 ;hat=may'be of much greater significance than .an appar-
ently inadequate number of health personﬁel, per se, Conversely, when

the objective i3 to provide a given volume of servicée; these important
problems cannot beziénored.-

A second limitgtion,. already suggested, derives from the inherent
rigidity of population-manpower rati&s, The many variables which affect
manpower requirements e=- dembgraphic. economic, health, -social and oxgani~-
zational == are constantly. .undergoing change._l Continuous and:pregise
adjustment to these*changes.1s.obvioualy‘ﬁot bractiéable. But neither
is it reasonable to adopt a single planning stéﬂdard,'which, becauce it
does not discriminate among differenf manpower uses, makes ‘even gross -

adjuetmenc'diﬂficult{
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The planning method-used in Russia represents an attempt to over-
come the more serious limitations to the normative approach.2 In essence,
Soviet planmers 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 sald 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 Tﬁrkey 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

8por a description of health manpower planning in the Soviet Union,
see, Planning and Allocation of Medical Pexsonnel 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=-
oram for Seiantifia Tranalational).
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(3)
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(5)

(6)
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- were ‘then'judgmentally modified to.account for. changing rates

of urban population and economic growth, and for a planned
emphasis on public health and ambulatory care services.
Planning assumptions were adopted as to the approximate
division of resources between the private. and public sectors,
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 elabordted for large and small short-stay hospitals,
mental hospltals, tuberculosis hospitals, and for the pro-
vision of various types of outpatient and rural health
services,.

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,

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.

Other techniques 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' complotion:of :this lasti step, the: cost of the: health sector was estimated
Since: the 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
somevhat ‘high, an’ alternate demand model was conéidered.:'Ihe,methods
.~ used':ito. eéstimate costs and to facilitate -adjustment: in the demand projec=
' tibhsiarerdeadribed'in-a later section.
+ . In Turkey, present. demand was: similarly calculated on the basis of
a disaggregated analysis .of 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 ummet 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 begimning with

st . the neediest Eastern provinces,.and the other on a gradual
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integriation of health services and an immediate expansion of
préVent¥v§’§érviceé.
Although the projecﬁ;bpﬁ;differed quantitatively, only the nationalization
plan dramatically altered Turkey's 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 Analxsis Aggroaqh

Experimentation is being carried out on a new approach to the
estimation of manpower demand which we term ''functional analysis".2 This
approach, based on the analytical techniques of operations research, seeks
to combine some of the best features of the other approaches already
described. The objective ;s to develop a streamlined methodology for
evaluating community health needs and resources through a synthesis of the
disciplinary approaches of epidemiology, ecomomics, 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 nmorms 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 diecuqqu under the normative approach.

The prinéipgl focus of functional analysis is on health services

rather than on health persomnel. A hierarchy of interactions is described

aExamples of this type of research are the functional analysis studies
currently being conducted by the Division of International Health (Johns
Hopkinsg) in Turkey and India,



- 96 iPEIS

1.1n -which ‘health needs .of .the community are related -to, specific health

functions, and these in turn are related to even.more specific health

s i-activities. .Out.of.an analysis of.existing patterns. of. community health

care the minimum. skill levels, required to-fulfill the qualitative needs
.-0f each :activity are defined. Within .the-economic 8nd;80©io-cuitura1

constraints which determine the eventual utilization of each category

of personnel, a deliberate effort is made to have each individual do

only thosc activities which cannot be performed by someone with lessl,;g

L

preparation and skill,
. b .
Such innovative epproaches to manpower planning have become neces-

[l

sary because it has become evident that the intuitive and arbitrary

v R S SH
methods for establishing norms which have been used in the past are not
good enough. Fer more needs to be done in deve10ping methods which can

be used for local health planning on a routine and flexible basis.

4

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
aiternative policies. In some cases this represents an'oversight on the
part of planners still unaccuetomed to thinking in economic terms, More
often it is indicative of the very-real difficulties inherent in any
long range projection of costs. Even in developed countries cost projec-
tions ere fraught with uncertainties, If accuracy is attempted;'baseiine

expenditure estimates are difficult to derive and even so may have substan-

tial errors. Projections are worse since the planner must not only contend

»i+ with demand but also with changes.in.the-costs.of inputs for the public
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gector, in pricing!levelsffdr :the private .sector; ‘and in.the rate:of..«
econoinle: growths” And drice icost jastimates -have:been:made, the ;planner:,
lacks ‘established criteriy with.which-to ;judgestheir eignificance-on -,
policy.,

In devéloping:countries these problems are greatly- compounded. .
Unstable ‘économicigtowth patterns, : lack of baseline .and -historical
‘statistics; widely fluctuating:price.levels; rapid and marked shifts.
in ¢ongtruction plans;-and all the uncertainties inherent in-estimating
demand cofibine to make’10= or 20-year cost projections seem almost an.
exercise in speculation, '~ -

In our judgmént: this exercise is nevertheless worthwhile, Dif-
-ferent health systems-do bear different price tags and one of the: most
obvious reasons forilow productivity in many countries is.the fallure
to provide enough momey to buy the additional resources meeded to 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 éffort required.

Méthods of Estimation

The én;iestrgélﬁodxof "cnnsideting costs" is to usn a planning
w thodology thac avoigg éﬁé §§L51em. As already noted the apn;ogéh
used in our Taiwan ;Enéyldid;;:sn éﬁie.‘ Tn: assumption chat each popu-
| lation group will spen&knﬁn';ame amount in tne target &ean nn‘in the base
year is a juaéifiable one.‘;fh; only questionrthat{nn§‘arin; 19 whether
the Taiwaneseu;oétor1;f!£983;ni%l‘ch?née‘;héugéne amount: (1n real terms)
for a given servine ;;ihe nidﬂin 1935: ﬁeﬁntnnnbl; won' t,jnn‘tGe'a;;rage,

{vaods . B R SR cow v fhom
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but ‘thdt "doesn't matter much.u:Eirst,:thev1983lserviceivill probably -be
qﬁelitatively:better"thathhe:one'providedzinal963¢'.Second, and more
importantly, slthoughﬁtheneveragewfeemwilllhaveuincressed;.average:per
capita income will also have risen. Averages contain a spectrum - .
extendingifron’one extremeﬂtoﬁthe other and-as the number of persons
peying*ldﬁ‘féés=declihes,»soTtoO'willstheﬁnumbermof-people»with low
incémés, 'The net ‘efféct will be'to-increase the number of services per
: ¢apita, the fee‘chérged*per}service, and the income per-health worker,
vwhile maintaining*approximetelywthe;same relative financial burden on
each component population group in the target year: as.in the base year.
- The ' Taiwan epproechais'spplicsb1e=to-relstively few developing
countries -and' even in'these,: other: methods may be. necessary to estimate
public sector: costs. ' Methodologies of cost projection can be divided
into two broad groups :depending on whether’ they focus primarily on the
'servicesato-benprovided~(outpnts)xor the resources to be used (inputs).
~Althdugh~theoretically the two‘approaehes ave 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

t (et "y'

this approach are obtained by multiplying the projected unit cost of
Yal oubho. 11y . v
each type of health service, by the number of such services to be pro-

13 I o c

du%ed, and then aggregating the various totals.

Conceptuslly simple, this method presents severel problems. First,

AR A ;

there is the difficulty of determining unit costs for those services with
shered inputs. The task of deciding how to allocate the costs of inter-
[ R O I A T B B P B T O SR Y sel g “~ A

mediary services (e.g., administration, laborstory) emong the final
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sexrvices (e.g., hospitalization, doctor:visits), while.not insuperable,
does:t:ake considerable time, .. .

A-second diffjculty is: presented by those activities such as .
training, central administration, research, and some aspects .of public
health that cannot readily be divided into sexvice units, Other methods
are needed- to include the costs of such activities.

Lastly, this method is.obviously not usable when demand projections
are not based on an estimation of the services to be provided,

Resources Used., A more 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 °
focussing not on "institutional inputs" but on "service inputs', Herxe,
the units of measurement are the "instruments of health policy" such as
the doctor-ﬁour, bed-déy, and immunizer~hour, In each case all the
resources, manpower, material and capital, are counted in order}to.deter-
nine the totai cost of each instrument, The numberé of instrumeéts
required in the target year are determined by dividing the projected

iemand for services by the appropriate productivity standards, Costs
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ate’ then calculated’ by multiplyitig’the cost’per’ ihbtrument times:the .
number of instruments to be provided. Since: this méthod ‘shares :some of
the charidéteristics of the "services: provided" approach, it meets with
goma' of the saiie problemsi’ « © ' - EARE SRR EE S

~ The'method tsed’id Peru looks directly at the inputs themsélves
without any intermediate init of measurement, Basé year manpower costs
‘Were ‘estimatad’ for"the ‘entire ‘sector by multiplying ‘the' imputed average
income for each' personnel catégory times the' number ‘of persons' in .each
‘catégory. '“To the product were added-the estimated national expenditures
on goods, services, and ‘capital investments, Projected personnel costs
were derived similarly and-assuréd a ‘three percent annual ircrease in real
salary income. Capital investments were based on the rate of construction
heéessary to accomodate the projected manpower supply. Lacking criteria
‘for irdependently projecting expenditures on goods and sexrvices, "fixed
factor proportions" were assumed,® 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 descfibed previously. This advangage is balanced, however, by
the somewhat greater difficulty of disaggregating costs into public and

;private sectors, or by object of expenditure.

8This 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
weak in this particular case, it is not apt to adversely affect the final
results since "goods and services" represents only a fraction of sectoral
costs, ‘
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"zﬁégardiesé‘bf“Eﬁb‘ﬁggﬁdd used, the nexﬁﬁéféﬁtcoﬁbihﬁﬁ'bficoﬁpafing
the cost projections with thosé of ‘sectoral or ‘national ‘{ncome. ' For the
long range ﬁrbjécﬁiﬁﬁb’r&ﬁﬁifé& {n manpower planning the national income
compériéon'ibwusuaity preferable gince feier variables are introdiuced.
Otherwise the planner must anticipate not only the rate of economiic growth,
vwhich he must do in aﬁi evéﬁé; but also government tax~p511¢1681§nd
priorities regarding the distribution of revenues among the several sece
tors. It should be noted, however, that for shorter range program plan-
ning the sectoral incdme'comparison is clearly preferable.

Assuming the planner finds that the manpower supply projection
under consideration will result in five percent of the gross national
product being allocated to health, how can he use this figure? Is it
too much, too little, just right, or just wrong? It may be "wrong", but
without considérihg other factors, little can be said of its appropriate-
ness. No sacfed figure exists that says how much should be spent on
health. Each néfion must decide this question for itself based on such
considerations aa'(i) the priority accorded health among the competing
claims on the national income, (2) the types of health services given
higheatlpriority (eog., high cost medical services or low cost preventive
services), and (3) the amount spent in the base year,

" For want of better criteria, the lastenamed is probably the most
useful at the'prés;nt;tiﬁe. The case of Peru is illustrative, It will
be recalled that the initial demand model projected a rise if the propor=
tion of Peru's G.N.P. to ba spent on health from 4.2 to 5.5 bercéﬁﬂ“iﬁ ‘

R T B LA R I A T L T X (L L TE R
20 years. Assuming for now that these estimates are accepthﬁiy acctrate,
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this equals the percentage , rise 4?0 percent) theﬁ occnrred i g&hﬁ%ﬁe
P ted:Statestand anagahdurins.che.1949;1gqp,gerigg,n_gqqgg on thisﬂ
ad-comparison 1 that Peruvian projection. could be considered feasible. But,
o 4§ ;one .compares:.the Pery of. 196(owith the Noxth America Of. 1240% the '
projected rise might be.reasonably questioned as excessive. Pery hag
+--OFher very, pressing needs in agriculture, treneport, education, lndustry
andihpusing‘thet,elegﬁpeserve,high_nriority,5‘§inee;all the major sectors
....can't rapidly increase their sharedqf_the:eepnqmy atjthe‘eeme time,qit
"vr§he§efQF§~PeQP?@ ueeﬁnlﬁtq,epneiQer“arlgwer}grqwth rate elternative ror
the health sector b39§d59n~3.mP:9 mqgerete exggneion of government programs
»The qqeetion/qf_whether §b§;°°§:*?stiFQFe% are eeeeptably accurate
or not deserves further comment. .In our egperienee,:the data limitations
of developing countries make it unrealistic to expect current expenditure
.. -estimates to have ,much less than 9¢1§ pereent.margin_of error. When this
-ws,iﬁqW§§9h°4*§Y%9 gimilar error in the netional ineome,egtimate, the derived
value. for the health sector's share in the:eeongmgimayzbe up to 39 percent
,.off the true.value. By the time a baseline figure with an error of this
.magnitude has been projected over one qr‘tnovgecanes? the resultant
monetary. projection may almost be meaningless.

TR Curiously enough, this problem need not seripuely limit the

usefulness of sueh,grojeetigne ig.tgeﬁsame.methen hes heen ueed'tp_cal-

3, culate both current and future costs. T?e,vteevevtéve»is that if there
jris an errorwin:the,beeeline,eqtimate, the 9?91?°t¢4:99?tﬁ9411 likely have

e @ similar error both, as, to direction and magnitude. This would not be

'Ihengggh if the planner had to know precisely how much money each alternative

-‘lJr

would cost., But since he is primarily interested in the relative fiscal

Saad ey
Ix - . ", {
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. effort each vequires and: in;the; rapidity with which the health sector's

demand' on.total resources: will.increase, approximate figures will suffice.

+ + By extensiom it can be argued;that where reliable data on current

expenditures.are: lacking,; the. fiscal implications of alternative policies

.....

can: be tested by, making. use of a relative valua,ecale,,:A;bﬁgyarYayhpg,
reasonable: values .(on .a relative ;scale). would be assigned for (1) the
annual incomes:.of the: several manpower categories, (2) the costs 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 same procedure would be used to calculate
the future costs of the several policy alternatives, thus sllowing the
differential rates of change to be compared.

-+ One.factor, .which, if not.taken into consideration may lead to
seriously 'underestimating future costs, is the.effect of rising incomes.
The problem-can be.summarized thus: If there is a rising per cagpita.
G.N.P,, the fruits of economic development .can either go to higher incomes,
or to savings (and ultimately, - investments), or tovsomefcombipagiqp of
the two; 1f 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 1likely cost more ten years.from ngw,,eveg_;bpggh
the services he:produces may.cost the same or even;less, depending.on

what happens to productivity. e L
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&3040 pafiilan. cost! projections: Lndicate! the' fmpbriance: of this £actor.
-2 ¥ 0al Tncomes’ ave-dEsumed: to remain:Eonstant:overthe entire:planning
YI5ak16d, no change’ would ‘occur ‘A’ the proportion: of+GLN, P} allocated to
s> haalth (452 percent) déspite a projected doubling inm the'number: of!ser~

vicks produced per capita, Conversely, the ‘three! percent annual xise -

i ‘Feal' incomes actually assumed, when applied to the ‘seme-manpower -/

projections as used above, raises the ‘sectoral’ participation to 5.5

percent; - Thus, ‘depending on the valueassigned to this~factor, the

plhﬁﬁﬁraéhn'fihd‘himsélf'wbrkiﬁg’eichét?hith a readily attainable target
" or one that will requlre great éfforts, -~ '

' “fhe 'basis 'for ‘estimating this factor will, in‘most cases, be
historical data obtained from the central bank, financing ministry of
national plantiing agércy. In the case of Péru, -data available over the

 previdus 15 ‘yeats tecorded 'an average anmial real increase of 3,5 percent
in' rion~agricultural wages, ‘of 4.0 percent in non-governmental salaries,
* of 3,4 pefcént in 'governmentsl sdlaries, -and of 3.0 percent in agricul-
tural 'wages. ‘One=third of the labor force working: as small independent
‘farmers experienced a much' lower fdte of income. growth, According to
‘these figures one might assume”that ‘health ‘professionals in: Peru-would
{ncrease their incomé*by alimost 4-pércent ‘dtnually and paramedical and
‘1 guxilliary ‘éategories, by about ‘3.5 pércent, - Tliree percent was-instead
chosen; ‘partly because "décimal point" precision was not realistic, and
- partly bécause goveriment policy“was' comnitted to:increasing the income
of " the 1lower economicgrolps:at" the’ expensé of sloweiincome rise: for-

the rest of the population. SRR A T HETE EPENT T L Ty} cPL U I
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Another important question, not yet mentioned, is who,pg?qﬁggggg

bill for. health ‘care?: »Even though the:cost. projection. may;be within

the country's’ economic: capacity, if; the iintra=sectoral responsibilities
forvproviding?carezdon't~correspondutoathe,fiscallresources,.prqblems;i
will: likely :arise. : Specifically, .assume.the case of .a developing. country
with-a small health:system approximately equally: divided :between public and
private’ sectors,.:Plans 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 paild for. But can, or will, sufficient
public funds be.allocated to finance the plan. If they are, and under.
~ the conditions postulated; the governmant may end up spending too much

on health and other sectors will suffer. Conversely, if the funds are

not made available but ‘the manpower is trained according to the oxriginal
plan, serious difficulties ﬁay develop. With public sector demand low,
some of the excess manpower will enter private practice, though.likely

a substantial number will migrate or be méxginally.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
18 often difficult once the higher income groups get used to recelving
what is in effect a heavily subsidized government health service. Sume
marizing, in making cost projections plamners 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 -

.. In concluding this section.we wish to.stress two points.: First,
in any manpower study not based on the economic'approach to analysis,
the attempt should be made to éstimate the relative fiscal: effort:required
by ‘the alternative policies under considerationm. If the results are
viewed as guides to' action, to be interpreted in the 1ight of professional
judgment, the errors they may 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=
tries., Research is urgently needed in this field to improve the inadequate
methods now available, The best results will evolve out of prospective
studies where costs are predicted-using a variety of means end the results
observed over time., In the meantimé;(however,thhre is a wealth’bf 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.
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Part II1

ISSUES IN MANPOWER PLANNING
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chapter IV
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. Educatiopal:Planning -
vy I' Ay o
lﬂme Perspective in Educational Planning
l\’(’ il TR S K - ¢ “l,_; L
‘ A principle characteristic of the educational procesa is the time
"" ' HIR Y k iy . ",

lag necessary to produce professionals. In manpower planning it is not

only important to recognize the lons period required to train profea-
N ,' \. ‘ T
sional personnel hut the even longer gestation period needed to develop

,; o
T

an educational institution. In educational planning, therefore, the |

lead time for produetion of professionala requirea making supply and

g

demand projectiona over at least a fifteen-year period.,

One reason why ancillary training is appropriately emphasized in
R ()( .

health manpower planning for developing countries is that the lead time

MR AN B I

is significantly shorter than for professional education. Each phaae

e

of the procesa can be reduced aignificantly. The training program itaelf
l 3

is one-to-two years, baaed on a limited general education. The time

i | Yo gy

needed to develop the educational institution is alao considerably

1' . AR D
BN e Ry

shortenad, in large part due to lower educational requirements for faculty.

Quantitative-Qualitative Dilemma'~ =

' Throughout ' the -process of educational planning, an appropriate!
balance between quantity and quality must be.maintained, ' It is all’
too easy to polarize thinking-in favor of one alternative. or: the ‘other

* even' ‘though::they are)usually: reciprocally: {aterrelated, & .vlims:
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Quantitative Aspects., A major requirement of educational planning
AL T
for manpower development is that some degree of flexibility be built
COITE TR

into the system to permit the shifting of output to meet altered demand.
Production of trained people, however,:cannot:be as readily adjusted as
changing the rate of production on an automoblle aeeembly 1ine, Industry

can adjust to market demande merely by delaying production or modifying

2ob Y oyt f_k‘;;-' ) K

input, When people are involved. quantitative output ie far leee subject |
SR TR B S! T ) A . , oty 1
to control. '

- 8 L ' o

For example, it 1e extremely dlfficult to turn off the tap of

A st

menpower £low in a epecific profeeelonel or occupational category. An
I 6 L THRES
occupational group eeeme to have an 1ntrineic life of ite own maintained

s

largely by the compulsive loyalty of membere of tbat group to their own

wf.

occupational future. They will £ight vigorouely to eneure that the

4w

'ptoduction of more of their klnd is not reduced. A blological drive seems

o o)
) P

"to be operating eimilar to the etruggle for survival of any apeciae.’

Biolegical reproductive mechanieme develop evolutionary edjuetmente to

il 5

cope with ettritlon ratee of population numbere. A eimiler principle

Lo

seems to operate with occupational groupe. !lanning for maupower

'!e‘ \i ,i'z-" . ".

development has meny of the same probleme now being encountered in
natlonal1programe for family planning. ’ R | ’

On the other hand, the major characteristic.of the.manpower, market
has; 4n; general been one of scarcity.. So £ax, there has.seldom been an
evident. population problem of health: personnel, Themain.concexrn is -
deciding: which categories:of health.personnel need to be dncreased most
urgently, Public,policy:then:promotes.the opening or expansfon: of edu=

cational institutions and the creation of incentives to attract new
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candidates to the priority occupations.

There have been instances in which particular categories of health
personnel found themselves superceded by the development of higher profeé-
sional categories, Classic examples are some types of medical assistants,
such as theJlicentiates in India and Behdars in Iran, which were developed
for rural health services. The sequence in Iran is particularly instruce
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 opemed to train a new category of medical
practitioner for rural populations., Behdar schools were opened in eight
provincial capifals. Training lasted four years, in contrast to six
years for physiclans. 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 ox to downgrade it to a
lower level. The group will, however, usually accept the alternative
of being upgraded to the mext higher level. In Iram, 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 cpnsidargtion-;g;that;dqging?theyg:q;qgged
iperiod of British rule in India,:the: licentiate degree acquired a con=
giderable stigma of colonial: domination, Licentiate: physiciang were .
originally trained to be assistants to British civil surgeons. Their
numbers were gradually expanded ‘to.serve .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 qualified MBBS graduates and many of the licentilates 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 health center program or to
~ghift to more qualified public health nurses supported by a mew category
of auxilliary nurse midwives. Nursing consultants have established
official policy favoring the latter alternative. It has, however, been
difficult to actually stop production of health visitors because they
"have been widely recognized to £ill important functions not yet being
covered by the other two new categories.
- The experience in. the United States following: the Flexner Report

48 also’ instructive.- Up ito 1913, there had been uncontrolled and
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eiicessive-produétion.of déctors. ¢Most: were:poorly educated. . Proprietory
-medical?schools;roperated foriprofit; hadia particularly-damaging. effect
‘on!'the"reputation dfcthérmedtcaldptoféssionxaquﬁa~reeu1c,offthe$F1exner
JRépditg“théﬁnhmbetﬁofhmédicaloschéoléz1nwtheuun1tedfStatesywasqabruptly
"reduced, ' The!expanding.demand fof:ddctors-:continued to be :met ;by-the.
pre=Fléxner "doctots, . eépecially in!thé:rural areas.and-in:small.towns.
Medical educationwas able to'concentrate on-expansion.:~As.brought out
80 well'by Greer Williams;2 thesnet result was that: over: the:next genera=
tion, as-thepre~Flexner doctors died, a doctor: shortage.gradually became
evident. Though it sounds-hereticalj 'the Flexner-doctrines are Row

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 igmored. Since World War II, much of the
now serious lack:has: been compensated for by foreign medical graduates
dmigrating' to the: United States. Many of these: doctors are: academically
as poorly equipped as:the pre«Flexner doctors,: :It.is now evident: that
the. pendulum’ swing to  quality. at’ the expense of quantity of ‘the Flexner
revolution was too great. ~ The whole process now stands:as an example

of poor planning., - The profession over~reacted to overproduction and -
the resultant’underproduction was permitted to .continue too long.

.and:the: Definition -of Educational Ob eCtives; Fundamental

to qualitative: improvement is a clear understanding of the functions: for
which: graduates iare being prepared. This definition of objectives is
- far more important in-professional education or occupational training

than :in general- education.

aWilliamé, Greér. "Quality versus Quantity in American Medical
Education". Science, 153;:(3739): ©J956=961: -(Aug, 265::1966)5 72 .niiiud
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dekey 0ccupational objectives:mustibe.clearly statedsin:termsyof.work
-t be;pérforied, ‘the-lavel of.proficiency:to be:acqyired;.and: the. degree
ofzspecializationsto-be’permitted; «The . typesofiiwork to:be:performed. may
be-roughly categorized!firat of i all-in-termsiof degree‘of responsibility
andcomplexity of tasks::In the:health professiony: -one-1s jalways faced
withotha: 14fesand«death: responsibility for:.people., The:range -of : tasks

“needs~to:be:categoriged;extending-from those. that-are- purely.routine -

. and-relatively reflexive, where the need is for minimum ;understanding .
and maximum'skill, on through situations in which. a: high; level: of per=
ception and wibdom is: required for decision-making by those: ultimately
responsible, .-

- An.4mportant: 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; decision=
making." The educated professional devélops: judgment,.attitudes-and values:

:which® lead people to' trust: him with: their-lives. and well-being.:.By.con=
trast; -training: refers-to :the.development: of failrly routine :skills which’
cén be: carried-out: with 'a minfmum . of decision-making and :judgment., .Certain:
acts and procedures:can be built:into: the:reflexive: behavior. of trained

:dndividuals 8o that'they:can perform with a high.degree of proficiency. .

“They:.do-not :decide which: measures:should be applied-in particular situa=-
tions. : They.are prepared only to follow decisions made.by.others .and
to: insure ithat the:sequence. of :steps..of. the appropriate measure: is -com-
pletely carried out. It is a commonly observed phenomenon.that: a .person
who is well trained can often perform a detailed and complex maneuver

Ipatbad apnlvars ob ywobdneal quaey s iloold - goo v Py
N 5 [y o YRR S SRR .

better than aipexson who :is .broedly.aducateddiv. ovining ., woly o '

14
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. sPart ofsthe,process of.educational planning:should. include classi~
fication.of :specific functions ,:830}1'8n&hié«334%4919@5“3.49.1“%tzépe.qt??-f!!‘;’?f(
Decisiona ahout:the.manpower:level:appropriate for each function should
thentbe.made,according; to..the basic principle of having each, category,
of :personnel;responsible; only. £o,, those  tasks,which cannot be done,by,
-1ess: prepared individuals. . The:educated pxofessional, should: work.out.
routines: to-meet-particular functional. requirements and ancillary per~
sonnel ;should bhe:.prepared. to-carry:.out: these routines systematically, .

v .-~ . Ajrelated-problem:in,the definition of functional.objectives is
to determine the degree of.specialization required., Again a spectrum,
must be visualized ranging: from specialist to gemeralist tasks. . AT‘hg
spectrum applies, equally: to,professionals and auxilliaries.. The specific
problems are;-however,.different,

-In dev.eloping ‘countries. the specialist/generalist; dilemma, in.
medical education is illustrated by a fundamental semantic, disagreement
over, the, use, of-.the, texm 'basic:doctor". This word-was. originally used
in the United; States .to crystallize. the major objective of undergraduate
medical, education, - It was intended to indicate that the purpose was;to
produce -a medical graduate who had acquired the core foundation of disci~
plines, understanding: and skills required by any doctor prior tq..
specialization or the attaimnment of .a general c;l:l.n:l.égl- competence. .

He was merely supposed to: acquire the basic preparation and ,;:pgn learn
how. to apply. the knowledge in the intexnship, residency. ,p__r_’ogt,améﬁ and
epecial;lzed»-t:t.éining. . When medical educators in developing,countries
use the. term basic; doctor, it is obvious .that the meaning is entirely.

different..; Their rinterpretation is .that.the, basic,doctor :should be, -,



- 136 7 arr -
Hpehdy to work aa a caliy qialigted doctor > BaLETexpectad torbe a
 géneralisty vih sufic1ant "backgroind 1n” applied work:to~inmediately’
| bfaka ‘rasponsibility, ** This" expectation holds ‘evén”though the relatively
tHeoratical education in most develéping Eountriés-does not’provide‘the
. nééeéaaiy-experiénce;i”The‘diétiﬁéEioﬁ”isﬁbhaicallyfthat?tﬁa“purposeiof
. medical eduéation’ 1f devaloping cotntiies is- to"produce generalist: doc=
tors, -while in more affluent soclétias the 6bjective has-shifted to ™
producing mostly bpécialiatb;?iIf“théfgenerhlistwdecideé to speclalize,
fé ill have’to go back end pick'up’ the specific'areas of‘basic science
necessary to“ﬁié*apeéiaityQ On' the' btherihand, the basi¢ doctor: of the
affluent societieh 1s”supposed to have sufficient preparationin the :
L baslc sclences’ to:enable him to wove in”any direction. The assumption
. 18, however, that he will learn the appliédfhtts;bf'medicine only in -
the ' area of his specilalization, " The' term'often usedvfor‘thb'lhtcer
Yconcept is'that of a "blast céll":graduate.’ o
v 7 At the anéillaty level,- also;'the’ ‘apééialiﬁsc‘/ge;ierari'n;t dilemma
“ {g goutes”" A basic issue ‘is.whether the’ hiealth services- are:ito be '
5?§ﬁiﬁétﬁf€d“érouﬁd’h“éhﬁégdtical‘diéé&p@“hpproacthr a'cotiprehensive
tghire ‘approdeh.  Foi categorical disease ‘programs such ‘as malaria erddi-
cptiod;’Iéb¥dsj“ahq tubétcu}deib”ébﬁprola5hhd nngriﬁidnal campaigns, '
large Humbérs of ‘individuals-are ‘needed who are trained ‘only ‘to carry
‘6iit’'a ‘spécific group of ‘tasks, "' They ‘are lighly ‘specialized in certain
skills"but’ their range of ‘activities 1§ilthitéd;."Builgg;ntoythis'system
is“ﬁhé“Eﬁsuﬁﬁtibﬁ“thatfas‘Epgcific‘31Qégeéaﬁcdme under’ control, personnel
éﬁﬁ’bé”rhﬁ@a;héd”tbicobéf”édﬂitioipl‘fielda.offhcﬁlvityai&Infpraétices
the" range" of o5t such ‘programs eventually covérs ionly @ smallgroup 'of

diseases.
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The alternative, is, to. train;a; low-level generalist.to.work as .

Er

the.primary, contact with, the .sénssql_qpub}ic in;a comprehensive, care ser-
vice;~ The:generalist,auxilliary. serves as, the initial screen for all
routine-curative; and preventive health services, His training is also
limited to.standardized: skills,-although they cover a considerably wider
rangei of : alternatives ;than those :provided, to the low-level. specialist.
Ig;iﬁ generally: agreed. that such. a:system will work only if the general
health:worker.is thoroughly trained to identify those conditions which
he shouldgnotzatpempc»;o,handle.,,Routineg must be established so that
any, case which.does;not; fall into easily recognized categories can be
referred to more;adeqqately.étaffed,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.

JIn, both: systems major reliance is placed on regular and consistent
supervision by more highly educated professionals. In fact, any system
using :auxilliaries works only as well as the supervision provided.

- There-is,, however, the special case of the remote and isolated
rural area where the normal pattern of supervision camnot be established
and communication is difficult.. Even in such a situation, there have
been\many'ina;ancesv1n¢which;lowa1evelzgengra}ietswhave functioned well.
Perhaps as a result of :the additional responsibility placed upon them,
many of -these -individuals have :been particularly effective, There are,
however, builqein}haza;ds;dﬁe»go'ghg-inability of many auxilliaries 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



- 118 -

mar ol ey e b, T F e e gy P esvge £ iy g i iy grek g} YT N S
pattern 9f comiiniéation with Health’profegsionalsis ¢ 7adln -1

i w“"J“"""I"ll'f"é'ilii'é’é‘i:ii.’tsmstl plahning &’ genéral: principle that:has!been’repeatedly
demonstrated‘to be of fundamental’ importance is that' the’ number of-cates
‘goties of’ personnel should be" kept to a'minimum,’ It is'all’too“easy: to
"multiply auxilliary categories to fulfillf specific ‘functions,' This
'oftentimes produces health services which have wastéful duplication of
yeffort. It ia‘probably hettet psychologically’ to strain the capacity

of heelth workers to cope with more than they can readily’ do, than to

limit activities to the point where there 1s not enough to do,

Once the number' of professional -categories has been decided, there
should be clear definition of respdnsibility'tetweeu‘them. ‘Many of the
problems of friction and poor working relationships between health per-
gonnel arise from the lack of such clear definition of their roles.

.Some side benefits resulting from a clear definition of educational
'cﬁjectiVea have‘to do with student selection and curriculum development,

"‘ic the first case there is .a highly desirable self-selection of students
taaed on the natcral'tendency to pick the occupational level and type of
work which suits ttem best. It is, however, extremely -important to have
vocational guidaiice and information about jobs available to ‘tlie appro=
priate educational pool wlere the selection of careers is béing made.
' Curticulum development obviously follows naturally from a clear
definition of objectives; Once it is definitely known-what the graduate
‘{8 supposed to doy tﬁe%ptdcées of building’ the necessary:steps of prepa=

ration into the student's experience becomes manageable, '
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Iggt&#igg;theuﬁbilizatiohfofrEducational'Inatitutions P R EI TR X S TP

.  The faculty: is':the'most important
eleiient I\ the ‘educational enterprise: and particular attention should be
‘given’ to maximizing the -productivity: of: each member. :Facilities, budget,
scliedulés and other arrangements 'should be ‘attuned ‘to ‘the fundamental
objective 'of providing an:'optimum opportunity for' useful communication
between faculty and students. ' The 'faculty should be relieved of non-
essential burdens so that they are available ‘to stimulate the learning
process of students through direct personal contact.

A fundamental consideration that must be solved in keeping with
local conditions and needs is the -question of the relationships between
the educational programs'for various health categories. Professional
education tends fo be concentrated in universities and a profitable and
close interchange within theé.academic community usually develops.
Middle= and lower-level 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!in hospitals aré typically developed in hospital
schools; * The training of sanitary inspectors 'and other public health
£ield workers ‘also ‘tends-to ‘be included in -the working program. Both
middle~ and lowdr-level technical training programs are usually directly
under ‘the Ministry of Health for the obvious reason that this maximizes
the practicality of the ‘trainingi -

"A-generalization ithat scems appropriate at-this time is that

- gtudents sholild get "as much«df“their génera1~scienceﬁand«pteparatory’
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education in the gemeral:'edicationiaysten as s possible. A mplor: adyan=
‘tagerds that this pernits delayed decision about career choices. The
ftebhnical.training~schobls:;hen'can,cpncentrateaﬁore;effethVGIY»Pn that
‘part of the total educational.experience vwhich relates to required working
ekiils. The system whereby technical: training institutions provide a
prolonged period of basic education is in the .long run~pt0b551Y-1955
effective than a division of responsibility, .Conversely, if a general
educational institution 1s going toaassumevfullt;esponsib!lity for
training, there is danger that the practical;egperience:will be too
short and of -dubious relevance. This genetalizagion a156 applies to
professional ‘and auxilliary couxses. |

A related concern which must be solved in keeping with local
conditions-and the total faculty work load is that of fulle or parte-time
status. Wiﬁh all of the pressures in society fon.incré&sing specializa-
tion offfunctién,'it is not surprising that -teaching is incréasingl&
recogniied as deserving fulletime specialization, - The educatioﬁal
gystem, as the major producer of health manpower, 18,1teei£ 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 zeplication of health manpower. However
1mperfect-the;probess, it carries the obvious conclusion that teaching
<£acultiea'ahould;répresenq'theahast professional models. Since;indtvi-
duals ﬁuch as these are-rare, it isalogical:to=maxim¢ze,theirAéducational
1mpa?t by making them full-time teachers. ' Particularly:.at the:profes-
siopa; 1e§els of education:it is also -generally accepted . that these
1ndtv1duaia should- be :leadexs -in research. :-As a.result ithey often lose

contact vith 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 1s 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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' srPerbape‘cheﬁgreeeeet»heeerd'ofwthewpart-timerteacher-private
,ptaeticioner erransement 4s that ‘students: tend to-get:a distorted
eenee'oi profeeeional values. The most tespected role models become
.the most ‘affluent clinical’ profeeeore with their 1long black limousines
and luxury ltving gtandards. In many developing countries the potential
economic rewards lead to a tendency to compromise ethical principles
relating to patient care. Even for professors, inflation of fees is
usually less apparent than the provision of unnecessary, and often
dangerous, therapy. Teachexs as professional role models gshould trans-
mit the values most needed in the developing country such as a willing=
ness to serve in rural areas, a community orientation and social
reeponeibttity. .
An appropriate balance can often be achieved by having a core of
full-time faculty 'who are truly the professional leaders and are paid
. appropriately. The faculty can then be supplemented by a much larger
numbér 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 plenning(deale with various levels of
-‘educatien, an 1mportant generalization is that the faculty level should
~ be appropriate fer'theutreiningxlevel.«‘In'ﬁany developing countries
ﬁ'part-time.medieal practitioners tend.tofmenopolize most teaching positions
in schools for.middle-fandzloueréleﬁel health workers, This is not
‘ :deeirab1e becanee'lnherent»in most education is the tendency for the
.teazhnr ka try to replicate :in:the student small ‘images of himself. It
is mnite: appropriaee to: use practitionets of the 'same occupational group

befngihfained;:euitably;preparedzfor»theirqfaculty role, to provide much
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of ‘the- basic t:ra:lnins -1Doctors can:then :be:used-for.some general :teaching,
: especiauy a8 :I_.t: relatea ‘to .preparing the students forseventual.team;;
relat:l.bnsh:lpg in health work, .

In apit;eof the general statement just made, there 1s-.the contrary
generalization that joint use of faculty ehould be made wherever .possible.
This applies part;icularly to.the teaching of basic sciences aud general
subjects required by several occupational groups. As already indicated,
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 programmed
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 cooperati.pn with actual field staff, Here part-time teachers
with joint appointments in service agencies are almost. essential,
Students learn mch more than the obvious technical skills from seeing
respected membérs of the occupational group which they hope to join
actually working in daily routines. An added beﬁeﬂt from this sort of
{nteraction with the field situation is that the full-time faculty, by
be:l.ngrexposed*tc:: the problems of consumer agencies, become more practical
in their orientation,

. Making: the Best Use of Facilities., A question to be. decided at
an earl.y stage in educational planning is: the:optimum-size pf the educa=

tional facility. Thexe are few clear-cut research findings on thie basic
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ﬁéﬁé‘ﬁtio& A graddéllyiraccumdlatihg»’vstore'cofc-impre,aaion':@andii.nformat::lon
repradents thesbest evidéence now available. Medical:schools have tended
to maintain gmall classes to ensure high quality éducation with maximum
“@atudentsteacher:contact; 7It‘seems:clearinow.that classes of 150 to 200
“6an be handled without educdtional-loss: = s
reuest, The danger:of:shifting: to-a:more: didactic form of teaching must
hbe guarded against:if.class size is 1ncreaaedad'0erta1nly.aomelcountries
have:had medical:schools with:classes ranging from 1,000 to 5,000 which
weré.:caricatures of didactic and theoretical teaching, with little
relevance:to practical:learning. - Theipractical sessions to learn skills
must’beiconducted in small.groups in close personal relationships with
teachers: and the working situation,:
In-general; the various auxilliary training schools should have
-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. Much more needs to' be done to £ind out how big a.classl
can be before teaching effectiveness is seriously impaired. Again, 1t} ;
:seems: probable that classes of 100:to 200 students can be accommodated -
for: theoretical learning if field andiclinicallfacilities are adequate
i to- provide: individual: practice opportunities.
.. To ‘save facilities, it is often desirable to use laboratories and
~1ibraries jointly. . Field activities. similarly can be based-on combined‘
community teaching facilities. . 3 '
*. o A constant: danger- is the.tendency to expect.too much of limited

«facilities, especially;when the mass: needs.of technical :and :auxilliary
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training interfere with professional education,: In,somgﬁmedicglkgcbopls
in India, for instapce, departments of preventive and socialaﬁedicipel
are also required:.to.handle glasses for training 200 sanitary-inspectors
at a time, which seriously 1ntergeses with their basic responsibility
to medical students, Thq'Jo;ns use of facilities, therefore, must bé
balanced so that apparent efficiency does not interfere with quality.of

aducation.

2ducation for Community Service

Throughout this monograph the theme is stressed that education of
aealthﬂﬁoikéfb in de&eloping countries must be focused on health problems
and aétiiiﬁie; relevant to local needs. Educational patterns cannot be
transferée&.directly from systems of education in other countries. This
;eqe;allgéatement is easy to say but hard to implement, It 1s now evidént
that the most important single component of local adaptation is to develop
an understanding of the local community and the best ways of serving it
38 a whole.

Instead of the tripod, teaching, reszarch and clinical service,
redical education now has the fourth leg of service, A major obligation
>f the medical scﬁool is to develop a community orientation in all physi=-
:1an;. Iﬁ mhny developing countries A doctor's main responsibility is
ro lead the health team in a rural health center serving 10,000 to
100,000 peoplé. ;ﬁb ﬁusﬁ learn that his patient is not only the “whole
;éraon"'as now taught by ho&ern‘medical schools, but also thé whole
:ommunity. This requires him to deveiop a new orientation toward
)xiorities. He bas to ;ake qifficulc choices about how to allocate

she limite& héalth tesouﬁces'available with the good of tbe group being
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“!tha"¢entral objective rather:than / single»individual »: The most:diffi-
cult'choices are in:theiallocation of :his:own times :As a:community -

' dbetor) he must-learn to use the varied: social and political-forces that
aré' available to” any: community leader.

' 1 the medical school accepts: the responsibility of training com=

! muntty-'doctors, ‘1t must itself be community oriented. This is dome best
by taking responsibility for the total health care of a geographical
region,

Community teaching can only be done when community facilities are

. Pl o3 DG
’ Ideveloped in the same way as are teaching laboratoriea and clinical
T P - 3
’ wards. Organization of such community facilities is not only expensive

~and difficult, but also the whole idee is still so new that appropriate
L N I .
‘techniques have yet to be designed. The most frequent pattern at present

is to use teaching health centere in rural 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 is made of house-

hold surveys, followup visits of clinical patients to the homes, and

ETEEN AT

‘epidemiologicsl studies. If the health center area is small a common

experience is that iamiliea are soon subject to excessive attentions and

T s‘( -

become resistent to home visits. To be polite some villagers develop a

A Y .
,;qlﬂ',,. [ K N A) 7,6,:

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

A oot i B R N .
of experiments around the world in which medical schools are asauming
"'ll‘w'x{.»’» SN RS - RSN T LTI ‘

responsibility for all of the health facilities in whole diatricts or
anted gimsg Al do beng ot Drle Lobiews maouwune oYX e gL e

provinces.
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- ~During the£ield:training health:personnel:can: learn. to.work:
together as a tedin, .This.sort of:emphasis!oniteam teaching:has.been
particularly emphasized: at' the:Gondar;School in‘ Ethiopia.- .The:health
officers, the community nurses -and:the: sanitarians: are taught together
throughout their educational experience, but especially-during their -
community work, :Other: 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.. S N

A major benefit of regionalization of health services.is that
it provides opportunity for continuing education.? 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 amongthe
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 persomnel,
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

8geipp, Conrad, (ed.). Health Care for the Community: Selected
Papers of Dr. John B, Grant, Baltimore: The Johns Hopkins Press, 1963,

pp. 93=140.
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theit;?profesaionam standardss sq.ncefadéqua:ektaeiutieswor technical
Areaourcee»are ndt:available:in: théq.ﬁeld a:ltuat::l.on. ,They :.'eveal ajgonr
scanc:'tendéncy. to:1insist:on’ taking: patientai back> to:the; hosp:u:al foru 0
adequate’ study,® They can't: understand:patients';reluctance:to, Leave:i::
their village environment. - The. necessity.of:coping:with' diff:ll.cultz:v:_lls-
lage’ patients under:limited-and:restricted;conditions’can,:however srbe:
a. very profitable: exercise: for:the hospital.specialists: T IR
it A gteadys centripetal £low of: £ield.workers: for! short:coursesiand
inservice training programs is equally important. Theix: participation
helpsi:to keep: the teaching practical’,and innovative approaches .from the
educational center can be' promptly: diffused throughout: the health.services.
An additional educational:dinstrument that:1s.usually ‘ignored: is
.the use of ‘the record system -for. continuing:education.  Referral of. cases
‘and ‘problems from the field :should have ‘a regular system of xecording. -
£indings so that the educational institution will have relevant. informa=~
‘tion about the environmental and ecological conditions in which the-health
- problem started, ' Conversely, the :records:.going back to the peripheral’
units from the referral center -should carry sufficient information-to::
‘provideveffective :learning for isvlated health:workers. ..: .« auclicy
ady ity Similar -continuing education 1s:the responsibility of: the:rdoctor
#;at ‘the peripheral health center in his; relationship: with-his .own sub=unit
‘st:aff. ‘There should again be ‘a regular :gystem of visiting :and two=way:
| flowlof; communication so that the educational::impact filters:out: through

all:auxilliary workers:to:the:general: publies 2 unrtsinuw sus vl dadd
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o ~£2$:nsu;a wiit 2 ﬁa«Educat:ioAnalr‘Met:hodBw srrseexe @Y wd Loabivoxg al
ad h{umimprovingntheuqnan;ity;andgqualtty;ofgbducationirequi:es;morg,than
merely, increasing the number of:instructors.:: Substantial improvement: can
' bevachiieved: by improving:the: instructional:methods, . In many cases stu-
dents;can:-learn :as well without,: as: with -an.instructor. With the use of
modern;;echniqueszitwis;pobeibleito-teach“more!studentpuwith less manpovwer.
‘The . key,:18improved methods.: i
nwhmrflt;haaubeen:aaidxthatfthexfirst.chiugqa;teacher«ahould,knowhabouc
teachingids::to:know when-not .to teach.. .Teaching in this sense applies
uprimarily to the:mere;:transfer: of information.. The statement recognizes
“»:that::learning -should be: ‘an -active: process;-and -the emphasis should be on
learning rather :than on teaching. - This approach has not yet gained favor
.-in many, :sections .of ‘the world:.vwhere.didactic teaching is the -accepted
practice, ‘even iat :the higher.levels of education. . Emphasis on learning
should begin at .an.early age, and is even more important in professional
education,; :
_ .i If the.objectives of.education are primarily.to-provide .information
ArwhichmthewstpdentJismexpected@to:recall;at:the;timeaofuexamination;gthen
the:trad;ti¢qglcme:hods;ofﬁeducation}mayahewsacisfactotyc -If . the:objec=
tives.include - teaching -therstudent -to define and solve problems,.then.
there:must .be:opportunities for. greater:involvement and:active partis..
cipation by the student. vt rwofes b1
v ,g:3sﬂThe:presenesehorcageaofvteqphersgthtoughout»the:wotldgneed not be
nxaniimpedimentwtoﬁagch;changes.egResistancegtonghange is.a greater problem
than~the shortage of -teachexs, :At:present the most.common methods of

«+ :instruction;are: ;i lectures, demonstrations, rand.reading. ."Inspiration"
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18 provided by the pressure of:examinations;: Even if the quantity of
oniteachers: weresubstantially dincreased, in many:countties: there-would be
ns:1ittle change fromwthese’ teaching methods, . In-the United States,: with-

many ‘teachers, most still ‘see -their role as ‘that: of providing information

2‘pather-than' providing an environment which will stimulate learning.

The widespread availability of books has removed:the original
reason for many lectures, However, in many of:the developing countries

‘" there1s not' only a shortage of teachers but also a shortage of books.

Books are ‘obviously more easily and cheaply provided than teachers.

The expository lecture will probably continue to play an important
role in education in many countries 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 tle part of the student. If the
object of'the lecture 1s ‘to transmit ‘information, the size of the class
Is“ndt crificgl provided that the speaker can be heard, 'Eduﬁaciénal
television often uses the lecture method to reach large audiences and,

' 'incidentally, preserves some of the defects of that method. It is pos-
sible that ‘in 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

space; Unfortunately, countries which cannot afford teachers canmnot

afford television,
* The'discussion method has many variations. ' If used correctly, it
= ifgan {uprovement over: the lecture since .there are greater:opportunities
for active participation on the part of the student. The transfer of

“information tends-to'be somewhat.l@éss than in a lecture but learning, in
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' the'sénse of exploration,’may-bermich-greater: -The.danger isithat the.
“digcussion-iathod: ay degénerate intoallecturette, It requires exper=
“iencé and:préparation:on-thé part of"the-teacher:to’be-succéssful. :With
this ‘method;:the ‘size of ‘the class-is eritical. Thisis:onerdaterrent to
a more ‘frequent: useé-of:this method=in some countries. ‘However;, even.
where the!cldsses are-’smdll: there!is not. 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 questionéd or
challenged, the climate 18 not’' favorable for active discussion.

The “discussion method 18 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 80 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 school,

Demonstrations; eithér 'in tho' laboratory or in the.classroom; play
an-important role in teaching. They add a great deal.of clarity:to"many
learning situations, especially- if -the ‘demonstrations 'are: suchithat they
can be seen’clearly:by all the:.students concerned; -Many people.learn
best: by 'seeing-and-education -should exploit the use of-all senses to "
providing’ learning experiénces; Demonstrations,-however,:are a,poor
substitute for actual ‘practice on"the part of the student’ if the -situa=-

tion is‘one’which requires the development-of motor:skills. The'problém
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with practice.is:;often a lackp.ofsequipmentgandtfa_qi'liciqacs 3A ghortagaof
teachers may-be equally;critical.because:practice .'!l;‘;a.lcea:perﬁeqt; :;é;ily £
ttids.the:right kind-of-practice, :and this requizeasupervieion,.. It -may
actually be.easier-toisolve these problems of1 ehoﬁﬁagesf;thaqaato 1struggle
against ailack.of-initiative or:-a strong:prejudice against practical . .
axpetiences: Where:there:is-a.sharp:dichotomy batween theoretical learniug
snd-practical experience;:then:it is:.often dif€icult to-interest, teachers
Ln making more; use-of practical experience,: . In countries-yhere-education
te identified.with: the use of:the ‘brain as opposed to the.use:of .the
hands, introducing more practical experience into the curriculum may be
sonsidered beneath the.dignity of the.educators., As a:result students

30 through training and-learn facts but have little or. mo practical.
sxperience.

.t . . In vecent years,: there has been a rapidly developing interest in
the-.use. of :programmed- instruction, This:method: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
of good learning., There is immediate feedback to the student since. the
program.checks his.response;and allows him;to reinforce his learning, or
nake: the:necessary: correction. ' Programming allows the student:to-set.
ais own-pace:in: learning, - The supporters: of programmed. learning.feel .
that . the-student: learns-:faster.and better than under traditional methods.
Programmed .instruction has;been: produced: for use at various levels.-:For
axample,.. p.rogrgnmed;.;com;ses; range-£from those:fox.the use,of family plan=-
aing:workers:in:India to;those for.medical: students:in-parasitology..:
Programmed instruction,is being:improved and hasimet;a-number;of.the -
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criticisms lévelledwacvitkearlier.inForxexamplej,ic:wﬁsfeaid.that programmed
‘indtruction;wouldibie appropriate for-teaching facts but'not-for teaching
principtes%andiconceﬁtﬁw%ﬂThissdepends'uponcthevptogrém. :Most of :the
programied:courses haﬁefbetcef'definedeobjectives<thanxmothtraditional
teaching. Even the best programs do not completely eliminate the need

for 'teachers. ' ‘Programmed instruction can-provide a very effective means

of 'increasing both the ‘quality and. quantity of the. educational output,

" The userof the community to provide learning experience in -the
health fiaeld has not:been adequately explored. Without -books and without
‘laboratory equipment; mich knowledgé.may be gained in the open book of
every 'commnity:; In both rural and urban enviromments there is: the
potential for 'faster.and better learning outside of the school and it
is unfortinate ‘to. see students confined to the classroom and the text=
book-while:ignoring the dynamic and interesting lessons in the world
around them, In some:medi¢al 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 -be>well planned in order to permit the students to obtain maximum
benefits, +: - " ¢

e -Among the:factorsiwhich influence .the selection:.of a teaching
community.are its.rural-urban status;: location, size, topography;.socio=
economic groups, range of health problems, and the cooperation of.the
people; ~Where the teaching!institution:serves:as the:medical center of

a largésaiea;asé1hmthé:casedof'regionélization.vtheawholeuareazsetved:by
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““"-’“*"ii‘-3the‘ffme‘di’¢,-*a'j.‘-l’cente'rf nidy bé :conaidered .the iteaching icommnity and will: ,

: - probably ‘include cboth :zural jand urban segments;:a wide range .of :health
problems, -and all :socio=-economic ¢lasses: y+Under zthese circumstances - -
idiffafent:' -gegments of theé community may be:.ueed:for different teaching
purposes. -
s~ On the other :hand, when:therinstitution:has a smaller Ateach,:lng-
community, then-it may want-to electia-rural-one if the students will
sub‘Seqdently@.pfactice primarily in-a-rural area, :It should be close
enough to the teaching center:so -as:to -avoid spending a great portion .
'6£ the learning time’in travel, -If it is. faxr from-the center, ar«pepiod
of residence would: be.preferable;: The size.of the community should be
such' as to avoid having to 'study:the .same:household to the.point of
boredom and to give every student an opportunity to learn. -In-a’teaching
hospital it 1s 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

“gtudent 18 learning to estimate the death rate .by.a sample survey, a
Larger number is required than if he is.trying to estimate the:birth

rate., The studentedoctor who is-gaining experience -in:management:of a
healf:h center in a country where the doctor patient ratio is 1:30;000
ghould have a practice:area ‘that-is:considezably larger ‘than the studente
doctor.who is studying the: relationship of environmental sanitation:to
healthe - oo =it 0w anuddowg oaie A Sria e o4, unimetor

i+ 7212 The. topography: of: a-teaching scommunityi should:-be representative of

< the/area as: aywholeq:i:Learning! should:not.be:confined: to;aisingle.:;
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1goclo=economicsgroup. vAlthough:a strictly service program,can confine.
itself go;thealqw33tueconomiq=group;gthe»educationalYprog;am:ahpuld be.
.reptresentative:of the community. The range of health - problems. should. .
-reflect-the”range to-be-met in later practice, The cooperation of. the.
community and its political-leaders-may be more difficult,to obtain. than
the cooperation'of; patients in a hospital, but. this is in itself an .
important learning experience.

The teaching community'ééh be'uaed‘f;r observation, for collection
of data, as a frame. of reference for problem solving, for learning manage~
ment,  £or> development of new programs=--personal and environmental, for
rasearch and: demonstration, and for developing attitudes of service. In
‘return the community should tangibly benefit from the association.

The transmission of attitudes in medical and nursing education is
vital. Motivation for service humanity rather than financial gain,
concern -for. the zural population and the poor, and dedication to the
concept of continuing education are all attitudes that may ba, but usually
are not, transmitted in the process of education.

The .great: technological -explosion in the advanced countries in
recent years, has extended to education., Tape recorders .substitute for
language: teachers, computers and ‘television extend. the effectiveness of
the teacher. All these devices tend -to widen the gap between the have
aad have not nations.. Unfortunately, :the widening gap«appliéa‘to“morg
than education., The comparison is discouraging, especially ‘in countries
of Asia and-South America which are faced with & rapidly growing population.

.~:All:.that .can be done is to use the best methods available;within

the ‘resources :of ithe country to maximize the-quantity .and quality.of ,the
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ediicational effort: Thév'havelnot!!countriedimay claim’that many-students
~who were brought up’under:an” educational system geared primarily to..-:
acéumialation of information have:stili been outstanding-scholars.: These
are' the outstanding students who:survive any' systém.® The tragedy-of: that
-systein, however) is'that so 'mady others have!failed to‘measure-up to their
potential-bécause the system did not encourage creativity.

Sﬂdepq Evaluat:l.on. .

“ i Tfi-‘educational ‘ihstitutions where the examination is the chief
stimulus to- learning; ‘there 'is-a ‘tendency to "cram" with the comsequences
that*mich 18 forgotten' shortly afterwards. Educatlon has been defined as
"what is remembered after one has forgotten everything he has learned in

“-gchool." When the examination becomes more important than the learning
itself, this can hardly be'called education,

" However, examinations can be very important .. cic..cvassasg peveswo
as a means of. helping the student and:teacher to determine the effective-
negs of learning. Evaluation begins long before examinations with a
cléar statement of objectives, including criterias for: determining when
these objectives have been:achieved - It should include the appropriate
use of measuring devices before making judgment:-of the -achievement: of
stiidents. ' It is relatively easy _to-measure the amount of information
and ‘understanding :gained, ' Evaluation is often confinedto this: level,

' 'Even -at' this level:the evaluation techniques may be questioned: For .-
h‘éx’aﬁpleg' ‘4t has been shown repeatedly that the essay type.of examination
rdoes not ‘provide -éonsistent “and-reproducable results even:when graded

/by Ithe "dame ‘'examiner's:: ‘However; Wtgiuse ?continue's,' often:on :the :grounds
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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 excmination. . 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 programmed 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 1s supposed to measure more than information
recall, but in practice it h;rdly measures anything, especially when the
number of candidates for examination is large. It suffers from many 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
jols. At present, a high premium is being placed on information, but the
ability to accumulate knowledge may not De 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 motox skills, The midwife must be expert at delivering, the baby.

The sanitary.inspector should know how to construct a latrine. A technician



- 138 -« /.

“should 'bid”able -to prépare 'a ‘good’ slide, ‘A’ surgeon’should be: skillful’

1"

"Wtk bis hands:' Hére (ote messires ‘performance ‘dnd nit merely knowledge.
A'wriften examination on.how to construct-a’ 'ldti‘:l'..ﬁ’e “4g-a -poox -substitute
for "actually ‘constructing one, -

¢ " "Maagtiting ‘achievement of objectives in the affective area is much
more difficult than either knowledge or skills., Part of the difficulty
lies in the fact that until recently there was no precise taxonomy of
6b_1e’c't:':l.ves 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 Educat:ionall

Objectives in the Affective Domain, by Krathwohl, Bloom and Masia,
provides & clearly defined set of objectives and thereby, permits a

riore relisble 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
charact:ér;zation by value complex. In the field of medicine the idea
of community service in the rural areas often does not reach the receiving
level, and 'al’théugh some students may be aware of these problems they
have not developed a willingness to re‘spoﬁd,-nbc to mention a commitment.
If education 15 unable to elicit the appropriate'feeling response'on
‘the part of the students;: tl'ien" to that extent it has failed. Knowledge
alone 18 not enough, Family planning programs in India and Pakistan
‘fould accomplish mére, "even without additional manpower, if there were
":édter ‘commitment on-the part of theéworkers. One of the greatest probe

“lems of education:'is how‘to produce this change and to ‘evaluate whether
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or not»1tihas;hctﬁallyfoccurtedczwn

Licensure oftencinvolves some-kind of evaluation, - Completion.of
a course of study ‘at:an-institution may carry with-it eligibility for
licensure or completion'of:the:course may only be a: prerequisite,
Licensure may help to maintain.the quality and quantity of the manpower
pool ard offer the public some protection, There is usually a definite
gap between the evaluation:0f 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 is much more
restrictive in its scope. It is possible that students from the best
institutions may not necessarily be prepared to show the highest pex=
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. Restrice
tions may vary according to whether there is a deficit or a surplus-of

manpower.

Contihuing 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's:develop=
ment. Education 1s:a.continuous process.not limited: to;school, - This:

concept places: continuing education in its.proper: perspectivei - Continuing
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educat:i.én programs should not be confined:to :the professional -health~ -
“dotlkérs 'but extendéd: €o hedlthrvorkers at-all:levels, . .~ ~ii
ok (UHe Ymportant ‘fdctors:vhich determine the:content of .continuing
education are the:needs of-the community, the development of new.;-k;xo.wledge ’
ighid‘the nedds of f!thef:wérkera\{themselvee.‘ .The ‘needs of - the,;comunit'y'-.f;re
‘¢étistantly chianging, "Foriexample; in-the western:countries.acute communi-
cable diseases-are decreasing:and .chronic:diseases are becoming more
important, ‘' In-India where malaria:eradication is-phasing into gsurveillance,
large numbers of malaria workers are no longer necessary. In.some cases
these workers have been transferred to. the family planning program. They
had to acquire mew knowledge in order to £it them for their-new work.
The changes’in ‘community needs are not always so striking. The usual
situation:is a:gradual decline; as in tuberculosis in the United States.
' -Knowledge in the health field is growing at an exponential rate.
It is' difficult 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
intelligentiy. Thus, there is a gap.between the development and the
application of knowledge. 'ﬁﬁl@é vt:‘here ia a means of bringing new
information to people.in the field, it will take a generation before new
knowledge: can: be' applied.-
whina: The.needs of the:workers themselves will largely determine the
' pagpease’ to -a' program of continuing education, ' People are likely to be
interested:only:in those things which are meaningful to them,. :If the:

*uworkers have: a recognized need for education,:then' the:program of . .-
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:continuingseducation,isymich;easier; o jmplementss .. ¢y} 1pan0qqu

~1There: are an.increaging;number of regources,available for.con=. .
tinuing: education,.: Among: the;older established methods are group meetings
of members of a. particular 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 multidisciplinary advances in the health field, . Some groups,
like the American Academy of Gemeral Practice, require their members to
continue their education in order to continue membexship in the Academy,
In addition to. association meetings, special lectures, films and othex
audiovisual devices bring new: information. Libraries provide a valuable
source of information, especially if the books. are up-to-date and if
recent journals are available in the areas required. Quite recently the
Medical Literatuze Analysis and Retrieval System .(MEDLARS) of the U.S.
National Library of Medicine has helped to make a great f£lood of\;p?orma-
tion more available.to.the reader. Programmed texts are another. gouxce

of education which can be used by individuals to continue their education

[ PN - o . Wi
i P T . i . . . Sty

at their owd Fate:
It-is often.necessary, to.provide incentives for the effort to

keep abreast.of,recent developments in.one's field.; Continuing education

- may-serve as oneof the bases for promotion, in a.system, ,.Refresher courses

could jbe provided .or financed by.organizations.for the benefit of their

members.. :When reyards -and.promotions ate given.entirely on the bagis of

seniority, then the incentive for improvement may, be.lacking..,The Soviet

system has.a well=developed, system of rewatds for.continuous education,



Op'bortun:lcies fot" advancementbay: be providedeither by’ promotion
“""higherue’iréi’?mthﬁ‘ thé"same catégory’or: fromione category! to
hndheEs fnamg* opetisended’ éareers and’ allowing an individual:tomove:

E%ﬁ"ﬁ:ﬁ‘e"%&é”ér ladder may-be a valuable incentive to continuing one's
‘education. This upward mobility may be criticized as being uneconomical
‘but” economy need not be the only ériterion. - Some social systems tend:
“to’ ancourege upward mobility, while others do not, Generally' speaking)
‘those which' permit’ more mobility tend to be’ more- progressive, =i° i
st ot 1 addition to the tontinuing ediication provided- apart from the.
job,’"an {mportant phase’ of continuing education may be provided on the
‘4ob' Where the 'individual learns while working.. The value of on=the=job
training asan educational device depends largely ‘upon ‘the amount: of’
‘supervisibn which 18 given. Leéarning done 'on ‘the job is usually pertinent
and ‘méaningful. - Consideration is now being given by some administrators

“to -providing ‘time for workexra to obtain additional training while on the

"jbli’“ﬁnd‘tii‘cbns’i’dei: this in possibilities “for:promotion. o 3
Faonelia wnsdn o inig s s Gy i e v b o TR

Evaluation of t:he Educational System and Educational Reaearch

©* *“Both the quantity ‘and’quality of the educational program need
'tobe ‘reviewed periodically, ~Oné might ask what'are the specific objece
‘tives 'and targets of the ‘eystem? * Countries should establish targets for
"the ‘number 'of health ‘workers ‘needed ‘at ‘various lévels, -'How canithése>
“qUafititative objectiviés be reached? What ire the'major barriers?:The
‘tiext-step 18 to propose soluticns to thésa"problexﬁe."'~‘Soltitions~3mayi'bé
'Platsible on papér’ but unworkable in practice. Therefore, anumber:of

emall experiments should be tried to find the optimal solutions, When
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ncgolutions care |foundd phthey 'should {betappliddron ~avLargeriscaleyotds suba
o3 oalrpdudational objectives varys” In‘ond country-thérecmay: be’a-ido
raldtive sufplus ‘of “orie particular professional catégory. ' Anothef country
“'May ‘Have ‘a’deficit of ‘the saie professional’ category. ‘“A’common:problem is
maldistributicn, - Therd might beldn-excess of health manpoverrin“the urban
. a¥éas but a ‘shortagé in°the-tirdlareas, The problem-for 'thé educational
system is devising a program which will encotirage- graduates-‘to work'in
‘yural aréas,” Afiother problem is having too few nurses'to-balance the
numbér "6£ “doétoks or 'too ‘féw paramedical ‘personnel ‘to balance the- profes=
slonaligtafEy - -+ cHevE oo r T e gl b 1ol et
o ‘«RWhéﬁ’iééoﬁfcésﬂafe“suarcé d6es one build another ‘medical-college
or three- schoolafor-nedical ‘auxilliaries? “How does oneopérdtéthe’ "
ediicational: system to-attract stiudents into areas of:greatest-need?
"Usually décisions-onidreas: of -greatest-need dré~a matter of national
~policy’and ‘are-not'madeibyithe educationdl systém  itself; ' In gome’cases
the govertment may-deéide”’that a cértain percentage:of 'secondary:graduates
ri1l-be- admitted: into!one -catégory; 'such-as health; another percentage
ivgii119be’ allocated  to -educationand- another percentageto ‘governient
service. -In suchiia’situation;-oné hopes that the’ decision”toallocate
rgtudenibs- o’ thede” Afeas ‘18 done on'the basis of caréful’stidy rather?
ﬁéhénfanfa*phréiyﬁarsiépaiysﬁaaia.uﬁwhentéhe~nuﬁﬁéeuafopeééonﬁalﬁieﬂexcea-
sive in one category, the educational system may play'a‘part dn findihg
ait optimal:soldtion‘by raiéing the veqilfeéménts for-adinission’into that
‘7"’partiéﬁléf caté‘gory‘.'ffr-‘ reed Litmemagant fay ehpol fornow oy Leninennisiu
(307 (7t Research-1ito"the-quality of ‘edication’1s a“responsibility-of the

aducationdl systei;! Onecf the'first’questiois’shiould bat-fArerthet ol
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educational.objectives clearly defined? 1 A ‘;.cle_‘ax.';gde‘giqi.;:qu}.of (educational
objectives wouldrinclude.not, only the .content ,to;be taught ;but -also the
-1irend results expected.: Another question; is-the appropriateness -of sthe-.
% alaarntns.equrienqqe~prov1deguq;A,thitq area might dgaliginh”the~sequance
. .yand-integration of .the learning experiences. . Finally, one might ask -
3L¢whethar»the_evaluationutecbniqued are ;appropriate to measure the achieve=-
ment. of the stated.objectives,
. The examination ofstudents.has such ,an .important bearing ‘on the
.way -students learn .that. this should be.a matter of high, priority in
attempting to affect change in the educational system. Changing the-
.learning experiences does not seem to have as great an affect upon the
educational system as changing»thavform-of examinations. Unless the
objectives are clearly defined, the.evaluation .cannot be satisfactory.
There is need for:basic research in education. This is going on
4n-the developed countries. ‘Because: of limited resources- and .the large
-« gap ;between what 18 known .and what-is applied, it is.-appropriate. for
developing countries. to, take: advantage of . the £indings: of basic research
from other.countries:and.tq place.greater emphasis upon ,applied xresearch.
Mnch;workghaaﬁbeenqdbneiin,nawgn‘tgchniqqes_in_learning. Are these
techniques: appropriate in developing countries? What modifications axe
- .necessary?. - These questions.should.be, the basis -for. applied research in
.developing.nationse ., ... . ovi Tinniroa ,fi a
4. . ., In countries where;resources are limited,gitumishtugppea:sﬁo be
uneconomical to spend funds for research, Even under these circumstances
‘ »dfundsqg;lgtsedasprurssearchzpeedxn0t~begwaetpd-unRegearch~mavuvery well

lead:to.aslarge savings:by;increasing;both the, quality.and quantity; of
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the manpower output, The question should not be whethexr funds are to be
allocated, but rather, how much, The initial work need not require
extensive funds. As long as there are students and feachers, there are
opportunitiee 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

‘IMPROVING MANPOWER UTILIZATION

% 1. Becausé:of .the lorg:lag:-period in manpower production,. any,-imme=~
:diateiddprovement in-health services requires more;effective and efficient
use of ‘existing health manpower, Long range manpower planning also
depends ‘ontimproving utilization as much as on the numerical . increases
‘usually 'given most attention., Study . of the conditions under which .
personnel can accomplish.most is therefore a legitimate concern in mane
power research and this leads directly to a primary focus on health:
sexvices 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 gome of
the motivational- factors which lead personnel to work harder and better. .

RS 5 BaTe N

General Productivitx of Health Mangower

GUt e

Four beeic approechee are poeeible in improving manpower productivity

‘(1) To provide more services per worker in the present system of
| 'heelth care;

(2).;Tbﬂp;;videe more appropriate dietribution of services with
| L.'better‘ellocetion\of reeourcee to the highest priority

activitiea.

k(3)” Tb provide for a better quality of services.

iLT ,‘{l ‘u; ;';t‘pLP(

(4) To use the continuing flow of technological development. Thia
RIS '.3‘.4 g H: ’
approach hae in fact been reeponsible for much of the dremat-
ks DAL S PR 3 A f’ ‘ T * i 1 S ‘a

ically improved productivity of health servicee in recent years.
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Quantitative Increases in Productivity

ooty ek

The simplest: method of quantifying productivity is in terms of
VOTTARLIYTY ST A gusvoses

counting arbitrary service units based on the type of care provided.
“Por‘instance, 'ambulatory medical éare is usually measuredahynrecordiné

Tﬂfthéinuﬁberﬂof?patientivisits3to£physiciana.JsNationalﬁand-locaLJdifferences
in this index provide clear:evidence of:the-tremendous variations between
systems“and' suggest the magnitude:cf:poténtialigainsiin:productivity.:.
Presunably; similarlor gredte¥ variations.wouldsberfound in-data’covering
“the wholearangefof*heaith careservices; including:such:-items:as: hospital
bed=days), home visits made by public:health niirses; and sanitary inspec=-
tions made: by sanitarians; ‘‘According to theiU.S: National Health Survey
of ‘July 1963 =" June-1964, Americansaveraged-4.5:physician visits per

- iyear.-:!After: subtracting. telephone. calls;owhich afe:not’a-typical part
ofpractice in most countriesy:and:visits:to!public:clinics;-there were

«i:336" visits per person in homes: and physic¢ians' officest: During the
same period there were 188,000 physicians and doctors of osteopathy in

Tl ngly oo o
private practice £or a population of approximately 188 uillion civilians,

SHLUTIG T cin ey T X orrakragy oo e LOTooe L sl
or one private practice physician per 1 000 population. This means that

’.rrcﬁp \.

the average physician provided 3 600 visits per year or, on the basis of
EARE SR .‘E,-

220 wnrking days, about 16 patients per dsy. This figure does not take

b A Sy Croanal

into account the time spent by many private practice physicians in

L BT Y PONPEIN
VALE & TR T

..._.'. “l\

RN
S

hospitals.

In Soviet Russia, planners assume an average of 5 patients per

crEeien b W (_‘,vw OEE0 I TR B S I SN CHMVIPN 9

hour and 5 hours in the working day or 25 patients per day. In Russia

4y p
34 M it 1«. siv d e '»‘x-.‘l.ﬂ.. -f v b it ioan SGAO

the standard work year is calculated at 282 days. Thus the average target:
pama il G oo reny red sldterasons s 0 s wad dos KT

7‘§or4phyaicians is 5 ?QO visits.» In point of £act, there sre some 7,050
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visits annually'to<each physician iin the ‘Soviet Union. ..This additional
number ‘is “taken care of by ‘the 'phiysicians working "double.allocations,”
in other words, working longer than the standard five hour :day.

The larger nunber of viaita handled by pbysicians in the Soviet

)1‘

Union in compariaon to the United States may well be explained by the
fact that hospital pradtice is handled by a separate group of phyeiciana
who do not provide outpatient services ox home visits.

In Taiwan, our health manpower survey showed that the average
physician sees approxﬁnately 10,000 patients per year or over 40 per day.
As a result the doctore.are very busy and hospitalization is low. In
Peru, the private sector is less productive with the'full-time average
equivalent privetewphysician seeing about 16 patients per day. And in
Turkey full-time private practitioners saw less than eight patients per
day. In the public‘aector of Taiwan, the full-time equivalent physician
at the health center sees 50 patients per day (though this may be some=
what of an overeatimate aince our figures are based on visits to the
health center without specification of the person seen who may have been
a nuree). ‘ln Peru, the average full~time equivalent government physician
providing.ambulatory'care‘seea about 18 patients per day. Comversely, in
some developing countriee it is not unusual for the records to ahon that
health center doetora are seeing several hundred patients per day.,

Tne gross dienerities in numbers of patients seen show how differ-
ently doctors work. Large numbera of patiente cannot, however, be
directly correlated with productivity since quality undoubtedly declinee
as numbera reach a performance threshold which has yet to be defined.

Still, for the financially pressed health services of developing countriea,
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et e tén obvious ivdste ‘to-have physicians :who, see only \a ifew patients a
" days1r8iniilar idata "are needed. for jalli-healthcactivities :to begin .to.:

develop walid:productivity mormss n:iis vey3 oo redsfdon L RICT
dedanld el ndoapnn iy n e gk

The Provision of More Appropriate Health Services '

Aty kT e e

Improved allocation of health services requires a clear definition
arstatad et

of priorities. This in turn depends on balancing economic and human

. S ..
A tas

e “o
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

o e

.\(,

health personnel.

In decisions concerning the appropriateness of health manpower
sllocation, a primary determinant is the question of how the various

modalities of health services are to be balanced (hospitalization,
outpstient care, preventive services, etc.). For many ‘health problems
the preferred modality of service is self-evident, or at least the

}4,

choice is very limited. No planner need spend time estimating the

costs of lowering mortality due to smallpox by the slternative methods

!‘4

of immunization programs or hospitalization. Where a proven preventive

echnique exists, there 18 no question but that it is superior to the
curative approach. .' ‘ | ,

Unfortunstely, the choice is seleon that simple. Many health
“4q
problems cannot yet be prevented nor is there an obviously better method
af Ly S R L[r 1
of controlling them. Nevertheless, the use of economic and manpower
aps ! ik v !

RRE < NN ,,'“', o1y l'- X i

models, when tempered by proiessional judgment, can help show which types

st o L LUt WAL T SR SR
of services deserve greatest priority.

BRI 5 1 Tt
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“;40ne.way:toﬁapproachgthtssptoblem418>Cotconstruﬁtfxﬁbles78£V1n33
the number of services of different types that can be produced 'at approx-
-{mately the same'cost.i Table-Vel, based on Peruvian standarde:and salary

levels, provides such estimates for 'six types of services. .., ;..

Y

" Table Vel. ESTIMATED SERVICES PRODUCED ANNUALLY BY SELECTED
-, ' HEALTH-RESOURCES; SERVICES PRODUCED FOR THE COST . -
OF OME LONG-STAY DISCHARGE

Health Resource Services Per Services for Same Cost
. S : ' Year ~ As One Long=Stay Discharge

Long-stay hospital bed =~ 1.5 discharges 1.0

Short~stay hospital bed 27 discharges 9.6

Doctor in clinic’ 8190 visits’ 486

Dentist in clinic 4550 visits 700

Sanitary Inspector 2250 " inspections 1029

Immuniger o 9100 immunizations 5830

¢

The degree of substitutability among theee services varies considerably

depending on the problem under consideration. For much acute diseaee,

+ ) N

when ambulatory care is provided there is reduced need for hospitaliza-
tion. Although there ia considerably less substitutability of ambulatory
care for hoapitalization in the case of diseases requiring aurgery, this
ronsideration is not eliminated since good clinic servicea will permit

earlier discharge.
: -

Even though the relationship between the demand for one type of
service cannot yet be related quantitatively to the demand for another,

guidelines can be developed.to ehape policy. In 1964 the ratio between
public sector doctor visitf and ahort-stay hospital dischargee‘n?s 24~1
in Peru. Looking to the future. and based on the estimatea given;inh
Table V-1, the government could prrovide an average of two”;iaits per-;ear
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o about ‘25 ‘pérsons for the cost-of ‘treating one patient in a -short-stay

i hggpdedald o ot o et et Rea N e e e

vslos saylién ‘the present maldistribution cZ health services is taken into
account, the différences in potential coverage make a policy:favoring
ambulotory care even more attractive. Small hoepitals, psrticularly
those of lees‘than 50 beds, tend to be medicslly and economically ineffi-
cient, whereas an ambulatory facility with only two doctors and auxilliary
staff ‘can operate effectively. Using again the estimates given in Table
Vel, Peru could staff approximately four health centers of two doctors
cach for the same cost required to maintain 50 hospital beds (excluding
the sost of outpatient oare).. In a country wbere most communities are
small, transportation is poor, and a substantial proportion of those

requiring hoepital care could have been treated satisfactorily om an

L B

ambulatory baeis if such aervicea had been readily accessible, the

advantage o£ giving higher priority to ambulatory care becomes obvious.
Even in technically advanced countries the reduction in disability and
I U

discomfort provided by concentrating on early ambulatory care is in

itaelf justificetion for deliberately changing the policy that has epon—
P N\
taneously evolved of emphasizing inpatient services.

Similar comparisons can be made between short~ and long-stay
hospitalucare.v{léithe cost of embed-year is the unit of measurement,
a;longestey bed'costs about 53 percent (based on Table V=1) of a short-

”:t;;'bed. However, in terms“of patients brought in contact with the
‘health eystem, a long-stay'bedhie'almost ten times as expensive. Thus,
to Zhe‘extent that eelected patients with chronic conditions can be given
imre‘int:nsive'tr;atment inrshort-stayvfacilities, thereby resulting in
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earlier discharge,:the number of persons benefiting from a given invest~
ment will be increased. -

In some countries the scarcity of certain typcs 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'capical.requ;rements 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 CARE2

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% 39%
Nurses 610% 4547
Technicians 23% 327%
Auxilliaries 1347% 1137,
All 1217% 100%

Relative Capital Investment Required for
Hogpital Care Compared to That Required
for an Equal Expenditure On Ambulatory
Medical Care

Capital 850% 1200%

®Based on Peruvian standards and excluding costs of goods and
services,
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wienc t .t i apparent that according to present Peruvian standards, ...
ambulatory services require proportionately more;doctors ‘and technicians
but less nurses than do inpatient.sexrvices., 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 apptopriate 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, 1If, however, nursing personnel are in particularly
short supply, or foreign exchange (to buy hospital equipment) and invest=
ﬁent capital are scarce, a policy of shifting the ratio to 55:1 might be
temporarily expedient, Laﬁer, as the ;hoftage is corrected, greater
priority could again be givén toABuiidiﬁé inéatient facilities until the
desired ratio was restored.

Summariziﬁg, 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 méylalso bé neceségzy to éivé.

priority to those Beryicé mo¢alifiés most saving of scarce resources,

Improving the Quality of Health Services ’

" The adequacy of “health care depends more on its quality than-its
* quantity, The aupéfiot"pﬁ?dicién can often make a brilltant diégnosis
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 preparation.and the persopal thq:@qtqris'iisa: of vh.ea,lﬁh per=
sonnel..

Although quality of care is generally recognized to be important,
it 1is hard.to measure. . Many methods have been tried with vgryiné rele=
vance under special conditions., In the free market aysteﬁ,ﬂpatieqt
satisfaction-is an important measure -of quality despite its lack of
scientific respectability. Patient satisfaction may govern,éhoices
within the private sector as well as.choices between private and public
sector medical care. Long waits in public clinics may persuade patients
to use private doctors' offices although,medically,,the<Care in public
clinics might be as good or better tham that obtained frdm‘a'pfivate
practitioner. The major flaw in the use of patiént sétisfaction.as a
measure of quality is its superficial basis. No single patient has
enough experience to adequately judge and coﬁpare 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
ephemeral guide of "expert judgment."® For example, the failure to use
‘key tests to establish certain diagnoses have been regarded as an indica=
tion of poor quality care, Failure to take an adequate history .and
perform a-physical examination according to set standards have also been
considered .as signs of poor quality by expert observers. The weékﬁeqs
of expert judgment as .a practical measure is. the difficulty of s¥§n¢a¥d~l
ization of observers and. then of applying the metho4,on-aqw1desp:ggd.”.

continuing basis. It ordinarily required direct. observation. Review of

3Peeer§6n,?o; L. "An Analytical Study of Rorth Carolina General
Practice, 1953=54", J. of Med. Bduc., Vol. 31, No..12, Part 2 (December
1956).
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6 gine Yecords way ‘be ‘productive i Hospitals where ‘they ‘dre Kept'in ade-
quate detail, but this method has little applicability to physicians® *
'6ffices 4n most countrdes, ' T e o v e e
=51 officlal ‘norus TequiFing:the consistent practice of specified '
routihéd‘Htvé been used to ‘maintdin quality but such a method tends to
"ankylose" tﬁe medical care system. = Extensive use ‘of norms 'may‘be
intgical to~txpet1mentat£on and improvement. The Russian system of
’ﬁédlcaf’ctrt méket-mdch use of norms for controlling ‘thé practice of
" medicine btt‘éﬁtﬂfteqnirementa could never be applied to freé and
unrestricted private ‘practice. - Norms are more apptopriately used for
such nonqualitative {tems as the: nnmber or cost of particular activities.
“In scientific experimentation the real test is to compare end
results. Such measures may alsé be useful when the systems of médical
'cérd‘trt'as‘different as modern scientific medicine ‘and faith-healing.
End results may be 'méasured by mortality (or more usefully, case fatality)
or by morbidity. Although end kesults' are ttchnically the most valid
‘meagiie of quality of care, the applicability of this yardstick in a
”‘déveltﬁiﬂg nation is“iisually not feasible, Morbidity data’ dre virtually
nondeéxistent and 'mortality data are of dubious relisbility.
" w2l 5a tirn next-to the continuing problem of -quality contiol, The
most important and long~lasting control:uiechanism follows diréctly f£rom
! the ‘training of health personnél, Of ‘primafy importancé -arée the'firm
establishment tf’abpibpriate values and ethical principles. The ‘considere
*gtion and kindness that’charactérizes higﬁ'»quancy»pra'cucé mist ba deeply

i -

intetnalized. If medical schools can convey a atrong sense of aocial

'}:.L ¥ ' e. I HETOM RN

reaponsibility to” theirastudenta,-the quality .of’ care w111 ‘be. 1mprbved

spontaneously.,
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.....

praéticeztheseﬁmechanisms9moreao£tenmmeasureﬂqualityi°§ training .or Fhe
ability to pass examinations than the quality of care actually,provided.
3eldom do qualifying or licensing bodies conduct continuing measurements

of the quality of care provided by the physicians that they certify
, sy et f ,w,v’v By 4 :,_!
A hospital staff may be organized to provide day to day ‘review
Lol antosi. - T
of the work of colleagues. Through record review committees. tissue

no.

review committees, and utilization committees, it is possible for peer
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 henefit of group practice is the tendency for
ceddonorn vaa
continuing working relationships to keep profeasional standards at a

IR S " Yy

high level.

Where health insurance or "third party" payments exist, ‘there may

be opportunity for some quality control. Usually this is attempted '

*d ‘3 .l_,; I LUV VI

through various devices for checking routine records. If there ia one
b s Lotk : PR R
agency covering payments for services of a large numher of practitioners,
i f1ie FO B t
it may be possible to conduct periodic quality surveys and studies.
{arrory ale e T ieg g . Fiodtre

The method of payment can itself contrihute to control of quality.

(H RS

In a "fee-for-service" system, if the fees are reslistic physicians will

et : N . '
R SN S gl I 3 PSS

be encouraged to give patients complete examinations, order needed

l ! r
R S RO

laboratory tests and encourage followup visits. The fee-for-service
¢ o sreddesa banar Sob ooy v e
system may lead, however, to more expensive and less efficient medical
Snatrng wor o 1
care when fees are aet too low and physicians inordinately increase the

units of:care:in order to 4ncrease:their income, ... v ., =
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ahased jgeg11 Guggestions 'for {icrdieing "the juantityrof-carewithout
"] owet{ng ‘quality; an-élemént of“'surveillance:'ox-éontinuing)evaluation:
*{§ fiiplfed; ‘A poiit ‘may be reached wherethe'.cost of this surveillance
"f‘iﬁ‘a§“"{bé-4msie thah 1t'is’worth,

R B e L A R S FATS PO K

Produetivitz and evelogggnt ‘
» Physician productivity in the United States has increased phenom-

S Tl ) S A,‘f R d i
enally in the last several decades, largely due to technological devel-

§ 3 i

opmsnt. The clearest examples are the modern healing miracles achieved

3 &

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 £or a crisis, or the careful nursing

L

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=-
o ..r,f‘ 1

ditions, congenital defects of many organs, neoplasms and a wide range

R ST

of metabolic conditions. Although the present availability of techniques
greatly increases the sophistication needed to hendle diagnostic and

LAy bt I

therapeutic equipment and agents, the net effect of technological advance

AT e ) T A”f’, o]

: is certainly to increase the productivity of health personnel.

n; e :

General development also increases markedly the output of health

fiw oaant

personnel. Physicians in the United States have been able to increase

. ',
[ e , . IS T

their productivity by limiting the number of house calls. Thiswhas been
5 R I S
due partly to the availability of telephones for consultation and also
4 e ey ar _,1.',,:',-
d:li)eeause better transportation makes it much essier for patients to come
22 b6 3 e PO

N o e e
»»<,~A""’|' 3 O (R ST Ty B e T SO MEYH .,; K TR

3pein, Rashi. The Doctor’ Shortage;: an Fconomic Diagnosis, Washington:
The Brookings Institution, May 1967.
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to wheravservices can 'beimost readily provided by .doctors.: Convenience
for' the ‘doctor’ iis;'of ‘course, mot:.the :important consideration, but
rather that he can provide better care in his office or the hospital
where facilitiesjrequipnent;: and specialized supporting personnel are
availabley' -

+ 7 »'One*of the greatest obstacles to increasing the productivity . of
- available 'Health'manpover-in developing countries is the technological
lag. ~ Simple ‘problems:'of communication and transportation sexiously . .
‘impede ‘the effective:implementation of regionalization. Modexn record
systems and “data’analysis are- increasingly dependent on sophisticated.
equipment and téchnicians, Among thefgreatept-handicapshin setting up
an efficient health service are administrativé barriers to the provision
of appropriate logistis support,

Technological improvements are particularly necessary for efficient
hospital services. Low hospital productivity is particularly wasteful of
resources; The réasons for the low productivity of hospitals in devel=
oping countries are varied and include the following:

(1) - Advanced disease processes requiring extended inpatient.care

7+ because: of.delay in seeking attention,

"(2) Poor:home conditions prohibiting early hospital discharge.

(3) High incidence of preventable infections and nutritional

diseases.

{4): Inappropriate. or. insufficient equipment and supplies.

(5). Poor administration and/or work organization leading to.long

‘.. waiting periods ifor even routice. procedures. . .
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'(6)" Limited demand-'fors care,: particularly :in emall.communities,

+ . +ihere -health ‘personnel -arein competition with traditional

a0 ‘healerss

. '(7)*”Innu££ihienc-pérameaicab,aﬂdwauxilliaryapqrsonnelm,g gl

Of these, all but the first three can be corrected within a;, -
féasonable period of time if they aregiven the priority they deserve.
The Planning Office in Peru hopés :to [increase sthe. turnover.in. short-stay
government hospitals from .16 to 27 :patients per bed-yeax by rather ...
éttaighgﬁorwgrd-administracive'changes. Rven 'though the desired target
is vell ‘below the levels found invmany'countriesg(309354perpbed9year),
1t would, if achieved, increase the effective bed:supply by almost. 70

percent. ' - e

A L A A e

Distributiop of Health Personnel

-+ " In most countries,<régard1ess;o£ the level of development,, the.:
~problems of distribution aggravate and accentuate all other manpower
difficulties. In strictly private enterprise systems of health services
+the basic distribution problems are of socio=economic -origin, )Many
societies are attempting to resolve these difficulties through the
{ntroduction either of socialization of services or various programs for
{nsurance and subsidized care. Especially in developing countries, there
seems to be widespread recognition of the government's responsibility for
equalizing: sexvices: for various social groups and:in:general, political
Jpregsures ensure’ such:a:trends: There. are: two:-distribution problems,
however, which are far-from: being :resolved and which: are particularly

relevant in any analysis of health manpower. These are the problems of
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"'rural-urban+distributionyand of rthe;geographic.distribution of personnel
to theless aitractive parts of :any.:country..: -
oedviiead led ,;rm R b SEEVE Yo TITIeN

Rural-Urban Distribution Patterns

;x\ rnz‘.‘ ‘»& ‘,

P

i

Most countries show a merked imbalance of health personnei concen~

gt tam ovoh s e

trated in urban areas. Organized health services reaching rural people

ST

1 ‘ 0

are usually limited to preventive activities, or where transportation

IR
T

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
v :

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

tp A

all sorts of epecial maneuvers to arrange urban appointments.

Table V=3, POPULATION PER DOCTOR AND PER NURSE: BY SIZE OF
COMMUNITY: 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 2,700
Rural :. '- 17,600 {57,400 16,000
‘ Nurses - IR Lo
.Big cities 1,200 n.a, 2,700
Towns "~ " 3,500 n.a. ‘ 13,700
JRural =~ 37,900 . . Mea. 118,900

BES oy itk e

There are in fact many good reasons why no doctor or other health
65 i BT AV R T 1
worker would want to work in rural areas. Special studies of the atti-
. . t, 5 ” EURY
tudes of doctors toward rural work in India and Turkey have produced the



- 162 -~

fdlloﬂiné»findinga,~ranked!accordingwto:tﬁe:importance~given to -various
reasons for not undertaking rural service: ‘Indiae=lack of 1living
facilities in rural areas, poor financial compensation, social isolation,
inadequacies in supplies, buildiags and equipment of the primary health
centers, service conditione and facilities inadequate for maintaining
profeaeional competence, fear of political interference, poor orientation
in medical schools and £am11y objections, Turkey--inadequate medicine and

.

supplies, unqualified assistant personnel, inadequate transportation and
poatal sexvices, lack of library’and research facilities, aupervieion
by non-profeaaional pereona, lack of profeesional meetings and stimu-
lating contacts, lack of educational facilities for doctora children
and lack of proper houaing.

Administrative Problems. From the administrative point of view
also there are major problems associated with the isolation of remote
rural areas. -These relate baeically to throe functions: supervision,
training, and‘patientfand supply logistics. In each instance the prob-
lems are mostly concerned with’communicationa and transport. There has
been a natural tendency to turn to modern~technolog§ to solve some of
these difﬁicultiea, eapecially because of the increasing possibility of
using radios and air transport. Such methode'were first pioneered by the
Flying Doctors Service in the Australian bush, More simplified adaptations
are now being tried in places such. as Northern Nigeria. It has yet to
be demonstrated whether ‘such technological advancea.ean be brought
yitpin the financial capacity of moat developing countries.

‘ The firat problem requiring continuing contact with rural outposts

BT

w ool

1is obviously the need for aupervieion. It has been streased repeatedly

Do
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throughout -this :monograph 'that auxilliary health workers are, in general,
‘only as good ‘as’the ‘supérvision 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 perie
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 professional support and counsel, In surveys of physicians'
attitudes toward rural service ir India it was found that a group of"
factors ralated to the lack of opportunities for professional consulta=-
tion and advancement were seczond only in importance to inadequate drugs,
supplies and equipment,®

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 18 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 auxilliary, . There are few people who have sufficient -
strength and discipline to maintain high levels of professional pere
formance without continuing contact and wogging relationships with
colleagues, Alghqqu workiqg with capable subordinateq in a remotéﬂpoﬁt
may ﬁe somé coipengéclon,‘tﬁete seema_to be no substitute for regular
contggc with peeré'and guﬁerﬁ{ﬁota, | '

A second problem, wﬁich giows Quc of}the first, is maintaining an

adequate in-service training program in situations without communications

8paylor, C. B, Alter,J., et al, Unpublished data from Rural Health
Research Projects, Narangwal, Punjab, India.
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. iiortransports :The more'remote:the loutpost :themoreressential;it is to

« bring -each ;health worker back to:a-regional medical -center:for perlodic
refresher courses. If supervisors-cannot make regular weekly visits . to
provide -educational contact, then it is essential ‘that pexipheral-workers
be rotated. back for short refresher courses.focusingon problems met in
their xegular -work, - !:

- The -third problem associated with -isolation is the logistical one
of referring 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 on.improvements in diagnosis and treatment.
In general, the more remote-and isolated 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 aud the stock of drugs in the
isolated post .must be particularly complete. . In short, it takes more
planning -to run .a remote outposts
Alt:erea';:‘ﬁe Personnel Patterns

T Hany yeere of trial and error effott: in trying to find ways of
meet:lng t:he needs of 1solated tural aresa have led to some general
1mpresa:lons which w:lll be summarized l:o :lndi.cal:e altemativc patterns

| of x;a;npower d:let:r:lbut:ion. B o ‘

v Isolated Rural Health WOr:ker. 'lheltraditzional ;g.ystem ‘_dey'elopin‘g
. .spontaneously in most places: bas been £Q:a:lnd:lviduals t;o be. located in

rural outposts to which they happened to be attracted by chance nici'e than
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planning, ' ‘The ‘motivational patterns leading .to such choices ranged from
the deep dedication ‘of:the ‘ploneer missionary, to sheer. love -of .adventure
and perhaps ‘in certain instances to itheir running away from civilization,
Then there are the whole group who merely go back to the place where they
happened ‘to gtow up, -

Most ‘developing:countries :feel coxrectly that they cannot wait for
such occasional and chance ‘factors to act: Instead they organize systems
vhereby a regular f£low of personnel for remote situations can be provided,
The usual pattern has been to prepare an independent rural health worker

- at the maximim level of training which was possible without weaning him
away from the rural situation,

It has been shown'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 sald for years that once rural youth go to a city for training
and are exposed -to the’ advantages of city life they will be the last to
return to serve' in rural areas. This notion arose naturally from talking
with individudls in the city who had come from a rural background because
they had alveady 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 £inancial

remuneration, prestige, leisure opportunities and nearness to home in
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#{¢hoosing ’a rcareet; (they were: more. inclined- torsuggest -practical measures
witfor preventing diseases, .to:-applying community health measures,.to learn
.":(How o ‘mdnage :d primary health center and auxilliary.workers;.they, were
{+"Tegs concerned :about lack of social activities, :educational facilities

for children and health hazards; and they were more favorably inclined
* ¥towards village people,@' Not-only were-their attitudes.better: but even
. ‘tio¥e importantly it:was £ound -that:those with a. rural background could
. “be-traired -more readily for-rural:iwork, they profited more from rural
~ orientation and-training,‘and they:seemed more ready to.adapt to doing
‘effective work” oh;:eu they. did-return to: rural-areas, . The .clear 1nc;ica£ion
is that even if the training program has, to:be-in an.urban center, a
‘concerted effort. should be made to:recruit.xrural people.for:this training
and during their ‘training days:should be found to maintain their contact
"~ with a rural situation: « .~ = jizu - - i
. 1 The point has-already been:stressed that every technical device
. possible should be found: to maintain communication with professional.
~'peers’ and' supervisors. Any medical missionary. working :in .an. 1solated
;i outpost: will testify. to the tremendous stimulus. he gets from professional

»+frierds-in: his' home: country. whe write vegularly. about medical problems and

advances); -and who.seénd him:copies'of -journals and.scientific publications.

:Providing the isolated .professional with.a constant flow of-publications

dealing with new -approaches 'to-handling the -problems .of his- area will.
~~-have 'maximim(value :in situations where. other types-of copsultation are

w! not-available, 7 : I wi 7 v o uhaay oot ooy

yhak
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’ Rural Health Worker:Team. A more systematic approach to distributing

health services:to rural areas has gradually developed in the-past 30 years.
Regionalized health sexrvices are: planned to accomodate local needs in an
efficient and'flexible way. The basic unit for providing both curative

and préventive 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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" In-yunning such’ a health center .system; .experience in many countries
{ndicates that. possibly an "all or none" phenomenon may be operating.
Some 12 components of the health -center concept have been identifieda
In order to produce a workable sysgem, all of these should be' introduced
together., The greatest weakness of the health center movement in the
past has been that people have tried to implement it by changing existing
systems gradually, introduzing only three or four of these components at
any one time, When such changes did not vwork, they would shift to another
three or four components, IS-EEELEEEEE_BEEBEEEE—Ehat unless the whole
system | g_g_hg_ga:ahlinhad_xhe_nhangga,aza_;hggwgﬁggccessful program will
Egs;ggxglgn. The omission of even two.or three key components may

negate the total effect. The essential components may be briefly listed
as follows:®
(1) Regionalized framework.
(2) Responsibility for defined geographic and population units.
(3) Comprehensive care.
(4) Viewing the community as -the "patient.,"
(5) Accepting the family as the basic unit of care,
A~T16) Stimulating community participation in activities.
(7) Spreading method of payment.so tax funds can really be
concentrated on preventive activities.
(8) Having eifective controls within a reglonal organization.
(9) An effective team organization.

(10) Health center doctor's role being concentrated as leader of

health. team,

a'l‘akulia, H. S., Taylor, C. E., et al. The Health Center Doctor in
India. (Monograph to be published by The Johns Hopkins Press, 1967).
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¢ (11)‘-Appropriate:allocation of health. functions. to othex members
" of.-health: team,’ ;'
1.(12) . ‘Providing new educational; orientation to .all personnel,. ..

ot VR

i

Geographical Distribution Patterns

v'yr ‘~, i '
Although the major distribution problem in developing countries
PRI B ) "
is the rural-urban problem, there is an overlapping, more general geo-
"t Cd

graphic distribution imbalance which must be studied. Certain areas of
a country are clearly more desirable to live in and work in than other

areas. Bealth workers tend to congregate not only in the major matro-
o

politan centers but also where living conditions are most desirable. All
countries have certain regions where it 1s extremely difficult to get
qualified and educated personnel to go. The lack of cultural opportunities
and educational facilities for children loom especially large in their

influence.r
14

The factors involved in geographic distribution may be approached
through the game general set of solutions suggested for rural-urban'v

distribution. Perhaps the most important measure that can be taken is
to structure salary scales so that special allowances are given for ser=
vice in the remote and least desirable sections of the country. Such

g . ;‘(

financial inducements can be justified because professional personnel

often find it more expensive to live in such remote areas. A‘surprising

1]

range of costs build up for the individual who tries to msintain a better

way of life in a remote area, even though local costs for staples may be
A
lower. Almost anything that is brought in will be more expensive because
P T .2 ‘1‘54 - ¥ VoL 4 S RPN .'X 4"[& .
of additional transportation costs.
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suniase K Elnal’ comnénit’ needs’ to!be' added: on' thesextent:to: which a health
worker should identify with the rural people:around him.'. Though it is
importdnt: for the health worker: to- develop ‘a‘'close emotional identifica=

tion and casual living relationships with local people, he must be careful
ATt ' e Tk
not to carry this identification proceas to the point of bringing his own

S LA et '”;_ . {’:.‘*"\, ) BRR KN

living patterns down to the level of those whom he is trydng to help. An

;
AT I SRR BN ax

‘experience in a north Indian village with a community development worker

clearly illustrates how sucb noble-minded, self-sacrificing efforts are

Fa

interpreted by local people. Thie particular worker had adopted com=

) pletely the local pattern of living including all the health hazards
a . , 1.3

for his £amily. The villagera' comment was "If he can't do any better,

whet hope is there for us?"

l.t\

Sobeyn o0 cMotdvatdon. :for Serviece

Motivation is a complex inner force which is generally recognized

Co ) . L h R
re Wb [ TR P Y

but aeldom analyzed. Like gravity it is evidenced mainly by what it

[ ) i A

does. It is the end reault of many vectors of psychological and intel-
[ v . - 1y Wit Yoo r LATI S A

lectual £orces pushing and pulling in various directione.‘ The final

b

i

resultant of these interacting drivea is arbitrarily labeled motivation
as the summation which directly determines behavior. Understanding the
Paimoniy . 0 o s s .

component elements of motivation and beginning to develop tecbniques of

LEROE nIE I PO 4 ) ,

measurement are important for two reasons, First, since the real objec-

added nonvade o it

tive is to underetand behavior, analysis of tbe background forces that

Lt we o, :
Ln oy Paioooo

underlie motivation should help in predicting behavior. Second, in the

s oo e o s b i

analysis of motivational variables, it may be that certain components
ot AT vnd Tae paibag e

will be found that are particularly ausceptible to change by appropriate
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- modiftcations of ‘digerete environtental ‘conditions:while general motiva~
tion might remain resistant to change if .attached.idirectly, ¢ o i o

‘In’a manpower -study, ‘the primary interest in:productivity focuses
on the behavior of health persomnél. ::If productivityis :to.be :improved,
pexsonnel must ‘be induced-to.work harder and more efficiently. ‘~They must
.also be encouraged 'to -do'the right ithings. ‘A particularly important part
of motivational research in manpower planning is in conmection with fac=
tors which influence recruitment-to particular types of activity. -

For ‘manpower purposes then, motivational studies resolve themselves
largely into a concern with thé: incentives and disincentives which lead
people to choose certédin kinds of:work and determine how effectively they
will performithat work. /The advantage of looking specifically at ‘incen-
tives and disincentives is that these are elements which can often be
modified or changed. Since incentives and disincentives are presumably.
reciprocal, they could be séaled.from some. neutral point to ‘fit any parti-
cular emotional variable, 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 to.remove a motivational block or disincentive,

Categories of Incentives

)

Monetagx In a modern society the motivational force of money is

usually dominant. It has the great advantage for administrators that it

“I’" - A

can be readily manipulated but is, of course, expensive. When individuals
T RIS
are looking for a job, certainly financial remuneration is oiten the first
PR S IV S
question asked. In increasing productivity, likewise the most obvious
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vngandxeasilyurecdgnizedqdirect;incentiveriewto;relatefrecognized;me:itron
the job to .financlalirewards, it s wadu ~3 ynnieie v clew o gogle o
G gﬁPart:oﬁcthenattractiveneesnofvprivatetayeteme<qf;medical care 1is
1.sthat -£inancial ‘rewards :tend:toibe .direct, -The irelationship to work
.-accomplished is :apparent to:the health-personnel'in a-fee~-for-gervice
rzrgystems-;vIn the :transition to:a:salaried or-panel system of health care
- -one-of the :important changes:usually:is-that other motivational consider=-
ations-dssume more importance:relative:to direct monetary rewards.
. .Ailess direct financial incentive ia:the prospect. of regular
» salary: increments in a secure.paild-position, -Our Turkey study showed
that -£inancial insecurity was a major concern-of .the medical profession.
' Government salary -scales were set on the expectation that phyeicians
would: supplement their official salary by private practice or by seeking
« 'other - 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:productivity of each practitioner
could have ‘been 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 toisuch 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 helf-hearted attention to a government job
Pt 1 : S

for aeveral houre a day and then spending long houre in private practice

R A o liesy kR i I S
under relatively unaatiefactory conditions. The ethical problems ariaing
USRI I B

from the tendency tc divert patients te private officee are evident.

Goroewdo Teean S F 0 g i P uhey it Lo
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. Intellectual:Satisfaction so-yol ass ~fovidom viguetds e ars 3} soerk
-»i..: » For:most professionalg, aitremendously;important.motivational,.

.. consideration-1is:the:intellectual satisfaction of theix work.: .Individuals
_ who:have .received an;advanced:education as part-of, their professiopal,

. ’preparation. tend; to respond to a,stimulating: and challenging envirorment,
- Tagks which:involve-decision-making usually«provide,tbefg:eageptgpggfga-
sional:stimulation, :The most.productive individuals are: those who,gseek
situations which.are.challenging. and difficult,. A good professional

.also . prefers a; job.that,requires.constant study and insexvice education
to keep up=to=dat@e: .:.oou 'l oo o L . "o

Auxilliaxy workers- tend:to:. be less demanding of intellectual. ..

satisfaction. Thelr responsibilities are more routine, : To, a: copsiderable
degree,: routine tasks:-can-be performed best by individuals.who;carry them
out automatically and attempt to balance a minimum number of vaxriables in
making.decisions, .Osler referred to certainzpraptitioqg;qfag,pnqptiping
"pennyﬁinwthe:slot”amadlcine.‘»The;impligatipnui§~thgg,pn.learning a:
certain symptom,; like a'penny dropping into .a machine, the automatic,
response! of -a ‘symptomatic treatment would follow, Although this is bad
practice for a physician, this.sort of  reflexive response usually should
be encouraged. in ancillary -persomnel.. . - . - = 7 e W ot
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Dedication and Service

M
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. An 1mpottanc but ﬂifficult to.éuancitate motivational factor 13
an altruistic sense of helping people in need. This has always ﬁéér a
special characteristic of health personnel thgygb_oﬁggqgimpq_}egg&gppprent

than .claimed..  This feeling has, nothing to do.with professional level



since it can as strongly motivate the lowest levél:iukilliary:iwotker:'ds
the'itost: Lilghly" traliied’ spectalist; ! It. oftenchagsdesp roots*in a rell-
inugislit and- himanitarian orientation.” Such motivational:drivés: have:always
béen ‘particularly evident among intermational- health workers:and:the“long
-5 'tpadition of medical missionary sérvice ié replete with instances in which
~proféund pereonal sacrifice was endured for the:good.-of othera., Although
"other motivational drives can often be c¢amouflaged or faked;’ s true :°

spirit-of service becomes’ evident in' the silent!language’ of behavicri
“§imple Tural people are oftentiwes particularly sensitive to the reali-

ties of such feelings since they are usually more respomsive.to:such

motives’ than’ their urban counterparts: who: beceme-‘bot:h.‘akeptiéal and
B ghly- skilled in cémouflaging:such! drives, - "
' v Rffectivensss and. prriductivity. are usually maximum where. there is
- d'highlevel of euch’humanitarian motivation. ' These drives become estab=
<+ 11shed 'early in most individuals and ‘there is little that can be done

in' d'formal organizational way to promote them except to look: for and
welcomé -such persons in recruitmenti:oWithinthe thole framework of -
"‘professional ethics there are, of course, niumerous negative checks against
- ‘those who £lagrantly violate such motivational:standards, but :so ‘far
1ittle has been done to promote ethicali‘attitudes in a positive way. -
Mauy newly independent countries are striving to generate 1n their people

a sense of national 1dent!.ty and willingness to undett:ake specific eetvice

ST A e su, b ’ I I <t
to meet nat::l.onal neede. _
¥, .5..". IR ‘. l LS 3

" iRdtation dnd ‘Advancement '

! ‘Health services‘are usually 'structurdd ‘in an elaborate:hierarchy

which provides numerous opportunities for advancement or movement to
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othértpositionss :Clear :patternsiofrhierarchical.progression with a
general ‘understanding of -the :bdsis con:which -advancement is made.can be
a tremendous:force-in:promoting -appropriste-motivation. Conversely, if
advaricement is:déterminedionly:by seniority.and.a cleam record, .

motivation and productivity-willtbe minimal. . .

Working Conditions and Security
d3!: In many developingbcountries employment:conditions;and long term
securityshaveimore meaning:than immediate financial.reward, This is
partiéularly true vhere: alternative opportunities for.emplojment.for. .
educated’ people-are: limitedi+ In newly independent,countries, the, future
may seem: so-uncexrtain’ because of political.instability: that; individuals |
are.eager to find:employment.opportunities. which. will provide a, modest
“ but comfortable: livihg standards. The.greatest.value is placed on
ensuring the continuation of such employment. JLRER
-+ "Ag: parti of general iworking conditions there; is: paxticulaxr value
‘attached to. the/place ‘and:gituation of-employment. Severe, cultural
- péstraints nay-limitwhatscertain,groups .can do, where they can. work,,
and the individuals:with«whom:they.:can ,vappropr:léte,ly, associate.  A-
primary reason:fordifficulties in;incorporating women in the labor ‘
-force of some countries:is that ithere are many social restrictions.on
what "1s ‘considered iappropriate gand_ :decent, . . Similar restrictions.apply
. to-caste \groups .in-countries isuch. as India:and to-racial and tribal
groups “in mdnyicountriesy -A common:finding is that.certain .occupations
become the primary responsibility of paxticular social:groups,. Individuals

from another group then are not made to feel welcome.
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- “Afiother 'brodd category ‘of ‘incentives “ave ‘those simple material
bénefits whilcli dre usually thought of fixst;''especially in more devel-
“oped ‘cotintries, - This general group includes considerations such as
"nearness to home," pleasant wozking surroundings; -and- the convenience

of transportation, social benefits and amusemants. -

Facilities for Good Professional Work
"' ! "'Opne of'the most important working conditions for many health

professionals 16 the adequacy of the equipment -and ‘supplies provided.
for 'théir daily tasks, In our Rural Health Research Project in India

- efforts 'were made to define the most important obstacles keeping doctors
" from’ énlisting for rural service. With remarkable consistency in all
'paftbto£~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 importamt 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-
‘ciepcy and productivity can-scarcely be promoted without providing the
appropriate equipment and drugs, especiallyisince they cost far less than

' personnal, The fear of small losses can be better controlled by mechanisms

Py

-other than holding back supplies.
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Prestige ..

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 catagory.

. 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 scrvices. 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 1ife and death xesponsibility 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 apparent than with the delicate

manipulations of the heart surgeon or neurosurgeon.
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Increasing sophistication of the general public does alter the
prestige hierarchy, 'This 18 most evidént ‘with 'thé-increasing public
interest ‘in research ‘dontributions, *

' There are, of ¢olitse; many -otliex motivational considerations
vhich have been referred to at various points in-this momograph. For
instance, the chapter on education develops the importance of aeducational
preparation and thé values instilled by the role models of respected

teachers,
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Chapte¥ Vi
THE “EMIGRATION OF HEALTH PROFESSIONALS ' '

" The emigration of health professionals from developing coungrigg’
erodes the ability;g§ tbe8%!£09pE§#§82QQ p:oviée,;heir g}t{zg&s‘wiéh
adequate health care. In gene;a}, it is the most highly trained who
are able to re-locate, and it is this group which is most costly to
replace. . St

Funds diverted from present consumption for investﬁent in the
form of education or t;a;ning represents investment ;n @uman 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 economylfhan the street sweeper, it is often forgotten that
the entrepreneur, ihe fééﬂniciah. and the skilled worker need adequate
health care in the same way a machine needs periodic maintenance, spare
parts, and a mechaﬁic to effect repaits from time to time. When health
care 1is not Qvailabie, whole enterprises may be slowed down, or be
reduced in effiéiency. Illustrations are given by development workers
of the neaf ruin of projects in developing countries due to the ‘death
of a key man from aiprévéntable or treatable illness. In labor-plentiful,
but. skill-short aréaé, trainé& human resouréés are not easily replaced.
The‘léés of human capiﬁalytﬁtough the migration of engineers,
scientists and'prgfesaionéiépfo‘deveioped countries seriously retards
the rate of development in many sectors of developing economies. In the
health sector this "brain drain" may result in a shortage of available
health workers, which in turn may;afféét:industry through the death of an
engineef. or'managefﬁfpoﬁfé préveﬂfa%le or a treatable illness. The |

absence of an engineer may decrease the production of fertilizer, and
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TV e
affect the farmer who through }ack ofnpﬁalth &553£%gr§yﬁﬁilesé productive
becauseé -of debilitation due to chronic i11nesses such as schistosomiasis
KITE S T
orﬂmalaria.

B¢ B RYNEY 5 T PP L B R P "t PRRR PPN
E asic to what follows 18 the notion that "adequate ﬁeelth’care’is

one of‘tne'necessery’élémeﬂté”in“the | gustenance of a’viable'and productive
econom§.';fgﬁthe'eitent’tﬁat this 16 €fue. losseb of'large nunbers'of =~ |
health professionals through emigration adversely affects the growth "

of a&&‘eéénéﬁi. The effects and magnitude of the ""prain drain"” of health
professionels will be examinéd’ and ‘palilatives”siiggested in-the ‘
discussion which foilows.

Magnitude of Lossés -

1 . . '
A_'_}:- IR R B S

Migration of unskilled persons, or surplus “°F¥e:§ fmeplabor;v
plentiful:toﬂlabor-snortrregions;resultsjin an‘economic gain to both
sending and receivingncogntries, While,tnere‘is usuellp'a period of
gocial disequilibrium . for migrant workers in tneir new environment,
increased,productivity,is usually the outcome. On the‘other hand,
emigration of highly trained, expensive professionals in labor-short

¥ occupstions results in benefits to receiving countriee and the migrating
1“51V444519stF;5°l§°mnF93999;353d1?8h¢9“n9t¥%?? Sending countries
must,either,replsge{sucn:personsast”oonsiQereole oost%‘fino.less
expensive substitutes, or mqre;tgpieelly&}neke go;with'the eupply.remain-
dng. | |

Migration of health professionals for training 18 common, and

.. thelr return ugsually, results in positive geins st little financial cost

R PR

B

“to the sending,country. If,large;numners&remain ebroed upon completion
: ) - : : [T R F AR A BN oy . L e
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of training, however, the loss of human capital is substantial. Some
"educatién&héfdlldutﬂdishto be expecced:inganyﬁethange;progpam, .The .
question:that/must.be:answered by each country, however, is whether the
mngnitude~ofnpetmanent&migration‘andfloss“of;healch professionals is .
so large as to affect the service benefits received from returnees, This

is not an easy:questionito answer.

N R o

Firm.figures:on the.emigration of health: professionals from most
countries are scarce:: Very few countries keep careful counts of depar-
tures and:re-entries of their nationals by occupation. Often, however,
careful count is kept of foreign nationals entering most countries. As
a result, some notion of emigration from "sending" countries can be
estimated through stﬁdying immigration to "receiving" countries.

Govermnment agencies collect statistical data to meet their own
needs, and summary statistics available do not often serve the purpcees
of those having different objectives. In addition to the problem of
kinds of information avallable, the matter of definition plays an
important role. When studying brain drain we are interested in knowing
rates of permanent migration of individuals, but we face the probiem of
deciding at what point we shall consider a health professional as lost
to his country and thus a part of the brain drain. Regardless of prefer-
ences, investigators are limited by the character of raw data collected
on any emigrant or immigrant population by of ficial agencies.

Our preaent concern 1s with permanent rather than temporary change
of country of residence of health professionals; as a result, visitors and
students with short-stay visas areinot regarded as‘agtual ;qsses. rWhile
study abroad 1nev1tab1§h;;ts.inéividualé af greété;J"fisk"jof ﬁécaming

losses, many thousands of individuals study abroad, and return home each
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smrt L Asbiastedos wl Levlgey eemn do eeol sdd |, ovawes cantelorr ta
year‘.:‘"TFor"btir‘-ﬁﬁrﬁo‘s’é‘s’;"’-ﬁe'x’wi-lll irégard ithose irndividuals :hélding. . «:-
imﬁiirg‘téni ‘visas as 'lossed, -as ‘well asthode who-have changed reitizenship;
An unknown, but small proportion-of ‘those holding-immigration:visas return
hdme eventually. - ' v Uiowsn weriteend L Cetmon ol Lthor T an L g

Tha United States 1s a country to:'which largeinumbers.of persons

are’admitted’efich’ year. ‘1In the'fiscal’ year ending June:30, 1965, a
total of 2,372,664 foreign nationals were admitted to:the.U.Si. Most ...
(2,075,967) of’ those persons were .non’-'immigrantS‘*ahd were;admitted for
temporary residence.’ The' immigrant group'consistéd of'296)297 persons
admitted for ‘i)ei'manéni: residénce.2 " In’ view of ’tlié*bel‘:l'ef'g that: large
numbers of pfbfe'ssidn"al‘s' migrate’ to the U.S. each year, JU‘QS.:'Immigration
and ‘Naturalization service data’ will ‘be examined in.-some detail -

to see' what 1ight' can be thrdwn -on' the matter. = 7t

& e e .
+ "&g‘ﬁual Report: 1965 “U.8"-Iimigration‘and: Naturalization Service, :
Government Ll’fip_t;.:_lgxngffige? Washington, D.C. 1965.

BRI 2 IS P YTV AR S R :.
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TABLE VI-1

Admissions to the U.S. as Iﬁﬁigranfa; and Naturaliied Citizens of

Coa -/ Professional ,Technical and Kindred Workers .
By Region of Former Allegiance

‘i - sYear Ended’ Juna 30, 1965

Professional and Technical Workers .

Region v Iomigrapts X
Europe ‘ oo 125941 0 4409
North & Central America. 9,840 3.2
South America - . - 3,172  11.0
East and West Asia . 2,113 7.3
Africa 505 1.8
Oceania e 219 0.8
U.S. Poss., Stateless &

Not Reported 0 0.0
Total Professional and

Technical Workers' - - 28,790  100.0
All Occupation Totals 296,697

Percentage Professionsl,
Technical and Kindred Wbrkere 9.7

5,452
1,916
442
1,654
132
80

9,854

104,299

9.4

Naturalizations Z Total 3

.55.3 18,393 47.6
19.5 11,756 30.4
4.5 3,614 9.4
16.8 3,767 9.7
1.3 637 1.6
0.8 299 0.8

1.8 178 _0.5
100.0 38,644 100.0

400,996

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,

wpaalao tosbiaress e e bamd e L0 adn oo oo denin B
the total number naturalized,aand‘the number oflprofeasional, technical
et e VLA e {55028 [ " ‘\ T

and..kindred workers by region’of: former: allegiance for the fiscal year
ending June 30,1965 (FY:1965). = ':vziute
1%+ Iiring - the same period 296,697:perscns were admitted as immigrants,
an‘additional’ 104,299 became U.S. citizens. Thus a total of 400,996 .: -
persons’ of foreign origin changed their:status with respect to, the U.S. .
iuring FY 1965. Of this total,’ 38,644 or 9.6% were professional,..
technical, or kindred workers, and it ds this group which.includes
scientists, engineers and health proféssionals.
7 Information 'on specific occupdtions of health professionals admitted
to the U. S. in 1965~65 as immigrants is given in Table 2*below.
TABLE VI- 2
"i"  Hedlth Professionals Admitted to éﬁ: ﬁ.é...

As Immigrants Year Ending
June 30, 1965

.
vt

Occupation Numberr-,‘.,nPergent'
Nurses - a7 62,0
Physicians and surgeons 2,012 " 29.4
Pharmacists N ) | "1761: o 4.0
Dentists 182 2.7
Veterinarians 69 i.O
Dietitians and nutritionists 66 0.9
Total Health Professionals 6,852 100.0

Total Professional, Technical & Kindred
Workers 28,790

Percentage Health Professionals 23.8%
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The numerically largest group of health professionals admitted as immigrants

vere nurses3(4;247)»£ollowéd :by physicians (2,012) & “Nurses and ﬁ\“ﬁ"f‘(:iéhé

30 gty ]

thus formed in:excéss of 91% of’the ‘health immigrant éf’du;'»‘.‘

In the absence of firm figures it is possible to ‘estimate the "
total FY-1965:nurse’ gain'ito the U.S. by assuming that t:he'bi:ibﬁor'i:}i&"t; of
health! professionals (23.8%)"in the professional, téthnical, and kindred
groups amongst! itmigrants will’ be. the same in’ the group Who became
naturalized. citizens. 'We 'would therefore expect to ‘£1hd an additional
2,345 health:professionals amongst those naturalizing in 196'5‘: é:ﬁ'}iﬁg
a grand total of ' 9,197 health professionals. The' probable total gain
to the U.S: then becorés 5,700 (4,247 plus 1,453); dnd the piobable
physician gain to-the U.S. becomes 2,071. These’figﬁres,aré'ﬁﬁdéél”°
not included. ‘Physician professors 'and.inéttjuétors' form an uriknown pro-
portion. It is known, however, that 7.8% of all foreign-b‘d'r't:i,?'f;dréfgn-
medical graduates in the U.S.' in 1965 held aﬁpéintmehts in medical ‘schools
at the rank of assistant professor or above.8 |

Taking -the extrapolated gain to the U.S, of 9,000 health profes-
aionals in' FY 1965, we begin to form'a picture of the recent migratory
input for one year to’one'developed country. ' M

The argument has been put forward that the brain drain to the U.S.
is more apparent’ th’ar‘x""ib’al{ The 1iné of :easéﬁitfg‘ 1s that since tEﬁal
migration to the U.S. -13»’ large; oné could expect to find a céﬁiisbnént' of

health professionals among immigrants representing a "fair share" of

@perguson, D. C. Unpublished Data,1966.
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thgsa*er eﬁl;?g’n g me ?:d.e?d; x:t?.o a_t:\t;_qncj to .the heqlgh needs:of cthe immigrantsi:iu v
While the "fair sh;areg" ngtion sounds reasonable 'enough;. .4t :ds:@ ‘- 0} - i
hYPOthqu.‘s , Which can be checked, out empirically, :: >« . .iac sy o

~Table 3 details the total immigration from,selected; countries™ ..i::

L

priofz; ,-53-. gglqggipg_ to the U.S. in FY, 1965, : Countries selected were those

with which the Johns Hopkins. Unlversity,Division, of. International Health,

has befg %?yp;ygd ;n‘}yg ggsegggh_p;9gggp§,, Canada thas been; included .

to illustrate the "way-station’ phenomenon.. . For many.reasons,;some. . ¢:

foreig??pntiqggls.f;gg; migrate to, Canada,. become Canadian citizens;

and then migggge‘tq,thelu.sgfge Canadian emigrapts. There;is.no easy -

way of degggg;nigg'theip length of stay in Canada. . For.these persons.

Canada serves as a,?wayfppqg;on?.‘JThq,Unitng54ngdqm.;Germany:and

sevega}'ogher5gquntr1es,agquag§ggVghie.quqgion for those .who ultimately .

mismgg,‘t,@ﬁt_,l}e UsSe e
,Tﬂﬁﬁphkppe help of the data .in Table 3 we are able to examine - . -

ti» “fair share" argument. A "fair share” of professionals.can be thought

of as appgg§;qapg;yzogg,y.n,, plus 3 nurses per 1000 immigrants of a-

nationq}}gz}grqupf I§b19:3.gugggp;&.yhat.qs;ng this criterion, doctors - -

are ovef-tepresented in the immig:ap;,g;oup, and, .din several instances, -

the n?qpef_gf.pqgﬁgshexpee¢qw;ye)ﬁllopo ratio, . In terms of equity, we

can eeg‘f35§:5§gge ggq?t;;eggggg an illustration of some of the.com~ .. - ..

plexit@gsqgn,m;grgt;on,stat%agica to. be discusged.below. . |
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i, . ,TABLE VI-3

T Y

-« Health Professionals Admitted As Immigrants

.
it

]

to the United States by Country

v+ ., , and by Occupation

Year Ending “June 30, 1965.

ST B SV S O

OCCUPATION , «: . COQE!RX OE LAS? RES}DENCE~r
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 0o O 0 0 5
Pharmacists . 0 1l 1 .0 4 21
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
Perceutage Health Professionals 2.3 3.3 4.6 6.4 2.6 5.4
Percentage All Professional, ' E

Technizal Workers 15.2 9.5 21.0 23.0 26.2 44.8
Physiclars/1000 Immigrants 16.5 18.9 28.6 19.2 12.8 9.9

3.4 11.2 44.8 8.7 37.1

Nurses/i000 Immigrants 2.2

*Includes 13 nurses Bsrn in East and West Asia (1 Iranian)

*k Insludes 37 physicians born in East and West Asia (8 Turkey, 7 Iran, 2 India)

SOURCE: Unpublished U.S. Immigration and Naturalization Service Raw Data,1966.
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Examination of Table 3 sho@e“zﬁét“inithe six countries eelected.

iealth ptofessionels formed frad 2 oz to 6 4% ‘of totar immigtants from

it "‘l\. (AT

‘hese countries in 1965. For 311 countries,_they constituted 2.3%2

'6852/296,697) of the total group-(Table 1).- As-a proportion of.profes= ..
idonal workers, tﬂe range ¢ the Health professionals was from 9.5% to"‘”f““i”
!6?2%’fofifiVE'oohntties, but'dasf23s8z-of total professional and

'echniesl workets froﬁ all éountrieé (Table 2 ). In the gase of immigrants f

Tt FE

rom canada it was poseible to determine the country of birth’ of“the

hmnigrnnts, end it was tound that 218 of the 1, 419 nurses, and more strikingly

';‘:"";

L93 of. the 380 phyeieinn immigrants from Canada were foreign born.

y )

Ehirteen of theﬂnurses“were ‘born in East or West Asia, as were 37 of the If~'-
?ﬁﬁsicians. Canada 1oscs considerable numbers of herinstibe'boin heeith‘
srofessionals to the U,S., but obviously is being used as a “way stétion"
for others. It is clear from the deta presented that the 5 deyeioping ‘.i

.ountries are exporting doctora beyond what could conceivably be considered

’ ‘ - IR I . Bl,,.ﬁ

a fair ghare. T .

S P
Comparable deta. could not be obtained for persons.naturalizing

[ereey

in FY 1965. Thus the numbers,,ratios, end other figures given in Table 3

are firm figu:ee,Von;:most be regarded as underestimates of theatrue one~

-
i

year losses. of these countries to the U.5. in 1965. L o

It may seem from the data presented in Table 3 that a comparatively
ierge issue is being made over a numerically emall 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 author? has recently embarked onia series of atudieﬁ. This
work has utilized raw data from the Phyeiciane Records Section of the
American Medical Association. Over the years the AM, A. has built hp a

data collecting system on all physicians in the U.S. A.«xData is maintained

l“?

not only on American medical graduates, but also on all foreign medical

f«?‘(;
oy el

graduatea whether interns, residents, trainees, in hoepitale,wgovernment
P ,‘ 4

aervice, or private practice within the United States. Data on each

.phyaician;ia punched onto I. B.M. cards, and a full-qime etaff perpetually

oy " e :
L ’“! m' , ™ w e

'updates, and periodically reaurveye a11 physieiana on the roeter. Since
J

;gueh informatien ia of_considerable commercial value (pharmaqeutical sales,
xﬁa’hmg listings, etc.) the A.M.A. hee been highly motivated ‘to keep all
«information current., .

2R Studies of the foreign-born, foreign medical graduate group
(FMG's) ﬁave revesled thatrover the years a sizeable pool of FMG's have
:settled in the U S. Theae studies suggest” that what ia presently called

the brain drain has been going on for many years, but also that a notice-

A\

Y .-

able aceeleration of the trend occurred subaequent to Wbrld War 11,
Table 4 presents data on the number of foreign born MG's in
the U.S. in the calendar year 1965 by region of medical schodi graduation

-and training status. The trainee category consists of interns, residents,

and fellowa and graduate trainees. Non-trainees are thoae FMG's not in

"! f?‘i

capacity.f R S

aFerguson, D.C. Unpublished manuscript, 1966
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Europe

Far RBast

Latin America
(Cmibean)*.‘
(South America)*
(Mexico)*
(Central Ametica)}‘
Nortli' America
(Canada) '
Near and Hiddie li;.st
Africa

Oceania

TOTAL

TABLE-VI-4 FOREIGN MEDICAL GRADUATES. IN THE U.S. DECEMBER,1965

_Trainees

No. : 4
2,066 16.6
5,803 46.5
2,220 17.8
(682) (5.5)
(1,131) (9.1)
-(316) (2.5)
Gn 6D
828 6.6
1,276  10.2
206 1.6
79 _ .7.

12,.74 100.0°

' Non=Trainees

* BY ‘COUNTRY OF GRADUATION, GEOGRAPHICAL REGION, AND TRAINING STATUS

No. zZ No.
13,881  56.1 . 15,947
2,656 10.7 8,459
3,208 13.0 © . 5,428
@,532) (6.2) (2,214)
(986) (4.0) (2,117)
(615) (2.5) 5 (931)
(G5 (.3) | (166)
3,393 13.7 4,221
1,18 4.8 . i,asé
21 1.2 . . - aes
us _.s 197
24,732 100.0

*Petcentages?gja;re{;e;pi’gssgd in temms of denominator for total I.atin American F.M.G.'s.

t

-

SWURCE: Ferguson 1966. - Unpublished paper.

42.9
22.7
14.6
(6.0)
(5.7)
(2.5)
(.4)

11.3

6.6

1.3

.6
37,206 100.0
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The total FMG population in the U.S.' in 1965 was 37,206 and
was thus 12.7% of the entire U.S. pﬁyeiciantéupply of 293,874 M.D.s.
House officers and trainee FMG's comstituted 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 PMG's have become U.S. citizens over time. Using the criterion
of citizenship change as an index of physician loss we see that
5.4% (15,980)5of.;11:ﬁ.s.gphygigiéng are foreign-born as well as foreign-
educated. As is evident4from Tabiéis, fhe proportion of those who '
have natﬁraliZed whiié ih\training is something less than 1 in 20. This
5% figure could be regarded as the éctuarial 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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. % & & _ . U fatnees © - I others Total

T ou o7 ¢ %l ¢ R TR [ Y. % o *
U.S. Naturalized *: C - ‘§79 "; 4’5 ST 215,601 62.3 15,950 42.9
Far East ;:‘ p E S _Q S, 167 ¢ 41,4 ” 962 3.9 6,129 16.5
No Data f T 5 i 11, 533 ° 12:3 - 4,552 18.4 6,085 16.4
Latin America w L E s s osn, 964 158 - 1,136 4.6 3,100 8.3
(South America:) " (997) (8.0) (432) @1.7) (1,429)  (3.8)

A1

(Carribean)* T (616) " (4.9) - (524) (2.1) .140) (6.1
(Mexico)*  © _ © ;T (718)= (1i8) = Qi)  (.6) G59)  (.9)
(Central America)*" e 5 (133) Q1. 1) : (39) (2 (172) (.5)

—
t o I -
-

o "~ —

MR

Europe - 5 ;’ 1, 204 - 97 : 1,160 4.7 2,364 6.4
‘Near and Middle Bast 3 oL L 197 9.6 2 - 463 1.9 1,660 4.5
5 R R R -
North America_ o - =7 - 590 ;_ 4.7 . 813 3.3 1,403 3.8
(Canada) :“5 - : o~ - 4 i‘ : ' :
o ‘: /: . ‘; N : :'. : ol :,
* Oceania =L I 65 S 55 .2 120 .3
U.S. Derivative . U 12 g | S 79 __.3 91 .2
&  TOTAL =7 12 474 %1000 ; 24,732 100.0 37,206  100.0
3 T 2 ¢
s E : - b

: *Pe!centagesare expressed in terms of denom:lnator for total Latin American F.M.C.'s.

SOURCE: | Ferguson 1966. Unpublished paper.
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Table § reveals the - numer:l'cally largest group of FMG's in the
U.S. S’a"fé"‘ﬁix‘}o“ﬁ&éﬁi’éiftfc’hééd~; ¢ Thie'small> proportion’dn Table:}i6: who are:t
ciE1¥els ‘of Biropedn ‘couittries), by contrast, reflects: ithe; greater, tendency,
grain" 'of "the ‘data 'forl individual countries by year .of igraduation suggests
the tendency 6 Feémain dnd naturalize is dncreasing:for iRMG!s from the
“Near énd-Midd1e East (Edst 'Asia) ‘as-well as-for those from:the Far East. .
(West Asia). The brain diain seems:to-beincreasing from'these. areas. -

VAIIVINRiTatdata “prégented aré'!by no méans exhaustivej-ortinclusive,

thé“inmigra¢ion figires ‘are‘firm, and‘more:accurate than educated guesses:

' g0 often found in the brain drain-literature:: Even critical observers :.-
must &dmit that such data ‘1s highly suggestive of a phenomenon whose:: -

the world\-~ Aniattempt ‘will be'made to examine:consequences;:andalternatives

to the' 16as’of? héhl’th'ptb"fessiofm.ls' through' emigration in-the diacu.ésiqn :

be]:(',“'"f.-’ il ST o
NIRRT *’
e e " ‘Rffects:of Logses

falbar yea Yol proféssiondls ‘are in short supply in most countries.- . Long,
expensive training, costly facilities and preparation extended over ... .-
seéveral years ‘aré néedéd in their production. -Fully trained physicians,
dent16¢s, ‘and ‘nirses have ‘knowledge:dnd skills wliich are of walue ini.u
most countries. ' 'In the world markét; a number of developed countries ».
‘offer incentivés, and'practice opportunities which ‘have become:increasingly
attractive ‘to 'those from less ‘favored areds-in recent years. :c: 3
e 9K g Tese et éd tinTa iprevious iéction emigration. to:countries ;.

such as the U.S. has been subgtantial;- In!countries:iwithranzover=-1.
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wdd mk e 'OMT do gquovy feentil vliamin s add slasven N r‘fl«i
abundsnce o’ untreated 411ness .and:communicable and,kiufectio;xs dipease, 2
good isense tells' us' that: the: loss..of significant; qumbers. of, health profea-
a:lonals can z'eault: ‘only in further,deterioration:of the amount and quality
éf?me‘dical‘-‘ care avaiisgble. Additionally, ;explosive populat:lon growth
has not been paralleled by -a-corresponding increase ;n product:lon of ..
hea].thuprofessionals. ‘The consequences of population growth ,alone in terms
of increased-need:for medical.service are. avesome, ... ... ',‘,

.=y 'Logs 16f medical care, health services, andqeconomic productivity
arev‘-direct ‘consequences of -the..scarcity, qxgld;sg;g;l,byt;ipn, ;misutilization,
aﬁd‘ migration of -health persomnel,.but: somgr_oﬁ' the.moxe, subtle consequences
of emigration:are less obvious,In.developing countries, health people
are part ofithe small.cadre of:well-educated citizens, and,as gggh,pxé :

' found: frequently in:positions of: intellectual, cyltﬁ:ql., o;"?:pp;!.it;l.pja;.\v‘,
leadefeh:lp’.‘ Even 1f ".'théy»'do,z-not; .work; in the health.sector;they still,.
constitute valuable human resources better equipped for leadership than .
most of their less educated - .countrymen. .Loss of health professionals
through iﬁ:[gra‘tion thus ‘diminishes potential. leadership, as well as medical
resources. |
wix'ich!a‘ codntryrcannot’ -afford ito-neglect, Results .of research to ;;b,%s (s
ha'd' for ‘the'price of .subgcriptions to journals ptcduced -in developed ,

v c‘oﬁ.ntries.lmay‘.t be:useful ‘to:poorer .countries, but many of their most urgent
health problems:are-more prevalent in-their own:regions, Their own =

sc 1e;xt1fic ‘corps is: necessary and with - few. .sclentific mappower resources,

reéeérchﬁ‘oﬁ<ﬁéuchri‘mactersnis difficult,: .-


http:some.p.of
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Finally the matter of cost itself must be considered. Economists

. "20 5 ":‘:".(".*3',’ e A ¢ ' L e . , T R o R v
such as Grubél® Have maifained that ’:I."\f; ‘there is no effective‘dénand for
HEL SRS PT =  fet ALY [ IS "'"“lk‘h' " ) :
. o

the services of-a group of»professibaglé-in\ferms of willingnesgﬂtélﬁay
for theii ‘services at market ‘ratés, thén:the loss of such'persons:does
not subééantiaiiy affect the economy. Such thinking 18 ‘true only when "
considering grdﬁps whose activities directly result in production of
goods wiéﬁ 1mmédiate markegzvalue. It is naive to use this argument with:
occupagiépal grcgps 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. ' o e
_ The econom;c loss involved when a health professional migrates

is similar to that incurred in the loss of a maneger. The cost of his
training, the.}osgﬁof his productiv;ty, the cost of h;g,rep;acement, and
the dollar value of his services to the_economy,are'all lost. Im tﬁe
case of the physician, a P.A.H.O. subcpmmittegb‘uses $20,060‘aa 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 highgr education. If we take
four developing countries used earlier as an illustration, and -examine
physician losses through migration to the U.S. along, we can then begin
to get a notion of amounts of capital lost through migrationonéf time

by these countries.

aGrubel,-H.G., and Scott, A.D., "The International Flow of Human
Capital, " American Economic Review, LVI, no. 2, pp. 268-294.

bReport P.A.H.O. Subcommittee on Migration, Migration of Health Personnel,
Scientists and Engineers from Latin America, Pan American Health
Organization, Washington, 1966.
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TABLE VI-6"

. Poreign Medical Graduates in the U.S., December, 1965,
by Country and Visa Statis o

I s LT

.8, Naturall Immigrantsg Exchapge zigi;or ther __551

Turkey..  ...133 = 153 Coo.o122 1%2 . 527
Iran ., . ., 103, 84 .., 52 20 926
India . 80 56 1210 200 1546
Peru 213 138 : -1 b4 309

389 431 ‘1915 573 3308
Source: Ferguson, 1967. Unpublished report.

" “rable 6 éhbwﬁ 3308 medical graduates of Turkish, Iranian, Indian,
and Petuvian.medical schools were resident in the U.S. in 1965, Of
this total 3:oup 389 or 11. 7%, were Natuxalized U.S. citizens. An-additional
431 or 13.0% were immigrants admitted for permanent residencc in the U.S.
Soﬁé 1915‘(57.32) ph&si&iﬁns were exéhanse visitors, and must leave the
U.S. fot'téb.iearé after completion of:training. The other group consisted
of Lhose holding various categories of short-stay visas.

Of the total, 820 or 24.7% form a group unlikely to return. Using
the P.A.H.O. estimate of $20,000 per physician, we see the educational
doliéfhldéé conservatively approximates $16.4 million dollars for these
four countries alone. Additionally, an unknown number of physicians in
Fxchange Visitor and Other categories will re~migrate.dr.retuinlta“the
U.s. in the future. Attempting to assess the dollar value cf medical

services 'lost 'to their home countries over a professional lifetime would

%
R
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take more extended discussion than is feasible in this chapter. Suffice it
Gl GNY By t.!’ s oY tand -1 RES Gt ww e X AR ~eaeimarny
to say hi figure would be much larger than the $16 4 million in
Tire 10 AUDTN v vl o Baton ot ey

educational losses estimated ab?ve.
i ERAYSI B VT B U U TRt SRR G NS I BV T Inergems

Rl

i ’llgssuming that losses are sizable, costs are great, and replacement
3 B ks ¥ R B¢ T2 CHRNL LEEIEIVE SR YIS T PO T

is difficult, it would next seem appropriate to consider factora which

oty v

stimulate or result in the emigration of health professionals.

23

ARG S B R T T ’1& . Y

. o Mbtives for Migration

T ‘ Tooaklb P NI Y e & SN SRS A

Emigration is the resultant of a number of forces. While there are
o @t N

forces which "pull" or attract migrants to developed countries, often

el

At

neglected, however, are forces which "push" or encourage emigration of

health professionals, and other skilled persons. It must be remembered

o i [

that scientists and other highly educated people are members of an inter-

national community sharing similar technical concerns which often transcend

ot Tl

national,boundaries.' Technical skills in short supply find a ready market

in other countries. With the acquisition of another language, and after

s,J

a. brief training experience to meet legal requirements, physicians, dentists,

nurses, and other health people find it easy to re-locate in Europe, the

ER R

United Kingdom, Caﬁada‘or the U.S. If minimally competent, professionals

! a

whose skills are in short supply are seldom unsnployed in these countries.

In considering motives favoring migration of health professionsls,
A g PO

it is necessary to point out that many remaining abroad originally leave

v -
[N

their countries with no intention of becoming emigrants or expatriates. ,
Such pergons. should be thought of as unintentional igrants. ’i
Unintentional emigrants emerge over time from among those who seek,

are encouraged, or are sent abroad_for advanced study or trainingj “The‘.
ST trieta k..
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:?probability of unintentional migration increascs directly as' a~ftngtion of
jl.«}wllx"h Cergdendn wkdr gt osidiasst 2l ogedd nolaegneib b rar A
the number of years abroad. It is well to bear in mind that those ho g0

phonn P DD SondE sl it comend losm o BT e a6
abroad for unsponsored advanced study constitute a group from which
ungn ALY o By STIR TR
Yemigrant fall-out" will occur regardless of their original plus.
Inpusontoat be wre weve magare L uhiebe ey ]
There are far fewer losses among sponsored groups who have jobs ‘to which
i!?lg LRI Y D \4?x ERSLN [ f;'j'_f"""f\‘f I
they can return.
4 ”rp‘ " fZ*".f i :7«: ; }'.'vx N g 1! IS i d s
The dynamics of unintentional migration seems to follow a pattern.
D R B TR I
When a trainee first goes abroad for study, there is a phase of touristic
ots oxmly 51509 [RARTRA RO VN T A ST TR SPR DR RO .

4!

novelty in which the receiving country is seen as interesting bur strange

,-.f(.s RN

IV RECTON BEIE PR SR P2 WIS B N STICE 45 0 B ST

RESEES MEIEEE AU . RET ST e " r(U
and confueing. Later "cultural shock" can be discerned and discomfort
‘}'- SEE SN TUNREE S MRS N Sl ol )
in adjusting to new foods, customs, clothing, and ways of ‘1ife is acutely

L‘ R ! ATUYE e NIERI -
. ‘X" ET

felt. Nostalgia is high, and dysphoria and discouragement are often

P
()

present.”EAthime .goes‘by, the“ways of the.receiving country seem less'
h;trange, and the people and way of life moreﬂacceptable. Eventually, with
thergronth of friendships, with acculturation, and growing availability"
=z ofﬁeconomic and professional opportunities,.the resolve to return home

ER L1% SN PR

often begins to weaken.' As the ways of the nev country become less alien,

) 8 _x;‘

the waya of the home country no longer seem as‘desirable as they once did.
ul T .

Values change, and with this change in values frequently goes a change

in goals. Trainees at this point often begin to internalize goals which
p,,, T b T ~
are not possible at home. Possession of an automobile, and an income
et vl ot e
. which permits expensive recreational pursuits ‘not possible for many yeaﬁs

TS IO L ey 2 b

in the home country create a personal revolution of rieing'ekpégtatioﬁsi
‘«‘,,.".’,,; }q- )

What was once luxury is then'thought of as necessity. ”sﬁ&ﬁ”iﬁaxvi&ﬁaia*“

AApan o cneg TR I S "
have a high probability of deciding to remain "eor anothet yéar" when
J".l RITRES Pon AV ISR T Y Ve

their training period is up. After deferring return ‘tome for “d ‘Humber” of
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years’ ‘many experiefice” "reverse’cilture shock"supontreturnctosthelr home
cgﬁﬁﬁ§§?9“ LEERLt . Bl e e Do b beprata Stere il e T gty
Tiigifce hany’in!training ‘aréi young, unmarried; -educated, :and . v
interested ‘in’ the' opposite’ sex, :opportunitiés’ foxr marriage often present:
themsélvéé.i?ﬂﬁén the foreign'student ‘marries, it 1s often to someone-with:
little realinterest in'returning to"the:trainea's country of origin. ..
The birth of children.frequeﬁtly causes wives to be reluctant to have ..
their hhdﬁépﬂé‘téké pastsfﬁhéte conditions of economic:hardship are
almost inevitable’ ' Beginning: positions in developing countries are not '
notable for' financial, professional or material: benefit. Thus, habituation,
acculturation, marriage, and children are all forces which summate to
increase the probability of trainees staying abroad for long periods, and
becdming utilritentional migrants. - In short; emigration of health profes~-
sionals is often a consequence of study and experience abroad, rather
than a premeditated and intentional actien.

Turning 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.-: For Teasons
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 members of minority groups such:as Moslem.Indians ozr '
Indians of low'casté hdve found a home in developed icountries. :Possession
of uséful ‘skills ‘oftén results’in the migrant-receiving a preferential -

immigrition’ status, VO A R
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cmel Withinemanyscountriestoday socialﬁfactorsnexis;ﬁvhighamékﬁwthewﬁuk

- minority group health professional feel unwelcome, and encourage mig{gy}pn

from his country:of-birth,: Though a family may have;lived in a,country
foriﬁanyfgenerhtions;fthey:mayabesregardgd as. foreigners.by the; majority.
Thetdeveloped countries are not.free-of.ethnic, racial or religious.
prejudices: by any: means; bhtweconomicJopportunity-and;p;qfesgioqgli5
freedom-are not:denied:most:minority group members.. - -:. . v . 1

Factors which:create: civil;conflict,nurture minority group. dis-
crimination, and perpetuate social and economic disadventage are not .
easily:modified.: Such' symptoms- are: readily described but underlying
causes. are: not. readily ameliorated in developing countries. There is
1ittle :1ikelihood 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-group: consists of the academicians, and
scientists who wish to teach but see limited opportunity in their native
<land. : Science-in developing countries is not well funded, and facilities
and iequipment :are chard to come by. Universities joften have the worst
characteristics.of the German system.in which academic freedom is for full
professorsand. students, but.is quite.minimal for the junior .and inter-
mediate ‘faculty:- .Insuch;institutions, faculty are limited in what they
may’ do. - Research may-be.appropriated by senior professors with little
acknowledgement; and--for those having experience abroad, this sort of

situation is often intolerable. Occasionally a more egalitariam,.and
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E B oveg ot polimehe e oy R
less restrictive system is found. ‘Where abuses of older gystems are

eiinineted‘it‘i; often poseible to recruit expatriate nationale.
Schooleweucn“ae the Haceteppe medical and nursing faculties of Ankara
University are having only minor difficulty in recruiting and retaining
faculty. 'A larée proportion of their faculty has returned from ‘the U.S.
and United Kingdom (U.K.) to take posts in Turkey.

To thewextent tﬁat excellence exists within training programs in
a country, the need for training'abroad diminishee. 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,from serving in the best hospital in Athens neither feeds
the resident's children, nor puts a roof over their head. These are
realities he must icontend with, There 1s a certain economic naivete
about many training directors abroad who feel that the privilege of
training in a highly:regarded center is income .enough. In the world
market for physicians, competitive forces demand training stipends of .
a size sufficient1that 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 praetice.
Loos-of-many.phyeiciane can be forestalled simply by providing adequate
training stipendstin the home area.

Finally, if physicians or health professionals in national health
systems are not. given adequate salaries, or supplies necessary to do a

decent job; if they are given few opportunities for advancement, or are

not rotated out of undesirable locations, periodically; if they cannot afford
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=for a few of their children the education they have had themselves; they
§ o REYR APl Aabit o Tooaasggn siall o3 at sedave sviisinieon neod

will be easily attracted to more hospitable environments. If fewer profes-

TEI maeAahOen phoamany of sfoiamdon oairlo o)l b Ednudni fa

sionsls are treated better, rather than many being treated poorly, losses

Poovgre H CoR TR R LTI T Ao abaog -8

through emigration will be diminished._ If the cost of producing health

i AL % '
(R - /‘, P S

professione}efis too high, and the time required is great, it behooves

S g e X
S gt T b K-M‘ ; ¢ (P

developing countries to either offer more incentives to retain existing

L) b m e b
professionals or as an alternative, to concentrate on producing 1ess

.Y'“ o+ -", .'."{’»,

e ?
BRI

expeng%xe,kless pighly trained substitutes.
Sk e LaEaan it L el ceaty

P31 ieal s argdinatives ‘to Lafeséz=Fa...

e "pradin 'deain” één'be iAfluéncéd by detions taken'either by
'@ending" 'countries or by‘"receiving"”countries. Wheré' actions-are to’be:
taken by "récéiving” countries, ‘a number’of ‘countries st be persuaded
to enaotelégisletion;'to“ébpronriaté furids, ard'set ‘up‘policing necharisms.
In the light of Fécént Kistory, it &an be assumed 'that nations; liker '
individuals, will act most ‘quickly whereé matters"of:sélf-inteérest are: :.
{nvolved. To the extent this'is’true; good:sense dictates thatiit would
beFSSEhfhﬁéise'and‘anﬁéceaéary for'developing countriés to-wait:f£or the::

v.5:5“Ehe ‘'United’ Kingdom  (UiK:)-ot"Gernaniy-to:"do something" about the .

L
[SRIFIAr RETRFEN INEREE TS B VA O S

prath’ Arita;
aivuj i epa’ cabe of the' UiSii whith'is’ basitally a’couhtrylof immigrants,
the children and grandchildren of immigrants will' not- easilybe: persuaded s
RS U501’ Bhould’ be'closed” to others.’ "The United States’ is the
only’%w§§ld”§65@fﬁtodsj‘thhtJheo'Hrisenion“d*polynetional’migrantﬁbasezirﬁf*

p oot

Additionally,’ persuading legislators’ to act  in'the:best dinteredtsiof "+ -

iu.}:h.er Zohﬁtries ig''a dLiFficult’ taskt' " In ‘International affairs; mosti: Jor
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govermments’act on' the: agsumption:that-it.is more blessed to; receive
than to give where benefits are involved. . There seem to be few historical
exceptibﬁb”tb-thiéigenefalaruiem

" Prompt and' effective intervention to stem the international
migration of“talent 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 predicated upon the belief that there are remedial measures open to
developing' countries, 1f 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. Gollin® divides the measures into
three categories:

1) Preventive measures aimed at lessening factors which

"push" or encourage migration.

2) Restorative measures which encourage or stimpulate

" reépatziation temporarily or permamently.. .

3) ' Restrictive measures which limit, monitor, and control

out-migration, and which tie education abroad to

' national development.

BGo111n;, ‘A;E.yin Proceedings, Conference on International Migration of
Ta%ept‘end Skills, U.S.Dgpartment of State, October, 1966., p. 8.

B mer Gty
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Gollin's’powition "l.‘si‘t:h'ai:-t:he..‘prf:llnki:y'f:*J.*(‘ac.uer;.?f(_n:uzef.fect:i.v,‘e,wac:.t-.;j.cz;;,j,:_l:gs;,v,,t:,lm_ga;,,_,,,:1
countty! of origin’ of ' the'migrant. A country-of origin.ds like the;source;,
of a stream with branches which end in many.-countries..:Most, effective .
action can: be taken at thersource, since only the leadership ofa:country
coficériied with 1ts "brain drain" cam take the full range of remedial .. ..
action’ which may be netedséry. -Actionmtaken»dQWnstneamjmgyq:esylthqnly,
in diverting’the total flow of migrants from one country to several others.
Preventive Measures AT
‘(1) Manpower needs-and :shortages differ from country to country.
Only through planning and monitoring can national - manpower
needs be anticipated:  The planning function is.central to
effective manpower utilization. One of .the mechanisms which
can serve as a watchdog:and fecruiting-device~is,a Natiénal
Manpower=CommiBsion;:-Such.commissionstare:otdinarily,cpmposed
of influential ‘high 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 supportfve organization for
gathering manpower information. and statisti¢§yi§~often added to
civil aervice:~or:attached’t0‘a university. :The Institute
. cohduct*tesearch:on‘manpower'matters._~The:purpqse of such
an organization is to alert governments: to potential problem
areas, and to stimulate planning.
L (2)”‘To‘monitor the outflow of persons in critical categories,

d . ) myoLgn, s 1 et }”,‘()l‘l,!? ,'n“ 5
series of occupational rosters can be set up. Those leaving
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the country at all border points can be entered on the usual

1651n metbubart N . ) . N T - ey

departure rosters, and additionally on separate occupational
L MW (NSO RO ¥ ”.:J RO B ST i, BTe

rosters to be turned over to the official sgency responsible

o d e e S EE S S t ek

for analysis of manpower information. To be of use. ‘re-
[ A A N 1Y Vil M

entries as well as departures must be recorded if the balance

el

sheet is to be meaningful. All categories need not be

i

Hmonitored, bnt a few additional questions asked when border
’formalities are conducted with one's own nationals wouldWL!M
iquickly 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
ende 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 echool graduate.. Upon inducting an individual may .
elect to become a member of the "Educstion Army" and receive baeic 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

t".!

these rural teachers are awarded prizes and public recognition, and are
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ofrered further teacher training and a job when their military service

ia’completed. There iadgurther seiéaciaﬁf%oé‘;dvéhé;a'iréiﬁfég after two

yeara.‘and promotion to auperyiaoryArolea:” The‘beat AJQQQGQES}B are

given univeraity education and promoted;again.: The program hae been in

operation forraeveral years and hae'been quite succeasful in attracting and
N ¥ oo bt : :

training village teachers and developing 1eaderahip.VJ

The Iranian government haa developed a similar program for health

profeeaionala ca11ed the Health Corpa, but it 1s too early to aaaeea the
t S RO
aucceae of thia program. The "Education Army" and "Health Corps" are novel
Loiad !l A
conceptiona which offer opportunity for aervice to aelf, country, and others

! t

with built-in opportunity for education, promotion, and upgrading Technical

aaaistance where needed ie brought into the country, leaaening the need

ot

for education abroad.

LA ! ‘r 4

Several principlea are clear in the Iranian erample. The
first is creation of opportunity within the country for employment service.
and training. Secondly, incentive for further training and promotion in

ol

gh_ ;ocatigg._g,which,ghg individual ie pect to practice is part of

the program. Thirdly, trainers are imported rather than trainees
ported. Long-tetm coata of importing outsiders to train others for

limited perioda (1-2 yeare) are far lees than the cost of loaing 1arge

numbera of nationala as a reault of training abroad.

f fiba

(4) While political or cdvil conflicta encourage migration, dis-

criminatory treatment of doctora and nurses who are minority |
| group membere aleo encouragea phyaiciane to’remain abroad.‘

i

Lo I
Mbat doctora who go abroad eupport themaelvea 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
RTINS P § S ST NIINT S S E A S SETTE IO T

of their birth, they will remain abroad. Armenians and

Polo wem ad 1 bag SUN TSR

o

e D by
Greeks of Turkish birth, Mbslems of Indian birth, German
RS E T TR PR R i
Jews and Arabic Israelis sll are over-represented in the
.(,b R | D .
proportion of those remaining after training in the U.S.

' S T s

Each countyy must strive to find individual answers to th

f "3 EON (S RS '* t '1' 7".\ ' P LR ! D
minority group questions. Sizable proportions of those
NS 8 RIT dree gy i

remaining in the u.S., for instance, also seenm to be from

socially or economically disadvantaged backgrounds.
L3N R LA Lreov nhe

(5) Job guarantees, ox recruitment of people who are to be

B A T

trained abroad before they leave will also diminish losses.

- 3 . ',‘nt o O }';

Many foreign medical graduates in the U.S. reported having

BN D ANRRTE e

FEEE s',(\

returned home to find positions and giving up in disgust in

J ©ot &

six months to a year and re-migrating to the u.S.

T DA “ R

Preventive measures listed sbove are by no means exhaustive, but taking

""" Claehiobor gt ed s e vut g ¢

steps to voluntarily reduce emigration seems the most effective place

il

to begin such efforts.

1Sy

‘
rtt 1o

Restorative Measures

4t

To encourage return of health professionals, the use of incentive

-e I ’ N I A .
IS SEAN [N CEU LA SRS PR S NS 11 oo fy G R

to stimulate repatriation is a second line of defense. Efforts at

0% B o WPRF (FR AL ‘,'."'vn ek . I

b AT

stimulating interest in the homeland through publications, and newsletters
may be a beginning, but opening an office in New York as the Israelis a

‘¢'K("x
have done, with 1istings of job opening in Israel, and active efforts on

HIVE LT .f"‘i"(‘f' U N T IR TR
the part of the staff to recruit expatriates for these positions demon-
I LA T ,fl;' APy llin A GEANBYIATI G L Oan et o8 B P EIRAEE S S SN T IR L P ,‘,ug:;(-
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atratea that the. Israelis are making a serious and sincere effort to

aaad il [AREH B % B VA T vi ks

encourage repatriation.

Iran in the paat haa allowed duty-free entry of an autom0bile ror
BE e iy srfes Cineomelg Tl Y
returning Iranian phyaiciana and engineera, and fliea one of ita jet
airplanes to the U S. to pick up atudents and return them to Iran for
RN [ I

the aummer. Theae all repreaent poaitive efforta and expreaaiona of

intereat on the part of 3overnmenta in their expatriatea. The expatriate

N
4

T

who haa not aettled fully into foreign waya of life cannot help but be

tempted by hia government 8 attempts to provide a better life in his

home country.

An experiment being aerioualy diacuaaed in scme quartera is the

proviaion of repatriation fellowahipa for doctora and their familiea with

i

the opportunity to stay in a permanent poat on completion of the fellowship
period. The hope is that these phyaiciana will re-aseimilate and decide

to remain in their native 1and.

With innovation, and some expenditure, it ia poaaible to motivate

gome of the not-quite-lost to return home again. Few individuala enjoy
being a "foreigner" or "alien ’ and if well treated will forgo income
to eat their own food, speak their owm language, worship in their own way,

and follow their own cuatoma. Amelioration of profeaaional conditiona,‘
R : R

proviaion of income, supplements for acarce categoriea, and proviaion
SIS YT S :

’of incentive and promotion baaed on ability will encourage many to

BESEES

e

repatriate.

_e;;_im_tie Measures

All reatrictive measures are largely coercive in nature, and when

N7 . By . ‘
e il o oaniny i Yivre s el o

uaed without care may lead to resistance, circumvention, and rebelliouaneea.
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An example of a restrictivé’ifeasiure was"thit: proposed! by an:MiPi Fromty bLus
Great 'Br'itdin' who ‘propobed that medical’emigrants be> required:toipost bond,
or répay the'$10,000" 'or hiore expended! by the government:on their medical:
educatibn’ beford ‘they would berallowkd torleavel v ~+T .otiut. wtodi drte
4.34milarly, ‘many’countries ‘now require that physicians: serve .dn-.
ruréf“ﬁtéﬁﬁ{*l&Tthe”ﬁiiitéfy‘BErvidet'brvin-gbvernmeﬁt~hoep1tals~forntw0nw
years'ﬂéféié‘béihgféllowéd‘éo“braétibéiprivately;*or~to go "abroad. v et
~3" - Aiother plan-has' béén to 1gsué passports on a.year-to-year:-basis -
and to grant ‘extensions only if the person is training in selected programs.
There 1is somethirg to be sald for such a plan since it discourages ldrge '
number's of professionals from obtaining ‘training in specialties irrelevent
to the neéds of “the country. ™ Few:countries can support or utilizeilarge: :
numbers of cardiac surgeons, pédiatric-allergists, or plastic:surgeons; i
but can utilize many internists, pediatricians, general surgeons, and public
health'physicidnss 5"

Required- government service ‘may -postpone 'migration; :but doesinot.
geem t6 diminish’dt appreciably: 'Restrictive policies: such-as:preventing:
ECFMG' examinations’ from! being’offered within'a country, as'has been'the. =
cage with Egypt, may act-to discourage emigrants, but largely those who.:-
cannot afford to take’the examination abroad. Repressive measures:being .
applied to particular occupational groups may backfire and make recruitment
intd ‘those professions’ difficult.'’ On’ the other ‘hand, the imposition:of
a rather substantial ‘éxit tnx'on all Iranian’ nationals discourages: inter=;
national travel through making travel more expensive, and almost prohibitive

for less affluent citizens. Exemptions for officially sponsored individuals
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and gté@‘a “areigivenibut, are; goverpmentally, contyolleds:. .5 - 35 uluinno ah
. .&m;z*.!" :.5i'¥:'l’§r30nhlz"ijeedom5 of; movement: 1s; inextricably, fied to. the yiew .. ...
thé‘t-;'a‘vmtidnrshaey_vofnthe: responsibilitiesof -its ¢itizens as contrasted ...
with their rights. The western world has inedsted,. in general, on the
freedom :of - individuals: to relocate, or .emigrate,,but the Soviet Union
and-Bastern-Ruropean :Commmist countries have viewed ithe situation dif=. .
ferently.. h:Restrictive measures and.their wugefulness depend on their
accéptance by ‘the people -involved. ; These are not matters.in which west-

_rexners-can uwake prescriptions.in.good comscience.., Necessity may, demand .
restrictive measures, :but wisdom suggests that :incentive is most ef-
fective - with coercion as a, last resort.  The.aphorism about heing able to
lead a horse to water, but not being able to mgke him drink seems.true,
in many- situations:which involvepeople.also.

Cliug bre Lanoooee Toaoa s, Conclueions

Emigration of health professionals is undesirable-from. the point.

of:.view of :national. governments, but the problem,most. often involves un-
sponsored : individuals who leave .their country. of their own free-will to
meet ’'their own felt needs. There is reason to-believe that many health
professionals become uninteprional migrents, and decide to remain -abroad
as'a consequence of their experiences and not .as a;result of premeditation.

«s . - The Commission on International Education,of the Americam. c_c»uggil_.r_
on Education in a position paper onthe brain,drain issue has put, forward.,
propositions: which. probably express; the; point. of view of geveral. . . .. -

»v'countries :to:which. emigrants; are. attracted: .,
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"Ag a‘free society, the United States should be re-

Heovras ST B RN S S TEIVE CHIS RORIR M T PpPon

' luctant on principle in any way to risk jeopardizing the ‘mo-

FSITSRD

tivations, rights, and dignities of the talented foreign scho-

Kl’ oy (‘- st

lar or professional, by arbitrarily circumscribing his mobilit

U*"..p
or hisjphoice of permanent‘residence, Ourvcolleges and univet
sities have at least an equal obligation. we have traditional
sy P rooa [ e oy

preserved a wide latitude for the individual choices of'our

LS

own scholars, in the belief that free development of

intellectual resources is essential both for the individual

L]
and for society. We should adopt any other posture toward
PP . Sil c ol H T te LR I | [

~ the foreign,scholar, qua foreign‘scholar, at considerable
peril. .

i P . N : o

i The American academic institutions will beet further the

i

legitimate purposes of the foreign scholar and his
government, of our own government and of itself, if its
: AR R BERL Y3 I ) : [

relationships.to the foreign scholar are professionally
and,edncationally bounded. The institution 8 first task
is~to.provide'the talented foreign individual with the

best opportunities it can afford for free intellectual

A 1"-.!4 s .3

growth,‘ Its primary concern is the development of his

X L

talent and skill, not that he is £creign.

4 B

The United States should not, indeed cannot, counter

aJ lr

X
.the advantages it reprcsents to individual foreign scholars,

v de CAM I

‘ nor can our educational institutions. _Even if it were

YIET Y i P p Ay el ¥ . RACTE A IR T PR N YO

possible to do so, such a pollcy would be negative

and very possibly counterproductive. Positive inducements
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for individuals of talent and skill to return to the
% ” 14 A

countries of origin (althouéh extremely difficult to :

S8 14 ;!: , Y S

provide in the nature of?the case) appear to represent
“&:)mo;e)practical avenue to meeting the brain drain problem t
"rthan negative restrictions’against remaining in the United
“ﬁ;states.b Such positive inducements can best be provided

I R

by the countries of g;igig. These countries shouid’ be

encouraged to accept this responsibility o A

In the special case wE the United States, it is the only
major world power today which has arisen through yomigration. Tmmi-
gration has been an important source of manpower from its beginnings.
The 1ikelihood.thet self—supporting*shilled persons seeking'admission
will be denied entry through restrictive legislation is remote, and
thus remedies are more effectively achieved by actions taken in the
country of origin. o .

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. If a country fails to give sufficient priority to such efforts,
its case for international protection is not very compelling. Developed
countries can most meaningfully assume cooperative responsibilities
and provide technical assistance where needed. Cooperative efforts can
most easily be conjoined in bilateral arrangements between the countries
involved. Multilateral organizations cannot easily deal with inherently

political obstacles which must ‘be surmounted in the process of stemming

s
PR B
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migratory flow. Agencies such as W.H.0. 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 prcfebsionals. 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 1is not
necegsary 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 govermment cither 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"
caen identify points at which effective action can be taken. Fortunately,

the dialogue has begun.
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ORGANIZATION AND IMPLEMENTAIION oF HEALTH MhﬁPOWER PLANNING

S
.J\.r.". S EE IR YT RN B t LIS I

- The Planning Function |

.. . T e e i e
A considerable literature haa accumulated about the organization
: v R R S
of general economic planning though, aa Harbiaon and Myera point out,
LS S N R 9t e ‘

very little haa been written ao far about manpower planning.y Thia is

particularly unfortunate aince the special problems of manpower planning
: YR A |

cannot be entirely managed by the traditional planning mechanism in use.

‘1’5‘;«’- 3

The ‘same obaervationa made about general manpower planning can also
be made for health manpower planning. In the citations we have ‘made to

manpower planning and plana, few make reference to either paat experience
or future objectivea of the planning process itaelf. Therefore, we offer

our observations on the organization of the health manpower planning
function in full recognition of their tentative nature.

Perhaps the greateat challenge to manpower plannera ia the wide

'

diaperaion of intereats and reaponeibilities for the development of

e 1 er

human resources. Regarding health manpower, even in countriea with a

7

atrong central government and a dominant public aector, planning requires
cloee coordination of at leaat the ministriea of education and health

and in mixed economica. the number of participanta in the planning process

may be much greater.

8 Harbison, Frederick, and: Myers, Charles A. Education, Manpower and
) Economic Growth: Strategies of human resource development, New York:
i MeGraw-B1ill Book :Co., 1964, p. 220,
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The Peruvian situation is 1llustrative of the many organizations
A ?Jﬂq*’iﬂ"}
and’ institutions that may have to be included in the planning process.
IR CAWOSIAM HYJAZH 0 MOYTAVIANTIOIL (MA MOTTASTDY

On the demand side of the equation, the public sector encompasses eight

major sub-ayatems providing 'health’care,:each ‘operating independently

of the others and according to its own personnel policies. Each pro-

aoliutiongis a0 e Losolominng Lo g 2o nd
fessionglxgroup'haa 1t§ 0;9.?feéragi?fﬁéndwgeveral\professions”flso1have
ﬁj%ﬂssi-legal ?college" whichhhaszheenjgiven authority by Congress to
semlate the profession and act s Lo spokssn.

s Looking at supply, health professionals are trained in more than
30 schoola and faculties. A few of these are‘adnini;tered hv(thejﬁinistry

( R e ;;{;;'» 4

_of Education or of Health but most depend on their respective parent

'
el . .
L . LTy ‘\“\.

wuniversities. In theory, university policy is coordinated by an inter-
SN AL FAIEF T S T A ey s N g
university council and its planning office, but in fact,each university
. TNy Pyl Gt RE .
is virtually autonomous in deciding whlch professions to train, in what

N .
1 ceooad i [ N et R I

number, and according to what academic requirements.
{

b - In outlining aifranevork for the institutionaliszion of-health
msnpover planning, three hroad;functional areas”can be;identified' those
of technical planning. of pglicy formulationband coordination, snd of

iagninistration or policy eneoution:jhThe,sections“that follow descrihe,
Sn_the basis of availsble‘enperience, the types of institutions and
institutional relationships apt to be most effective in discharging

}fl (_ﬂ.'« : PR AT S m) R T SR SET R SN L

these functions.

Technical Planning
ﬁBy fEchnical‘planning”ﬂis understood those'aspects of)-the planning

1r!,“n ll ; ” LI kel By i ‘
. _‘;‘ KLl . Ls 10 ".‘ J" f‘\t J\J‘Iw )ui Jit

process -~ data collection, analysis, interpretation andithexpreparation
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Ofﬁﬁliﬁ”ﬁléeiééti?eél443thatfpiovidevaﬂbaeistonlwhichﬁtoschoose a:course
i6f“aééioﬁ?afin366§tﬂééuhiiieé;1eaﬁeciallyPthoseu1n1which?politicsmhaa
’iﬁﬁiiﬁidiﬁhtélyﬁiéréél1nf10enée40verepolicy;ﬁ1tnw111sbebadvantageouag

- for’ thesel functions to’be'discharged by speciallyidesignated:planning
nits.’ Opetating agencies: seldom have the time to do-the.necessary..
baseline analysis, nor aré they as free as a planning unit to. explore
the conaequencee of all major policy alternatives. Even though a gov=-
ernment may:‘elect ‘to decide -a given 1bsue on othe"*than its technical
;Q§31F§a 1t cpqno;kgffor¢’;o ignore the probable consequences of its
'ﬂeﬁisioh: Tﬁiﬁfié eepeéiéliy true in manpower planning where the strong
égéékhres created by a ptéféSSional group may induce the government to
adépt.ﬁ ﬁbiicy ﬁﬁbsehaonéeﬁueﬁces 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-
diétional dispute among them over health manpower, there must bé a
clear delineation of responsibilities and 1nﬁerre1a;ions§1psf 'In making
this delineation, it is useful to distinquish between two ba;ic 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 position:to answer the first question than its counterpart
in the education sector.

'A-striking’'example of the problems that may arise when both
" the education-andi health. sector planning units develop independent
manpower- projections: occurred intone: developing country. In its pro-

jections tol 1980, the education planning unit selected, largely om the



»aibasis ofﬁiﬁ'uemﬁiéﬁalacompaﬁapna;’.‘m@;a{rggp:,rau%ogj@gagg‘gtgmgego
1650:#1,6151'31&&16‘:1 iiivInicontrast] Ithﬁﬂh‘ealgh;{,plankniggj unit, r!’“?.@:; its esti-
m"atebizomzth'ef—:doétéfézsnecegqaryax;q':s9atiefy~;xthe;;propal';legidgga.pgg,ggm.qggical
cate consistent!with-thei economy's:ability: to:pay for:it.;> Table VII+1
shows thesmedical’ischool: capacity-needed:by.1980 to attain, gach of; these
targets,. linu

- . N

A TN
Table VII-l. ALTERNATIVE PROJECTIONS OF MEDICAL SCHOOL CAPACITY IN 1980
cainteo s w1} ACCORDING TO THE EDUCATION- AND HEALTH SECTOR PLANNING UNITS

B R LI ATV LTA AN AL IO B PN .
1980 Projection According to the
Education ~ 77 ' Health
Planning , Planning
Unit ' ° o M aUndt
HE TR S A S PR . N . .
-Entering medical students 3,600 600
.Last :year .medical students . ,1.,300 550
SRR [N RERE R I .A.(?".
Total enrollment (Including pre-med.) 15,700 4’: 100
- Number of medical schools. . 3 8
(assuming 75 ent:ering “students each) fotia s R
s ) Pyl SOovmlanad it 0y oV b gl ey sosni o re bl

' Nsedless 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 projectionsi: « :cunb rooisiv

‘Oncethe héalth!planning’ unitshasvdeterminedsthe,quantitative
and qualitative manpower targets for the health; qector;:rthe;;,edug_at_:!,gn
planhing’tinit’ will assime’a:major: roles 1n; finding: the; bestameans of
meeting’ ‘then’, +Questions’ such: as:the number, location:and; size of the

“héw facilities needed; ! factilty: requirenents;s> £inancing; and, curriculum

halii

s content will properly: be ithe:concein .ofi this.unit: ag:well.as of; the
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P & d1et IRt inaturE of  the two'types of ‘planning’tésponeibilities
jugfsdggéiiaéé”injﬁs way 'obviates”the nécessity for'tlose'coordination
betwaen fﬁ%&pig;niﬁéjﬁnité"in”fheThéalthaand‘eduéatién'SeCtorat“&Ideally
‘Eﬁigwé%ﬂiﬁbbé'EéébmﬁliéhéﬁiBY'giving joint appointments in the: two:plan-
ninéuaaizgito those planfers most conceined With health manpower problems.
with & swall nucieus of ‘staff drawn From both-sectors and working prin-
Eip811§ugﬁﬂﬁéalth manpower planning, each unit would always know: how the
pfi&ri?iégrﬁhdwEdnstrhfhih{Bf 1ts- counterpart might’ affect its own plans.
'klit'iévﬁhrdli necessary to emphasize that a contiruing source of
statisticdl data will bé @ first priority for effective planning. The

locaticn of this responsibility is still debated among planners, some

y it

arguing that the planning unit should have complete control over the
statiééiéai’aéénéy:hhilé“bthéfs believe that &' certain distance should
be maintained Between the' planning and statistical functions.® We are
inclinédrfé‘faQOf“tﬁe latter alternative for two reasons. First, 'the
planniﬁéﬂﬂnigJﬁgﬁ"éﬁon”ﬁeCoﬁe'e*cessively'burdeﬂed with the daily adm-
ministration of the statistical agency, to the detriment both of ‘its
own piéngi;g;reépsﬁéiéiiity and to the functioning of other agencies
dépendé;t on statistical information. Second, and in our' judgment, more
1mpofé5ﬁt1§, By;cbhbietély centralizing the statistical fimction, the
pianniné unit may losé & very useful means of influéncing manpower policy.
This second point deserves elaboration. We have'emphasized the

diversity of interests that exist in tiahpower plamningé One of the: best

s : ; O T TR SR

aWéterson;JAlbeft%nDevelo ment Planning: . Lessons of. Experience. .
Baltimore, The Johns Hopkins Press, 1965, pp. 392-3. '
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vays of decreasing,,;hg;cogfl:ldct,s.,ofqn}p}og,‘FhéﬁﬂYiél;i ineyit ﬁ};;;% ?ﬁig?
saamong the. di€ferent aroups concerned 1g,to encourage thelr, invplvement
in; the;planning process, from, the very begimning. The collection and |
i processing. of statistics provides a ready opportunity for such involve-
«4ment, ., To: be maxinally effective, the plapning unit should decentralize
auasumuchwgsLposaiblenthe,:gsppgs;pil;tx,gqt_gqta.pql}gqﬁionfa&?héveP
-preliminary analysis,.  Thus,: instead of maintaining (p:”hay;ggeghe.
v central, etatistical; agency maintain) 4?.1HY3RE252,9f;F??,ﬁ?rfe“f:S“Pply
;zof: doctors, dentists, etc., this regpgppipiy}gxicoulgibg Qe;ggﬁfed to
‘the -corresponding. professional apaqp;gtiqps. By pqqgrqc;%gg yith each
-agsociation to maintain the 1nvento;yAggqorQ}qg;to ggfigeg qtgg?ﬁr@s,
'and¢pgqgidingltye,pecgppgxy5technipa} qnd5fig§9$§g1ﬁgsgigtancq!}tpe'
planning unit .could obtain the desired iqu;qaﬁipn at }}p;tgg cost.
tUsing the,formal .agreement for data co;}esqionqgehp,baes,fq bp%;4 on,
-+further‘ties could be established bg;wgqn ghg.associatiogg_g?ejﬁpq
planningunit by.means of .collaborative studies on such problems of
-common ; interest .as gmggggggop,,agtiquee‘goqggdAggye:nmen;,qepg;?e,
early:retirement and modes of practice. . O

. & mas§imilar. arrangepents could be made with individual ?thO}P and

r:faculties,: and where.they, exist, ;g;eprggppgl.qsaoqieg;?ns. ‘$§§§ with

et

ssexchange .of  estimates on the, future output of the training ingfitutions
3 R S NSRBI i R "y
(based on admission, enrollments, attrition, -etc.) and on future manpower

deﬂﬁﬁ&fﬁQShbééqﬁé4£Lj;§cbllabdggpiﬁb&projeggpgqpuldzbewdqvelopedgfo
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saldotg ald Yo norigier add o ypoelondost enif
determine whether changes are warranted in training emphasia, ‘€6 develop
“,\:"(\{ 3,1.6 ‘_.,g‘.._‘a.

M it T Sy o

standards for certain types of health services, and to experiment With

.;‘~,‘ .;'. . A ""»""'f,";’ ,,' vy ‘! .
the organization and’ delivery of care. 1 a R

e LT e”_,.,

In'the developed countriea, particularly the United States, the
importanceﬁof planning from the "ground up" and of involving the consumer
public in the planning process is frequently emphasized. ‘These’ ‘object~

ives have not been 80 easy to attain in practice. We, too, believe that

N A b (’J ,: Qe
there is considerable merit in having the planning process start at the

* . v’,‘- I ; )
level of the community, but are not convinced that this is a 'very mean-

vy Y e,

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 ia focussed on individual community

needs, and manpower planning, which deals with large aggregates over' an
FICHUETE ST
extended period of time. In the former situation, it' 1s 1ogica1 to"

promote as much local initiative as possible in the planning process,

in the latter we think such efforta are largely {¥relevant. This' s’

. .o oo
1 EUTHR S KON A B B : R g N

not to say, however, that manpower planning can ‘ever be divorced’ “From

what people want. In one way of another, by means of attitude‘aurveys,

utiliration‘studies:!popular campaigns waged through the communications
';media;‘andhthe political procesa itself, the puhlic 8 expressed '{interests

must‘;emain‘central to planning.w‘r

et ﬁriting about the various forms of authority that enter into

R S 0 N RET I TN Lo
the planning proceas, Chamberlain ‘describes what he ‘terms the’ "authority

'of knowledge."a This refera ‘to’a nhenomenon that has occurred throughout

‘ 'f IS 3 ek tme e HE R R TR .o
[ +77

" 18chdrberiainy Nedi W }*Piivatevand :Public:Plarning; New York: McGraw—
Hill Book Co., 1965, p. 194.
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,society, that as man applies technology to the solution of his problems,
e sorsoiad

the traditional decision—making functions of the executive have become

- YT

progressively more circumscribed by technician specialists.'

wr

.y This phenomenon is mirrored in the problems that arise in manpower
planning. In. the. day-to-day management of health manpover, the admini-
strator, whether he be dean of a professionalischool or director of a
. .+health, program, still reigns supreme. When the focus shifts from the
‘present to the future, however, new concepts are introduced which he is
,PfF°9,P9°?1Y equipped to,understand.. Planners now speak of productivity,
cost—benefit(ratios, skill substitutibility, openeended careers,
"coptribution to development" and manpower "mixes.f For a while, use
of these concepts, dressed up in planning jargon, will impress and even
persuade. But as soon as the language of the planners is translated into
substantive institutional change, a countcr-reaction is almost certain
to .arise. 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

%y

the "superiority of practical experience.

To. avoid these dangers, and above all to make the authority of

13

ffr

knowledge eperate to their benefit, planners must make planning credible.

Pl

Terminology should be simple and straightforward, the consequences of

alternative policies clearly expressed, and above all else, a planning

iy e i

,jattitude and competence should be promoted throughout the institutions

PIEN

v Bffected, The final test of decentralization is not whether the final
health manpower plan is prepared in one or-several. agencies, the. first
-ualternative clearly-being preferable. . Rather, itiis whether the planning

Lof S RS S N A
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unit has been 'successful ‘in ‘parcelling out responsibility for answering
specific and ‘1imited ‘planning questions to the ‘agencies most apt to be
involved, Ways of 'accomplishing these objéctives through the decentral-
ization of statistical and research functions have already been mentioned.

Sutmarizing whit we have said to this poiat about the organization

of technical planning, the following points have been made:

(1) That the health planning unit should have primary responsi-
bility for determining the quantitative and qualitative
requi;gmengg for health manpower and the edu;ation planning
unit for deciding how these requirements can best be met.

(2) That the health and education planning units should closely
and coptinuously coordinate their efforts as they relate
to health manpower. This can best be done if a nucleus |
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 1m§ortant1y,
to bring other groups interested in manpower into the
glanqing process.

(4) Although the public's interests must remain the central
focus of any health planning, it is probably not realistic
in mogg(devgloping nations to attempt direcf involvement

of local community groups in health manpower planning.
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#(5) ~ ‘The ‘health planning unit should strengthen its relationship
-with educational institutions and professional associations
5be 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 eiecutive authority, the
board, by virtue of the stature of its members and the impartial review
it would make of all matters brought before it, could have a powerful
effect on implementation.nyonce 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 representativea of the educational
’ institutions, the major agencies that employ health manpower, the govern-
ment;‘the general public, and the profeasional associations. In con-
etituting such a board several precautions are indicated.

First, the health manpower board should be concerned with health
manpower‘alone and ita 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

P T ¢

&

not absorb the functiona of the latter. While we believe it appropriate
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‘hat thevhealth manpower:board thave.lay (non-health), representation, on
.t, the majority»ofwtheamembersgehould bg;;ho:ougp;yﬂfqm;}§g;7y;thgghg
‘haracteristics of rthe:health sector and its requirements., Otherwise,
‘here'1s 'a risk that the board will give insufficient attention, to the
important issues of quality, productivity, and improving thgf?pig? of
lifferent types and levels of health workers, - i e

It 1s generally accepted that planning will be schesaful only
to the extent that the government itself is qommitted to the objectives
and 1s willing to take the necessary steps to enaurgh1pglempp§ation.a’b
To attain this commitment, the health manpower board shpu;d_have_contacts
as close to the top level of governmental authority as possible. In
gome countries the 'advartages of this policy may be so offset by the
dangers of partisan’political interference that less satisfactory
arrangements will have to be found. However, it must be realized that
technical solutions to manpower problems that neither take into account
political realities mor enlist the support of the politiga;,authorigy
will have little chance of success, regardless of their merits.

A third requirement for the effective operation of the poard is
a highly trained staff. In the case of general manpower planning,
Harbison and ‘Myers recommend a manpower secretariat in addition to, and
gomewhat independent of, the regular planning units within the various

operating agencles of the government.c We consider it equally important

8 thid., pp. 225-226. o
b Waterson, Albert, Qp cit., p. 340,
€ Harbison, Frederick, and Myers, Charles A., Op cit., p. 220.
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that the“ﬁéﬁiiﬁ?ﬁaﬁﬁdﬁeﬁ“bééid'Béﬁefitﬁffdmwdompecentmandicontinuing

ot

‘staff’ sérviced but believe'that for dllbut-the-largest:countries; these
functions should be filfilled by the regular plamiing units:within, the
dhicatidn’ and health' seétors, ~In géneral mappower:planning the:avmber
ofjﬁééﬁéiéé’éoﬁé@tﬂédiis”éo great that a:special manpower board. secre-

tariat can be justified to help collate and interpret. the,; vast - amount

of 'data required by the board. With many less. agencies; concerned with

"health ﬁaﬁbbwér;'iﬁ would be a needless duplication of technical bodies

and a Waste of scarce personnel to establish a special secretariat for
the heaitﬁ;ﬁéﬁpbﬁer board.

" The ‘effectiveness of the liealth manpovwer board will in large
measure déﬁénd on the types’éfxpréblemé'brought.before itiand the care

used in préparing them for boardconsidération. The planners acting

'as board secretariat should neither ‘birdenithe board with details nor .

" consult it 8o seldom or so perfunctoril§ that the board.loses. sight of

1ts primary role. Questions apprépriate for board consideration.could

include: (1) should major changes be made in the supply. ofi the various

' batégoriééfof health manpowers (2) by what means should such changes

be effected; "(3) should & new type of health worker be:trained;.,

" (4) ‘should ‘major modifications be made in'the curriculum.of an existing

" personnel éﬁﬁeﬁdtﬁ;’éﬁd*(S) should newlegislation governing the mode of

o

‘Practice 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 d991nant opinion was that although this_sortvof*cbordinating.énd
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policy-making body made sense conceptually,;sip}}ef yiéh-ievel‘boards<
had tended to be ineffectual in the past. ‘Meet‘ipg's;'tge;e‘irifre‘duent

and the agenda inadequately prepared. Fureher difficulties were en-
countered iﬁ”ééieeting appropriate ﬁember31; If they were of high enough
rank‘ée ﬁé”ébié”éo eﬁeak for their respective drganizations, they rarely
hed tﬁeﬂeimento devote to the meetings. Conversely, if they'had the
time, it usually meant they operated at too low a level to be effective.

i

In'e‘country where such considerations arée of importante, the
technieel level of the planning function must bear propoftionally
greater reaeonsibilitiES; This should not present any unusual diffi-
cditdesvif geeernment control over higher education is strong and the
~ operating agenciee not too fragmented. WhEn these conditions are not
‘fulfilled those at the technical level may find the absence of a man-

power bdard a cdnsiderable handicap. Some of ‘the ways of minimizing

theeebproblems‘wefe discussed in the preceedidg section,

Policy Execution
,We.wish to state at the outset that we consider implementation

as an integral, part of the planning process. Ihe effective planner

1

cannot divorce.plan formulation. from execution. As Waterston aptly
puts. it, "Planning may begin with ;hq,formele;;oq ef a plan as a‘guide
to implementation, but implemengetion begppes,iat.em;ater stage, a
guide .to revision of the original plag?a._ The two phases blend, onel

into the other, to form an organic whole that constitutes the essence

it e . . - f

Waterston, Qg'hit;, p. 336.
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sarPrevious chapters, have already considered some of the factorit

~ conducive.to.successful implementation. One of the most important,
/zhardly needing.further emphasis since it has been a dominant theme in
:ithis m°n°8r8Ph*715?F°upr°Vi¢§~QwI€§11§§19 pian,l)uot'onlylnuat tne .

manpower:(projections, "smell xight" -= in the ternigology‘of'tne shoe-

..{,

P d

. =leather-epidemiologist -- but the recomnendedﬁpolicxhcbapgee must be
politically:and administratively feagible, Too often7tne’pianner assess~
es onlyutheaeconomic;orwmanpouerjconeequencegfgf_a}ternatiye policies?
while :failing to take into account the nat‘urall.r:‘es:lsta{nce_}to"cha:n“ge.~
An: idealized scheme is; presented, vhich, because or‘the iongiplenggyg
period used, may.vary substantially from the existing manpower pattern,
Unless ‘a fair.degree of agreement already exists as to the oo;ectives of
future policy, plan proposals may receive scant consideration. |

Besides being, realistic, a good. plan must clearly specify what
implementing steps are necessary and when. The detail in which these

steps are set forth in a given country will, of coursé,- ' dépeiid .on’the
degre;‘of'centraliaed control that exists over manpower policies. If
themuarioua‘training programs are highly interdependent* ‘or the lack:
of?d;ta or:agreement on key iesuee makes for much uncertainty, 1t may
’o;‘deairable to indicate several major points during plan’ execltion’
whereva reasae;snent is needed. Thus, he first phase of'a marnpower’
pIan nignt!be depicted by means of a network diagram as 4% used in'-the

gL

"program evaluation and review technique" (GERT) of planiiing®. 'Figure VII-1

8 por a more detailed review of the application of PERT (or the.
“eritical path" technique) to health planning, ‘see,-"PERT ‘and ‘Planning

for Health Programs," by Walter Merten, Public Health Reports, 81: 2449-454
WMaer 10RA4 .
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Figure Vii-1 HYPOTHETICAL NETWORK DIAGRAM FOR THE INITIAL PHASE OF A NEW RURAL HEALTH PROGRAM
- BASED ON MULTI—AUHLIAH HEALTH POSTS = - 2

-‘\/.\ a critical path (i.e., the activity requiring the longest time for. execution) j"

-3 = activity _ . t=8

t = estimated time on
activity (months)

« Rural Health Post ______ |.| Comstruct: - ASSUMING FAVORABLZ
RHP R ral Heal —— or a dapt INITIAL EVAI.UATION
- site 5 :?i“iﬁ:ie 1. Train one more
- . 88, group of.2nd .year .
| : —— : . nursing students to
t=l t=1 t=1 Install t=12 serve as RHP .
B ; t Buy equip.v — equip. ‘ directors. '-f~
ange fo - . : 2. 'l‘ra:l.n 25 more
Estab. transport. ~ t=0 t=2 Initial - auxils. and prepate -
Agree RHP A / | appraisal [ to double training
on EHP ™yprogram t=12 [Train 5 RHP t=o Open 5 of RHP capacity“in follow-,
/ program| “| Coxd. Jdirectors ~\ RHPs operation ing year: = -
/ Committ- using 2nd-year male -V ) ,f( 3. Begin special 2-year
i - ) tee nursing students K traming,'-?'ptogtam
t= | for RHP directors
t=3 Orient super- 1 t=o. . : - with intake Of 20
. _ » : | : per year; coo¥dinate
=3~ s visory medical.  with nursing curricu-
. personnel | lum 3o grads. ccn
' ; » ~ later obtain R.N.
-\, Setwp Make publi- Make Decision gﬁiﬁ whinrﬁrﬁ
~ Wiocal advisoryl—Mcity about new| of whether or, hased gﬁtg g
committees - program not to proceed P T2

t‘:=3
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}shows'hdw this diagram could:be developed‘to‘cpverltne L1TBL yeuio wi o
'” "-" "" " 'Y' f""‘ ¥ o g f'!' 2 o Ly «') 7;: P _;' [; Tt 3, ‘

v’lS- e erlan to establish a new type of multi-sukiliary Health Post
55es J
d

I
'2» WY ) ! & ‘;. I

in gural commnnities., Although the overall scheme could be outlin

h c: 1. -,- rr. o1 ;: :ur e 2

in: the plan, ‘the diagrammatic presentation would facilitate early »

implgmentation and, by showing when new decisions are required, would;?
¢ o0 - e
reducethe risks of over-cohmiting resources on an untried venture. f1

N 14 \J ..4 - ‘.
l e ‘ E“

Mbrégvmr 1f one segment of thé "health manpower gysten" 1is JE1ayed e

K*} '3 (,5’1 v b) ul

in‘completing its part of the plan, the adjustments necessary in the £

O
g

other parts can be more readily discerned.

5 |

Planners should begin early during the phase of plan formulation;
o

-

b

ro think of the- need to change attitudes and to foster a "will to ; i
'p i ‘_: l» i r—

implement"ipolicy recommendations. Ideally this means directly in% v
g on { ;‘:;

el 7

-

3"’].‘v:lng in,the planning process those’ likely to be affected by the
R : ':"'l :
resulting plans. At the very lesst, interestea grOups should be invited

! 1-ﬂ
:“to present depositions to the plsnners on the key manpower issues under

H b A
(l?,' ‘e !.. : { tl a'J
Paa

‘b

,consid?ration, as was done by the Royal Commission-zn Health4Servicesj
. § J

PR S, , Y.

'I'\;Iv_'j ' d

yey

I,

in‘Cansds. Alternatively, periodic meetings can be held between pl ers

1__. “

‘i

! )
! G

,.

-t
&1

Qnthose sffecten by plens to exchange views’ snd promote common g

$§j§é ives. Our experience ‘with, meetings oé this type in Turkey apd *
' A ' t e :':’t [

l ; .‘ A i
L .

India“convinces us” of their usefulness»in paving the ;vay for-eventdalé
Once the plan enters the implementetion phase, veriou;‘meaauéésé
can.be. uaed t6'advance it ;ccorning to Bchedule.;jrhe‘;og; obviou; is..

“ b ‘ e L z. R
v

: ;
through financial incentives, or conversely, controls. Examplea~%f

IR . - 1t i i o oo 3

-~

those in most frequent use include- ot w N %,!; %
" AN a8
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i+ Grants~in+aid or:traineéships;for.gtudents;choosing;high priority
disciplines; '

prenvmta Ly v i 1] At st ey e Lot
Fellowships for graduate professionals to upgrade their qualifi-
cations or divert them into high priority specialtiea-’
AP L e et v ke e . !
Grants to educational institutions to expand training capacity

Lt . T
AR 6% [ . Seiyyd PR Sy

and/or modify curriculas’

H

"éhiﬁr§”$6nssééfaha'ocﬁer‘fihaﬁcia1 (and non-financial) ' incentives
! Atoupromote~improvedggeographic‘distribution;h, Lt

Improved salary scales. for. certain high priority manpower‘cate-
& gories to make these disciplines more attractive- ’

Contracts between health and educational institutiona for the
preparation of specified numbers of middle- and auxiliary-level

personne1°

Making institutional and/or individual remuneration partly
dependent on:productivity, while maintaining a defined level
. of quality.
- In using these and other methods to promote implementation, a
uword,ofzcautiondis»appropriate.' For most situations the problem is
not o much one of devising a‘suitableginducement but rather of 1limiting

; Ats use,to only the specified purpose. By way of example, as an

<

_inducement to, geOgraphic redistribution the cost of gradually imple-
(,Lmenting a 25 percent salary bonus for professionals working in small
\ communities would not be‘great; in Turkey or Peru public sector

expenditures would be increased by about five percent.‘ Here)the‘#d
:;greatest potential obstacle is not lack of funds but the failure to

‘,achieye}broad“supportnfrom all interested‘groups for a redistribution
policy,. . With most health workers committed to urban living, ways are

soon found to either take away the promised bonus or to use it as a
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'levér to’increase salatiéa’ genetallyi »Similarly,t other-types of fin-
ancial incentivea'tend to be quickly circumvented or neutralized if
YOIV

N T ‘U
a workable agreement is not first attained on priorities and objectivea.

R LY " RN SICR TR o5 & VAR , e

#

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

- !
3

adjust their'training programs accordingly.
In our expericace, however, such standards are often applied
inappropriatelyt‘ The length of training becomes the sole criterion
of adequacy and not the acquisition of a minimum set of skills. As a
resvlt, the standard either beeomesjunattainahle,‘and hence ignored,
or it leads to a wasteful investment -iri '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 oceur within public sector
health agencies regarding,the utilization of health manpower.:'With
qualified'senior administrative staff searoe, reforms essential to plan
‘implementation may be delayed or“ineffectively'applied. To overcome
such problems the‘governmentﬂmay‘find'it{eonyenient to maihtain a small
cadre of highly skillei "a&ministrative trougleshooters," available for
short-term assignment uhere;neene&: Thus';uhenfanvineipient bottleneck
appears in an agency subdivision, ‘a senior adiinistrator could’be given

temporary advisory or even executive responsibility to avert it.' Once

VR S S . ¥ . [ RSN _‘7\';‘5_7:;”;';; B I S R .i‘: '.‘}‘\' . el . T
the hard (and often unpopular) decisions are made, implementation
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started and the regular-staff oriented 'as' to their: continuing functions,
IPILERR N W Y T % RS Yy e AN Silaegl Ly oy i

the senior administrator could withdraw. The U.S. Public Bealth Service
B ¢ Biver!; T © g_‘.:l' (3] 1
has successfully used this method for many years in its efforts to
TV v N

improve state health” prograns.

lmplications of Manpower Planning

for-Research, Demonstration and Training

ManpOWEr"planning must be translated into -action. This requires
applied research demonstration and- training. Projects of importance

in these thrce 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

personnel. Only as each function is clearly defined in quantitative
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
: o I :
specific topics requiving intensive study.

(1) What services are needed? The health functions performed

ot

possible, private ‘practitioners should be analyzed to

determine:

Which functions ‘are given highest. prioxity by the people
_,served? ‘
tWhat doeg eacﬁ function cost according to who performs

the activities? -i'v v1 - o
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vl ual Eventually, such:studies shqpld;ngdugoﬁggsegﬁch.QQ,EQ?
, impact of health programs in promoﬁihg"economic’develbpment.
e Mt T e R I N TI N Chre _ )
(2) What quality of services ghould be provided? '
el L : )
The productivity of each type of health worker should be
gtudied. This requires better methods of studying inputs,
partly covered in the functional analysis above. It also
requires improved measures of health output. In addition
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 judicious balance of diplomacy and realism.
Research on quality of care 1is 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
performance. Examples of questions to be asked are:
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 patientvsatisfaction be best
balanced with personnel satisfaction?

(3) Organization of services.' The admiﬁistrative framework can
‘determine in large partAthé effective utilization of health

panpower. Systems ahalyéié apﬁfoachés are needed to evaluate
specific problems such a8t

CRURST P I o i v

What is the appropriate manpower mix for each unit or tne
rhealth services?. This requires particular attention to
the balance of professional and ancillary workers, their
team relationships and their respective roles.

What are the best pattexns of supervision, continuing
education and communication, especially through routine
v vecords, :among and within various units?

What are the best ways of paying for the various compon-
" ‘entd ‘of the health.gervices,giving particular attention
to the balance of private and public funds?
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(4)  Distribution .of services. .

In most developing countries the greatest manpower shortages
are in rural areas. In research on rural requirements of
health personnel particular attention should be paid to
ancillary workers. Some gquestions that must be answered
are: Should they be specialists or generalists; at what
level of preparatiou - curative or preventive or both;

and how much independence can they be given in isolated
posts?

Other special populatign groups also have inadequate serv-
jces and similar studies.should-be done on ways of meeting

their needs. Of increasing importance are the problems
of the rapidly growing urban slums.

In all efforts to achieve better distribution,the 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 guch as midwives?
(5) Demand Analysis. The most difficult part of health manpower
analysis is projection of effective economic demand. Research

ié.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 Research. Educational planning and the determination
of educational objectives must be based on better job definition. Studies
of manpower utilization should help to define the work expected of each
- category of “health worker. Particular edupational problems requiring
concentrated research are:

(1) The definition of educational patterns adapted to the specific

neads 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 teachiag
“"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 hospitale 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.

(ijf Teaéhing‘methods require particular study. Many new develop-

"ments’ in subjects such as programmed: learning and audiovisual

techniques require study to see:if they are applicable or can
‘:be adapted to" local conditiona. ’ '

(3) The particular problems of international migration of health
profeasionals are of particular intereat to the United States.
Studies are needed of the dynamics of the world market of
physicians’ and the economic and motivational factors behind

"‘biéééﬁ% trends., " © 7

l

R s . . o
General Studies of Mhnpowe Sugplz and Demand. Each country should
s e Sy 0 s LR TR I e

undertake itn own national health manpower studies. These should be part

of bealth planning ,and should be built into continuing mechanisms for
nfﬁfﬁu 6 @ s Tt DS BRIy e Al dn e
impiementation and further planning. As some of the specific items of
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1nformation indicated above become available‘they will havesto be

s
telated to overall manpower anelysee.
AR be .
Demonstration
As research pointe the way to poesible aolutions for the manpower

S T I

problems of developing natious, demonstration projects will be meeded

: to show the effectiveness of new methods, Priority demomstrabiom

projects are: el P |

(1) New methods of training health auxiliaries.

(2) Functional relationships in demonstration healtn centers
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-
ices in geographical areas with a wide range of institutions
and health units.

(5) The improved 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.



- 238 -~

ad Ihemgrea;eat health;manpower need in most developing countries
e on AL snds hataobbal oo ramantial

ia for trained ancillary peraonnel. Tb meet thia need, the dfvelopment
finmwoma nd Sy B3

for the teachers and directors of ancillary

Alei

1 1"

of special training programs

. health training achoola ghould be given the highest priority./
L H LN I !5 gl

important for the improvement of

‘155:9*14 ag fhi. e e . .
ie the preparation of appropriate teaching”aidé“auch“aa“film”stripa

el e
and programmed teaching curricu

‘both ancillary ‘and' professional training

la in books ‘and machines. ' The'bases for
developing these teaching materials will evolve from the research -

studies already discussed.





