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ABSTRACT

A number of countries have undertaken to study their health manpower
requirements in recent yéars, though unfortunately those with the most.
pressing needs have been least able to apply existing methodologies. To
help correct this situation, the Agency for International Development
contracted with The Johns Hopkins School of Hygiene and Public Health to
do manpower studies in collaboration with several less developed nations,
and, based on this experience, to suggest improved techniques for the
measurement of manpower supply and demand. This monograph presents the
methodology used, and findings resulting from the Peruvian health manpower
study of 1963~-64.

The Introduction describes Peru, its geographical, social and economic
characteristics, and relates these to the health conditions, institutions
and priorities.

Part I, consisting of seven chapters, 1is concerned with the supply of
health manpower. Current supply was measured by means of a special census

" completed in 1964, The principal unexpected finding was a high rate of

" attrition of dentists, pharmacists, midwives, and to a lesser extent,

physicians, from active practice. This was particularly eviden; among

young graduates and is presumably due to a recent overexpansion in supply.

Also documented was the marked urban concentration of health prefessionals.
Supply projections of the principal categories of health professionals

weremade to 1974 and 1984... Increments to supply were based on current
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tendencies in the output of graduates and losses estimated according to
alternative rates of attrition. The findings of a survey of the training
institutions were used to estimate thg\gogta of professional education,
and to identify actual or potential éd;catiénal groblems.

"""Part 1I, on demand, begins with Chapter 8, which discusses alternative
methbdologicéi"hpptoaéﬁeb:fo'eétimating demand and describes the one used
in the Peru study’

Chapter 9, on current demand, characterizes the health sector in 1964 --
the amount of services produced, the way they were distributed, and the
resources utilized. The major findings included the following: nationmally,
Peruvians averaged about 1.4 doctor visits in 1964 though there was over a
tenfold difference in theé utilization rate in Lima and in communities of
less than 10,000 population; both outpatient and inpatient services were
characterized by low productivity compared with modern standards; health
and health-related expenditures amounted to about 4.2 percent of the gross
national pfodhct,gwith'about two-thirds of this amount coming from public
funds; Peru's health manpower profile showed a marked imbalance between the
number of doctoral level health personnel on the one hand, and the number
of allied professional, technical and auxiliary personnel on the other;
slightly over half of the manpower occupied in the health sector were
administrative and service personnel, this resulting in a high administrative
overhéad; comparison of the 1964 staffing patterns in the several hospital
aystemaiwith standards developed for public sector hospitals in 1984 revealed
a marked concentration of resources in the insurance funds and the armed
and police forces' health services.

Chapter 10 gives the objectives, standards and constraints used to
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Chapter 10 gives the objectives, standards and constraints used to
estimate the demand for health manpower in 1984. The demand model postu-
lates the following: large gains in ambulatory medical care and public
health services and lesser gains in dental and hospital eervices; major
increases in resource productivity; improved staffing ratios in public
sector facilities; and approximate maintenance of the 1964 balance between
the public and private sector demands for manpower. The manpower and
fiscal costs of the demand model are estimated and an alternative demand
projection 1s considered.

Part III, consisting of two chapters, discusses the implications of the
supply and demand estimates on future manpower policy. Chapter 11 con-
fronts the demand with the supply projections and suggests what measures
are necessary to bring them into balance. The need for certain qualitative
changes in the training programs is also discussed.

Chapter 12 concludes the monograph by examining four issues now facing
Peru's health manpower planners -- health care organization, health care
distribution, the organization of the manpower planning function, and

needed planning research.



PREFACE

Why Analyze Health Manpower?

"Manpower planning means the total process by which proper
development‘and wise utilization of the human resources of

a nation is achieved in attaining the objective to which the
nation has committed itself . . . It involves the use of
existing or the development of new institutions to produce

the manpower required, at the right time, in the right

quantity, and of the right quality. It requires careful
integration of the various institutions so that in the total

of their functions they produce the people with the skills

and knowledge necessary to the nation's economic, technological,

intellectual and spiritual growt:h."1

Trained manpower has long been reeognized as the health sector's
most essential resource. Only in recent years, however,‘has manpower
planning been given an importance comparable to facility planning.
Despite this upsurge of interest in manmpower, the development of
health services continues to be retarded in many countriee due to the
failure to coordinate training programs with service requirements.

The resulting fragmentation of effor:s has usually been ignored
in the past. As long as health technology remained at a primitiye
level, the social costs of inefficiency were not readily appareno.‘

But the importance of trained manpower to the operation of health
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programs can no longer be neglected; even the uneducated farmer can
see the new regional hospital, built to serve his needs, unopened
for lack of personnel. Public health end hospital administrators
realize the great impact they could make in solving community health
problemg if sufficient qualified health workers were available. As
a result more and miore countries have come to accept that'the‘ptoper
developmen%Aofﬁhﬁnan resources requires national gtudy and natdonal
planninQi"F |
Manpowetlplanning has not proved easy. The feetors which deter-
mine future demand’ are pborly understood, even in eountriee with.
abundant data endeadvanced teehnologies.' However,'in countries with
a relatively favorable QUpply;of manpower and a large private sector,
poor madpdéei'pianning need not seriously affect levels ot health.
Deveippiug countries have no aucn margin ef error. Resources
in all sectors are scarce and alternative investments must be con-
sidered carefully in order to maximize returns. Yet it is in the
developing countries where the mistakes made in manpower planning by
counttieelin a more favotable state of development are most faith-
fully tep}odnced. Mhnpowet-population ratios that develeped spon~
taneoual;x(iee;:séithout any conscious attempt to make manpower
suppl; netch demand) are often adopted in lieu of a more satisfactory
method for anticipating requiremente.
Other probleme have retarded the development of manpower planning.

One of the most pervaetve has been the lack of an effective mechaniem

in many countries for coordinating the‘activitiee of training and



gervice institutions. The problem of how to attain a given manpower
target has only begun to be faced.

As attempts to plan manpower resources have foundered on these
complex technical and administrative problems. the need to devise~
improved methods of analysis, particularly for use in developing
countries, has become obvious. Conscious of this need, the Agency for
International Development awarded a grant in 1961 to the Division of
International Health of The Johns Hopkins University School of Hygilene
to study the manpower requirements in countries at differing stages of
economic and social development. Shortly after the contract was signed,
representatives of Johns Hopkins visited parts of Latin America, Africa,
the Middle East and Asia to seek out countries with both an interest in,
and research capabilities for, cooperating on such a project. As a
result of this search collaborative agreements for manpower studies were
concluded in Peru, Turkey, Taiwan, and Nigeria.
The Peru Study: An Overview

In July of 1962‘a Johns Hopkins team consisting of Dr. Tom E. Davis,
economist from Cornell University, Dr. Schuyleeronaroff, anthropologist
of the staff of the Division of International Health, and Dr. Paul Wehrle,
public health physician and Professor of Pediatrics at the University of
California School of Medicine (Los Angeles) arrived in Lima to begin field
work on the Peru study. Counterpart personnel, designated by the Ministry
of Public Health and Social Agsistance (hereafter referred to as the

Ministry of Health) of the Government of Peru were Dr. Armando Petrozzi,
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Dr. Alejandro Sotelo, and Dr. David Tajada: .Shortly thereafter
political diaturbances, leadlng to a break in diplomaticlrelations
between the United States and Peru, forced suspension in the work
on the study and the American team‘returned home.

v With the political situation atabilized and the government
returned to civilian control, the manpower atudy was resumed in
July 1963. . The full-time Hopkins repreeentative was Dr. Thomas L.
Hall of the ataff of the Division of Iaternational Health. Dr. David
Tejada, Chief of the newly created Health Sector Planning 0ffice,
designated sanitary engineer Jorge Salinas and Dr. Enrique Rubin de
Celis, as the Peruvian members of the manpower study team.

Field work on the health manpower study lasted 13 months, from

July %993qt° August‘l964. Besides the two principal collaborators
in the project, Mr. Marcial Aranguri, Planning Office statistician,
contributed approximately six months to the study, other profeasionala
of the Planning Office staff collectively contributed about six per-
son-months, and the entire Planning Office was involved in the
review of study design and progreea on numeroua occasiona throughout

the field work phase. The Planning Office and the Ministry of Health

‘. additionally contributed aecretarial, auxiliary, and data proceesing

_personnel equivalent to about eight person-years.
The Peru manpower project encompaases a number of subatudies
designed to describe and project manpower supply and demand. Although

later chapters will describe these studies and their resulta in detall,
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it 1s useful to briefly summarize here the approach to.gnalysis used.

Planning is most necessary where resources;a;g¢4q shortest sppp}y.
Concerning health manpower this means that attention will be inevi-
tably focused on the health professions, where the cost of training is
greatest and the consequences of inappropriate decisions most serious.
In the Peru stﬁdy these include the professions. of medicine, dentistry,
pharmacy, nursing, and midwifery.

The efficiency and effectiveness with which these professions can
discharge their responsibilities depend in large part on the availa-
bility of an adequate supply of technical and auxiliary personngl.
Categories of health workers of this type for which supply and demand
projections were made include laboratory and x-ray technicians, auxil-
iary nursing personnel and subprofessional sanitary personnel.

The time and resources available for the Peru study did not permit
the entire sector's manpower requirements to be included. Priorities
had to be selected and, as a result, certain small but important cate-
gories of health workers such as sanitary engineers, social workers,
dieticians, and health educators were only briefly considered. Two
large categories, comprising administrative and service personnel, were
included only in the cost projections.

The time scale used in planning varies widely depending on such
diverse considerations as what is being planned, the predictability
of the future, the duration of the budget, and the years in office
remaining to a government administration. In most situationq, program
planning is short-term, i.e., less than five years. Events, needs, and

policies may change with great rapidity.
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Mg'powei“ﬁiihﬁiﬁg rediirés a’nuch>longer:periodifordmostiof. the s st
healfﬁqéfbféésléhé‘sﬁbpl§5ié”esééntlallyﬂ1nelastic»overdatﬁlegstwaaL:
four- 6?"51§e1§eﬁippéflbd“hﬁﬂebftéﬁ‘fbr“muchflongera_nFor:aaptofeasionr,
such a8 medicine, even & ten~yéar planning: period.is insufficient.. .
Decisiony’made ‘in’ Year One can’ begin' to' affect' supply:only’ by Year
risks either over- or under-responding to an ‘imbalance in supply. and
demand observed in' the'base year of the pldnning period. In the
first ‘case, efforts 'to correct a serious sliortage of one type of
personﬁé1'§$§irésﬁit!iﬁ'shcﬁ”én4exﬁaﬁaidn of output of -the training
{nstitutions that“the supply of ‘health workers goes beyond meeting
the original deficit and Fesults in a ‘surplus that can't be absorbed
by the sector. Alternatively,’ 1f population growth and changing pat=
terns of madpower utilization aré not taken into consideration, cor-
:ectibﬁbrin”éuppiy'mby‘brbve adequate to meet current deficits but
not future needs. To minimize these dangers, supply and demand pro-
jections are made for'a twenty-year period. Since the base line studies

were'éohpléféd in 1964, the projection year is 1984, with an inter-

iy

mealaté'prgﬂéhﬁidh‘t0‘19f41

The supply of health manpower ‘at some future point in time is made.
up of three components: ' the supply at the starting point, plus incre-
ments to supply during the intervening period, minus losses. In this..
etudy;théwéhﬁﬁly'éfkeﬁéﬁ type of health worker vas determined in a
sbééiﬁi‘cénsus}éﬁﬂdﬁcééﬂ'15‘1963ﬁ64;"“Futﬁré increments are projécted
Sgguiiﬁﬁﬁéontiﬁdationadf“ﬁhe‘pfeéeﬁt tendencies in:the.output.of each:.

type of health worker during the planning ‘period. ' <Alternative loss: -



rates are used!'based on conseiVativérathopt1ﬁisficvassuﬁpt1¢nsgae«;mﬂa
tﬁe‘percentage*of‘Héalth*WOrkefﬁ”femdininkﬁprbféhbionally active: over :.
time."

Demand projections are based on alternative hypotheses of::howe. -
health services may develop during the:planning period. : Attention.is
focused primarily on the rationalization of manpower distribution and
utilization within the public sector so that maximum productivity is:
attaincd! Each alternative formulates targets for .the volume-and mix
of services to be delivered in 1984. Supply and demand projections.are

then compared and the implications for manpower: policy examined. .

A study of the scope undertaken in Peru is, of necessity, dependent
on the collaboration of numerous:pérsons and institﬁtiéhs. For‘tﬁis.
collaboration, given in generous measufe, I am deéply indeBted.

Regrettably, space allows individual acknowledgement of only a few.
Heading such a list are the Ministers of Public Health and Social Assis~
tance, Javier Arias Stella and Daniel Becerra de la Flor, and the
Director General of Health, Carlos Quiros Salinas, under whose authority
the manpower study was carried out.

More directly concerned with the many demands of the study were the
deans of Peru's various professional faculties, Mario Leon Ugarte,
Director of the School of Public Health, and Luis Angel Ugarte, Study
Coordinator at the San Marcos Faculty of Medicine. Their continued
interest and assistance is gratefully acknowledged.

I especially wish to note the vital contribution of the entire staff

of the Health Sector Planning Office. Deserving individual mention for



their“participationwnrewDavld&AgnTejadasﬂegRiyero;andfAlgjandxo'Sp;elqlﬁy,
past "and- present ‘clifefs :of: the; Planning, 0Office,,Marcial: Aranguri, L., now:
chief of the Division of Health Statistics, Enrique Rubin de Celis and
Jorge Salinas..

I wouldralso like ito-thankmy associates at the Division of Interna-
tional 'Health 6f ‘the Johns Hopkins:School of Hyglene, Carl E. Taylor,
Timothy D.' Baker and William A. Reinke, and A. Peter Ruderman,‘Economic
Advisér of ‘the Pan American Health Organization, for. their valued help
with various aspects:of ithis project from its inception to completion.
Needless t69aay,(re8ponsib111ty for any shortcomings in the study remains
with the author alone.

1 am greatly indebted to Miss Kathleen Hill for typing the many

drafts that went into the preparation of this monograph.

Baltimore, Maryland
May, 1967
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INTRODUCTION

The complex interrelationships that exist between a nation's
health and its level of gsocial and economic development make it
impossible to consider the one independently of the other. This
introduction reviews some of the factors extrinsic to the health
sector that have an important bearing on health as well as on the

sector itself, its priorities, resources, and organization.

Peru: An Overview

Geography and Population

The third largest country in South America, Peru covers almost
half a million square miles. Three natural geophysical regions are
described: the narrow coastal strip running the length of the west-
_ern border with the Pacific, the Andean highlands, and to the east,
the jungle.

Varying in width from a few miles to more than 100, the coastal
region comprises about 1l percent of the total area of Peru. With
less than two inches of rainfall, most of this region is barren
desert. Ports anq major cities, including Lima, the capital, line
the lower coastal regiqn,,while the upper coastal area, up to an
altitude of 6500 feet, is sparsely populated and consists wmainly of

steep, poor lands.
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The sierra, or highland area, comprises about 2§ percent of the
total territory. The irregulat iahdscape of the Andes features cold
and treeless pastureland contrasted.with jagged snowcapped mountain
peaks. To the south the many streams of the sierra drain into Lake
iiéiéAZaL which.fo;mehe(netﬁtethooﬂaérﬁ with Bolivia.

V iﬁé"feéibﬁ:tb'eﬁe east of the Andes accounts for 63 percent of
the national tettitory'eh&“ia divided into two portions, the high
aoh:&o;,jhhélel The high'jUngle.ieieituated at en altitude of one
to:tﬁtee'thoueand feet, and has a‘temberete'elihate with moderate
rainfall. The low johgle'cohetitutee‘the Amazon Basin and has a
typical subtropical cliqete,y@th‘high‘temperatures throughout the
year and heavy rains lasting from October to April.

Few nations have had to contend with eoch harsh geographic and
'oiimatieXEonoit;oné g those found in Peru -- conditions which have
,'teeuiteéﬂio'marhed regfohel varletione'ihvthe patterns of 1iving.
| Whiie these ietiations havepéiven Peru an eieeptionally rich cultural
hetitege,‘they have also acted to retard social and ecomomic devel-
opment, end. as will be evident throughout this monograph, the dis~-
\;tribution and delivery of health care.

Hri The estimated population wae 10.3 millioh in 1961 and 11.3.mil-
lion in 1964. Kecordiﬂg to'fhe 1961 census epbroxfmetely’47 peréent
(live in urban areas, though in terma of a more realistie definition
o?puéban commuuities, thia figure is probably closer to one-third.

°s1i§ht1y more than half of the ﬁéﬁﬁi&tioﬁ'livée;in the gietfd;'éhbut

two~fifths on the coast and a tenth in the jungle.


http:11.3.mil
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> Ethnically; somewhat over: half: of the: population is.considered
either white: or: mestizo. (of mixed: Indian: and. Caucasian, parentage)
and most. of the remainder, Indian. Less than two percent are.Negro
or of Oriental extraction, and one percent -are jungle Indians, .

Historical Perspective

Indian tribes are believed to have settled in the Andean region
as early as 2000 B.C.,'alth0ugh.it was not until the 10th and 1llth
Centuries A.D. that the territory of modern Peru became extensively
populated. The first culture of importance in shaping modern Peru
was that of the Incas which arose at the beginning of the 12th
Century near Cuzco. During succeeding centuries the Incas expanded
their empire to include the territories of modern Peru, Ecuador,
and Bolivia.

Despite their many conquests, the Incas were not a warlike people.
The rulers had a paternalistic spirit and distributed state-owned lands
among the people and provided for their material well-being. The Inca
civilization was notable for its many accomplishments in the fields of
agriculture, road and bridge building, masonry, ceramics and weaving.(z)

By the time of the Spanish conquest in 1532, the Inca empire had
become -a highly centralized state with a rigid hierarchy that allowed
‘the ‘average man little initiative or mobility. Its organization was
pyramidal with lines of authority leading to an apex without lateral
connections. It was the inherent weakness of this sort of structure
which facilitated the conquest of the empire by less than 200 soldiers

-under ‘the command.of Francisco Pizarro;(3)
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#!The period’ immediately following: Pizarro’s:conquest’wasione of
s%fiféavfThe”Indiand?dplitxiﬁto’twoegrdUpB;wohevperaistingq1nxef£orte
‘o maifitain the’ empire, and the other:tesigned. to: actept:Hispanization.
A nunber of wars ensued, during whichi:the: native population:was -
depleted by half.
Peru's colonidl wealth was primarily based on the availability
‘0f an inexpensive supply of -labor to.work :in agriculture and mining.
Officials of ‘the Crown -and colonists alike obtained large tracts of
‘land which: they then ‘distributed among the Indians in return for a
tribute to be paid either in gold or personal services. -Since most
‘Indians ‘had no gold, this system soon resulted in the virtual enslave-
merit of much of the native population. Later, with the discovery of
extensive mineral deposits in the Andes, more Indiams entered into
. -economic ‘bondage to'the mine owners by virtue of -an Inca institutionm,
" the mita, which in the absence of a monetary system, had allowed for
the payment of taxes by labor.
"+ In-‘1569 Viceroy ‘Toledo sought to ease the lot of the Indian by
.cancelling somé of .the land grants to officials who abused their
‘ subjects and by resettling -portions of the dispersed Indian popula-
--tion 'in ‘controlled villages under ‘a .gsystem somewhat similar to that
w»of ‘the Incas, -While thése policies were enlightened in-intention,
- :Spanish authority was:-unfortunately too.remote, cumbersome, and~”
v uninformed 'for effective:implementation.
‘i iy [The:-revolutionary:ideas:that. swept Europe :and North America

towards the end of the 18th:Century .soon had their-effect in-Latin
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. .America. ..In 1821 -the.Armies..of Liberation,, led by Bolivar and San
Martin,:'defeated :the royalist;factiops in Peru and on July. 28th,..
the Republic of Peru was proclaimed.

. /The aspirations of the leaders of. the revolutionary movement
fo:na'democratic,nationuof;small;iqdependent;fatmera soon foundered
on the traditionalism.of most of Peruvian society. The Indians,
released .from the limited protection afforded them by the colonial
laws proscribing against the disposal of their lands, fell prey to
the unscrupulous. Large landholdings became larger, and the Indians
remained in bondage..

By the mid-1800's, the effects of the Industrial Revolution
began to be felt in Peru: industry and commerce flourished, rail-
roads were.built along the coast and the remarkable Trans-Andean
line was completed. Commercial agriculture, primarily based on
cotton, began on a large scale in the coastal region.

- The new. economic prosperity was short-lived. War with Chile
(1879-83) -over the control of the nitrate deposits in; southern Peru
resulted in the loss of the disputed territory and a severe depres-
sion. which lasted several decades.

"By the turn of the century, the process of industyialization
gradually resumed. To recoup heavy investment losses foreign bond-
holders assumed control- of productive Peruvian industries which in
.. turn. encouraged additional foreign and domestic investuments. . The
Indians of the highlands, little affected by the economic and.pqlitical‘

fluctuations of the coast, slowly became aware of possibilities for'a
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‘Batteér 1ife.'’ 'As land pf&ﬂéhfés”ihdreasedg’so“tbdididzthe.migfations

to ‘the ¢ities on 'the coast and ‘agitation ‘for land 'reform in the- '

sierra.

“*The political history of mich:of the Republican Period is

"“dominated ‘by the ¥ise and fall; :usually *by force, of a confusing

array ‘of ‘contending 'political groups.:-Although rivalries were bit-

tet, 'differences were more ‘a mattér of who controlled the government
“than ‘of 'how the governmént was used'as an engine for 'social and
‘economic progress.

Slowly this pattern is undergoing change. Recent' governments,
most ‘notably- the ‘Béeldunde 'adininistration inaugurated in 1963, have
madé concerted efforts to promote the development of the whole
nation ‘and creaté a‘ sense of national‘unity and purpose. But the
process of integrating'the extremely discordant segments of Peruvian
society will be' long-and difficult. After centuries of apathy, mis-
trust, or hostility, the Indians, landowners, capitalists, workers,

"riging middle’ class, army'and Church are now being asked to make
“common cause for the good of all.  Economically there is a growing
awareness of interdependence but-politically and socially the.chasms
‘that divide' are still great. Only as the high cost of perpetuating
‘these chdsms becomes apparent are ways being sought to bridge them.
An’ important elemernt 'in the ‘attack against the traditional barriers
“to. development will be, without doubt, the prouotion of better-health

“‘éare 'for all Peru.:
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Governmentuﬁnd Geopolitical Divisions

The government of Peru is headed by a president who is elected
for a six-year term, and is prohibited by law from succeeding him-
self. The legislative branch is bicameral with 45 senators in one
house and 140 deputies in the other. Each branch is elected at the
samé time as is the president and for the same six—yéar period..

The franchise is compulsory for all literate citizens between fhe

ages of 20 and 60 (18 if married), the literacy requirement effectively
eliminating most of the Indian population froﬁ the vote and thereby
placing most political power on the coast.

Governmental administration is carried out through 12 ministries
and a veriety of quasi-independent governmental agencies. Ministers
are appointed by the president with the approval of Congress and
serve at the president's pleasure. The Ministry of Health is the
principal governmental agency concerned with health, though other
agencles with important health functions include the Ministries of
War, Air, Navy and Government, and two semi-autonomous insurance
funds. |

For administrative and political purposes the country is divided
into 23 departments, plus the Constitutional Province of Callao
- which 1s treated as a department; The departments are in turn
divided into 144 provinces and these into 1620 districts (1964
figures). Although there is a gradual tendency towards decentraliza-
tion, political and administrative control of the country is still

largely in the hands of the president by virtue of his power to
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appoiiit “the key:departrental andcprovinclal-officials.:¢iSinceyrizn
depaitiéntaiand’provincial boundaries:bearslittle relationcto.:
regioﬁﬁI économieror:social.realities; these:;ijurisdictions :are..
seldom’uséd in the-manpower study::-Districts; as:the:smallest
'poliﬁié&i?uﬁit”ﬁéédvinﬂthewﬁatioﬁdl!pdpulationaceneusguarangroupedJ~
according'to "the size.of” thejurban:population.toi:facilitate.study:
of the'urban-ruralgradientiof. manpowercdistribution:.i
Demography -
Population:Growth:s:The  famous: Inca-system. of: knotting. coxrds.
to register:their:bubjects'does not:permit accurate estimation of
the population of the Inca empire, but: historians: eptimate: the - .
number to have beeni'¢lose!tosgix.million. ) The first:census under:
Spanish rule was conducted: in 1548 and: enumerated a-tatal of: 8.2 -
million ‘persons’ living ‘approximately in the. region. covered by . .
modern ‘Perii. A ‘century’and-a half later, im: 1795, .a. second census,.
revealéd?ﬁheﬂteiribleﬂimpact of> colonialism.on the Indian:subjects:
the poptilation liad deélined to'il:2 million.- Following independence,
the population again ibegan to.rise and by mid-20th Century,.as a
result-of -falling. death.rates_in the face of continued high birth
rates, Peru had attained one of the most rapld rates of growth in
the world.

BT e s T St g g TR " e ,

The only two censuses ¢onducted in this century were in 1940

reradiliey " VS S DA T e N T £ U PRI s SRR
feahlenye ¢loomannsy od man e tenng 0 e fe gy ol e \ sl

and 1961. Using these as reférence points, population“eatiﬁa;es :

were made of the intercensal years by interpolation and for the

future, by extrapolation. (Appendix A).
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‘Using§m165196¢lhéﬁﬁﬂécréféreﬁceapoiﬁt-fornthenhqglthzmaanW§§1aqqs
study, thée:population df Peéru:was:estimated toibe}ll;%985409o%gbﬁqedYah
on an asstmeéd ‘annual ‘growth:rate of <3:1 fpercent ;-.-According to the... .,
National Buréduvof :Statistics!and Censuses;, thisqrate.of growth 18 ...
likelﬁﬁtdﬂconﬁinue;uatwleastﬁuntth1980;iunleaabprevﬂiliﬂsiRQCFQFBS aE]
of morfﬁlityﬁdndifércilityﬂafenﬁodiﬁiedtvuByﬂl974,uthe ten-year; ;:
. reference point forsmanpower ptojections, ithe.population will;have ; 5,
increased 36 percent to 15.4 million and by 1984, spproximately.85.. .
percentbtéﬂ2029?m11116n.msA1th0pghicheaeaéstdmatqg;ggggyg;}ggrgygf
high, they-atsleast introduce’a measure of conservatism; into, the:. ..
projectioniof: hanpower~to-population ratios: roul o3 Yo opolreioag
Birth’and:Death Rates.’ Changes!/in:age;structure as well as .
the inébmbléteﬁessiof=birthwand;deathhtegistratiqn<haveamade¢it,‘i3
difficult’tb’eStimateNECCuratélyﬁsughrindiceangs;thenbirthy18F959ns
deathvratexforﬂtO’constfdthh.lifentable:forntheyggrqviqp popula-, .
tiod;V“AEcbrdingltéiofficiarnrdgfsttatiOn;datagtheuamexage;birch¢Fm
rateduringlithe 1940-61 ‘intercensal: period was:132.9, per, théusgnd%%
~and the déatﬁ“rata% IZLS*pér=thbusand;zhﬂowevep”qinjseeking»;o Con

R R IR A S NI T I A S A LS SRS RN LA

al oo ool DI 300w -
8gxcludes the jungle Indian'pdﬁulation, varioualy ‘estimated at
between 100,000 and 150,000. Since data are so unreliable for
this group they are usually not included in demographic analyses
of the Peruvian population. . With most. tribes tending to move
frequently and living distant from any organized corminitiles it
will be.years before health services“cap be reasonably provided
for them. N C Temenn faty
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“ §1-
ok aebsslugeq wdr to solavegorg=31i=c doow Ariw seds 3B dn a0 4
sviexplain«theobservéd sintdrcensal population.growth, demographers .
estimate that the actual birth and.death:rates most J{i_,lgeJ]_,g legrgged
ai648tand 26'per thousand, reapectively._d(_,ﬁ)«‘lz,,5&31..9N6I_{_¢_W§llg(;hgg_§3-~ttat:e |
wascstill: éstimated-at 48.though the death rate.declined to.about
518: 3
'preliminary estimdtes suggest:that the life.expectancy at.
birth for°males-and’ féemales during:the:period 1940-50.was about
~34’ and35°years, respectively; and. for.the: following decade,-46. and
48>years. (6) 1ifor 1961+ 1t wds 51 years.for men.and.54 years for
vomen. (7

Age and Sex Distribution. The Peruvian: population is:young and

*the“'current! high birth: rate  will 1likely maintain, it so during the
' ‘hext ‘several’ decades.' - In 1940 the median age was about 18.6 years,
'4n. 1960-4t!'was' 16.7- years, and by 1980 the estimate is.18.0 years.

The distribution of the population by age group is given in Table 1.

Table 1. POPULATION DISTRIBUTION BY AGE: 'Pééﬁ, 1940, 1960, 1980°

 AGE GROUP W
*(years) 1940. - 1960 1980

0-4 16.4 - '18.2  16.7

5-14 24.3 ., 2644 ..26.7

15-44 421 41.3 42,7

45-64 {%:ia,< 10. 5 :£3%0.7

65 and over 4.7 3 6 3.2

% under 20 and over 64 55.3° ' 58.9° 57.4

and(dependent population) . .. gucl lnieoer an . don

8 Boletin de Malisis Demografico (ref. 3). ‘Baged’ on ‘Table 4, p. 60.
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It 18 ev:ldent ‘that with euch a*high ptoportion of the population in
" the' ‘%%g’er ~age‘lgtoupe ;“ ernali andxchild health“.pr’ogrqna;williyhave
righ ptiority for yeate oo rcomes - ke ouian sdd s g rnnide
=35 /gdggraphic Die’tribution. - ‘Throughout the:world I;ee:ttlwlhofﬂic:l.als
Have: grappl’é’d with ‘the’ diffi:cult problen‘l’:‘df ren'euring nthat i'ru'r:al:gg.,:
populetione have adequate access to health eerv:lces. 'l‘he ptgeepee of
.8 -1arge 'Indlan-populition liv:lng '.lnzthe inhoapitable Andezm h:lgh-
lands“has' fade’ thils problem part:lcularly diffieult in. Peru; ';Au,.
. 4mportant ‘element if: the‘manpower study, then, was. the, quantifica—
tioniof:the ‘pural~urban: gradient in the dietribution of manpower.\
resources, both ‘as a bae:le ‘for plenn:lng future policiee and 888,
base-1ine against which’ to “evaluate. progrees» corn Do '
Accotdingly, i Peru'sv 1620’d13tr1cts werex grouped 1pto f:lve .cate-
'g“di:ie’h based on 'the urban: population dn «each district at. the time of
the natiohal cengustin-1961.:" These ‘groups -are, (sée. Appendix\ I for
'dist‘r:lct namee) g

(1) the 2,0 d,:l.str:lcts compr:leing -metropolitan Lina and

B ~1nc1uding- Callao

'sv-...f:'.: ’j,'“' {2 'f\! o

oo e

’(2) the 15 d:lstr:lcts w:lth an urban population of S0,000uP to
L 29,999 S
‘(3) thie 6 dietr:lcge w:lth an urban populat:lon of 25, 000 €0
i?ﬁ;ﬁ‘&9,§99
 A® ehé;§3 d19§££$c3~w1th~an"ufsah“ﬁbﬁﬁlacibd“of 10,000 to
N 24”999, a‘nd it

(5) _the remainiqg 1546 _districts with’ leeéi«thanilo‘ 000-arban

——— o

‘ ”’popglza,__t‘: 101‘1.
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Table 2

Jaeay art

The .estimated population,in each group in 1964 is given in
along with,certain other characteristics, It should be emphasized

that these population groups are used primarily for illustrative

1
4

,,purposes. and .the derived manpower-population ratios baeed}og_;geq
cannot be interpreted rigorously. Nevertheless, thiq.mgthgdqu 4
classification does help show how the_gvgglgbility ofvhealth man-
power varies according to community size and suggests the genggal
magnitude of the redistribution of health resources that mgy_pe
necesgary in the future..

Table 2. NATIONAL POPULATION CLASSIFIED ACCORDING TO SIZE OF
URBAN COMMUNITY: Peru, 1964

POPULATION IN DISTRICTS
WITH (OR FORMING PART

OF AN URBAN COMPLEX WITH) | . % URBAN % ANNUAL
AN URBAN POPULATION IN % OF TOTAL BY 1961 . GROWTH
1961 OF * POPULATION® POPULATION DEFINITION® RATE
PERU - 11,298,000 100 49 3.1
Metropolitan Lima 2,181,000 19 98 6.3
50,000-249,999 - 881,000 8 . 89. 4.3
25,000-49,999 294,000 3 8L 5.3
110,000:24,999 . 926,000 . 8 67, 2.5
Under 10,000, . 7,016,000 62, 26 2.0
Y T N TR SR SRR S SR ER . - D e

~ 8pstimates based on extrapblation of the crqdéﬂi940/61‘trendVtowards
‘utbanization dand the totals adjusted’to conform with, the corrected
1964 pop?lation projection.
SO LEMIEIE T ¥ O AT T S

brhis definition includes all communities, irrespective of size,
with certain specified urban characteristics. o
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The trend towards rapid urtgniiation is evident. Even using

et 1 PivioaatatitioR’ of Mirbdn ad Hiided: toitis with 1070001

gr'égfgrinhebitanta. the percentage “5¢°Peru’s population’1iving” ‘4

urban areaa 1ncreased1fram 20 in"1940 to 32 in 1961 and 1is" ‘datindted

to paea 40 percent by 1974. “Although’ these valuea ‘give ‘dimension‘ito

BLArirIt Ty

the tremendous migration of rural populaticns ‘to ‘the’ citiea, most"
éé%&?i&ﬁé“&ézii ii&é'in’ﬁfé&bmiaahtiy”rufa1 areaa"and"will“continue
£67d5" 40 ‘fot ote ‘tine €6 comé.”
pdudacion

The finding in the 1940 census that only”aﬁcut'40”§ercéht’bf"

the popnlation was, s1igorate, had g,utr ng. {mpact on 3overnment educa-

TReRcs o 1 R .
'Y

‘tiopal policy in the ensuing yeara. The budget for &ducation was

intensive campaigne conducted to promote aduit literacy.. By 1961

‘the 11teracy rate among persona—17 yeare .and older .had increased to
i
60 percent deepite -a 54 percent increaae in-the pcpulation.. Although

‘&aina werefgreatest in rural areds, the literacy ‘Ydté of ‘rbral resi~
dents (39%) was still found to be- far below that of urban'residents

- (822).

o~ C

' Education is almost entirely’ a-governmental responsibility:with

‘ 3ver 85 percent of a11 primary and’ sbcondary school ‘stodents and "

S © e
- m—v— s s eeis ve PRS-

about 95 percent of university students in public sector inetitutions.

by .-;‘\i

iThe Ministry oi,PublicpEducation 18 the principal ageqcy concerned

with education and expends approximately 85 percent of allneectoral

ey T ew) Ao
finds. "
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The Peruvian school system includes .four levels: pre-school,
primary, secondary and higher education. Pre~-school education
lasts one year and is given free to children between the ages of
four and six yecars. This level is not compulsory and is usually
1imited to the larger urban centers.

Primary education consists of one year of "transition"
(between pre-school and the first grade) followed by five years
of day classes, or occasionally, six years of afternoon or evening
classes. Public primary education has been free and compulsory
since 1905 but even today educational fgcilicies do not reach a
considerable proportion of the population.

For many years secondary school education was oriented towards
preparing students exclusively to enter a university. This policy
meant, however, that the many secondary school graduates who did
not undertake university studies were poorly prepared for work in
the national economy. To correct this situation changes were made
in secondary school education in the National Education Plan of
1957. Under this reform, two systems of secondary school education
were created: "regular" (comun) and technical. Students enrolled
in both systems take three years of general studies and then split
for the remaining two years, depending on their aptitudes and
objectives. Those interested in university training enter the
regular gsecondary school program to continue their studies of the
sciences and humanities; the remainder enter technical schools for

instruction in commerce, the industrial trades, or agriculture.
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Of the 256,000 ‘students ‘enrolledin ‘secondary schools in 1963, about
80 petcené”ﬁefé‘ih thé régular schiools, 9 percent in the industrial
or trade schools, 9 percent in commercial schools, and 2 pe;cent in
agticulfﬁiﬁf echools. The number enrolled in the last year of the
regular secondary school program in 1964 ‘was approximately 28,000,
this repreaeﬁﬁfﬁg the potential pool of applicants for higher educa-
tion, including training in the health sciences. From 1960 to 1964
this pool increased by an average of 3100 students per year.

The biggest problem of educational planners has been to expand
school facilities fast enough-so that not only would the needs of
the growing population be met, but also a reduction made in the
high proportion of children without access to education. In 1951
about 46 percent of the school-age population was in school. By
1963, despite a 79 percent increase in total enrollment, the per-
centage in school had increased to only 62. More than one million
children, most of them living in the sierra, still had no access
to the educational system.

Another difficult problem for educational planners has been
the high attrition rate of students entering the system. According
to Ministry of Education figures, omly five percent of the students
entering school in 1951 were in the last year of secondary school
11 years later. Although partial data from the cohort entering:in
1957 suggest that the proportion retained up to the level of the
fifth grade inéreased from 20:to 34 percent in the seven-year period,

the dropout rate 1§ still extremely high.
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Until this century, the only source of higher education in
Peru was the Main National University of San Marcos (Universidad
Nacionel Mayon de San\Marcqs.‘hereafter abbreviated as. the Uni-
versity of San Mnrcos), second oldest university of the hemisphere.
Founded ih Lima in 1551 by ‘Charles V of Spain, the University now -
inoludes the Faculties of Mbdicine, Law, Science, H umanities and
Letters, Pharmacy, and Dentistry, and the Schools of Midwifery,
Educatioh; and Economic andicommercial Sclences.

The expansion of_hiéher education has been prodigious during’
the past several decades, going from only one national (i.e.,
publicly financed) university in the 1920's to 16 in 1964. Nine
of the new universities were opened gince 1955 alone. Besides
the public institutiona; epproximately 10 under private sponsor-
ship have been organized in recent years, though their share of '
the total enrollment is stiil low (5%).

The number and distribution of the enrollment in all the insti-
tntione of higher learning is shown in Table 3 for the years 1960
and 1965. The most conspicuous changes during this period are
three: a 50 percent increase in the total enrollment' an increase
from 11 to 20 percent in the proportion etudying to become teachers,
and a decline from 16 to 11 percent in. the proportion etudying the
health sciences. However, because enrollment has risen 8o rapidly,
the number enrolled in the health sciences has remained almost a

constant 5000 throughout the period. As will be evident in the

chapters on supply, declining enrollments at the nation's faculties
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Table 3. STUDENTS ENROLLED IN INSTITUTIONS OF HIGHER EDUCATIONS: - :

o1 NUMBER ENROLLED; DISTRIBUTION OF ENROLLMENT BY FIELD OF
"STUDY; PERCENTAGE MALE: by Yeari Péru, 1960'&:1963% /(="

RYERH e IS NN 11

ooy . o 1ge .. o 1963

FIELD OF STUDY

Leieoon

All Studénts

Number 12304787 ;. > 8 46,167“
X Male 74.2 72.8

T TR faie
i+ 0 6 B LU e el e o e

___Z of Enrollment __ __

SRR £ mian e

Arts and Letters. l 2?.6 26.3
SRR Powsla SR

- 11.4 20.0

-----

Sciences.. ‘ (53.6) (51.0)

HBALTH . . 16.2 107

ERSN R "

Social 165 18.7
5.8 5.9
Sardi ol

9.0

-Natural,,

Engineering 93

ot
Agricultural 5.8 6.7
W N
Oth‘e,-t.‘;;\i:n'if)‘?! v S e ) . . 514, 2.7

,1!;23'.4.’{ Lo *

aEeru, Inét;‘ﬁaég
Alumrios: Matiiculados-ep las Universidades Nacio les
del Pais, Nov. 1964 (mimeographed) - e e

do Biosie.. Ofic. de Progi. Biicarivay’
Particulares
BRI (AR i
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of pharmacy and dentistry, and the 1tibiiizatisn oF enrollment at’’
the San Marcos Faculty of Medicine at b level more 'in accord with:!-
school capaéié;,“ﬂ;vzﬂééﬁﬁiﬁéd”féyhéiéhéofal entollment in the
health professigﬁéévi%fﬁéfiﬁluhéﬁﬁﬁ%gd{deébité'thé‘cfeéfibﬁ of
four new medigﬁi ;éidbis siﬁ&%liﬁbb?=

The numbet of schools and acultiés training professional health
personnel has ‘Tncreased rapidly in’ recent years. Since 1955, 13 new
institutions ﬁévé“beeﬁ‘Opéneduﬂﬁffﬁh{ﬁg(%he total in 1964 to 29.
During the remainder of the decade at least four mew schools of nursing
each to be affiliated with a university, are scheduled to be opened.
The number of educaeioﬁal2£hstitutions, by type, operative in 1966 1is

gshown in Table 4.

Table 4. PROFESSIONAL SCHOOLS AND FACULTIES IN THE HEALTH SECIOR;
" DURATION OF CURRICULUM: Peru, 19662 -

SCHOOL OR FACULTY NUMBER YEARS REQUIRED AFTER
SECONDARY SCHOOL_DEGREE
Preparatory Professional

Faculties of Medicine 7 2 5
Faculties of Dentistry 2 1 4
Faculties of Pharmacy 3 1l 5
Faculty of Sanitary Engineering 1 0 5
Schools of Nursing 16 0 3-5
Schools of Midwifery 2 0 4-5
School of Public Health gy 0 Variable
4 0 4

Schools of Social Work

' o

®The Facuity 6f Véterinary Medicihe‘(Lima) 1s ekcluded since it
primarily. serves the needs of, the agricultural sector..
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The, maJorzproblems faged by Peru 8, institutions °£.h%§hef”

learning, can be summprized as follows:.

(1) New universities have been opened too fast for the
government to. be sble to finsoce and staff '%!‘,?‘" ‘
properly. In many institutions‘there'are a la;ge'
nunber of faculty vacancies, in others poorly quala-
fied personrel have been enpiojed_on_a.tenporary
fbasis, snd:in,sone_thetgrogranmed capacity exoeeds
the. number of qualified applicants. The lack of
even, a nucleus of full-time teaching staff at many
institutions has,resulted,in fragmented instruction
and impeded curriculum reform.

(2) Educational programs are frequently disrupted by
student demonstrationo, political activity and involve-
4ment'infaeadeniblgoiicy. ‘One of the most striking
enamples of thisstype of problem is discussed in the
ohapter on physician supply.’

(3) In many institutions curricula are 11l-suited for the
requirements of a modern society. |

These difficulties, as they relate to institutions training.health
personnel, are discussed in the appropriate chapters on supply

Among the institutions of higher learning, only those engaged

in training teachers, rtists and artisans are under the adminis-
tration of the Ministry’ of Public Education. The universities,r'
once established by legislative enactment, enjoy a high degree of

autonomy from direct governmental control. Although the Inter-



univegsityaGouneils(Concejo Interuniversitario) exists to enforce

certain minimum standards at ali publicly finag?edk nstit}xftipns A?f
highet: learning;: it-has,had little effect, 9h'g 'ledpcasigaal,‘, pp%icy-
Assavresults, considerable; differences may exist between imstitu-
tions: offering. the same gqgglgen;(:g'. degree as regards both =gl:}xt§i:gu}\nn
content: -and; duration of:studies,

The. Economy. .. .|

~++w.+The Beruvian,economy .in recent years has been characterized
by a remarkably.rapid _and sustained gate,gf _;.S,Fﬂ‘itt.“"ﬁ;‘? kt':he peg:lz.od
1950-65 the average annual. real increase in.the gross g}aqj,onql

‘product. (G:N.P:) ;was.5.6 percent and pf.';t::‘hg: per ,gap;_lta_‘G.N.:P., 3.0
percent.. -During the fiveryear -period, 1969—9?,‘ qhg‘averagg_'_a_nnual
_increases .were. even higher, averaging. 6.6 and 3. 6 pg;cem:y_ respec-
t-ively.;g:a). _Nevertheless, despite these encouraging, fa':lgt_x;s‘p'fqgrogreas,

. the: Pefuvian economy was.still a long way. £rom pt‘,";’!‘-“»?',"‘g; t:het gxgtion

«with-an acceptable standard of 1iving;, by 1964 the per capita G.N.P,
‘Had- reached only.S/.: 8450. (US $315), less than o.ne;t!;{rd that found

140 most.countries.with a. substantial amount of, industrial development.

»uDuiing:thiefpeniQd<of;:apid growth the economy has undergone
.aubétantial;’«etruqtu:q]_. change.. . From 1950, to 1963 the cog;;il;ution
of agriculture declined from 35 to 22 pefcent, and would haw{g been

,!evenl,gmailét:{ngrg it not for the, e‘!°¢12m9¥§§.;€’§2.8,°3,199,,9f th'e‘ fishmeal
industry. z:-..»;l‘his; decline qaq,.;:pa.tqhgd by .increases :!l.gt_:;hg ggx:;icipation

of -most of the other major sectors, :.of .the economy, :giziinc:gpq;lly com=

imerce, ;government. and.manufacturing. . Only, mining, contribyting about
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" Mot degments’ of the'13%6t‘f6i&é_hﬁéé%bénéfithdifromithe&ﬁd

|‘,'4) .

1ncréase 0 income. ' Durdng. thé’period 1950-63 the: eal“average,
el Thdrease’ 10 wages’ was' 3.5 peFcent; in“non-governmentalnol'

salaries, 4.0 percent, in governmental‘salaries, 3 & percentvvand

in wages of agricultural laborers, 3 percenc.(9) However, for :the

i o J

one-third of “the’ labor force working as 1ndependent small“farmers,
“{ncome’ remained ‘close to the dubsistedceflgjg}ﬁapd'the?annual
{netesse was well below the national ‘averige.

| The ‘Peruvidn’ écondmy displays wide teéiogq;fdiffefences:~;ubst
" aconomic activity’ 16 concentrated in the éitiéé_,_.,a:;d‘* :Mq.ﬁbfsthe
”c&%ééér“%ééiaﬁ,fphrt1¢u1ai1y Lima. In‘1961%the 22 perce;tﬁof.the
population 1iving in the capital- city’ ptoduced 42 percent of:the
'hational income and the economie domifiance’ of: Lima would. have:been
"even éiéétei‘wéié'it not'fbi“thhimﬁhj{fIshmég}wfactorigs'and1guano
“deposits located along the cosst-to’thé morthi ‘and south..:Lima's
hﬁgéfetential’ﬁ&bition“hb'fegéfdé’traﬁsp0rt,13e;v;c§;;*Andtthellabor
" and money markets have made it exceéedingly ‘d:l.ffig"ult:t.:d .achieve a
more equitable distribution in the industrial developmeut -of “the
nation.
“' Bvén in“agriculture, thé /mainstay of ‘the Andean economy;-the
“coastal region leads both:in"pér’eépita #téducfiqn*énd‘;alueiof
7pféé&é£;”:Aécoiaiﬁg”fo*351559*éhivéi tﬁéVVq}ﬁéiofwcoaatglﬁagricul-

tural products exceeded 'those’of'the'siéfraiby’32: percent andsthe
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coastal farméyowas aluost:three:times:as producti!e£&§ his counters .
part in thélhighlaﬁds;s%gziﬁrﬁeafailure of ithe agricultural.sector.
in the highlands-toiimprove:productivity and:total~output:has.
meant” that>a substantial proportion ofiPerulssforeign-exchange must. .
be used éo¢iﬁ§ott”f00d'stuffeufor theigrowing:population. :

Govérhmeht~Ex§enditures;muGéverhmentwexpendituresﬂhaveicpmggtp;
represent a-progressively larger component of  the- Peruvian. economy.:
In 1950 all central government expenditures amounted to only 1l.1
percent of the G.N.Py Byi1955:thiis had risen, to: 14.3 percent: and,
after ‘a tempotary decline' in:the latefd950's4due:to'awrecgpsion,,»
governmentﬁpaYticipation'in‘the eé;ﬁaﬁy ;ontinueduto increase annually
untiI'ﬂy 1964 it equalled 19.0 percent of -the G.N.P....Through this
pefiod local government participation remained almost constant.at.

QL)

about 0.8 percent.
- Public-sditor eipenditures on-health, expressed-as.a percentage
of total government ‘expenditures, have: rémained:relatively constant
in recent 'years, varying from:13“to 16 percent during the period
1958-64. ‘About 921t0"95‘peréent"of‘thé’health“éxpenditureszarewforr
operating costs and the remainder for:-dnvestments. The: cost* of ' the

health sector is analyzed in greater detail in Chapter 9.
R R I ) XA

b T

Health and Economic Develogmenf. The rélﬁtionehip between
health progtaiis’ and “écotionic' devélopment has been. much: discussed in
recent y§§§% bﬁﬁ“éB:fét“lltiie”df”h'qdhhflﬁﬁéive'naturevis koown.. ..

1l

Recenﬁii”Eﬁ%“?eruviﬁﬁ”go%éfﬁmﬁﬁf”héé‘ﬁddé“éeVetaI”mhjor policy. .-

decisions affecting natibﬁél“develbbment*whfdﬁ$aleo*have;1mportant
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 inpladaticis £0¥ thesgiowtheof vheélthr.is}ervldeé‘za_adﬁé example-ds 1r:
";éhé_f',‘;siiéﬁieiibe;dgargiven by'the Belaunde: adminfstrationgtosthe; ;: .
‘development:of ‘thepotent :l.allfy- rich ih:lghe.\j qngle:me‘giﬁn- 5 z;,Iﬁ.iiﬁ.?zi EIoe
ho'be'd*t‘liat “by‘developing’ transport, market:and agricultural,exten-
sion facilities, colonization.will:be p:oﬁotedsand.;;agr;gultuml S
produétion’ increased:  The: bromptrzdevelbpme;_x_g;q_fi health services
in éﬁﬁf’ftégioni‘ie'ﬂ‘co‘ﬁe':l:dér"ed essential to:the success.of-these, -
efforts.!!
111963 a' riverboat: progran:was: inaugurated inithe: low, jungle

to bring hédlth and other’ comminity: services to; ppﬁulat;l.o‘n,s,‘;._l;:lying; s
alorig'the ‘banks 'of ‘thé‘Amazon: River:and :its major tributaries. .
Although the'requiréments for health-personnel.are,gtill small, it
18 expécteéd ‘that permdnent: hiealth:facilities .with resident per=
sonnel will be gradually established throughout the ‘region.. . -

21 Thegocial-and: economic problems -impeding development in the
highlandscare:complex:and progress.will. be,slow. . Notwithstanding,
the marked-accéleration in;land reform,(educational, and ,gggmgg;!‘.gy
development2programs;thatshas occurred;sfnce 1963 will unques- |

tionably-result: it a. growing demand; for health care. .

Health Conditions

sl The importance: of -having accurate.information on health .
conditions! for .the planning: of services is, unquestioned., Such
information «is -also; important,;in manpower. planning, but mot, nec-

essarily toithe ;same /degreeor;in. the same way.. .


http:facilitiesT(dob16nization,Wi1'.be

[

-

but not,necessarilyltq the jpame degree or in the same way.
A R " : ‘r) w"“‘ltnur i;(!;, ﬂl’k‘;?i})

¢iOne method of ,predicting manpower demand o to be discussed

”f’)XJc:J sr

in Chapter.8 == directly converts "diseases" into manpower
Yoo b opedn

;requirementsq. ;and . hence necessitates precise information on healt

s ey

vtleyels. :However, in.most, methods of, demand projection, a direct
Y

4linkage between disease indices and manpower requirements is not
: : SRR R T

attempted. - Morbidity. and mortality statistics enter into demand

)

projections more as. gualitative guides to the types of health workers
. »that; should be prepared, the orientation they require, and where they

should be assigned, than as quantitative determinants of demand. For

NP

this reason, the following sections describe only in general terms
the prindigal?ﬁealthﬁprohlems1o§}thefnation”and‘theiffrelation to
manpuet planaing.

) Mortality. Almost one-half of all deaths (47%) occur in

children under five and close to one-third in those under one. . Even'

I,: 'Hf"d

in urban communities with relatively “good’ “access tofhealth ‘care, the
Coet i..'.J

Ly

of age. According to official registration ‘the " infant mortality

rate declined gradually from about 128 per thousand live births in

SRS K

1940 to 95 per thousand in 1963 but more realiatic estimates place
Q12)

L Y
the present rate near 200.

Tahuiations by cause of death are available-Only in'those'

distr cts where there are sufficient physicians to ensure reasonably‘
P qu A ‘. S N P I R B

AP

complete’ professional'death)certification. By 1964 the Division of
AL gl :

Health Statistics of the Ministry of Health Was able to obtain pro-

fessional certification in 177 of Peru's more than 1600 districts,
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coverﬁé""kipﬁéiﬁa‘e'ei“y‘ 43 pereent of the nitiondl’population.

r"!’-l Bliankl !

Since districts with Si?ééééi%ﬁﬁi'céféifi¢3£1on*are*ﬁt4m5f11y

utban 1nunatnte. tﬁe population has relatively good access to

Foett oo giol snimentiot vyt i poame s L ey b
medical cate and cannot ‘be conaidered representative of ‘the- country

aa ‘a uhole.i Deapite this’ biaa, approximately two-oiit’ of every five

deatha 1n theae diatricta can be conaidered preventable’ according

'F .
favnied, v KL ‘

to modatn atandards of health care. ‘Ag éan be 'seen in Table 5;
Yl FERSC TN 4 . ‘ . :
1nfections and paraaitic diaeasésfaccoﬁnt~f0r'apptoiimate1y one-

third of all deatha, 1nc1uding 22 petcent by pneumonia and- tubercu-

Lhnpnt .
loaia alone.

Table,5. - TEN. LEADING CAUSES OF DEATH IN DISTRICTS WITH
PROFESSTIONAL CERTIFICATION: ' Peru, 19648

CAUSE ) , . % OF TOTAL
7 Pneumonia & acute bronchitis - 14.4
Diseases of early infancy, 1nc1uding infections 13.6
.Gastroenteritis & dysentery 8.9
Cardiovascular V 8.4
.- Tumors (all kinds) 7.6
.Tuberculosis (all forms) 7.2
Accidents 6.9
- Measles .° oyl 3.6
Avitaminosis & other deficiéncies 2.4
.- Chronic bronchitis; i it 169
SUBTOTAL 74,9
All-other causes; '25.1,

EISIRE- B

‘; ‘8peru, Min.. de Salud Publica y A.S, Nacinientos, Defunciopes
'y pefunciones Fetales en Distritos con Ce tificacion. Profesional,
Peru, 1964. (1966) Adapted from Table.lh.

1T
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OV nosiy otom 1ot i i
Inadequate nutrition contribntea to thie' high mortaiity davsed’
SLoduads ‘ffl’:\ ‘.4-"‘ e L3R
by infectious disease. Estimatee made by the National Tostituts
of Nutrition euggeet that almost one-third of rural ‘coastdl ‘rési-
alefgsganh eiagot %, 1
dents and twn-thitdn of rural sierra residénts coanmevlese than
{ AT R ETECTRT . Livind

75 percent of the caloriea and proteina coneidered ‘esgential” £6¢
an“Za;Au;e;‘;;eéition a3

r(,I‘)is:eas‘eag/c»fi the gastrointestinal tract are also an important
%ansevofnnortality, accounting for 8 9 percent 6f“the total 1a"
an e e iion

1964. The lack of potable watet and sewage dispoaal. evidént in

Table 6, has tended to maintain the high incidence of thése’

EETA R TE

diseases.

Table 6. . PERCENTAGE OF URBAN AND RURAL POPULATION WITH PULABLL
WATER AND SEWAGE DISPOSAL: Peru, 19658 '

POPULATION % OF POPULATION % WITH

"CLASSIFICATION 1IN CLASSIFICATION - Potable = . Sewage
L Water Disposal
. ., FERD 100 | 19 17
qubanb | "wé{z - | ) | ,I7° T e
Rural s 4 0

AP E P L e . Ve Bt e 1,

aPeru, Inst. Nac. de Planif., Ofic. Sectorial (Salud). ‘Plan
Sectorial de Salud, Dec. 1966, adapted from Table 3, p. 8.

ar 1 Bpog- purposes of:environmental sanitation surveys, "urbam
population" includes communitiee of 2000+ inhabitants.

Snmvy Gooemaiadiniad s ounr LY : . - i '
{ oo A

«Ile Pepu's>mortality data;: even though baged on.the urban twos

fifths of the population, are'in mtkedcontr“t With tho.s'.ve:: xfxopnd

in the highly industrialized countries of Europe and North America.
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; accounting for more than 70
p.Cancer,, heart disease, and stroke, BCCOUNEIN sm Jimr-ronoi

perceqt{qfiallideatua}in the United States, cause only about 17

.percent of the deathe in Peru.

5 .-!?

anty Morbidiey, Horbidity atatistica are notorioualy iucomplete

b rdgeser i ot

in,most countriea and Peru ia no exceptiou.’ There ie compulsory

AAAAA Wiy

reporting of certain communicable diseases but published ratea

BT SR LTS

,8re, grossly underestimated. With about half of the population

no;lutiliziug medical services, the failure of phyaiciane to report

onom

all. notifiable conditiona treated repreaenta only a c0mparative1y
minor source of error.

The five leading conditiona reported, together accounting for
two~-thirds of the total, are influenza, tuberculosis, meaelea,'

pertueeis and helminthiaeia.‘ Other communicable ‘diseases' of !
o N AN

‘importance include ‘typhoid and paratyphoid. infectious hepatitis,

tetanua neonatoruh, bruceloeie, leiahmaniaeia, venereal:diaeaeea,

“.; l‘ ] \

- leprosy and amallpox. - An’ outbreak of smallpox occurring towards

i

the}end of 1963 reeulted in more than 1000 cases. Malaria eradica-

tion has made coneiderable progress in recent years deepite'tech-

1

nical and fieca1~prob1ema. By 1963 _only about 1700 cases were

repqrted, most of. these:being. from the juogle areas.

CIaaaification of hospitalizatione and profeaaional‘viaite

according to diagnoeie, though not.very' ueeful in. aeaeseing "the

e f 1!
5

overall health problems of a country, are neverthelese of great
valie in understanding’ howsmost- health; resources; are being allo-

birgated Table’ 77 'gives- data’ for 19641
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AND AMBULATORY CARE VISITS: Peru, 19648 =~

Ve bV,

HOSPITAL BED-DAYS AMBULATORY CARE VISITS

Cause = "% of Bed-Days: Cause - . % of Visits

(N=6,281,000) (N=7,980,000)
Tbe (all forms) ‘ 24.7 Acute respiratorﬁ 14.3
Pregnancy & delivery 77 ‘Teeth and gums 8.8
Accidents & violence 7.1 Accidents & violence 7.7
Leprosy 2.3 111 defined & senility 7.7
Mental illness. 5.8 Well child 6.7
Rest of inf. & paras. 5.0 Pregnancy & postpartum 5.8
Tumors (all kinds) 4.0 Tbe (all forms) 4.8
Cardiovascular 3.3 Rest of inf. & paras. 4.8
Acute resplratory 3.1 Castroent. & dysent. 4.0
Gastroent. & cdysent. 1.7 Cardiovascular 3.8
SUBTOTAL 69.3 SUBTOTAL 68.4
Rest of causes 35.3 Rest of causes 31.6

8pery, Min. de Salud Publica, Ofic. Sect. de Planif., Plap Nacional
de Salud, 1966-70 (1965). Adapted from Table 31, p. 84.

bpetailed data are not available for the private sector. About 9%
of all bed-days and $1% of all ambulatory visits were provided 3o

this sector in 1964.

. Several findings are of particular interest. First, almost 32
percent of the bed-days were dué to tuberculosis and leprosy. Despite
a considerable reduction in the incidencerf hospitalization for these
conditions in recent years they continue to represent a major drain on
available resources. That acute infectious illness ghould account for
only 9.8 percent of the bed-days is also noteworthy. These conditions
cause much morbidity gnd mprtqli;y, pgrticularly among children; but

for diverse cultural, 1nsti;utional and ggographical reasons children
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have leet; ‘access t"‘%cb of th "hoepital ayat‘em'*’than do adults and.; .

ey e KR

hence have"a relatively low incidence of hospitalization.-f~.

o) ‘Cnrative servicee accounted for’ almoat‘90¢percent of the ambu-
latory services provided in the public sector and ‘probably even a
higher percentage in the private ‘sector. \Based on the average

observed concentration of. 3 2 prenatal viaita per woman under care

3 .

in 1964, only about one in four women received any health eervi ces
prior to delivery. The eituation was aimilar for well child care.
Even asauming most visits were made by children under two, probably
no more than 30 percent'of this age group was seen for.routine health
supervision during 1964. B

. Implications for Health Mangower Polic

Different countries use widely differing criteria in determining
how scarce resources should be allocated within the health aector:
In many,’ including Peru, great emphasis has traditionally been placed
on providing adequate medical services for the enployed urban popula-
tion. By virtue of the importance of this group, both for economic
development and political stability, its health needs have been met
‘irat. - - .

Gradually prioritiee are changing as greater attention is given
to the health problems of the large rural population and even of
certain segmente of the urban population.’ With planning based pro-
.greasively on the criteria of cost and expected benefit, program

rry

emphasie baa ehifted towards those problems where the return, measured

o !

in deaths or morbidity avoided, promiees ‘to be’ greateat. The éffect’

these new priorities will have on manpower policy is considerable.
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Y131 The rlanﬂﬁsnofficeahaaa recognized, that the principal health
problem of the nation is malnutrition.f%??f“nqveygr.;s;npgwgpgyﬁ=
'solution:td this:problem.depends. more: on, the agricultural sector
andsthe’ improvement: of the economy as,a,whole,;thedcqquibqq;gp“;
of> health-personnel: will; primarily. be confined to(cagryingﬂpqgwk
" .‘appropriate: research projects, to nutrition education, a“dthﬁﬂn
necessary,:'to ‘distributing .supplemental food to special risk =
groups; . The ‘demand for specialized manpower to work in these
"prOgrams-villﬂbe.iiﬁiteduuav, i
1011 iThe : second priority includes.those communicable diseases
‘gubjeéctto ‘control iby immunization... While. the death rates dﬁ?;
to diphtheria, pertussis, measles, smallpox, poliomyelitis, gnq
siﬁtlarfconditionsnamenableuto;immunolqgic control are not high
intabsolute terms, the disability they .produce is considerable
‘and theJease with whichlthey éan be.controlled makes their per-
vgistence: unacceptable. Programs.aimed at reducing the incidence
of i these conditions will require substantial numbers of nursing.
and’auxiliary personnel.

In third place are the wide variety of infectious and para-
*éitic‘disedaeswprimarily~reau1tipgufrqm;unsgfe,wa;ggmgppg;;es and
 poorrenvironmental sanitation. . Throughout Eeru the morbidity

caused byﬁthesenconditionéhis enormous. and. in much onthq.p}gk;ands
and jungle the gastroenteric diseases are a primary factor in the
high death rates among children. Besides large investments of

capital to provide for the installation and distribution of potable
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f“”{é““ bibbtdhtial aunbetspE! protessiphaly shddauxildary sanitary
per%'onnel Mll"ﬁé"f'éﬁufi‘%«ii};‘f‘-‘“*"j**'?‘Yxf.-""ir’"’)'-'i i mTEIne 493 10 seldoug

173 hegpite the' redustion’ in:mortality>dueltortubetculosis;ythis
did%h?e contindé§5td*iiﬁfébént“dﬂmhﬂbrfﬁébdbmibrandﬁgogialnloaaxs
Even by devoting almost: ‘orie-qudrter:of the nation's:bed-days;tor.
thi¥ aleease; ofily'a’ snall part ‘of the need forcare has: been met.
Obvidﬁﬁi&;”fééé“hiﬁéﬁéiﬁb ways'of ‘attacking this idisease must::be:
found ‘1€ the ‘incidence 1s to' be further reduced:.: With program-j
emphasis shifting away from hospitalization ‘and towards immuniza-
tion With 'B.C.G:, community  ¢dsesfinditgy ‘and ‘homérand :ambulatory
clinic care, t ‘the demand’ for well‘trained:iduxiliary:personnel iwill

PR I A R

bgﬁinciééséd;“""” co TR el nEan e s b e
“%'"0nly one in‘three’babies-1giborn «indernthersupervisioniof:a
trafhed birth attenddnt'dnd-the ptoportion of expectant.mothers:
receiving even minimhl’prenatal and postpartum care is:still smaller.
Eventually'all mothers shouldireceive professional.maternity;care,
but this 1s a distant goal. ‘As an intermediate solution.to:this
problem, priority must be given to training auxiliary midwifery.

SHYE Laren St Y oar o o e et L.
pefbonnel tc oractice under supervision. ' -t il

ey (R 1%]

Th ‘common ‘denominator of ‘these priority. areas is:the need. for

largé ‘Humbers ‘of ‘trained’ auixiliary personnel to function under -the

“b gupervision and ‘guidance of public health professionals, : . ...
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The manner in which a nation s health’care reésources!are i1

o
ISR LA

organized and’ services delivered’ télls’ 'much” about“its’social:struc~

Coaneat Ji :
ture. Thie is especially trae in Peti where sharp: cleéavages of an

Sy shkonn urn' o N .
economic, social and political natute have reésulted'in<the*evolution

N1 } s dnhootor e

a v "riety of distinct organizational‘patterna “for’ mieeting the:

V’”‘ dingra, LR : G ., . , s )
he lth needs of the natidn. The next six sections’ describe ithese

ETEUNRSTIL A1 ST

patterns, or "systems of Health care", and the ways’ in’ 'which' they
'infinence ooth menpowet supply and demand. " A final ‘dection gives
st -4,

comparative “data for "the several systems to facilitate placing each

in the perspective of the entire hedlth sector.
SEBY it
For analytical purposes, ‘six ‘major systems of “health care can
eyl

be debctibed: Ministry of Health, Employeed' Social ‘Insurance Fund

(éajn ﬁa&iéﬁai”éé Seguro Social del Empleado), Workers! Social
L TEET s . fo . ;
Inaurance Fund (Caja Nacional de Seguro Social Obrero), health -
4 AT T R S AT S ST e « . ,
services'of~the armed and police forces, charity, and'the private

R P S L MR LIS R e e Y
gector. Within the last three systems are encompaesed:aznumber‘of
sﬁéiiéé'LKaéaéaiﬁiaitak;veiy d1screte subsystems that serve:dif-

ferent client populations.
B30 ¢ B I ST BIU VIR N USRNSSR B I ST ) .
Veriations in the historical antecedents as well as in methods

“of financing the six systems have led to wide differences in the

quafity‘and comprehensiveness of health‘care .that: each. provides.

3 g b x;

1“Without any mechanism to coordinate their«growth. problema of
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/duplication and omission of health services have developed. A
;major task of the Bealgh"égchr Pﬁﬁﬁ& Office during the next
.decade will be to develop suitable mechanisms for coordiga %?%NU
the ..actiyitigsr,gi thgge;i-noy.,autononqyg systems 9? ne;a_‘]:.th“care 80
-nas)toidmprove: resource’distribution and utilization,
an ¥n Charity:System, Certainly one of the oldest and st1ll among
o the. most : extensive arrangenents, for medical care in Peru arose out
ofi the. efforts,of the early:setilers of the ! Spanish colonii.al‘ period.
‘Asyin Europe, . the: Catholic Clmr,chk initially_ aasumed responeibility
£ox; the .8ick poor. Before independence, welfare boardsv (jmn;nug_
:heneficiencia) were established in many of the more important com-
1munities .of Peru under Church sponsorahip and adminiateted locally
by Church officials:in.cooperation with representativee of the .
rlandowner iclass. Besides providing what amounted to cuatodial ‘care
s n1ufor-the, sick;, the juntas operated orphanages, cemeteries, and other
charitable.activities. . Wealthy and poor alike made donationa or
bequests in land and, goods to the juntas, the :income_..ti:hna .obtained
sproviding: the basic. support for these 1‘%?;15,9‘?%9“??., Throngl_lout the
10 colonial:period  the. chagity:,.!lgspitalg‘;‘: algoat ﬁ:clu_.sigiely aetved
the: poor. since: the. few wealthy faniliea, prefetir;edy_to Harrange; for
their medical care at home. Smen | o
wiiodan: With independence, the charity hoapitala continued and indeed

. e
R v e

:
*

i 24iBggnse virtually all health facilities operated within the,
charity system are hospitals, reference 1s usually made in this
monégraph to the "chiarity. hospitals". In a few communities emall
clinics (asistencias publicas) not associated with hospitala may
also be found.
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gréw!dninimberiand-vitali€y. .;Gradually the number;of ;fanilies able
ufrdfﬁaiﬁfdfﬁat‘ledbﬁwsoﬁeﬂdﬁathbirﬂhealtﬁeneédsﬂingreqsed as did the
potentidlities lof :hospital-baged imédical 'care. -Extra facilities
were ldddedtto - the:morerprosperous-hospitals and.somewhat more
favorable ‘accommodations: and meals-offered to. those able to pay a
smallifee: !
1By ‘the! early11900!smost of:the.charity:-hospitals-were finding
- 4t-difficult tosimprove facilities-and«sexvices at.-theipace demanded
iby’ithe-evolving medical 8ciences.  ‘Incomes'remained -fixed on the
inéfficiently managed properties.and the administrative structure
of (the juntas was poorly adapted to meet the rapidly changing require-
-fents of médical care.::NeWw government hospitals competed for staff
and few persons were:willing to accept the long hours and very inade-
i‘[quate’ remtneration implicitvin charity hospital employment. And yet
only! aa"recently as~1961 the charity hospitals accounted for 40 per-
cent’of the nation's hospital-beds and for many communities repre-
sentéd- the only health: facility readily accessible.
vfny At'no time during the existence of the charity hospitals could
they be: properly regarded:as functioning within: a "system of health
care" in' the' Sense that: this implies inter-institutional organization
andian administrative hierarchy.. Each hospital is completely inde-
"pendent of all others-and: functional relationships; either don't exist
or are purely casual. The charity hospitals can'be;roughly grouped
4iitos thrée ‘levels according to:location, size: and:quality of care

oefured: (1964 data):
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’ mxi’: »(1) +tiLdma

xandr’otherma ‘or *cities. yTh:ls groop includeemine ;,&
Y Blh ap large (250+ ‘beds).‘general: hospﬂ:aie withsa comb:lnedototal -
rat11 2 of 4080 bedsy plus ai1150-bed mental hospitalrALlaisti”
R hospitals “4n thisigroup: operate flatge outpatient: clin:lca ’

Logea ol aﬁd:sﬁost‘ihave d substantial salaried:medical -staff -plus:

a iarge number of associate staff tliat render -aervice'.wonv
gedial? Aavoansdd: rhogremﬂbasis. siPive hoapitals’ate ;used«for:; teaching
Sotorioag Loy studenta of 3the ‘health: profess:lousvand ‘hence:havetended to

SH S ‘ptovide relatively :good. care.: - Pinancial support of ithe: nine‘
vt s 1 general: hoapitals is comparatively goodv .and. some- ancillary
drbpe iff-?'eervices-f;are=aggy§b1e. t‘;-Asr,w:lthuvittually all charity:
*% 4w “hospitals,: however; physical -facil:l.tioa are;old -and.quite
chalo '.:I:na’dequatej.udged by modern hospital atan@ards,;- et g
v - ~(2).:Larger provincial and departmental-capitals.. Twenty: hoapi-
2 )+ tals-of intermediate size (76-250:beds) with a total.of .’
“wrer @ 2369 ~bedo‘ate found . at: this: level.: Minimal outpatient..
services:may. be offered but: most: staff time is.spent:on.
Bluny wl. ! -:I.npéti’ehta: care:: Professional ~ataff=ofteo~,.cons.i_atgiof only
Titned o oo twor e’alar:l'ed.fphysic:lans;.wh‘o assume: responsibility:on. .4
1t innier 1o glternate: days;: plus: several more. unpaid-physicians: who.
v hutovoea bring private;patients in for: hospitalization. i, Laboratory
inixs 1750l 2and-otheri ancillary services are- rudimentary and medicines’
Baequosy 0 :-frequeﬁtl-y, out of. stock.:

~district capitals. . In this; group

are 34 small (less than 76 beds) hospitals with a.total,

capacity of 1001 beds. The extreme shortage of staff,
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“ane *}31., y

facilities and ‘materials’ “usually” permit qittle: more’thanus

vﬂ’.ﬁ J 4&‘;.(‘,,,

custodial and'ﬁeternity“care. > InvBoie" hospitals‘an ‘auxil-
Jaszsbd sds e
iary ié evailable ‘to’ provide a'Timited: amountof:;outpatient
¥ulg ra? 4 o meefyryre el Eigbge gain T XY Ty [Py
services. Staff“ﬁsually“consist*of“e“part-time“physicish,
baqgokups v

' \he or two nurses from oné of the Catholic nursging lorders,

gubapenkd yugsiny T N R P , .
‘serhaps’d J SUGIES, Vind s “Tinited 'umber Of ‘auxiliaries;.s

usually without training.

B3 i as coveen 5 PN SRR S T .
Aware of the impossibility of“replecing:even:a{porcioniof the
aasd ausd L an0or oo

charity hospitals 1n' the foregéeEBia”fﬁtﬁrE;“thé“Miﬁistryﬁ6£:Heelth
;;dqt%e“ﬁational Health “and’ Welfsre “Pand (Fondo *Naeional: de"Salud: y'
Bie;est:r Social)a ha@é‘éeedﬁed”a'groWing tole in'their:fiscal: suprT
“}3}::"? i\ii:’h‘aug’ix ‘the pretise amount expeided by these hospitals. 18:5
Sl Gl 4t 'is ‘estimateéd at about 150 millicn goles 4n 1964 - In

many muauefe}é‘a‘ ‘the subsidy provided by thie F.N:S:B.Su ‘amounted- to

1 ?
shedy uy hat

over 90 percent of the operating budget. In the'past ithese:subsidies

ok mworle wokad W
have been given free of fiscal, “administrative, OT’ ‘quality ‘control.

(4208 P ) lf\ v T N S PRI W R . .
As administrativé'boards“of the 'charity hospitals:fave’come: to
L’ ?" : S gh PR r -
recognize that their resources 4111 never-be adequate to'meet thes

b sl

requiremests of modern health care, “they increasingly” sexpress:willing-
(AP 3‘ 7.; -

ness to turn the administration ‘of ‘these’ hospitels ‘over:to thergovern-

ment to operate. This has been’ done’in a feéw cases’ but’thesuinistry

4 Feveset ooy uoi RN
HA.Ins0 ‘_‘,f-‘L R PR A E ST PN & e S R T i,
' P A A I 'v"

1O 8L nan St

rpe F.N.S.B.S. 15 physically located in the Ministry of Health
but”is semi~-autonomous from Ministry. control. The . Fund, derives\,

revenues from a variety of special taxes, notably on alcohols, ‘and
inveésts these in a wide variety of health and welfare. projects.
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ofiﬂialthxhas;been reluctant; to, accept, transfer too 1 rapidly because

rda DR Lnn

ofmits primary: ¢ommitment. to its own, growing network’ofﬂhospitals.
nIt‘is;genarallyubelieved,that within a, decade all but the biggest
.charitvghospitalp,located in Lima will be. under direct Ministry
.-‘copg:olgquhguabsqrpgipplog suchﬁa‘larqevnumber\oglpoorlptequipped
and estaffed :hospitals will impose heavy strains on m"i“;""y £inancing
in the coming years. T S T
S Armedfgnd~PoliceJForces,ﬁ“From 9§F¥Y«°9¥?9}¢1 times to the
_present the military, ;and. subsequently the police forces,”haue been
.jregarded as; a:particularly important. elepent for the maintenance ot
‘*nolitical and: social stability. in Latin America. Because of this _
role,sthey ‘have, long .enjoyed. preferential access to health services,
ho'spit‘al‘s: for :the. care of the military having been among the'-,‘f'irw
aﬂsuch dnstitutions established by the Spanish settlers. ...p. R
5t Js.hTherhealth services of four ministries - are: included in this
.group, the iessential. characteristics of each in 1969 beingmshown in
<Table 8. .In:addition to hospital-based care, each service also

providas -for ambulatory‘care facilities according to its special

1:‘[

i1 needs. -A11 ;8exvices., make use .of limited contracts with public and

L privaie sector ingtitutions to meet the health needs of persons

Gt

- distant: from.service-owned facilities. [

R N (RNPE T T2}

_ __Precise information on the population actually using health

,gffgices available to members of the armed and police forces is not
< Sl @ 5 s} . 0 'L’

available for reasons of national security. Rough approximation,;

i sl h3 B .
[ N 0¥ BRAPI LI P ST

suggests, however. that' in relation to the population effectively

served (perhaps 3%) they have the resources to provide more and


http:approximation.qj
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Table 8. ARMED ‘AND POLICE FORCES' HEALTH SERVICES:: Facilitiles
.and Coverage: Peru, 1964

MINISTRY ) HOSPITALS N MAXIMUM POPULATION SER.VEDa
No. Beds ’ ‘ E
War 4 _ 1056 130,000 (including dependents) plus

about 68,000 civilian population
attended by 90 rural posts

Navy 2 374 190,000 (including dependents)

Alr PForce . 0 Contracts for 10,000 (including dependents)
care o )
Government & 1 421 270,000 (including dependents)
police
TOTAL . 7 1851 600,000

8The acﬁual population using these services is probably less than half
as great due to restrictions on use, distance, and other factors.
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better health care than is possible in other public sector health sys-

tems with ‘the possible exception of the Employees' Insurance Fund.

Collectively-the eevenwwholly-owned’military andhpolice thospitals ...
Ak ) '“ ot TannaY oY L

.loperate almost seven percent of the nation's hospital beds and the )

e s

RERE SR

total eyatem utilizes abost one-tenth of" the medical .and one-sixth'

A s b

oi the profeaaional nursing personnel.

" rr:‘The arhed ahd poliee iorces system of health care is important'
not onl;Jasiaisuhstantial cossamer of health manpower, but also as a
prodocer of‘oro;easioaal}ahakaahiliary health workers. In Lima both

Lt bRt enl 0y e

the Hospital Militar and Hospital de Policia have schéols of nursing‘
as well-as:training programs;for technical and auxiliary personnel.
While most categories trained by the military are 1 readily usable in

_the civilian sector, certain‘types of auxiliaries dO‘not have such

;;dual. capability. This is most notable in the case of the sanitario

militar who, after receiving a three-month course’ in’ elemental health
practices and first aid, is used as the primary health worker at
isolated military posts and in battle situations. Later sections will
consider the need for greater standardization and coordination of mili-
tary and civilian training programs so that the training contribution
made by the military will not be lost when trainees return to civilian
life.

Ministry of Health. The role of the central government in supporting
and operating health services for the general population has been a
rapidly changing one. The origins of the Ministry of Health can be traced

back to 1903 when a Directorate of Public Health was created in the
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Ministryof- Development (Fomento) "Subsequentlconstitutions {1920 -
s Ju‘x KISR0 PR AR IR R TR

and 1933) called for increasing. central government responsibility

e

for the health of thefnation and implementing mechanisms. rapidly

t:»“l! BACR B ERTALER BN

evolved —- though actual programs remained limited. In 1942 the

present Ministry of Public Health and Social Assistance was . created

and by the l950's began to assume its cuﬁrent role as the nation's
single most important system of health care.(ls)

Alone among the major health systems, thefMinistry of Health
has developedgan extensine.program;offpréVentiye and public health

services. The primary!institntional means of providing these

~services for‘la;gerucommunities.and cities is the health center or

more recently, hospital-health center, and for progressively smaller

rural communities. the medical.post (posta‘medica), health post

" (posta sanitaria), and "peoples' drugstore" (botiquin populag)

Table 9 summarizes the types of services offered by the differ-
ent non-hospital health.facilities and the number in 1956 and
1964.
The growth of hospital facilities under Ministry direction has

been very rapid. In 1952 the Ministry had 26 hospitals with 3075
-beds and by 1964 this had increased to 63 hospitals with 9761 beds,

'a 317 percent increase in bed capacity for the 12-year periodn " The

" ‘:”

hospital-health centet consttuction program, initiated in 1962 with
funds from the loan of a German consortium, is specifically aimed at
providing integrated preventive and curative services to communities
that previously lacked them. Original plans called for 12 hospital-

health centers with a total of 1708 beds. On completion of this
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74E12!9,7% NUMBER' AND® FUNCTIONS :OF THE:MAJOR TYPES-OF; NON-HOSPLTAL,; .
" EPALTH FACILITIES OPERATED BY THE MINISTRY OF HEALTH:
AL N pEpi, 19568 and"1964b; ET S T U

1 RO S T
BRI T AR G SN

TYPE OF FACILITY _ DRINCINAL FUNCTIONS AND +° * i i _ YEAR
ey ADMINISTRATIVE RELATIONSHIPS 1956 1964
Health Center : Located in larger towns. Provides = 12 .91
maternal and child health services, = i

..sanitation, communicable disease
control, and outpatient medical
‘care; maintains health statistics
and promotes health education.’

Medical Post Located in smaller towns. Provides 23 190
services similar to a health center
but on a smaller scale; attended by
_a physician who supervises health
posts and peoples' drugstores.
ERCER RO PRl ' ’
Health Post Located in small rural communities. 30 - 251
.Provides minimal nursing, public
health, and first aid services;
. attended by a sanitario and super-
vised periodically by a physician.
N I L S A S :
Peoples' Drugstore Located in small rural communities 53 © ©."139
;. or other population centers with-
out adequate access to a pharmacy.
. Operated by an auxiliary who sells
a limited variety of medicines at
low cost.

8peru, Min. de Salud Publica f A.S., Aspectoé de Salud Publica en
919P3i8;”(1962)3 pp.g6g 42, .. L s . N

- ' PHealth Sector Planning Office data. Includes 34 health cemters

associated with hospitals and 64 popular drugstores associated either
with a medical or health post. Investment plans for 1964-65 called
for construction of 6 more hqspitql-health centers, 113 medical and

'72 ‘health posts.

30 b
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program in 1l '633;1385tiéé£b7ﬁﬁfé“hignéﬂ“fdi‘aﬁﬁtherrﬁﬁSrSedbpto»be‘;;
Ty by o ol g ; . et e e o .. s et : A ‘
placed in operation by 1967.  With the charity ‘hospitals~and-private

r gy
PEREIS

eector/fidéhEialiy”dnéble to build; andithe military and:social . -

Y

1nsurance programs both with a relatively édequhte hospital isystem,
virtually all new hospital construction will be‘bY'th85Mi;19qr¥ﬂ6fd
ﬁééléh; These new ﬂedé;'édded to the large number of charit&;hosg;-
tal beds being transferred to Ministry control, make it.probablethat
wiéhiﬁ'taﬁ‘yeafé‘thé Ministry will administer well over .half of Peru's
bed capacity.

In order to better administrate its health programs, the Ministry.
has divided the country into 14 "health areas" (g;ggg__g_gglgg), which
are in turn 'subdivided iato "health units" (unidades de ggl ud). In
‘some parts of the ‘country where facilities and services have not yet
reached a minimum level of comprehensiveness or administrative com-
blexiﬁ&,rhervicés”are administered by health units unaffiliated with
a health areéa. In 1964 there were 7 of these :lndependen}: health units
zéiﬁsTSfmbx:é that formed part of an estaﬁliéhed'ﬁeélth area.

H anbitious construction plans of recent years are now facing thg.
Ministry ‘With a serious shortage of trained personnel. Several
ﬁﬁﬁi&tri“f&ctiﬁéies have had to remain closed or only partially open
due to inability to complete their gtaffs. This problem has becomeﬁ'
pa%éicﬁiéfl&'ééﬁéé'hiéb‘the~completion‘of'the‘first'series.of hoéfi-
tals and o’ tmmediatesoliition 18 11 sight.

‘Progress has beén made; however, in 1mprovingzthe'qua11ty1o£-
health manpower employedfin.uunistry ‘programs: In. 1959 the‘uiniscry

“ofitablished & ‘Traffiing' Cénter’ (Centro de Capacitacion)uinfnima to;
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give! supplementary,public health training o, professional personnel

BERHEVN $710 04

ratidrpre<servicei training. to;auxiliary workers. . In 1964 ﬂ,g.:lgq_ﬁen}_:ﬁqri 5

was expanded:and converted;into a School of Public Hea}f“ }v Al-}l}O)BE
the jentdre annual output. .of the School's educational program ,h_é’s” gone
to staff Ministry programs
~342c1Besides the more usual,spectrum of public health, hospital and
sugutpatient services, the;Ministry;also administers other important
2'uprograms isuch-as food distribution;;malaria eradication and rural =
sanitation, as well as the Institutes of Occupatiopa; Health and
7tNotrition,. and: the;Special Public Health Sexvice ESngicig Especial
i~1dé Salud .;Publica):r.» o
+! . Workers' Social Insurance.Fund. -Virtually all of the important
3:gocial transformations;occurring. in Latin America today can in gome
way: trace“thgiruor:lgins,;t:oxthe,;dual,phgnomeng,.oﬂf,- urbanization and
T4ndustrialization. : These processes,. just beginning on a ,gr}ajn:d: ‘_ao,::‘a{le
awakening the desire of ithe laboring class. for the ,l‘:‘ene.f:l.t;‘s ._o:f {.99‘,’7151
u{neurance. '~ Growing numbers of -families left the farms to g";‘-’.‘in the
migratory stréam to-urban areas.  lMedical.services had never been.,
trgvaildblein the.country but.their absence was no ?],t}:r_sng%g?agg%gg:gt;}e
=dn-thezeftyaidx
~tesorl Thoughigovernment.igtill, drewiits. upport, pr;:pgg;l,lx ;'-?3:9131:’ th? B
upper classes and military;:stability.depended in large part on.
meeting{at:least:some;of: the demands of the increasingly yq«;a]: unions.
{YRebponding o’ these pressures, and following patterns -already esta-

blishad! in’ many' Buropean:countries;; the, Peruvian government, created
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1n 1936 fﬁe‘beketEfiSdhial"InauraubefFund;LzResponsibilityuforsgepéralx
supervision was assigned to the Ministry :of Labor and -Indigenous.. i
Affaiié,’though“iﬁ‘mbat'ﬁattereiFund“adminiatratotsrweremaucbnomous
of direct government conmtrol. ‘Enabliﬂgulegislation'cnlled.for'the'
obligatory iﬁcluéionﬂof°a11-wage”eardérsfwithvan-annual~salary of 'less
than 'S/. 3,000 (about US $720 in 1936) and :subsequent -provisions were
made to inélude ‘the self-employed:and domestics on ‘a voluntary basis.
Salaried employees -- the white collar workers -- were specifically
excluded from benefits, and while no explicit provision was made for
the farm laborer, his isolation and poverty generally acted to: keep
him out of thé program. By 1964 about 447,000 workers® were covered
by the Pund, representing about 13 percent’ of the economically active
population and 4 percent of the total population,

During the early years of its existence the Workers' Fund was
financed by a 4.5 percent tax paid by the employer and 2.5 percent
by the worker (3.5% if self-employed). Rising costs and increased
benefits made it necessary in 1950 to increase the employer's contri-
bution to six percent, the worker's to three percent, and to add on
a two percent contribution by the government along with the income
of certain excise taxes. Even with these rates, still in‘effect in
1964, the Fund has had serious difficulties meeting its obligations.
For a number of years the government defaulted on much of its share

and estimates ‘of the 1ogses due to urderpsyment of the employer~

..

aAbcordiﬂé féyunofficiél estimates the actual nimbér may-be up to
20% greater. See Appendix I for details.
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- einployee ‘sharer.vary batweeh 15:and 25:percents,, Health eXpeRditURes o
‘béil#ﬁsufedaﬂdfkétiin:196&uWérevaboutﬁlZOO:Bolea@(Qﬂéln EPRVERELIS Dapee
| %Fromathhwvetyaoutsetwthe'programuhaaﬁsought:tQuPr9V1§%;ﬂ;f€¥F¥¥’ff
broad “spectrum ‘of :benefits; iincluding coverage :for the risks of sick-..
ness i(éxcluding work-associated:1llness which;is:covered by commercial
lneurance)qematennityy5disab111ty;aold-age;aandgdeggh,1)M§d1cal care .,
is .freedand; .within-the limits.of availability,3qy;ted90mvt¢h¢nsivet,
Caehqbenefitasduringwillnessﬁetar;fgfter@a;;WOggpywwa}ting;pgriod and
coveri70&percentuo£uthe:worker!qvwageagforﬂa;ggx;mum;qfq26:weekg.ﬁ
«Iniview of .continual.financial difficulties, the Fund has not
yetibeenable:to' extend benefits to dependents. In 1964 only children.
under: eight: months:and.born. to-insured (i.e., working) mothers were
entitled to care. If pressures.should grow in the coming decade to
extendwcovetaghntorall:dependen;s,fFundfadmin;stpa;o;s,wi;l be faced
with'a:problemfofmmajorgprqpo:;iona;;-Fapilitigatgndzbqug;q,are
alreddynovertaxed;andutheﬁpxoppec;;ofngr;p;;pg“ogwqqadrupl}gg the
numberiof -insured:would require radical solutioms., .
:uThqureatumajorityfoﬁ‘all,inguredAwquega are .now treated in
facilities owned' by the Fund...When the program was first established,
however; - hospital ‘and ambulatory.care had to be contracted from the
crqwded:chp:ityghosp;galqgagdzp:ianglc;;pigq available in that day. .
Thesexabon:proved:inadequatgu;o;meeq@;hg;:ggiqudmeQQBjfp: medical
care and:it jwas decidedgthq;;qhggxundfehquldwbqigdﬁ§QB own farilities.
By.1941.the 870-bed Hospital Jbrero of Lima vas opened, the first

social sequrity. hospital in Latin America. Within a few years 14

St

additional hospitals were coﬁSiéggdbf6¥za total of 2617 beds; ‘most ' *
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also ‘gérving ‘a ‘number ‘of :satellite;clinicn. and meddcal posts.; ., n?'*&e,?j ,
fddd-for Facilities has x.o'utéi:ém f;tll‘e.{?t‘md;'.zﬂn:Bbili.tlr&ouifi;‘:‘ﬂﬁégﬂﬁ‘ﬁr.! |
ones and ‘hence At 'has ».fe!-:umed on:a limited basis to the practice .
of contracting services in .areas r-.not::asel;ve_,d.,tby t;hg:[._r.,gwn}vhc_{gp'iftg;\_eﬁ?
. ‘Baply“in theshistory:-df:theiWorkers' Fund 3_it.;became,,ép§,qx;em:
a0l ¢hat “the commonsipractice of sdepending,,.entirely-,Qn,;;partw-,tmq' medical
V:pefsonnelwas inconsistent :with-providing high quality care., K As a,
gesilt; the’Lima Hospital '~6brer6 was:;.the first, general, hospital in
the' counitryito utilize a substantial number:.of full-time (six hours)
physicians and this practice haé now extended to most of the;other |
major facilities. -
Eaployees' Social'Insurance Fund. To.the Peruvian deeply.aware
- of "the differences that exist: between the.social, strata.of his
‘gociety, it was not surpi':lsing. that a separate insurance program
should -be ‘established in 1948 for white collar, employees. Starting
with 121,000 beneficiaries, the Employees' Fund increased enrollment
i£07437,000 by 1964, almost the same:number as:insured by t_:liqﬂdrkers'
Pund. *‘An-additional 71,000 wives were estimated to be eligible for
matetnity benefits.: Approximately 57 percent of the insured 'eiygggyees
and*52 percent of the wives.live in metropolitan. Lima. . S
“ 1 i The”éxperience’of .the Workers': Fund convinced those @y;o.g.drggi;ed
the 'new/programtof {the importance of creating a strong f;l_gagg;i:.g'i:,1§ase.
The -higher and more reliable income bzse for salaried gqp;q'yeé's“ .
ehabledsthe combinad:tripartite contribution to be reduced from’the
11:percent’level-used-ih! the Workers! :Fund;to. a total of 6 percgng: of

monthly incomes:for.government:employees.and.7, percent for. théa'é An
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» '”{ Private sectors The government's ‘share iis -only;0.5 percent vals
v; Desﬁ":lt‘é"the" propor%ionatelyz‘amallet contributions per jcapi;ca‘heal.,ghj.
étpenditures daré ‘considerably tiigher than dn-the:Workers! Fund, ;.o
éﬁéféging“aﬁéﬁt51400 §61é3*($52)“1n51964.ni gosirtea nnkiscaiaen 3o
07 He “basic “benefits available'toremployees -aresin most jrespects
sii1a¥ €6 those jprovided: to-wage' earners: -The.most: notablejexception
15 Ehat-1f“the employees' programiuninsured-wives-are given:maternity
,.cfi;:ei ﬁﬁi‘é’i:"""'siﬁ"ixbﬁths"“'gestat‘.ion."ﬂ Both'programs:cover.ithe:complete

(ot of - mbst  drugs’ tequired by -the:insured patient.and;peither:, levy

!m‘! “} n

hatges. S g Baboadan win cpal o vtao,e oin bpe npekairgds
The principal difference between the programs 1is. in the; manner

YYq whikl> Health ‘éare ‘15 obtained.! Unlike the wage earner, the
salaried ‘employed' mdy ‘choosk! to obtain'those services, to; ‘whichihe is
t1t1eéd ‘esther ‘1i ‘the ‘private sectory. the Fund ~r;aimbura_:lng the prac-
“¢{tioner, hospitdl}; or pliarmacy-according to a-fee :schedule; 0%, ... .
"df’t‘éétly from ‘facilities operated by the:Fund.. i:nned (00,170 ditw
“aredxoVpigs doublé choice arrangement represents a:comcession granted
“by thé Employees" Fund’ to.the medical pfofession.as -the:price fory
78 ‘being able ‘to operate ‘‘a-"¢losed"!(i.ei, patientsiare, radmitted.and
treated only-by:salariéd-pliysicians)iliospital .system.. When thei.
bopnpioyets’ “Rund was: iestablistied '1n1948, «the:absence-of yfacilities
sengpijged the Fund’to’provide:care through:ithesprivatersectory: Ten;
yeabd’later; as'the huge: Hospital-Centxal:del:Empleado.neared comr
“Bietidn, the"1ssue of an'"opén'ror Yelosedi':staff:came into:sharp,
Yo £65u52Y Fund administrators?felt:they couldicontrolaneither;costs;

A0 G0A11ty 1€ theinew hospitaliveres operated:onsan:open! bagis.
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Jhamindeed they hoped eventudlly ‘to-be abIE”to*ptovide‘alluqervices
in theif own facilities.“For 1ts ‘parti: thonmadicdlfptofessioncsawm
the narrow stratum of paying patients on’ the verge .of being absorbed
by thid'deédﬁd“sﬁcial”fﬁbuféhceVsyetem“fandttheynreactedgine jpattern
famiiiar throughout the 'world: ‘Strikes;.boycotts;: expulsion&fromlthe

fm g iz

‘Peruvian ‘Medical- Federation of ‘physiciané seeking:-employment.in:the
héé;hoépital -; all_wereftriede UTruce‘wasaﬁnally obtainedlhutvgtn
the price of a dual system'of medical care.

' The evolution’of health care in:Peru has and.will continue to be
etrohﬁi?“infiﬁénéed”by the' decision to maintain«the~"free<se1ection",
fee-for—service arrangement in the Employees' Fund.. Most: signifi-

’ %antly, the private sector has been preserved as a major provider of
health services.
Use ot the private sector == now»providing:approx1mate1y one-nalLr
of 411 services rendered to insured employees =— has had both its
" 4dvddtagés and 11abilitiés. Whereas the Workers'! Fund felt obliged
“¢6 bi4ld hospitals throughout the country, tlie Employees’ Fund has
had ‘mich ‘greater fiexibilityﬁin‘meetingﬂthe.needs of beneficiaries
4iatant”from 1ts own faéillties. Fund administrators: point,-however,
to %ﬁEXEShtiﬁdlhé broblema’iﬁherent*1h~a’fée-foreserv1ce reimburse~
‘i’ Method of payment, i.e.; holding down costs,-preventing.abuse by
”'hdthfdgétdfé'anﬁ'patients;~and‘enauring:high quality.care..
& *ﬁﬂiié”théﬁkd§IOYées;”Fundthia not’ embark on bed construction in
LN I E 4

quentity, quality was not' ignored:' Anxious to impress- the white;,

ey Tar worker of the''importance the: government:-attached :to:his, health
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diid el fare; bothrethe 1200-bedLina (only, 847, in, operation, in 196%)
aﬁdiz394bedﬂAreqﬁipdﬁrundahnspita}sdgegnguilgdgqEQQQQnggg:gggygyza
{§{fia7oF: thélr fespective communities...
rn141 1uThe rétrong - £inancial base:of ;the Employees  :Fund. has also
”ffﬁllbwédfxit’i?-fo!ishave:‘:pnuch'»:bett;er:x:'st,:aff-bgq»;fati,gs, than is the case at
most-Petuvian hospitals.: In-1964. there vas ,one; full-time . (six~hour)
doctoriavailable per:three:beds. and an,gverg};ﬁra;iowof;:y;ggpgtggﬁ
per bed.
{ vy 1private Sector.: The private sector,encompasses such a wide
Uvatietyrof-mechanisms;for:providing,hgg;th:pe;viues ;hp;:p:}gg“‘:'
cﬁhfacterizationiiSKdifficplt.~=1nc1u4edR1gwphg sgc:9¥\a;g 1pd;g%pyus
“anﬂ*professidnal:practitionets;;ﬁigraprpfit"%gnd_vokypﬁépy,hpséﬁfa}ss
religious institutions, and health programs operated by 1p§ysg5@§}
“andagricultural enterprises.

#1i Services provided :by-indigenqus practitioners unquestionably
form’a quantitatively:important part.of the.private ggqtqur!gggbrich
heritage 6fﬂpaatacivilizaqionsuhaa.ptqgidgdIqﬁqelgjqp:;pg gfiggtgge
health practices that-are :eventoday; used by millions gfxpﬁgggng,,

1911ving- beyond  the-effective reach of;mgde:g;hga;;h pgﬁ,q;hegﬂgggygnity
"Bérvicést HEVen?inzthe31arge:;toquq;gﬂiggppus.heglgrq gpggiggg to do

1 grflourishing: business, reflecting both the gytepgth:;f,ﬁseﬁiéigEQI

" modes of behavior and the.paucity;of.modern medical care for, the poor.

nd ﬁﬁi!&heﬂqualitative,aspeétsygfziqdisgppusnhegiphm§y§tgms;hgve been
studied 4’ a-number of communities.by.social sqieﬁtiﬁﬂﬁ(léfslzaw,,

djlﬁhkéféhteafinfpromotinguthewagceptancgmpf;modetn.mgdipg;ﬂp;ag;}gég.

These data are not useful, however, in suggesting the volume of


http:especti.ve

services provided, their approximate cost, or most importantly,

W B SAT TG TV, Ay v
whether orfnot’it would be deairebleJ rniqdeed'feasiﬂlefto -dtilizeT,

’ NI e u}

“ﬁﬁti“e“practitioners to provide certain eervices dn. coordination
W h 4 )“’ . {] f. IRl AT
Jg '

wwithkthe government health program. While recognizing the<generai.

.relevancyfof these questions to manpowersplanning. it was decided

R

that the limited etudy resourcee available did not permit adequate

) TR

analysis.. No attempt is made to project demand for their servicee;
though the potential usefulness of indigenous midwives wiliﬁge.diel
cassed in later chapters.

“Quite ‘distinct-from the services provided by indigenoue prac~

titionets ‘aret.those rendered by the. independent professions .of medi-

.;; i
S BRI\ 1 < S T FRTTRIN 30T o Innaes e s

cine,‘dentietry'upharmacy and midwifery.; The generel characterietice
of private!precti;elior é;eﬁ type'o%”brectitioner are described in
the chapters on supply.

The private sector includes extensive hospital facilities which
in 1964 amounted to 3686 beds in 116 hospitals. The distribution of
these beds, by hospital ownership and size of hospital, is shown in
Table 10.

The small size of most private sector hospitals is striking.
Approximately 54 percent of the beds are in hospitals with 50 or less
and no hospital exceeds a capacity of 150, Many are the result of an
individual physician converting a pre-existing building over to hospi-
tal use and as such are often poorly adapted and equipped to meet the
needs of modern hospital care. As more charity hospitals are

modernized and new government facilities opened, the incentives for

operating private institutions may well decrease.
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The Systems in Perspective. Table 1l presents gomparativerdata 38!

I.o-.
: waiad 10 oyl

for the six gystems '6f health care to help place each’in persdpeéctive.

Table 11, COMPARTSON OF SELECTED CHARACTERISTICS OF THE PUBLIC AND
* 'BRIVATE SYSTEMS OF HEALTH CARE: Perw, 1964 -~ " "'

SECTOR AND % OF POPU- 0. OF % OF % OF TOTAL MANPOWER TIMED
SYSTEM: - * . - LATION HOSPI- BEDS. Physi-. Nurses  Auxiliary
ELIGIBLE® TALS (N= cians " Nurses
(N=267) 27,597) .
Public Seétor -  (100) - (151) (87). (67) .. : (91).7 ..: (90)
Min. of Health 100 63 35 . 26 31 .42
Employees' Ins.© &4 - - 2 vl e Blec 016 ot B
Workers' Ins. & 15 - -.10. ¢ 11 - 15 - 13
Armed & Police ' 3-6 7 - 7 1. ;. 18 .. 3,
Charity Ctlizo0 - 64 - 31 . 10~ ° 12 20
Private Sector '~ '~ 100 116 ©° 13 - 331 .9 .10

$ PN T Kl R R A -y

aThe percentage actually using each system varies widely. depending
on factors euch as economic and geographic accessibility. ‘ '

: St s N R
bExcluding time apent in teaching and in other governmental agencies.

Tyt )

Iy
CAbout one-half of the totel care provided is purchased from the
private sector. *

Two findings emerge from these data. that the public eector is very
. ol i !
much larger than the private sector and thnt the ineurance funde and

‘J/’.; . . sobgn o 00 LM - .,' ‘ i-

the armed and police forces' system have far more resources available.
: b4 I .

in relation to their client populations, than do the remaining systems

of health care. VThese phenomena, coupled with a pronounced urban-

T ¢ FAAS S AP i P BN TS ZA R TIal)

rural imbalance in

fareis

the distribution of health manpower, ara the dominant

( N [ .:‘4 e ot

"facts of 1ife" with which this study will be repeatedly concerned.



.

Planning.for Health , ,...... | - ‘
Planning.toxr Health , ,..z5vq 1 oldet  .yyipyedenn® gl zomieee =iy

CQiny“recentlyuhas planninghbeen_accepted by the nations of Latin‘

QA s Al

America as a means to accelerate the pace of economic and social
(2 oy g YRR
development. Throughout most of the 1950's,p1ans, when developed,

ey st

J.Were usually limited in scope and the result more- of external pres-

BRI

* gures_by international "lending agencies than a response to internal
PN A

...needs. __._ .

72) In Peru), the hecessity of: health’ planning was; first recognized
by ithe Ministry of Health 1n'21957 vhen, during the process of, admin-
istrative reorganization, it'was decided to create an -0ffice of Plan-
ning, Coordination 'and Evaluation. This Planning Office was ahead of
i1€g time and for diverse reasons was not put into operation. In 1961
the Ministfy of Health again'took measures to establish a small

planning ufit, largely based ion the. hope that this would help main-

“tain program continuity despite the frequent change of ministers.
This“init fuRctioned only poridically énd had liétle impact on the

administration of health.services. These early efforts had their

i [P R g3 vt/ «

effect, however, and by 1962 there was growing support among health

-4 ‘tl‘

officials for a mechanism to coordinate the activities of all public

and private agencies working in heslith.
L R S DA A BT [T SRR . . ,
The nation, too, was ready for planning and in October 1962 a
LTS LY i: n' SO TE R ke v'-».
National System fnr the Planning of Economic and Social Development '
I ‘ i\s :b*':' RISV T 4 }I}

in Peru was created. Article V provided for the organization of

e %

1

HETT R CLT A e - g
sectoral planning offices in each of the ministries and other major
gy bgigogas 5 I T
operating agencies of the government. In January 1963 the Ministry
sppalool s0i = S T SN AL & RITH
of Health, building on its experience of previous years, established

Lp IADIBLD \.’! ‘“ ':l'};"kl.; 2e il"’v "-‘,".’. abaty S b ’t s ko S
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the first of these sectoral offices.

Ry

As part of the national planning system, tha Planning Office is
P R R
responsible for the technical coordination and orientetion of all

agencies, public and private, that carry out activities in the health
sector. Technically it 1s responsible to the National Planning Insti-
tute and administratively to the Ministry of Health.

During the first 18 months of its operation the Planning ‘0Office
divided most of its efforts among three activities: training of health
planners, the health manpower study, and the rationalization of Ministry
of Health administrative services. Additional time was spent in esta-
blishing programming offices in six other health gservices of the public
sector and in implementing program budgeting in the Ministry of Health.
One experimental'programming area was designated in each of the three
natural regions of the country and in 1964 field experience was gained
in planning methodology.a

Work on a national health plan was deferred during this formative

period until early~1965, by which time the Office had finished train-

ing its personnel and knew more clearly how to proceed. In July of

8For a detailed description of the planning method, see Health
Planning: Problems of Concept and Method (Pan American Healt
Organization, Washington, 1965), and for the Peruvian approach to
health planning, "Planning for Health in Peru == New Approaches to
an 01d Problem" by Thomas L. Hall (Am. J. of Public Health, 56,
8:1296-1307, (Aug.) 1966.
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1965 a first draft of a five-year plan covering the period 1966-1970
was completed. Information obtained during its preparation proved of
great importance to the health manpower study and in certain phases
of the two projects, notably in the three experimental programning
areas, there was close coordination of efforts. However, for reasons
outlined in Chapter b, neither the Latin American plananing method nor

the specific proiections developed in the National Health Plan for

1966-70 were used to estimate future manpower demand.
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Part 1

THE SUPPLY OF HEALTH MANPOWER
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Chapter 1
suppm GENERAL CONSIDERATIONS

The fundamental purpose of a manpower study is to anticipate .
the future demand for human resources at a time when'dgcisions can
still be made to meet it. ‘However, before a‘'decision can be made
to alter the production of a given manpower .category, the projected
demand for this-category must be balancéd against the projected sup-
ply to see whether a change is required. This chapter defines how
the concept of "supply" has been used in the Peru study and describes
gsome of the methodological problems encountered in supply analysis..
Current Supply’

"Current supply” refers to the professional;, technical,-and .
auxiliary personnel active® in the health:sector in mid=-1964.: Data
on the characteristics of current supply were deemed essential ini
order to (1) estimate attrition rates, (2) have a base-line: from .
which to make supply projections, and (3) provide clues on the inter-
action between' supply ‘and demand th;t could be useful in projecting

demand.

7he' characteristics of temporarily or'permarently retired '
health workers are usually omitted due to lack of data.
I TR A T s D AR A T AT AR "’-“'\.;?,:‘; b Ce b '

[al s m o
[P PR
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§ﬁgégggggg_gggggg§_§ggg;1. In 1957 the University of San Marcos
‘ﬁhqﬂi&y;bfrﬂbdicine conducted a census of professionally active
phyéiéians and the results were publishg? along with related hospi-
fai data.18:19 Four years later, a é;;;f;i census was made of the
population, and by 1966 it was anticipated that some tabulations
would be available for selected health professionals. Since both

A M EGEEVONERERK 5 WIS AR ST
studies were dated, limited in coverage, and lacked important quali-
tativeoinformation; it was ‘decidedrat: the:-outset.of ithe Peru.study
that arspecidl 'censusrof -health manpower would-be required.

Inino other:phaseiof:thesstidy were:soimanyproblems encountered ;-
as ifnstheicensud:? .Indeed;-it:was:only.after completing:a,third.
nationwideicensus tHat:the.results were:considered:acceptably complete.
The problemsiand results ofiithe.three censuseg are described in some. ..
detailiginte’they-may be;of:help:to-other countries engaged in manpower
analysiss!

1lst Cepsug (August - December, 1963). Long census forms -

were:prépared in 1962:and>following:.a prevtest.in,a.com= .

smufilty” dearhLima) were:printed:in: quantity. . .On: yeview.
ini1963!the:manpower study:group considered the:forms.
excessively-detailed but! decided to.use: them anyway.
-75to! avdid:the expenseof:reprinting.-»Forms.were; sent with
r'covering: instructions! toithe two: social, insurance, four. ..
armed and police forces' health services, and to the vari-

..ous_xregional administrative units of the Ministry of Health.

Ministry; officials were made responsible not only for their ..

- 4 B -
WBanie Fo Trfosd

« kb oofnn Do sl Paorvso ol lniien una gyt
- direct administrative dependencies but also for the private
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sector:and:the chagiggﬁgoggigg}s.s Follow“P §°‘”°§§' 82329‘
calls;»and personal;interviews were ugeﬁq;o,gecelegaee the
slow-pace:of:the census.,

' .To help in platning and evaluating, the census, pre-
liminary estimates;were first mede,pﬁ(the nngyeyloﬁleee}th
workers: expected 1n.eachecate39ry.  For phyeiciege,w;he”‘
estimate was made as follows: total number of doctors
1icensed since 1910, minus an estimated 200 }qeq due to
‘out-migration; minus an;eetiqgted,aoo,deeeeeed.q; rceired,
equals the number expected. Similar estimetee were made
for the other categoriesfof health wo:keta.

. After five months only aﬁout 30,pere§nt of the{total
expected response had' been reeeived, mpetxbeépg gqu ‘
Ministry of Health personnel. Even within che Mﬁnieery,
however,. the response was very uneven. Many fprps were
completed by gervice and non-professional edminieegetive
personnel who were explicitly excludedvﬁrom enumeration,
and ‘the private sector was almost completely neglected.

" In retrospect the administrative, machinery in vir-
" tually ‘all of the central units which were sent forms and
instructions was inadequate to carily out a census. Eew
' persons read: the 1na:ruccionexca;e£ully 49§;f¥e§999t17 all
Lféapbnaibility-waagdelega;ed;tq,a)atatispicg} cleyy yhe
.distributed.’ forms and then remitted only those typtteere
* volimtarily:handed: in,.Professionals ¥§€9m?aEF49?¥8F}?

remiss about completing the census forms and ayxiliaries
R R R ATt
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that tried to get éﬁem tc“comply were Ty a poor?posicion
'ié aé”é&i "The cenaue form was too’long“and at times
difficult to understand, and some’ of the qdeetiona.seemed
unrelated to the' legitimate .ypterests of the government.
Lack of experience with this type of ‘questionnaire, sus-’
plcioa'rharhthe reehlta‘might have financial repercussions,
an&“iﬁa&eqaate‘éxp1aﬁa:1on of the reason for the census all
ccarrlﬁhﬁe&‘roﬁrhe'pcdr response. -

" 2nd denéua;(January‘:"Marchi“l964).vxShortened forms were

5repared and ‘used. vFodr professionals from the Planning
Office and Miﬁiétry'of'ﬂealrh‘spent almost five weeks each
'trarellinéapredetermlhed routes in order to cover all of
Perd‘BGZsf&e’cf“Liha and Callao. In each community visited
(generally those with' 5000+ inhabitants) the professional
made arrangements with local health officals for completing
thelceaeue'ln Ministry and charity system facilities, and

in the private sector. Census enumerators were hired local-
l§ as neceséari. ‘Since the social insurance systems and
rﬁexarﬁed forces indicateéd they would scon be remitting

‘ their completed forms with good coverage, these institutions
were not visited. In Lima and Callao six auxiliaries of the
| Plannihg oéfrée aﬁd’rhe Ministry spent three months walking
all the streete of the capital to enumerate those in the
piiVate sector. Personnel working in public sector hoapitals
wereiéb be entmerated by the appropriate central office under

“ thie superviéion of Plamning Office staff.
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Early. impressiong. of the second census were very
favorable.aﬂdalargeﬁnumbe:a(Qﬁﬂcg@pyegqgfﬁorms were
received. ;’ By the end;oﬂgApgil,ghoqeve:,;che‘gqmpleQeq?
forms on hand accounted.for only about 56 pergﬁngqu the
expected.number of professionals, varying fgqy a low of
44 percent! of the pharmacists to.a high of, 61 percent of
the dentists. Furthermore, the estimated omission rate
was 80 varied in different.parts of the country that
national projections could not -be made based on those
already enumerated..

The poor results of the gsecond census showed that
too much reliance was still being placed on the‘local
authorities to conduct the census. Assuming that there
already was excessive centralization of authority inm Lima,
staff members of the manpower study had been reluctant to
take complete<responsibility for census execution. Presum-
ably the findings were of interest to the local health units
and in any event. they would be responsible for keeping the
information up to date. Additional delays results in the
census of health personnel working for thg‘social insurance
funds and the armed and police forces; administrative control
in these institutions proved to be neither as prompt nor °
‘absolute as originally expected.

In Lima it became evident that the lack of tight
supervisory control over the census enumerators, a badly
neglected-aspect of the census due to other urgent respon-

sibilities of the field staff at that time, was leading to
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incompléte coveragé“and 16w 6htpdt. ‘Bvencunderathesbest
of conditions. aixiliaty‘persendel coild-not complete jmore. |
than eigﬁé$6f”€én”£ﬂte561éﬁsddaiiy'éiﬁéefthei:fretativewzgev
ly 1ot Sratus ‘meant freqient delays;'call=backs,:and othex:.
¢rustrations. The shorténed questionnaire did helpicomsids..
erably, howevef, sinée'many foms'could: row be'filledsout; '
“on thz‘BEJE"’1ﬁ éévefé1”h1ﬁutééL rather than invariably.re=:
quiring a cali-back as'in the first cemsus. ' il - |

3rd Censis’ (April - August; 1964). Census forms were further

shortened (Appendix C) and partially precoded._ Four pro= ..
fessionals from'thé Planning Qffice staff again went to the
provincéﬁ and tHis time pérsonally ‘visited the g;eaﬁ.majority
of pufiigﬂaﬁd'ﬁriGAte“séctorbinstitutionpvjuAlphabgtﬁéédéiBM
1ists of ﬁefééﬁé'previdusly enunerated were compa;ed'wiéﬁa
Payfélinlisté'éna‘tﬁobe“omitted'werevidentified!aﬁdminter-
viewed. In contrast with’the prévious censuses thethird.
census ehphésizéd:rﬁbidity*ahd completeness-of: coverage at- the
sairifive Bf some accurdey. 1f‘an individual was not-available
oriiEYBécdmg“épbaféht'that much: time would be lost in.waiting
t5 obtain the ‘intérview, friends' and: associates were, congult-
" ed and approximate “information'‘coverirg most ofthe.necessary
items was obtained. Hheéh ohly the age-or ‘year ofigraduation
was known, the other item was‘estimated. :Much of the .actual
census Work wis done persondlly by profesgionals since this
allowed ‘more rapid access' to other professonals than.in.the
cabevof ‘aukilidry pérsonnél: ~In‘Lima;‘two membershof thesn

©r gobiv. ol e kg odods e inse L i ooy

bt
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wmsrlanning&0££1ce atafﬁlv;sgted,gll of tpe majo osgitalsﬁand

Pt TEDAE (‘ ¥ a0
Lwithutheﬂaaaie;apge;gﬁlgggg;gegﬁeewpged‘;he“ me. pro cedures

of payroll review to identify almost 2000 hea } k rs miss-

Fay

"""" H)
doctorsyi:dentists,;.and; midwivegwgg;k;pgeexp}gg}ye%xp}n the

; lﬁﬂﬂedi13ché%tw°wpreyigpghggfqyggojfép additional number of

seamo:private ssecgor.which had been missed in. the three months.
,A hemtsarntedNceerir S SRR P e 1
snsrspentiwalking ;all the.streets of“phe,gapitalgAwete 1denci€1ed‘
ts Of LRC. SoP UL
iy dnnthe 'phone -directory, and were F?139h9994f19f9F4er't9 obtain

29} 1iag much-information. as. possible. Though a telephone census

753emawbuldaappear3to;beaan;ef§1eiepgngggcegq;e,i@pch difficultvaas

t(f
-

1 n;metg1n@persuadingnQhosencoptactedq;qhgiyeﬂ;he_neceaeary 19for-
b { ey AU fesd Y G R

n‘:mation"‘”‘ R TR EC P IE S D SRIES SUL LE ST SR N SR PEI SV iy
i A Foeat s vy '
i B i

It

sodu - TInireviewing the experience of the three censusea, the plocedurea

%which*prbved‘to-be‘of:mpat‘impoptepcewepgybexsymger;qeqlaehfqlleys,
41 (1) The personal visit of a well-oriented health professipnal
At gycoVal1aineticutioneggpegeping,1pﬁcheﬂpg§}§gﬂqgg§QFp‘H
i+ 12}(2)' Use-of- short: forms,, particularly, for auxiliary personnel,
itssinr 30 which ‘allow most of .the dnformation to be obtained from
rad Jorug ﬁﬁreﬁistingerecordsvonjfgomﬁworkipﬁgqq;egee 3@ep P32593%£4%PF

vrdal 3 -terviews are.;not‘“_&p‘raqtj‘_qgl S

.
AR (AR S L

Tl Nyl

Hﬁ?ﬂaaq(s)ﬁérrompt)codingxandtperig;qt;on of.censua cards to permit

frequent revision. of ;alphabetical listg of those already

1400y
ul "'3"0k51§*enlmqt§ted3 T N S AV E R N R LN -
- N PR BHEVEE S I ae P YT

v 5z(4) -IE:work is: delegated;locally,. the, prepatation of an aster

I(;ni'f(g‘ I },!

~rro dalistsofithosezthh@;?Q“@ﬁF?tﬁg ggvgacélitate fOI%oyepfff
: " & REFISIT I PR $ 10}

saa yerdrsr »therdelegated work is mot completed. .

v bmElaons nolbl
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" "(5)“’?:1‘6‘:’:" piibI4city’ chit help’ bt #Willinot elinthatel problems

penirhanoty
of misunderstanding and: reluctance‘to provide:personal

wpato oy R S
information.

(6) Close supervisidn’of field’ work 'done by auxiliary census
SAd wd et e e e o s fe . ,
‘ enUmerators,'partihhlarly'in~the“privhtd¥sectoneu,Ju
R E R B T T T T . . R P
Three important. problems’affectihg‘éensus?accuracy merit .comment.

{‘iIzL Yooad I . . PO IR _ . [P . Q
Th; first, most pronounced among physicians but also-évident -among

aleian wy

other p“ofessional groupa, ‘was that of obtaining.reliable-information

aboﬁt»fﬁé Honis"Worked'per'week‘énd types of professonal activities
;ngaged in. "The ofincipie“Eoﬁcéfnzéipressed‘wasithau:che;information
niéﬁt'he'uéédlfor‘taxfor‘oihei”ﬁféjﬁaicial purposes. ; ~Perhaps .30 per-
‘cent of tbose working in the independent professions appeared to

‘somewhat under-report the hours they*spent in theirtjobs, while about

,half that many gave the impression ‘they' were inflating their replies.
‘Overureporting was most prominent 4n’ ‘the public sector where the
hours'"contraoféo‘for“‘wefé given and not the hours worked, though

B T A U Y T S SPOY S .
this tendency also existed in 'the private sector when:a physician

G037y I T o Vi Vgt i 4 PR H
tcok into considerdtion‘hours when he was "on call";'but: not actually

ﬂzméking, or where he wishéd to inflate his hours of private practice
for reasons of prestige. However,; in-all professions-but dentistry
the tgfai;n&nbéf of work holirs reported per week .(about '40). appeared
rééﬁéis?eﬁe with what ' cotld be expected.:

The second problem had to do with identifying:professionals

TRINAG L 0 R b g o s el ina N _ ‘

retired (temporarily or’permanentl&)”from~active service. When a
'll (i‘m"; ioh I L E Tt et s Y mgtirgriis - . . .

conseious effort was made to’ £ifid such” individuals:through informa-

tion supplied by thei¥ vorking colléagues, an:appreciable number were
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located, ‘Sinceuthisntechniquezwaapupedqaffectiyelyyoq;ymiq,ghe\1ast\
census; the omission was high natiorally.

In retrospect, the decision to,qnuyetatevpnly;thqsq'profeapiqnala;
found active in their profession was .2 major weakness in the Pr>u study.
The ‘question of whether the large number of dentists, pharmacists, and
midwives who were not found was due to a poor census or because they
were no -longer ‘professionally active cannot be conclusively answered.
In view of the techniques used in the third census and the .good results
obtained in the enumeration of physicians and nurses, it has been

assumed that few-active dentists, pharmacists and widwives were not

found.  In the future, however, it would be desirat”: to eliminate any
doubts by (1) devel&ping a master list of all graduates.and (2) tracing
a sample of those not. .found by regular.enumegation procedures.

Lastly, in the census of technical and auxiliary personnel it
had been planned to include many different types and grades of.
auxiliary workers. Particular attention’ was to be given to relating
the length and type of occupational training to the requirements of.
the job. Such a refined analysis ultimately proved«impracticable due
to the mgrked»differences found dn job training and classification,
and indeed in the interpretation of the questions asked. The census
enumerator not infrequently was faced with situations where job
classifications or descriptions bore little relation to the actual
job, and training was either non-existent or applied neither to
the job : nor -job classification. Because of these difficulties,
many of the original persgnnel categories were dropped.

The classification of "training received" was a continuing source
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of chitifugibh ever Eori‘thie f6v ‘cdtegories of: aukiliaryl perspnnel ithato;
came under study. For example, ‘gome‘auxiliaries:would :1dst: up; £O ¢rcrinn
five'years of ‘'inservice training!,: presumably:ibecaugethey:had been
4n"enployment that ‘lorgl:Lacking 'standards of what iconstituted- .
nifimaTly-aéceptable training, it-was difficult to kunow which tabula=~; :
tions ‘would be fiost 'appropriate for "even-those.duxildaries with-pre- ..
emplojment “t¥aining. The final decision:was !to:éxcludeinservice, ...
trainidg from analysis, and for pre-émployment training, to set
arbitriiry 'and’génerally low"standardsvcf what constituted a "trained" '
worker' for-each"category. Thosevhaving the ‘requisite-number of weeks
d{f":‘isf”’e’zfgﬁi;iiiﬁﬁéﬁ{: ﬁ'ﬁni"né vere'classified as "trained" for:the cate-
go}'ivruﬁder consideration, the rest being regarded @s "untrained".. -
Using such’ géhi;;i'rﬁiél ‘standards’,’ rough estimateés of the existing supply
of trained'technicians and auxiliaries:were made as a basis for deter-
nining future:training needs..

el possibility of using’ 1ists: of health workers such as those.
kept' by’ phiitmaceutical! companies, professional schools; professional - -
réifstries, professional ‘societies)' and the police and tax. bureaus
to construct a master -1list 'was carefully considered but 'rejected..:The
ﬁoé‘é’“ﬁé‘orzﬁht reéason ‘was -that’ for: the information required and.ithe
variety of health workersito be'studied; no 1ist:or series of lists.
could ‘have avdided the mnecessity of ‘doing an actual field- census.: . |-
Hence the donsiderable éffort “at ‘¢ompiling and .alphabetizing -such lists
would have ‘bBéen ‘ldrgely:wasted; ‘excépt -to 'use as-a.check list to.esti-
mate census omission.iInirétrospect this decision 'was sprobably justi-

£1ddP?though ‘naster 1ists would-liaveibéen Very important:had it not
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been decided to repeat the ceneus to ensure adequate coverage and
accuracy.

Tivd a8

In eharacterizing cettain aepecte 'of both the supply ot ana

demand for profeseional health manpower, dée‘ib made of the concept
of "full-time‘equivalent" (F. T E.) pereonnel. whéh'ap§11ea to pro-
fessionals employed as’ faculty in a teaching io;tltutioh?ot working
for a‘éo;etéoent;i agency, F;Q.E; statﬁepie éoauﬁed‘tOVEﬁﬁel‘39 hours
worked per week, the amountvpotked by-moetlfoiietihe public employees.
In teaching 1natitotione 1t‘1eheeoumeo'thet‘one.fuil;time'ptofeseof’
equals two half-time professors or 13 part-tihe‘ptoteasote (Sased on
three houra per week per part-time professor) In the eo51YBis of
current demand, F.T.E. status is calculated byidividingﬂthp,total
number of hours worked per week oy teepondents diviged“ﬁfithe number
of respondents. Depending onLtﬁe'prqfession.thie varies from 32 to
42 hours per week, in most cases centering erouo&'59 to 42 hours.
By eonveftiog‘“hoursmporﬁed" ioto F,T.E, personoel,,tﬁe;teektof
comparing the. way different inotitutioos'usevthetr maqpowe:_teeources
is greatip’fecilitated.
Future Supglx

projeotion is necessarily besed on oertain assumptioné about
what will'happen 1n;the,fu§ore. Sometimes these aeeumptions may be
go unquestioned as to make the projection equivalent to a “prediction".
Often thieftppe;ofnprojeEtion'is,pot‘poee;ple,wpettféoieEIY"1n a period
of rapid change, and a more; cautious approach P??S‘};*°9;§’j‘3ﬂ}¢"1"e

assumptions is indicated.. Because of tbe‘g;;h_apo,vetieg;eutateo of
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loss observ d. among Peruvian health professionals. this latter course
LG AEIAYOD BIRUDELS CYesiive 33 auader 253 teenwy o1 biblarh ansd

vas adopted and three projections of future supply were made.
Two.variables are 1nvolved 1n projecting supply, the futute ;

output of trained health personnel and atttition over time. The

g )t

assunptions, sources of data and methods of analysls used for esti- .
mating,eaehJof”thege‘ygftehlegwetedepc:;beg'he}pw;

. Butyre Output of Health Werkete{ Ptpjeett?ns of Fhelegt?ht of
Peru's crataing fostisutions vere based on data obtalned fron a
special survey. The following information was sought:

(“.:?tofesaional Facultiea and Schoole

~ Number of graduates and revalidations of foreign profes-
' sional degrees, by year ‘and sex (1904-63). ‘

" Enrollment by year of study and sex; number repéating
studies when available (1954~64) .

Number of applicants for admission and of those
rejected for lack of space, number considered quali-
.£1ed for admission (1960-64)

. Amount of money spent (1961, 1963) and amount of money
budgeted (1964); by expenditure category.

" Programmed intake, planned changes in the length arnd/or
nature of the curriculum, and in the entrance require-
ments (1964-67). ,

Number of faculty positions budgeted, filled, and addi-'
~ tional faculty positions desired; by faculty rank and
" time (i.e., part-time, half-time, etc.). For nursing
_and midwifery schools, the basic profession (physician,
“nurse; 'etc.) of the employed faculty (1963 or 1964
‘_depepd;ng‘on year of visit).

Assessment of the adequacy of the physical facilities
"and’ plans for new construction or renovation (1964):-

LA o Y " t e Bx] -
g it fie '

"1 Jumbet of graduates,’ by yeat (1904-63) .-
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.Number ;enrolled, .by year :of ;study.(1964).

Programmed intake, .planned.changesin the .length. and/or

nature of the curriculum, and planned changes in entrance

requirements (1964-67).

Educational budget -(1964),
Depending upon the professiqnjundgr%s;udy,.perqain;quggnioqs relating
to-quality or specific: problems were added. . Interviews were held
.with either the dean: or 'school director at, most, of thg4;nac1tggipne
surveyed.'

- The starting point: for projecting the ! probable‘output" of .new

_health workers was therenrollment, by year:.of. study, in 1964, .subse-
quently updated to 1966 for all professions but. dentistry. .The:
student attrition rate was estimated for each profession and applied
to. the enrollment in order: to.project the number of graduates, by
year-of availability for employment for the. decade 1964~73. Factors
such as the availability of qualified applicants; planned. changes in
the intake of new: students, and schools scheduled for opening were
taken. into consideration as necessary.

‘The number of professionals likely-to validate-foreign-earned
degreesiwas-estimated by‘eifrapolating recent ‘trends -and--added to
the output of Peruvian schools. For physicians, a special survey
was conducted among medical schooisfiniLatinuAmericaband Spain in

order to better estimate the number of Peruvians likely to return

in futute years.‘.

.....

' *t‘vrf Deats
was then multiplied by ten to show the effect of continuing this

rate of production for another decade. Sinée both the population
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end. econony will ‘be e \grovm 4¢oﬁe£d'er’a'l>1y'ffb'y7¢1974;f‘-’ch“e‘%rojected out-
;gufgscsﬂeue“aecond'decade’repfeeen:e a'minimarcestimate of what is
I;kely’co happen.

Estimating Losses. The ;i:‘b‘ﬁl’"én 1g'éimply statedé If 1000
“dbctora*(dentiata. etc.)’are professionally” aetive: in11964,ﬂhow\many
'wdll remain ‘dctive 10 or ‘20 years ‘lacer?: rUhfortunately, ‘the::bases

“ﬂld‘ﬁof exist to’ constriict ‘a ‘life tableifor theﬂentire Petuvian popu=
lation, much less for any of the health profeseions. The- Minietry
ﬁ”of"Fbréigh”Affairthﬁafno information on the number. of professionals
“that*had lefc\the'country. Uee'of"vital"etatistica“data‘toridentify
chdbe who' had: diedmproved impracticable.“ Informatiou available from

e T

prafeesional associationa was: too 1ncomp1ete to ‘be used for estimating
‘the rate’ of removal per decade. - Lacking these’ or: other poteueiei

- goutrces. of lnformation, two: empirical methods were: uaedfto estimate
1oeseewas a: function: ofrtime.

B '!ge Table Methog.e This ;method-consists’ of: aeleccingJa 1ife
expectancy curve assumed to. approximate the experience of: Peruvian
‘health professionale end then applying: the. derived rates to’ each ten-
year,cohortxofflicentiateea tosestimate ;the number aurviving £0-a
given -years ::The wey‘thie method was! ueed to: eseimate phyeician deaths

prior.to 1966aiswahownninuTableflelua

IY U ar oo, e P

8cohorts are based on the period in which professionals were7
authorized to practice in Peru. For those trained ‘nationally
")1censure" -1s synonomous with "graduation"; though for'those

trained abroad there is usually a difference of one or ‘two years.
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Table i-1. ESTIMATED NUMBER OF PHYSICIANS SURVIVING TO 1964
( Life Table Method): Perud ™ ; ‘

‘¢ ..

DECADE o NEW Parsrcums T PHYSICIANS EXPECTED TO °
'LICENSED DURING .. _SURVIVE TO 1964
DECADE " Number T %
1914-23 193 80 41.7
1924-33 441 309 68.7
1934-43 594 514 86.5
1944-53 1435 1389 96.8
1954-63 3324 3304 99,1
1904-63 5987 5590 . . 93.2

aLife tables used were from the University of Maryland (Abridged
Life 'Tables for Total, Male, and Female Population: United States,
1961 (Table 2-1); Average Remaining Lifetime in Years at Specified
Ages, by Color and Sex: --Death Registration States, at Ten-Year
Intervals, 1900-02 to 1959-61). The average age at licensure is
assumed to be 28 years. Each cohort of Peruvian doctors is assumed
to have the same expectancy of surviving to 1964 as white American
males of the same age had about nine years earlier. This means that
Peruvian physiclans were estimated to have about one year less life
expectancy than American males of the same age.

i

Use of this method presents two major difficulties. The first

problem is that of selecting an appropriate life expectancy curve -
it T ’ B 3 £ SO
for Peruvian health professionals. In this study the curves usged
were for white American males and females of the same age as Peruvians
‘, s L N .,;,q ,.;,' ".-4.,

graduating from each of the several professions, but for a period

approximately ten years earlier than when each cohort graduated. "For
:U oy , ..

example, Peruvian nurses licensed at an assumed age of 20 years
e il Pt ELEPRTE F PR ol o

during the decade 191&-23, were presumed to follow the same mortality

e

pattern that 20-year-old white American females did in the period
alaoY ot
1909-11. The assumption is that in each decade the increase in
I3 shaee oo oo i _;;L“: ‘ny o

Peruvian life expectancy was some ten years behind the American



experience.'"ﬁhileﬂdﬁjectisﬁs‘EEEVFETfaised’canterning“these or any

‘other asﬁqméd mortality curves. An- practice the -final- -estimate for..
LA i RI

the ‘number:’ surviving will vary litt1e~-rrespective ‘of the assumptions
used. This is because most ‘Peruvian health professionals are young -
(median a;eiis usuallyfless than 35), and hence by any standard,
subject to high survival rates.,

The secgnd problem is more serious. éince the life table method :

o et b4

contemplates only death as a cause of removal, professions subject to

a high rate of out-migration (doctors), early retirement (nurses and

RIS

midwives), or change of job (pharmacists and dentists), are subject .

[

to optimistic projections. For this reason, projections of future

losses are made using the cohort method.

!

*féohort Method. This method compares the number of physicians, ,

LA % 1 , priy i

dentists, ete., 1icensed'in each: decade with the number found active

in the health manpower census corresponding to the same cohorts of

Garr g
4200 o )(‘l Ty

licentiates. By this means the loss per decade, as a function of

SUten '.:v;‘ "

time, 1is obtained. The observed loss rates are then applied to each

IR S AL R S

cohort of professionals active in 1964 to determine the number likely

YT RLITE A B s AEE I

to remain active in one and two decades hence. The key assumptions

Syt LT Crr R et

of this method are that the base-line census was accurate and that

D TN SRS N SAREIES LY LN SR

factors affecting the loss rate will continue unchanged. Other than

x(\’
[BERAS LN . ‘ P i ; . . R
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these important limitations, cohort analysis avoids such problems as
ﬂ]i R i i

:estimating out-migration. retirement, and death rates since a11 causes

=y (23 ¥4 ’ [N

of loss are included.

b enps

The cohort method is ideally suited to a normal pattern of attri-
l?f”'”m“.l {nfy, Erid

tion. According to this pattern the loss rate is almost negligible
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during thie'first few:yearsiafter.graduagtion,ingreases g;oqupggrEEQk
the'fiekt™ thiee"or : fouridecadesy sand. then, increases. shaxply as each
cohorté%niérsqthe?oldetnagefgroupsoa@Unfgrtugatgky,(;h;glpattgxn
applies’ only-partially.to:Peru. - The.principal- finding of the health
manpowér' census), described in' detail in: subsequent chapters, was that
a»gfééie¥'pr6portion.of young.health professionals have left active
practice than have older ones.,
Given this situation, how.should the cohort method be applied?
Will thosé ‘lost.tothe-profession -during the first decade afggt
licensure return to the profession in the second decade or not, or
will they follow someiother pattern of attrition? LLacking adequate
grounds to decide whether theée high rates'will be‘gontinued or not,
three alternative hypotheses were used:
Hypothesis I:.. Present Retention Without Return. This hypothesis
assumes that bncefa.health professional has left his oggupation or
the country, he will not return. For example, it was found that
about. 13 percent of the doctors licensed in the period 1954-63
. were not-professionally: active in Peru in 1964. Only eight per-
cent 6f ‘the doctors licensed in' the previous ten years (1944-53)
had similarly' left the profession. In estimating future }pgsggﬂyy
this’ hypothesis, ‘it is assumed that the same proportion (iﬁ%)»of
the 1954-63 cohort of licentiates will remain inactive in 1974 as
was the :case 1ni-1964."

Hypothesis ‘Ii: Present Retention With:Return, Termed "im-

proved retention' ‘in the texty this hypothesis assumes losses are

transitory and that each cohort, as it ages, will experience the
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gafie ‘1688 rate a7 "aid "t he Aéit "older rcoliorty: Using. the;sane-
exaﬁﬁia Ei.t:i*.c’l-‘;“a’bc":’"i're‘,*'fi:hi.iéf~’ﬁén.:J.‘‘dﬁi:h'eéu\f‘lt:hat:tft:h‘e?«87«:per:¢:em:@,r,et.egt;:!..;m_»,J
for dostors libensed’ 1n- thé period. 1954-63-would: increase. Lo, 92.
ﬁé;&éﬁé retentiod’ by 1974"1norder' to conform; with. the experience.,
5f doctors 1icensed in’ the period 1944-53. * Overall, this bypo=. ..
thesis is' probably the most realistic-one [or the majority of Peru's
professional groups. As the health sector expands, some of those
who pféviodsly 1eft thél'r profession-because of inadequate work
opportunities or to’ study abroad will'likely return to active prac=
tice.

[

Hypothesis III: Maxinuh Retention, Even:Hypothesis II assumes a

substantial and permanent loss of health workers. In order to
indicate how many professionars would be potentially available
aésuming only those losses resulting”frpp.death”pr disgbility,,q
third set of loss rates was postulated. For a cohort of profes—
siéﬁaléi11Censed in, say 1956-63, this assumes a 4 percent. loss

by i§64, 7 percent by 1974, 10 percent by 1984, 30 percent by

1994, and 80 percent by 2004: No'corrections are made for sex or
for secular changes in the mortality experience of different
cohorts. ‘This theoretical rate 1s based partly on the experience
of those cohorts' of Peruvian professionals in which attrition has
been low and partly on the ‘estimated death rates at the: present
time. The projection obtained using this hypothesis,‘when,cpqpa:ed
with the other projections, is useful in demonscracing the potential

feserve of unutilized health manpower available.
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Future Sugglz. Table 1-2 showa how the -future’ output: of medical
graduates and the alternative hypqtheees about.e;erition are combined
to project the supply of .active; pbysiciana. In the example given.
the projections for 1974 vary from 8540 to 9110.w.Projectipnq;fq:'
1984 are similarly derived, usiqg:a ten-year extrapolatilon of'theg

1973 output of physicians as the estimated outﬁhi during the decade,
1974-83 .



Table 1~2. ESTIMATED NUMBER OF ACTIVE PHYSICIANS IN 1964 AND 19742 (Cohort Method): Peru

DECADE PHYSICIANS Z REMAINING ACTIVE IN 1974 NUMBER ACTIVE IN:1974

WHEN Licensed Active 2 Remain- (by Hypothesis) . ___(by Bypothesis) ~
LICENSED in 1964 ing Active 1 11 111 I S & SR i §
1914-23¢ 193 59 3t 0 0 0 o 0 0
1924-33 441 266 60 31 31 20 140 . 1400 90
1934-43 594 568 96 60 60 70 360 -360. 420
1944~53 1435 1324 92 92 96 90 1320 1380: 1290
1954-63 3324 2891 87 87 92 93 2900 '3070. 3100
1964-73% (4390) 0 - 87 87 96 3820 3820 4210

ALL 5987 5108 85 84 86 89 8540 © 8770  ,.9110

aThe estimates given here are for January 1, though in the rest of this monograph they are for
mid-1974 and mid-1984. Adjustment is made by adding 50 percent of the assumed new licentiates for
1974 (and 1984), and rounding the final result to the nearest 100. - ' o

bof the 5108 physicians presumed active at the beginning of 1964 (excluding 1964 licentiates), 366
did not provide sufficient information to allow grouping by cohort. They were added prp-raia to the
4742 physicians for whom information was complete. ) ' ' ’

CThe youngest physicians of this cohort will be 79 years old in 1974 and hence it is eliminated:
from the projections.

dBased on assumptions outlined in Chapter 2.

-8L~
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‘Chapter 2

PHYSICIANS

«/The.:introduction:described the evolution.of,health services.and
how ithey, ‘are-how organized’ and:dietributed. -This:.chapter: .examines
the charuzcteristics of the supply, of physicians: available :to’ proviie
these. services. and, on the basis: of recent trends, wakes: supply. pro-
jections:for:the future. - First, however,. a brief review. of. the: -
changes. that have affected the medical:profession during the:past:
several:décades.can: help. place the:events of.today in:better: perspective.

In the 1940's two parallel events initiated a-: gerles:of clanges
whose influence:on:the:practice:¢f-medicine still: continue. The
rdemandn:fdr and supply.of:physicians;:in: response:tosdifferent: pres~
sures, increased: enormously: over: the, fcilowing-decades’ Looking:at-
demand,:couipletion,of the:Workers!:Social Insurance:Fund;hospital.
gystem«in theimid-1940!s:meant: that for:the first .time a’substantial
number of physicians entered into government service. .The Ministry
of {Health, in;part-as.a:result-of the Inter-American "Servicio" pro-
gram; started-a program{of I expansion following the Second.World Wax
which was. not :to:reach:full momentum until-.the 1960's.: In:1948ithe

Employees'.-Fund ‘gave :new purchasing:power: for:health sgervices ‘to ‘yet
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another segment of the Peruvian population and the demand for care
4n the ‘iptivaté gector was strengthened. Ten years later, whem the
”lfug_e'-Employees' Hospital was openéd -in Lima, the struggle between
private and government medicine was fully joined. While a compro-
'mise solution was agreed upon.? tli;}ey ;;:lance first tipped conclusively
in the favor of the public seéctor.i: "

Events taking place at the University of San Marcos Faculty of
Medicine both facﬂitated a:d rsltin;:i.ﬂajteldk the growth of government
+medicine.:» I responseto:student: pressure, admission requirements
in-the latter:1940's were relaxed, enrollments skyrocketed, and within
-iless: ‘than ‘a'‘decadea: the numberi of physiciang. graduating annually in-
‘creased 'aix-fold. By the'1950's): competition: among. doctors located
in the’ capital and major  cities was severe. - Soon* a-substantial number
of! younger phyaiciané began: to- set-up-practice’ in the'provincial towns
!:an‘d-f'c:l.t’:les ,+and the: amount-of care: received; by these populations
notably!increased,

=7'In 1956: control was:again:imposed over:admissions:to San Marcos,
but:theracceleratéed: output: of' doctors' continued. By the time -enroll-
ment;atiSan Marcos'had:decreased’'sufficiently to:affect the annual
outputﬁzofriphyelcians;z: the newv 'medical schools opened in 1958 in Are-
.quipatand-Trujillo;: and 10 1962 iniLima,-began. to produce graduates
efrtheir qﬁi.
.4 "Bhyeiétas output-promisés’to incresse:even-moresin'the future.
Two moretmedical schools wérelopened-in=1963+in-Tca and:Cajamarca-and-
in:1966 ‘the Congress voted ithe furds:to create ‘asthird ‘school in.Lima,

bringing .the tatal:numbet of.schools up to seven.:. ipfinéceasity, one
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of theé‘principal issues.with which-the manpoyer, study k%ﬁ%%ggﬁP%%%E%Fd
is the poseiblegeffectﬁthieyipcrgeging physician output may have on
the"fﬁtﬁrefdeveloﬁmerrﬂof{toeghealgoisecror.;

Thevpathe?a young medical graduate may follow *?fﬂﬁYe}é?inéﬂhié:
professional career are varied, thoughneeveraifperterqg predomina§§;
After:internship;. almost' half:of-the éreduates.seek emoloyment in the
provinces where competitionlie~1eas than in. the capital and the chances
of a steady income during ‘the first few years are better. Close to
10 percent leave: the country for advanced study abroad, primarily in
the United States, and according to recenr iqforgarion! a substantial
nunber decide not 'to. return»toiPeru. | '

Those who: prefer to remain in Lima or other large cities often
face a prolonged period of economic privation. The majority seek
government positions in order to obtain a measure of economic security

during the period:they are developing: their private practice. The -

result, a large numberi:end up working without pay in a charity hoepital.
hoping!‘thereby to attract a few paying parients for the afternoon
office hours. - A young doctor working thue can also hope that by
faitlifully assisting the chief of service, ‘he may evenrualiy be naned
to one of the eeiaried positions.

Regardless of the way in which the career is started, the eventual
pattern of practice is remarkably similar for the great majority of

Peru's physicians: govermment service until noon or shortly there-
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bBaprgnnas meanamel o vhits

after to prov:ifde s {depénidable source 'of indomeprand solo:private
phictied {5 i aEbefiidon dnd evéntng w Despitesthecgrovingos ..
importance of the public' séctor, {it-scems i11kely- that:most,physi~

sid ,};‘!‘T":’fw;‘r}.‘( yoer b g T E LT g i . oL ‘
A rli117 éohtinue this dual’invblvemént in'public andprivate

B T L e AR N R L S O
practice for some years-to’come.

U s Censiis of Physiclans. A total'of 5235-physicians,were.
Cdimated to be professionally ‘act‘ivb 4n mid-1964. .Information
was ":gsi‘ii;ﬁietex or ‘a";lmo'ét ‘complete ﬂ;r ‘~97 percent. of this number
“and iimited t‘c;"‘x.i'éiﬂ’e‘, ‘sex, and‘location for:3 percent. (160). The
nedian age of ‘active phiysfcidns was 37 years. .Of those older
than the med:lan, 2.8'percent were female;, and of those. younger,
6.2 percent Female ‘physiciaiis ‘represented 4.7-percent of the
total. “Bleven percent”of ‘all active physicians received their
medical training abroad.

v By ¢ompating the number’ licensed over'a suitable period
‘4f time with the approximate number of kmown status who corres-
‘é&d& 'tg the same cohort; ‘the’ maximum limit:of:-census omission.
can be established. ' The ‘figures shown below make this compari~
son for those 1icensed Froi 1924 071963 (i.e.; excluding the
FT 7RO Ts BB

fncomplete cohort Of 1964 “liéentistes and those:licensed prior .

to 1924).
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Physicians licéfised in’the period’'1924-63"
R ;v‘fw(ﬁamzearsmorwzougger in 1964)

Number licensed ° 5804
Active in Peru in 1964 ‘ 5049
Known to be inactive in Peru - 3
in 1964 ‘
In the United States? ' - 250
In Chileb - - 26
Estimated deaths prior to 1964 - 294
Status unknown 144 (2.5%)

1

In summary, less than three percent of those presumably alive and
under 69 years of age in 1964 could have been professionally active.
Since the omission was so small, no corrections were made in
analyzing census data.

Comparison of the number licensed in each decade with the
number found active at the time of census shows that the'pnenomenon

of emigration is a recent one (Table 2-1).

8According to American Medical Association files there were 256
Peruvian-trained physicians in the United States in March 1965.
It is assumed that about 250 correspond to the 1924-63 cohort of
licentiutes. Of the total of 256, 91 were fully licensed in one
or more states and presumably were permanent residents. The
remaining 165 physicians were in graduate training and at least
some of these will eventually return to Peru. Acknowledgement is
gratefully given to Dr. Donald Ferguson of the Johns Hopkins School
of Hygiene, and the A.M.A. for making this information available.

bObtained by special request from Chile's Colegio Medico. s



Table 2-1. PERCENTAGE}OF;PHYSICIANS REMAINING ACTIVE' by Sex
and Decade of Licensure: Peru, 1964 ‘

a0 r ) ,, . . Lo,

DECADE OF T T e e e 1 JCENTIATES "ACTIVE IN 1964
LICENSURE Male Female A  Both.
ALL 85 - 82 85
1914~23 31 0 5 |
1924-33 61 25 - 61
1934-43 96 87 %6
1944-53 92 . 88 92
1954-63 87 80 87

The low retention_rttt hf physicians iitéhsed prior to 1924 is

expected. However, -the drop in the youngest two cohorts, particularly
those licensed from 1954 to 1963, was not anticipated and likely
reflect; th; ;ecent overexéansion in physician Supply. The somewhat
lower retention rate for young'women doctors is likely due to ‘the
demands of childrearing and appears only transitory. The attrition
rates glven for ‘women prior to 1944 are not statistically significant
due to the small numbers inwolved.

Geograghic Distribution. The marked concentration of phyaicians

in the urban areas is evident in Table 2-2.

Table 2-2. NUMBER OF ACTIVE PHYSICIANS AND POPULATION-PHYSICIAN
RATIOS: by Population Group: Peru, 1964

ITEM - _POPULATION GROUP
"Peru Metro. 50,000- 25,000- 10,000~ Under
Lima 249,999 49,999 24,999 10,000

fctive' ‘,,'5235 3420 759 184 474 398
physicians L T '
Persons per 2200 600 1200 1600 2000 17600

physician -
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With 66 percent of the total populationiliving in communities of
less than 10,000 inhabitants, most Peruvians clearly lack ready
access to medical care.

There is a definite agsociation betwéen physician age and
locatioﬁ,‘ﬁlth two out of five young medical graduates (since 1950). .
located in the provincés é; compared with only one out of . four for
those graduated prior.go that year.

The departmental population-physician ratio varied from-one
doctor per 26,500 inhabitants in Huancavelica to one per 700 °
in Lina (Appendix E). In five departments the ratio was worse than
one per 15,000 and in only three was it better thar theé ndtional.
average of one per 2200. Comparison with the ratios calculated
in 1957 reveals a slight deterioration in the departments of Loreto,
Tacna, Tumbes and Madre de Dios, and aﬁ 1mprovemeht.in'the réﬁaihihg
20 departments, particularly in the sparsely populated Andean and
Amazon regions.

Characteristics of Employment. Despite the great interest of
organized medicine in preserving private practice, one of the most
notable findings of the census 1s the high proportion of physicians
in salaried employment. Even assuming that all those of unknown
status were exclusively in private practice, data presented in
Table 2-3 indicate that about nine physicians in ten has a paid job.
There has-been little.change in the percentage of physicians with
salaried positions in service imstitutions since the 1957 doctor

census: 81 percent in 1957 and 84 percent in 1964.



Table 2-3, DISTRIBUTION OF ACTIVE PHYSICIANS BY EMPLOTMENT

EMPLOYMENT ‘% OF PHYSICIANS IN CATEGORY-

CATEGORY = , (N=5235)
Salaried job only 28.6
Self-employed only 3.7
Teaching.only: 3.3
Salaried job-and teaching. b5
Self-employed and teaching 1.9
Salaried and selfremployed, 34.3
Salaried, teaching and self-employed 14.3
Unknown® 9.4

a;pfp;pation‘was totally lacking on the activities of about
3% of the physicians and partially lacking on the remainder..
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Among respondents about 68 percent of all physician time was

ARAREVA (WA FHATIO Y anTy TR T UTOEA
spent in salaried employment.x26.percent in private practice

and 6 percentjiﬁfféaching:“‘The"actuslwproportion~spentwin~private

ractice may be ‘somewhat. higher... Approximately nine percent of
the doctors did not report the number of hours worked in any .

activity and since most of the non-respondents were in privéte prac-

AS
A "~

tice, this category is probably underestimated.

Analysis of the urban-rural gradient shows remarkably little
difference in _the time worked in each activity according to' the
size of the urban population. The exceptions are communities with |
less than 10 000 urban residents where physicians spend relatively

less of their time in private'practice (202) and teaching (22)" ‘and

.'-; 4

more in salaried positions (78%) than those working in larger towns

and cities (26, 9, snd 65%, respectively)
M 1 I] .
Comparison of 1957 and 1964 data on the distribution of physi-

A
RIS JERT

clans among the several health care systems reflects current trends‘
in the provision of medical care. During this period the Ministry
NETETIE B P {
of Health and the Employees Fund increased their proportionate
TR R L Y

ghare of all employed physicians by about five percent each. Ths?

proportion snployed in charity hospitals declined by seven percent,
SR LA 005 BV A
the armed and police forcss, two psrcent. and "other institutions ’
R T 1.4 3 A '!‘, f’?"

two percent. The distribution and average hours worked are shown T

in Table 2«4.



- 88 -

Table 2~4. DISTRIBUTION OF SALARIED PHYSICIANS AND AVERAGE
HOURS WORKED PER WEEK: by Employer: ‘Péru, ‘1964 -

EMPLOYER - z OF PHYSICIANS  HOURS WORKED
g A : (N=4281) . . PER WEEK

ALL _ 100.0 33
Ministry of Health 35.9 33
Employeee’ Insurance 11,2 33
Workers' Insurance “14.2 -+ 36
Armed & Police ,l936 | 34
Charity ; 15.0‘ 29
Other government 2.9 26
6.2 36

Private institutions

The distribution of medical manpower among the systems of

health care has little meaning alone. the number of physicians

ployed by each one must be related to what is required of them.
Comparable information does not exisr, however, about either the
population eerved by‘each eyetem or the number of services provided.
‘An alternetive index, ueeful for purposes of comparison, is the
number of phyaician-houre available per hospital bed. In general
terms, the aesumption can be made that a eyetem with relatively
more physician time available can render both a higher quality of
patient care and more effectively utilize its bede than a eyatem

[

wirh a less favorable ratio. These eatimatee, baeed on the number

‘
PSSR 41X Sute 100 X BN

of hours worked per week by hospital-baeed doctore employed in each

health system, are given in Table 2-5.
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Table 2-5. DOCTOR-HOURS PER BED-WEEK: by System of Health
cau 131 'Caxes: Peru,-1964 . -

SYSTEM DOCTOR-HOURS

PER BED-WEEK
ALL 3.4
Employees Insurance 12,0
Workers' Insurance , . 106
Armed, and Police ., 6.7
Ministry of Health 2.7
Private hospitals® ‘ 2.5
2.0

Charity hospitals; .

8Actually. higher because.of private non-salaried practitiopers.

These figures ehouidfbe iﬁierpreted with caution since the
sevefaf eystems differ subétentially as to their bed occuﬁ&ﬁcy rate,
typee ef {11lnesses treated, and physician time in outpatient clin{ce.
Nevertheless, the very existence of such wide variation raises the
question of what should be considered a reasonable standard for
hospi;el services in the future. This will be coneidered 1g Part 1I,
The Demand for Health Manéower.

At the time of the census medical specgel;zet;eq?weé‘etill‘
rudimentary and large}y eelf-defined. The only organieed‘reeidency
was a two- to three-year pt&gram in oncology offered bi'éHeTInetitute
for Neoplastic Diseases in Lima. No system fot éﬁE‘ééEtgfeceﬁigﬁ'of
speciéiists had yet been established and few apeciﬁlﬁiiassociatioﬁé
were in operation. In mokt cases the designation "specialist" meant
that a physician had spent some time 1n one of the various specialties

POL o g el MM S O R R LE T F

and cended to at least partially restrict hi- rlnctire 0f che
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remainder, most had either taken a correapondence courae or had -
J%Lﬁuﬁ Yo pofevd yd | rEEPURE Bag oz e BUTNG 2T ":u~

attended a short lecture aeries at one of the numeroua:"institutes

oW e ¥ o ey o PR

in Argentina,ﬁnrazil. and other Latin American countries. Only,
SRR ¥
few could claim“full residency- training-in-Europe-or- ‘the-United ~ -

States.
6.5
Even Q%qging in mind that the designation "spec{g}isg" is eelf-
e
defined, 19 {s nevertheless interesting to note the'recent trend

towards spééfhlization as shown in Table 2-6.

Table 2-6. PERCENTAGE DISTRIBUTION OF MEDICAL SPECIALTIES IN
e ~-1064-AND  1964/1957 ‘SPECIALIST RATIOS: - Peru -

SPECIALTY ‘CATEGORY % IN CATEGORY ° RATIO, 1964
IN 1964 TO 19578
 (N=5235)

ALL 100.0 1.4
General medicine 27.4 0.6
General surgery 10.5 1.5
Pediatrics. ‘ 8.5 3.1
Obstetrics & gynecology 7.6 3.8
Public Health 4.3 16.0
.Internal Medicine E 4,5 -

" Psychiatry & neurology 3.0 3.0
Tuberculosis 3.8 4.6
Physical medicine & 0.4 -

rehabilitation , ‘
Other medical specialties' 6.1 3.5
Otolaryngology o 1.6 1.7

. Anesthesiology . 1.6 10.5
Other surgical spec:lalties 15,5 -
.Clinical laboratory & . 3.7. 2.0

pathology T ”
Other specialties 5.9 3.1,
;NOt ,indicagtgd‘,&u o 5.{6 -’ .

————— - mees [

8A dash (=) indicates lack of a comparable category im 1957.
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Inﬁ{?}?fthe'propbrtionwofathBiciana'1iatinguonEePrnmote‘gpeéialties=
(exc;pdiugigenetalﬂbfactice)}was;GZ percent;} wﬁiié'invl964ﬂ1t”wasu;éa
73 percent.':Though: differences in:census:techniques ‘and: interpreta--
tion may! account. for some.of this increase;, they can explain:only a
émallﬁpagtﬂoffglphenoménodwthatwis:evideht‘throughout Peru.” During
theﬁﬁeveh—year interval many hospitals:reorganized their\mgdicgl .
sfaffsVIntéﬁdepartments, which in turn.led to the creation of a
varietynofﬁspecialized.clinic»and hospital services. As the high .
output of new physicians during:this period became translated into
lincteased competition for patients, a growing number of graduates
looked“to:apecialization-asuthe easiest way to qualify for the limited
number of ‘government positions. In addition, the tremendous;negd.fqr
public: health physicians led the Ministry of Health,‘in_cooperatiop
with the bilateral and multilateral technical assistance programs,
to give high priority to: overseas fellowship training.3  Public health
thus  became the most rapidly growing specialty and by 1964 was the
only_ one in which half of the doctors so classified were working out-
side of Lima and Callao. . -

gthg;significance of the apparent trend towards specialization.on

¢ !8puring the period 195462 the Pan American Health Organization .
awarded 60 training fellowships to physicians in public health and

in the period 1952-63, :the United States government, through its
foreign assistance program, gave 48 fellowships in public health -and
13_4in_hospital administration. Fellowships from other sources brought
the total to approximately 148 doctors trained im public health’ and
20 in hospital administration. An additional 102 doctors received
study fellowships from.PAHO .and AID for training outside of Petu in
various clinical specialties. ,
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fthetqﬁalitynof:medicalwcagerislunclear.uxGoodospecialtyrtrainingﬁ13:1
iunquesnionablysneteesary for:most’ physicianst workingsiniaylarge;loxs)
;hospitaIQOtxteaching;1n4a‘medical school.: ForimostpofiPerulssn sy €1
rhealthqproblems, however; specialization can: contribute;little ands: 1
may¢1ndeed make it morexdifficulto-toi provide;thoaeaeervicesemost'[;mu
peeded:a&ItwwillwbehdifficultuforaPe:uus medicalvschoolsitq develop:+
rqatdehc?oprogramsawithout ati the:same timeacceleratingithe:trend: 1=
toﬁafdéﬁspécializationwvﬁOnéasblutiohynalready applied-with?success:v
in somé countries; is-toirequire applicantshforaa$gove:nment§sponsoted
residencybprqgtamztdnhave%previouslytcogpleted%auminimnmnnumbergofaut
&yéétaIofdgeneialimédicalxserviceabutsidesofctheicapital:cityzﬁ b dual
1o} bAlmostconerinievery.four:(24Z)1of Peru's-doctorsareported having
a teachingappointmentsin11964::;0fithet1257 physicians goiidentified,
955 . (760%) were-in:medicalischools;3:771.(6:1%) in other health= s2:w
drélated:§chools, and:255 (17:9%)iint educational institutionmsinot:. «:
related:to thelhedlthiscléncesit ThéwcbmpafativelyJhighdproportdonu4f
ofuthosésinot teachingitherhealth:sciences:iwhozwereilocatedsoutside!
of Lima (50% as compared with only 13% in the.hedlth sciences)lgugei-
geeesichatIményqproVincial&doctors@findnitéad%antageoﬁéztoisuppIement
_their income by teaching in the local school or university

rothes equilibrium,whichxexista,between;health professionals syorking
oo dtboed sifdeg ol eanlolaaiy 03 ol Pdaved ish o wolniey OO0 Debrawn
~ in the’private andjpublic eectors isi.a:dynamic one,: the balance,at any
Y R L T I
]
8COmpar:lson with hiediéal ‘school récords' showed ‘that about" 200 B

physicians; ‘most: of ‘them with patt-cime*appointments,”failed to "’3?
note their academic position.

coabay
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partichlar Bivén time réflEctng’ the relative: ‘attractivenesstofsjobr
opportunitisd i private practice as compared With: government ‘enploy
For this ‘Feison’ kiowledge 'of what' igviiappering’ in!'the private: sector
can be véry’useful ‘id shiaping future’ goVernment policies:. n'Since s
income is likely the single most important determinant cf the sector:
in whidii'€né Physician’ chooses to 'worky ‘the :Plannitg:Office -decided
to develop income estimates for physicianskwﬁrkingﬁinveach:dﬁ the -main -
types of work situations.

The possibility ‘of 'asking a sample‘of physicians.ito:indicate

their income was promptly rejected a8 not feasible. rIf respondent

1
ancnymity were preserved, there would be no chance for followup of

the many who did not reply to the first mailing. Iﬂ.on the other hand,

‘i ’*:,." 3
the physicisn had to reveal his identity, answers would likely be

[x;

inaccurate or refused. It was therefore decided to construct seven
differentLﬁndels of“a'typical physician’s practice;~usingainformationf'

nlld Loy T KIT. 0
obtained by indirect methods as the ‘basis for income’ estimations.

LN MuTy o s

These models deal separately with physicians working in metropolitan

Lima and, in the rest of the country. Within these two locations,
lrso o pobdias e e,
i, ‘
doctorstwere diwided into those wbrking entirely in'the ‘public sectorn

engirely in the private sector,‘ana‘in botha”LThe=doctorsAintprivate

WA LYL LN G

practice in Lima were again~separated~intoAthoseAin general_practice
and those practicing as full-time specialists.

For physicians in public employ, different income assumptions
SLrey LI TE N B¢ syeradl - Tic
were made for full-time and part-time practitioners. In ‘the’ private
\lu' :1 ",;,i( :_«..
sector, estimates were made of the hours worked weekly, patients geen”

o EX RO NSRS U CRASERNL ELR TN IO Y YT

per hour, fee chsrged per patient, weeks worked per year. and the’
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proportion: of:.total: phypie_ianuinspmsa derived; from services “:end,, red, Freng
outside the physician's;office (e,g., from hospitalized patients, . . ..
houae»callagnetcw)fnghe:mgthodppused for; making these estimates
are outlined‘in Appendix, ¥..and the. basis for, each assumption is,
givens):

Table-2-7,-summarizes :the -estimated gross income for physiciams .
inréach:of the:seven:job situations. .

Table 2-7. ESTIMATED GROSS MONTHLY INCOME FOR PHYSICIANS, BY TYPE
.;+ +;OF /WORK. SITUATION AND.LOCATION: Peru, 19642 ..

LOCATION ‘AND ‘WORK SITUATION'  MONTHLY INCOME FROM - _: . TOTAL -
~ Salaried Private Soles Us §
position  practice Ty

Metropolitan Lima

Salaried position only '§/.°12,000 - S/ 12,000 $448’
Private.general. practice . = . .8/..12,200. 12,200 455
Onl}' Y ' ~ ' SRR .
Private- specialty.practice - . 20,600 20,600 769
only : : e e
Salaried. position & private ; 10,300 6,700 17,000 634

general practice
! :v‘_"'j,:‘;;:,.

Rest 6f Pern

Salaried position only 10,000 - 10,000 373
Private general -practice L= 14,300 14,300 534

only R AT A
Salaried position &:private .. ;8,400 . 8,200 16,600 619

general practice

[

®Based on methodology ofif1ined-iti 'Appendix-F.

It must be emphasized that cheee figures represent only a rcugh

app:oximation of a doctor 8 income, ,an e elusive statistic in any -’

TN

eultutgg_ As averages, these estimates _encompass a wide range of
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incomes ;and many young idoctors, facing the hardships of their first
year.in practice, 'Will iprobably, view them with incredulity. Since
the estimates do not . take.into account :either the deductions required
by law.from.the pay.of.salaried employees or the bad debts or overhead
expenses of private physicians, the actual "¢ake-home" pay is likely
to be substantially (10-20%) lower.

By weighting each income estimate according to the approximate
number of physicians in the category, a mean gross monthly income of
14,500 soles per month is obtainmed. Income earned from teaching
appointments would add almost 1000 soles (60 million soles earned
annually divided amoug 5235 doctors). Rounding to the nearest
thousand . gives a.mean gross.monthly income for Peruvian physicians of
15,000 soles ($560).

What significance do the income estimates for the several work
categories have? From the govermment's point of view, the most
important conclusion is that the private sector is already somewhat
overcrowded .and hence most of any net improvement in the physician
supply:will accrue to the benefit of the public sector. This con~
clusion can-be derived from a series of observations and deductions:

(1): Income estimates for doctors working in the public

_gector are relatively accurate, particularly for those
in full-time positions, since information is based on
., government salary scales.

(2) . Government -agencies periodically conduct. "competitions"

to.,f111'vacancies for. physicians.. In.recent years the

;numbe:oofgapplicanta-forfpoaitions-1n Lima has.greatly
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‘éxcdedéd ‘the nidmber of Vicenc1és.'This suggests that™

the net amount earned by the physicianiin private prac-*v*
tice'ds’ not ‘much more' than whst'he could ‘edrn‘in-a’
government job, and may be considerably less in some
situstions (e.g., recent graduates, general practi-‘
tioners) If this is the’ case;‘the private practice
Ancome estimates. at 1east for”Lima, do not appear
unreasonable.

3)  The- most -¢fitical assumptions for: estimating income
from privete practice’ are' the hours worked per week
and feé charged per consultation. The feehassumption~f
(s/. 50~for a generai practitioner in Lima) is probsbiy'
quite relisble. The other two assumptions (i.e., 23
hotixs' per week for ‘full-time private practice snd 2.2
pstients seen per ‘hout - by Lima generalists) sppear 80
low ds to ‘suggest either under—reporting of.inefficient‘ '
utilization of physicisn.timei If these.iatter_two.

[
RENTES

-assumptions ‘are adjusted to‘correct‘for hypothesized
under~reporting; ‘the revised estimate for income from
lprivate ‘practice appears unreasonsbly high, both in the
1ight 'of 'common: knowledge and salary levels avsilable
'in”government-positions; For example; 1f & general
‘practitioner charged s/. 50 per visit, worked ‘in his
‘office 34 ‘hours a week“'snd‘saw 4 pstients per hour’ ==
“seemingly réasonableéstimates == he would thenJaverage

f

?Sl§$28§300 (US$$1.055)ﬁper?month,éexcludingwincome gained
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from<House calls :and. hospitalized patiente. Lt 1s there-

oie nferred that.-the:original assunptions regarding the
number :of ;patients seen per ggg:if_,agq,‘t}ge /hours wq;cl&?cfl,,g;;;re
:probably:not far from.the,truth. |
Following thiswreasoniqg.wtherriva:g5prgctitiongruy§s}9.pgact;qg
charahterized'by;JQWyptoductivipyLand,h;ghippt;gg; 9°§§';x;f the
average fee were lowered,,prgsumqb}y;mng~gg§;ggsg,ypulqugil}yg'the
private'aector,.the«number of patients pe:‘hoprdgquhpp;ﬁ per week
would rise, but income would remain approximately the same. The
net effect of-the~product1vity,and.cost £actorsqur the privgtg gec;or
i{g to maintain income at & level roughly ggggagablgito"what is earned
in the public sector.

Looking to the future, two alternative situations can be postu-
lated: (1) ‘approximate maintenance of the 1964 ppgg;gi?n-population
ratio (1:2200), or (2) substantial improvement qf'cpigﬂEaF;P, In the
girst situation the private sector wpuld‘gpadgallyaggpggg and abgorb
an’ increasing proportion of the, annual output of physicians, making
it progressively more difficult for the public gector to.obtain
enough physicians for the proviqug,.:lq&;?64 the nnpbe:'qf‘doctor
vacancies :outside of ‘Lima was. estimated at moxe than,SQQ.v

1£, however, the ratio improves, the gpyerqmeng would get most

[XN

of the increment. Otherwise, .the ;nfluxrgggney,doctqrs into the
privaee<aectorwwouldeforce»1ncqmei£;qm,pr}gatp,g:acg&gg to below
government:éalarywlevels anda;nigg;nﬁcaqgg‘mapy.qq:qggk government

employment-.
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In ‘fact, 1t *is ‘Profectén e ¢Hiephysic1an-populationiratio

3t b n vy agol

i1l inprove £rom the 1964"7alud 6f 71122007t6 st} least:i1¢18003by

1974.m§hi(lé‘gen§r31fye’t{couraging‘ for the‘public sector;:this rapid
ﬁp:dﬁement-in the physiclan-populatitn rdtio may creaté:iproblems of

: adjuetm;:'{é. “Using ‘the 1620°fulltime equivalént physicians:in private

' vpract’iceiii:t"x 1964°25°a starting point;"and making the- assumption:that,,
the ;‘::’I.vé?:}e isﬁéét;%”éﬁslﬁi)é? an’annual’ physician increase of 4.8 per=
cent (tapproximé}:éli' éﬁﬁﬁf 'to' the! growth' rate: of 'big' cities); this.
sector w?iil then have about™ 970 additiondl full-time-equivalent physi-.
clans in 1974. " When ‘tHis number ‘1 ‘subEracted From:-the projected:
1964-:-7(4 bhy's:lcﬁ'h “fnérément. of-3500 pliysicians, ‘the: equivalent of

" over 2500 additional full-time physicians are left. to:be: absorbed,

=Eiang vl

by the public sector during the 'tén~yédr-period. -Saldries alone:for
ol dalna=reo b ad v Ao L e T e e s o8 ,
these additional ﬁh?sicians ‘in government”gérvice’ (agsumed-monthly:
el o7 R AT S T e U L
income in 1964 was S/. 11,000) would amount’to-over: S/: 350:million: . ..

in 1974.” The proviaion of facilities;'paramedicaland’auxiliary.

~~~~~
.

. ‘pers;ggniéjgi‘:tb&
cost even more.

Te4s clesc thiat Peru could benef{t ‘frommany more:doctors. . The..
questions are whether ‘they''can be paid for ‘and-eéfféctively:put .to work.
1f aJdréquate ;;n:;éifr’fsfé‘if "for ‘the ‘absorption of ‘these physicians -is mot
made 1£"€iﬁé;:iséﬁ’é”dé’}bi'ci'ﬁléﬁ'sf’mii’ drise. -'Médical: associations may .
put iné'i"easitfé piessure on'the public séctor health systems:to create:
 jobs to ‘relitve physicidn Munder-efiploytiént"s ~This!couldsleadstosthes
"taxi-doctor" pattern of the 1950's in which each doctor spentsansigas

: 'it.xordinate amount of time travelling between a number of short-time

,jéii‘d ‘poorly paid jobs.
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SAnother’ possibility>1s migration!toiother countries:»sThis-is
"hltéaﬂyﬁhégpeﬁiﬂg in Turkﬁyﬁaﬁdﬁthe%Philippinesswberé?the:brivatef'
sectora Bre?OVétcroﬁHedvéndﬁtﬁefﬁﬁblié be¢tors$unab1e-tojaba;;ﬁitheh
mhnyfdocéora thatgradiate annually:’:Peru might then' findia sub-
stantial proportion of its large investment in medical.education
pétmaﬁently lost to the: country.. - The chapter on future demand -
attempts to project:the capacity:of government health:programs:to

absorb new physicians:in’' the coming' decades.
Medical Education

The Faculty of Medicine of -the University of San Marcos is one

_ of the historic educational institutions of the hemisphere.: Offi~
cially incorporated-as a Faculty in 1856; medical education actually
dates back more than three centuries to the creation of two profes- .
sorships’ in11635. ' The evolution of medical education' in Peru-up until
the '1930's: lins' been' ably described by Lastres: in his study of the
history-of Peruvian medictiie: (2"

From 1637, when: the first:Peruvian-trained doctor was graduated,
until the 1940's, enrollment in medical studies was small and often.
irreguldr.” Instruction was based 'on the four pillars of lectures,
demonstrations, ‘reading ‘and examinatione;‘and;aithohgﬁftﬁe curriculum
and ‘administrative policies were subject to- occasional .reform,.:changes
were seldom ‘radical.i'’

-Sinéé “then,’ however, there have ‘been major ‘alterations in.both -
‘the ‘quantitative and ‘qualitative aspects:of Peruvian’ medical education.

TheE1rst changes ‘affected ‘quantity. -‘From :1945.:to 1951 ‘enrollment at
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tbe;a'SaanarcosaFaculty of::Medicine: jumped frém rlﬁ.ﬁgzto:;rz9“49.5-§;;;,»M,éd1ca1
stﬁdents;x£ormer1yarepreaEQnipgyabout 18:.percent of the:entire:Univer-
sity:enrollment,:now:accounted for:30 percent...The effect.of this. .
change:onthe distribution and’sponsorship of health care has. already
been described.:

Thexqualityuof*graduatg;produced‘during;this period was probably
not very:different’ from preceding years: since instruction was based on
pedagogical methods not readily.affected by:large.classes, . However,
this type of medical education was gradually becoming less acceptable.
The growing complexity of tﬁ;%ﬁégifé géigﬁées demanded that students
have:more: opportunity.to-deepen. their knowledge and skills through
supervised practical.experience.. :In Peru it became evident that these
new, educational.techniques could not be effectively applied to the
large: classes at San Marcos.:

.. The: drive to:improve the quality of.medical:education led to.a -
nunber: of important changes whose: long~range consequences were to be.
equally important as those affectingfihhntityf In 1956 medical school
authorities succeeded in: restoring. -control: over admissions (now set at
150.4n. the. first: year of medicine)..: In 1960 a study coumission
pregen:gdaitsarecommendationsafornmajprmrefotms in the curriculum at
1)

San, Matcos o ;(;,29.

, /Although the duration.of medical studies: was to be..

«.zeduced :from nine. years. to eight (two. years of pre-medical studies, -
five years of medicine and one year of internship);. the;number of . .
teaching hours wasg.to be.incxeased. by -25-percent. -New-courses were to

,iwbe :added in.the: behavioral sciences, :rehabilitation and:nutrition, and

instruction:in:the major iclinical ;gubjects ;and preventive medicine.
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atrengthened._ Unfortqpat&ly. before moat of these changea could be

e A
t

implemented, the medical achool at San Marcoa became involved in a
criaia of major proportiona.

In July 1961 the medical atudenta and faculty claahed over the
policy of "co—government (co-gobierno). The Univereity as ' a whole'
had already acceded to student demande to have a third voice and vote
.(the faculty and adminiatration having the other two-thirda) in the
formulation of policy, but the Faculty of Medicine refuaed to comply.
The profeaeora declared they would rather resign than allow students
to participate in decisions which they considered highly technical
and beyond student competence. Despite this threat, the government
finally bowed to student demands and imposed co-government on the
medical school. Within daye 423 nrofesaora left their posts, leaving
behind only a small minority. Classes were suspended and many students
tranaferred to foreign institutions. The entire medical community of
Lima felt the impact of this crisis, and only several years later did
the animosities thus generated lose their ardor.

The ultimate result of this crisis was foreseen by few. The dis-
sident professors decided to create a private medical school whichl
would also offer training in the biological sciences. Thus the Peru~
vian University of Medical and Biological Sciences (Universidad Peruana
de Cienclas Medicas y Biologicaa; Eacultad de Medicine "Cayetano
Heredia") vas formed,in l962 and,named afterACayetano Heredia, the
firat dean of the San Marcoe Faculty of Medicine. Many atudents from
fSan Marcos tranaferred to the new achool 80 that in the firat year of

-t

operation students were enrolled in all years of medical atudiee. The
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entering class "for medical studies was set ‘at ‘60 and by 1966 ‘Had"

,];rov b giong

risen to 70.

The new school hoped to use its autonomy to develop a teaching

N’a T 'i‘f?i':"7"'ﬁv’; R IRY Yt AN vEean Eamih B
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program built on the principles of modern medical education. MMch
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of the new curriculum developed 1n’1960 was incorporated into the !

“"’ '.'\7.‘ ' -,'L'! s

new school. However. the cost of such education is high and the
A el Faires t

[I" N

sources of large and permanent private support in Peru were 1imited.

I«-r‘-'}'
Public financing of the new medical school became increasingly

3

'acceptable following the changes in government of’ 1962 ‘and 1963, and

8 ‘»z.s“"

by 1965, more than half of ‘the budget came from this source.

ERH S S

As surprising aa the creation'of Cayetano Heredia was the

suiéibéi‘af'ehe medical school Aé“saﬁ‘nafcoe; 'In fhe'years“prior'to
HRERE . B R T N S L &I S
the crisis many Lima specialists had attempted in vain to obtain

appointment to an academic position. When the crisis erupted in’

1961, the'"outs saw their chance.' Within a  few months most of thé

teaching positions were filled and by 1962 San Marcos was again in

full operation.
S
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Marcos. student interference in educational policies decreased sub—

peet ody AT emaand s e gl vl gl ek TP T LRy
stantially. Student leaders were now aware that large enr011ments
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onuld prejudice the quality of their own education and a return to

1wl

the open admissions policy of the previous ‘decade was no longeri

ey
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i .

advocated. During the next several years ‘San’ MarcOS adopted many
f."" oy ::.’, . o 1.
of the more important elenenta of the curriculum reform proposed in

’1960 and the number of full- and half-time faculty increased annually.

I oy Y ) .
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Both Lima achools developed programs of postgraduate medical education
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and 1nﬂ1964ﬁsééftédﬂresidencieenin*theﬁmajorfclinical&apehialtiés,
similar toﬂthose”i;%thefnﬁitedetates;

Quite independeﬁtly“offthetevents?takingﬁplacehinnLima;%aanumﬁer
of<mediéalﬁschools*weré'establishedﬁinnptovinéiéluuniversitiésaa.In«;
1958, schools: with!an~intake:of 60 students gach. were opened - in Arequipa
and Trujillo, -their curricula being ‘similar in most - essential’ respects
to the one used at. San Marcos. Two more :schools were opened’in” 1963,
one in the coastal city of Ica and the second in the'small sierra. -
community of ‘Cajamarca. Ica, with an intake of 40, followed the
example of the established medical schools and adopted the standard
eight~year study program.

In contrast, the School of Rural Medicine at Cajamarca designed
a curriculum aimed at dealing with-the»particular-healthtproblems of
the Andean region. One year less in duration, the Cajamarca program
called for special emphasis in sociology, anthropology, Indian lan-
guages, and those aspects of medicine and public health of special
importance to isolated and relatively primitive populations. Gradu~
ates’ of the school were to practice for a minimum of five years in-a
community of less than 2000 inhabitants, after:which they would be
free to“ptactiée*in:the'locality of their choice. Despite a very
1imited budget and lack of teaching personnel, .the ‘school at Cajamarca
admitted: students to pre-medical ‘studies in:1963.

The-other -five schools: were immediately concerned .about. the pos-
gible effect of 'Cajamarca on the quality*of:medicalueducation.»:Inu¢
1964 they formed the Association of Peruvian Faculties iof Medicine i

(Asociacion Peruana de Facultades de Medicina) and the first meeting
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wag4dgﬁpged:to¢¢rafcingxmin#mumvrequipgmenfsaforngs;ablgshingfae
ﬁedihal school in Peru. The viewpointsgofibothﬁCajamarcasand the .«
'otﬁe:%medicaldschoolsiwe:e%éasyzeo»unders;ands»:Cajamgrcag.and¢1ndeed

theiwholeiaierra;rneededcphysiciansawithﬁaneorientatiopwaPPropriateu

"=ito populations with:a ‘low level of technical :consciousness..and

aprimitiveméanitarytcondicions;n«The-remaining~med1¢al-schoolsAand
the’Ministry:of Health!were-concerned lest Peru create more schools
than-could bé supplied:with adequate teaching personnel and other .
resources. - ‘Forthermore, they:sought to avoid the problems that would
arise due to the:shorter curriculum offered:at Cajamarca as compared
with the other schools.

Discussions: concerning. the school at Cajamarca were.carried on
in ‘muted tones: .Since each:university was virtually autonomous in
determining: the degrees to be:offered as well as the educational
prerequisites for obtaining them, only the national Congress == with
its power to withhold. funds == could impose a decision on Cajamarca,
and such aameaauxelwaswhighlyznnlikely..~Fina11y, in early 1965,
authorities atfCéjamarcafagreedztouadopt the same basic curriculum
used by the other 'schools. = In:return,: the school was allowed to join
the Association: of Peruvian Paculties: of Medicine, and the two Lima
!?medicalﬁshhobls’promised‘cosloanicercain;key-ceaching personnel until
such time as Cajamarca‘:could .continue .on.alone. Since Cajamarca only
'h&d{prbLmedICaI“students'ehrolledwwhenwthe,l964 medical school study
was”éonduétedyﬁdatanonuitsnchgracterieticerare-excluded unless other-

wise ‘indicated.:
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With the opening of the schools at Tca dnd Cajaiiarca, medical
educatorglﬁgbéamfhéiJﬁﬁﬁlé:ﬁ&‘fﬁﬁ§é§'héié to contend with the desire
of legislators 25&‘lbééi:ﬁé&ichi'ébéiééieé'tbubtéate new institu-
tions. ”Tﬁigsﬁoﬁé'ﬁhéﬁEhofé-iiggg'éﬁd‘i;dééh'thé Final projections
of physiciéﬁxéﬁbply had to be adjusted to include a seventh faéulty
of Medicine created in 1966 at the Uniééféiﬁyvof'Féheric6’Viiihfeal
(Lima). Lafgeiy‘the resulE of pblitihalkcéﬂsidéfgt;one, the new
school biaﬁiseé to further £ractionéte scarce teachihg reéources and
to increase the dahééi'thﬁt a pﬁysicidn gurplus will develop in the
future.

Eveﬁ more schools are under consideration. By the end of 1966
pressures wefe incréasing to establish new schoolsvin the poft city
of Callao and even in the small towns of Huacho (20,000) and Tarapoto
(10,000#)} Unless this prdliferétion of new medical schools can be
stopped ;nd perhaps even reversed througﬁ the éonsolidation of
several of the more marginal 1nst1tutions, the gains of recent years
may well be lost. This issue, without doubt one of the most impor-
tant problehs;nbw facing leaders of the medical profeséion in Peru,

will be considered in Part I1II.

Mgg_ggl_§ghgg;_ggpliggn;_ The fatio of applicants examined for

’

entrance t6 those accépted for pré-mediéél studies is éiven below for

the perdod 1960-64.

YEAR : 1960 1961 1962 1963 ' 1964

- APPLICANTS ~ o .
PER ENTRANT 4.8 4.4 5.6 4.7 7.3

RERTTVS I b R
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Despite the additional anqual intake of 60 at Federico Villareal

TR LTI A AN aloage ady o

it is expected that at least a 5 1 ratio will be maintained over

Glrpaty vl P - !

the next_ feu years. This ratio is considerably above that found

DALV ES

at any other category of professional school and theoretically, at
least, should afford the medical schools ‘the opportunity to be
highly selective of those Jaccepted.

In fact, the situation is not so favorable. In 19644th?,

e ST ¢ 1,:!“’

Faculty of Science of the parent university was responsible for the

UL G Y S I B IR

selection of applicants for the first year of pre-medical studies
RENEY : RS I LA

at all schools except Cayetano Heredia. Several medical schools

did not participate in the selection, even in an advisory capacity.
ST SESTLITI S O T T O T S £ 7 PRGN SRS AL
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According to interviews with medical school authorities, the lack of

medical school control over admissions to the two-year pre—medical

L i\ Bt SVR U IS (U R T R NS S

program has frequently»meant that‘more students Vere admitted than

Yo e g

could be accepted by the medical school two years later, and also

*. Teeyeyl T B B

that the criteria ‘used for selection were not always the most appro-

oy I TR

priate for those embarking on a career in medicine.

A more appropriate measure of the availability of applicants

.‘.“\J:L,, vy

is the ratio of those considered "qualified" by medical authorities

to undertake medical training, to the capacity of the entering claas

cay e dgeabiovn Yoot ey

at the medical schools. In 1963 there were an estimated 700 qualir

Arowpifod mowlo 2l oealban o st Cr N U S S UL SETPE P A

fied applicants per space. There was considerable variation among

~ Ry

the schools, the individual ratios being 1.0, 1.7, 1.8, 2.1, and 2. 5.

A . e b et et raem o

Projecting these findings:to. 1967, it & &) estimated thatfabout

3000 students will apply for a medical education. Of:theae;ﬂalmmst
i.q‘; ‘.‘u fja‘- 'wi\ SQI l\ Tl ‘51 “Tf
800 will meet the minimal academic requirements for admission and
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approximately 460 will be admitted:
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8" and 'Dropouts: "By repetition rate’is under=:

stooéitﬂgmsétoéntagéﬂofdétﬁdéﬁté“tﬁét-éfé:réﬁeétiﬁﬁFA year'ofstudles:
Estimatioi?ofkthio'tateaié'uééfu1°?5i5séﬁetal”iehbéné; {1f'the rdte’
1s high and changing, & correction Factor must be applied’to pioject
school Euiﬁﬁeféiﬁ&é“&éuaent‘ﬁiagrésa through’ the study curticulim is -
retarded.' fﬁ;itébétition}tété'oan also provide indirect evideiice on
the quality of both the students and their school, since’ poor- students.
poor study supervision, or both will ténd to increase the proportion
repeating'théir studies. Furthermore, a high rate serves as an alarm
for action -- calling attention to the wasted time and resources being
spent by students and school.

“in ‘1955 the repetition rate at San Marcos was 5.6 percent and in
1960, 5.5 pétcéut. During the two-year peridd 1963-64 it avetaged
5.4 percout éé"éii of Peru's scﬁoolé. As‘expected,ithé first ‘two
years o%:otudy“afe repeated most often. In 1963-64, 83 percent of all
repeétiug‘étu&éutéWWere in these years and the repetition rate was 10.1
percent. Substantial variation in the overall rate was noted between
the different schools, but in no school did ‘it exceed 10-percent.

Since the average repetition tate is both relatively low and
apparently unchanging. no correction is made for this factor in physi-
ian output projections.

| étudo;ta pé}manently abandoning their studies reflect a social

and economictloés“to Both écﬁool and student. Calculation of the:"

"drooout rate" can helo“pinooiht this important problem as‘well ‘as
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1mprove projection of future output. In the present study, it pr?yedxqqg

yesr.gthascauae for leaving (health,,economic problems, poor academic
performance, et¢;) or the years of study completed. :lnstead,‘the»
dropout;rate yas, estimated by a comparigon of the mumber of entrants
with.;bewssabsruShatnsrsdsased.afs?:.thecaeguigiss,99%?95,9fn?f§F9'

Information obtained from the three medical schools with at

fll,

least..eix.years, of operation in 1964 indicated that in the late 1950's
and early”1?60's”approximstely nine. percent of the students enrolled

did not complete their studies (individual rates were 12, 4 and 21

1

pexrcent). .. Though this .average should warrant some concern, it is a
marked improvement from the 32 percent dropout rate at San Marcos
between l948wandx1258 - .the period when admissions were not. restricted.
The projection of the output of physicians is based on the assumption
that the dropout rate of nine percent will continue. Indeed, tﬁé
teacher.shortage and thecmarginal qualifications °§.@8ﬂ¥f85P499t6,

would probably maksgit;diffigultxtphguystsncialiy lower this rate in
the, immediate future.

Teaching. Pergonnel. The new medical schools and the shift towards

[ i 4‘.,,;,,3,}2_\ LM

greater use of salaried full- and half-time faculty in preference to

RO

part-time personnel. hsve,greatly increased the demand for qualified

o

medical educators in Peru. The lack of sufficient teachers to meet

this need represents one of the major problems faced today by those

s
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responsible for directing medical education in the country. .

(RIS

The changes, that have occurred in faculty staffing can be appre~

R L £ YO

ciated by comparing the 1950-57 ratio of 3.1 medical students per
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significant 'than -this“97 pefécent “improvemernt ir’the 'student-faculty *
ratio ‘has béen the incréase in the numbér of "faculty-hours:availablé
per ‘student. ' Based ‘on‘the’agsumption that: the average professor-at-
San ‘Marcos in the '1950's ‘dévoted “about ten hours per ‘week to.his’
téééhiﬁg?pdéiéith*tﬁe&féﬁicélly“thérefwere‘ébouf?three+faculty-hours
available per student<week.’ ‘Thé comparable value:for 1963 was approx-
iﬁately‘éigﬁf Hburs; a 166 percent increase. ' !
""" pagpite ‘such evidénce of improvement the gap between meeds and’
reality remains great.  In°1963, approximately 25 percent (68 of 268)
of the 'budgeted full--and ‘half-tisie teacling positions available at
the’ Aréquipa and Trijillo medical schools were vacant. ' In terms of
actual ‘teaching time, the situation was even worse: :at Arequipa 32
percent ‘of the ‘budgeted time was vacant, and at Trujillo, 30 percent.
This problem will be duplicated at Ica and Cajamarca as additional
faculty positions 'are created to provide for the annual increments
of 'students. 'The small size of these cities will make faculty
recroitment -~ particularly of specialists and teachers of the basic
sciences -~ even more difficult than has been the case at Arequipa

and Trujillol '

P I

- 8The medical school survey was conducted prior to April 1964 (when
the academic year begins) at all schools except Ica and Cajamarca.
Hence, data on faculty at the four established schools apply to 1963.
The two new schools were surveyed during the 1964 academic year since
previously they only had pre-medical students. Information on appli-
cants was subsequently updated to 1964 at all schools and on enroll-

ments, to 1966.
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The :importance :of-developing, a.longzrarige.plan for the prepara-
tiOH":,Of:'.'nlediéaI;,schoolrkfaclll!i)'.::‘iﬁ.;u.e...vid,.el}t-.:: However,  estination.of
futn:eirequiremente;prgaupposeq;ppg:optgatengqug:@q for medical
echool~staffing.g481ncegsuch:qtandards,have,qo;,yq;,bgen.degelgpedu
in Peru,nanﬁempiriqal;me:hod;wnsuused?;qugkg;a¢£1rggxapgrqximapigq;
:ofrfucure.needs.anhefsix;medicalqachqqlq:were}qurveygd;gc,ﬂegg:g;qg
- -the.number. of j faculty :employed, the number of . budgeted positions
vacant, and the number of additional. faculty .positions de;@:ed.i,All
faculty positions, employed, vacant, and desired, were then translated
‘{nto "full-time equivalent” (F.T.E.) positions in order. to, avoid,
problems that might:arise .due.to inter-school differences. in the
~average-amount.ofptimegwoxked.peruinstructora;.$WO,fggultyrstudgnt
ratios-were .then developed,. "employed” and "desired".. The former
expresses the number of employed F.T.E. faculty.per, ten students and
the latter, the number of desired (i.e., occupied + vacant + addi-
tional desired teaching positions) F.T.E.- faculty per temn students,
assuming. full programmed.enrollment. .In 1963, the ratios calculated
for: the: four schools:with completed,enrollments are given in Table
2-8,:

Table 2-8. FULL-TIME EQUIVALENT FACULTY EMPLOYED AND DESIRED .
PER TEN STUDENTS: by Medical School: Peru, 1963

" MEDICAL SCHOOL F.T.E. FACULTY PER TEN STUDENTS
: . — Employed Desired
Arequipa e 2.3 - 3.8
A:Cayetano Heredia 31 3.1
"San Marcos - 1.9 1.9
Ttujillo o 2.8 4.0

TR LAN . PR
RS T U EA S


http:amount.of

--111= |
The'desi:ed=faculty-sfudentﬁratio?atteachrofmtheaétaohdoleiﬁhaiéheuvy
appii&ditoktheﬂeatihh€e33enrbtlmentﬂfOfalQ?S,htheayeaﬂﬁiﬁﬁahich:théﬂ
newesit E' Peru's schools (Pederico-Villareal) will lidve étudénts. in <
all five ‘academic' years of medical studies. - The: averdge 6f: the’
ritios observed at Arequipa’ and Trujillo: was used to: estimaté the
requirements for ‘Ica and Cajamarca, and of the two: Lima schools' for .
Federico Villareal.

The' results- obtained by this method of projection are given in

Table 2~9 and ‘compared with the situation' ‘at-the time: of::survey.

Table 2-9. MEDICAL SCHOOL FACULTY EMPLOYED IN 1963-64 AND'
PROJECTED REQUIREMENTS FOR 1973: Peru

ITEM . : o .. MEDIQAL.SCHOOL FACULTY
1963~-64 1973
Full-time equivalent faculty 384 680

F.T.E. faculty provided by

Full-time & half-time personnel 333 610

‘Part<time personnel 51 70
Persons ‘'in

Fill~- ‘& half-time positions 494 9158

Part-time positions 668 9008

Y

Percent of time contributed by

Full-time & half-time personmel 87 90
Part-time petsonnel ' ~13 10 -

PR PN R

8Tn 1963-64 about 1.5 full- and half-time faculty equaled (in time)
one F,T.E. faculty. This same ratio is used to convert the projected
requirement of 680 F.T.E, faculty into 915 full- and half-time person-
nel. The number of part-time personnel employed at Cayetano Heredia
and San Marcos is assumed to remain unchanged .and Federico Villareal
is expected to add somewhat over 200.
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Thesetprbjections*indicate?thatsif*allhoovenﬂboh001QJaréiEo;he§=abyrr
1973 thetfaculty-atudentnfdtios deaired‘inv1963 64,ﬂthenéthe totalu*,
availablehteaching time willrincrease -about; 77¢.percent' andgelightlyv
over 400:edd1tionaleu11- andAhalf-time»faculty:will,beﬁrequired.
Itfahbuldmbe&notedsthatxaccordingytorcurrenthqtaffingspatterne,%choct
24bibfmtheﬁadditional?400;teachersgshould;befofaprofeqeorielfrangQB
(i.e., full, associate and assistant professor).

nt (n-planning: to, meet; these: projected requirements, several::
problepyateaencaqﬂbezidentifiedxu}Theashortage;of”teechipg;petaoﬁngl
is much mogshgqgte.in theipte-clinical (basic).sciences_than in the,
Ty

clinical fields. Since prof seoriel‘pay 1sﬁfelative1y Tow (S/ 12,000

et it g e PO e

ﬁ%iydbnth‘--‘or Us “458 - for a full profeeaor at full—time in 1964)

,.kA

@

and the basic science specialist does mot have an opportunity to
Gl vl N G
increase his 1ncome through private practice, the incentives are

=l

....

1imited. In some schools professors in the basic sciencea are paid
{’}IU {,LF !()!/;5 P R : '

less (at the same;rank) than those in the clinical specialties, thus

accentuating the economic discrimination even more. Elimination of

’ealary differentials where they exist and moxe. liberal use of the

S0 233
bonus for "exclusive dedication" (dedicacion exglusivg —~— whereby
il Benmigedos i e
professors without any outside income source receive a substant&al
19 ]

‘bonus in addition to their full-time salary) could contribute sub-
*BEHHEIEIl&"Eb"écélhg‘thé“ehbftage“bf‘teachers"1n the basic seiences

ey ekt o brene, e igand gl ol 1 e
'during the ‘mext. aevérel decades.

a solution that focuses only on the issue of income cif-

R f oo
i

fé‘ tiale {8 ot likely ‘t&’ have §¢ "iy 1mmediate effect on this

, . r\r' I

p:oblem; direct action is necessary to increase the output of basic
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sclence teachers. One alternative warranting serious attention was
8 ned? ovox villenup o aispupedank ad bieow giat elfr anva boliueq

under discusaion at San Marcos in 1964. According to this proposal

et ONOL 0l vl foxipond aanee o DEAERTTE

some of the better medical school applicants,‘rejected because of
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lack gﬁ space, vould be‘diverted‘into the Faculty of Sciences. After

Lt
)3... R i

Obtaigins .aicsioqto_ra_te_;,:lpl theyhssic.lsc.iqp.cps,;Azth,e.ae_xs,xfaq\x,a;eag syould, .

then help to meet the need for basic science teachers in all Peru-

S IR SN R T T T O AR R NI
vian universities, including the medical schools.
PN ce R R g : ;
Another shortage that will be hard to meet is for teachers of

jo 3w road ot D m dnen i

preventive medicine. As will be discussed in Part III, this disci~

Ml 3o b igne B I o T Luntoe

I8
?

pline needs to be given much more emphasis than has been the case in
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the past if the medical schools are to train practitioners suitable

N S , s e

for the nation ] needs. Ieaching ‘competence indpreventive medifine_

Dol

should be promoted through the use of travel £ellowships, exchange

AR LEER i

programs,‘and perhaps by establishing a special regional training
Ko PR LSRN v T Traeet D 0 Ty b e g AT Y S

Tl

program for postgraduate training in medical education analogous to
the program in nursing education given at the School of Public Health

1n Lima ]

ORROTY

In. past years, appointment to, & senior academic position required

~?ru‘) R

that prospective candidates have a doctoral degree (beyond the M. bm“

degregzgvand’in theory at least, this rule was, still in erfect in

1o Ji

ISAN IR

1966. The utility of this requirement 49,4n9:ea§#nslx.ﬂ9e§=19n84e

and indeed the degree demands only that the candidate complete an.

ey

acceptable thesis., The neednfor.faculty‘inAcomingkyears.makes }Fe;.b

unrealistic to, consider only those with a doctoral degree for senior

acagemicﬁpositigns, From 1920 to 1959 only,?ﬁ doctoratesvwere awarded,

da) By v;,;v‘,

and although the average annual outpnt ‘xuse to & almost 13 in the 1960-63

IR EINTE B LR TR Fayree
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_period, even this rate would be inadequate ‘to qualify more than a

fnaoa:s o1 ngiteronst. ) oyl nnl o an OniE z"u'n‘.‘J TR
fraction of the 100-150 additional professors required by the 1970's.

By oeeatdn e j ( L’g‘y‘,r) ,‘u

The Association of Peruvian Faculties of Mbdicine could help clarify'

"w'

this situation hy reviewing the utility of tie.doctoral requirement

oy " e

_and making recommendations for the future.k If the requirement is |

ey LT CHECHE P
to be retained specific measures will be necessary to increase the
, - g o

number of doctoral candidates to approximstely 20-25 per year.

R DR Sl

he Cogt of Medigal Edugation. By any standard, the cost of

gofri e

~oasily vy
medical education is high. However, the task of sorting out which

conts” should be ascribed to education and which to patient care
makes precise coat account:lng difficult, even in countr‘lcs where

AR LT E

data are relatively abundant. “In order to determine the approx-'
el e ,f‘f"’ﬁ e (R R B TSRty SRS PLY ot PR Lo
imate’magnitude of the cost of medical education'in Peru, and the

I TR A St (L AL U SN ST SR USRI OIS Fos PR PULE S SRR TR
rate at which it 1s changing, educational budgets for operating

IR v b

pensea on1§‘dé:é analyzed for the years 1961, 1963 and*lyéz.

o DAt

During the period 1961—64 the cost’ of & student-year fh medical

school increased from S/. 26,300 to S/. 51,200, a 70 percent increase

A baspaT G0k ke RSN Eot I U B e T 3 Bk L1 S LT I A OSSN
EteE correcting 1 For inflation. Tﬂough}thé costs at the different

i)Y S5 bog .
ical schools varie at times in excess of S/ ‘20, 000, it was not
T T L S S N B Tl o T N N UL S S S A SO ST & AN A G
posaiblejto draw any firm conclusion about the quality of education

eoalb deosrn v Tangag L A LT B IR T S P A S I A i
each one offered haséh on cost data alone. Fluctuations in the
IR DI
nunbér of students enrolled, varying criteria for budget formulation,

GE e ntoRTAT o hann Gh A een T o e I ) RN L A
differences between prdérahmed budget'and actual expenditures, and

oéﬁéé factors made comparative analysis difficult. However, the N

eiistgnce of such wide differences susgests that the Association of

SORQ L gy sk OO aessmile en i o eee 3 IR R D USSR
ﬁeruvian Medical Faculties could help member schools to optimize
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utdlization of their, limited fiacal regources and plen futufe expeniis
tures by developing model budgets appropriate for éyg ;gvggg} typés
and sizes; of Peruvian medical schools,

Thgﬁé;g¢9;49341callgghpg&lcfgy of ggufagigg a phy§;c§§p‘1n 1964
vas approxinately, §/. 241,000 (59000).° To this should be afded the
cost of two years of pre-medical studies, teaching hospital costs
related to their, role in medical education, and the cost of thgkinggtn-
ship year. Np estimates of these additional costs were avai}gble at
the time of survey.

The .tendencies in costs observed in the period 1961-64 cannot be
extrapolated .to future years without qualification. The.bq;y;of this
increase was due to the conversion of many acadenic appoiq;ments to a
salaried basis; and this wi;l_prpbably not continue in the same‘:ate
in the future.

An independent basis §qr.projection cgn.ye obtained Sy’multip;ying
the num?er of professors expectgd to be employed in a giyen:future
year by the est;mated ¢ost‘pgr:p§0fessor. this total cost for qedical
education then being divided by the projected en:ollmept in o;der to
calculate the student-year cost. 1f it is assumed that:

1) Iheiangqa;:pogc.?egAfpllétime equivalent professor

(1nc1uding)al;.e§genses) in 1964 was S/. 228,000 (esti--
mated 87 million soles actuval expenditures fqgltyg gix

. medical, schools divided by 384 emplpyg@vF.T.E. profggso;s),

T

‘8paged on the 1964 student-year cost: and corrected for an assumed
9 percent attrition and a 10 percent overestimate by the schools in
the amount to be actually expended. ‘ '
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(2) The "total prt;?ec%ed 197§Jrequ1remen§£3f L680° F’T?E.’S’ﬁrofe

“‘5‘(‘{71 I;'n- oy ru“' P
sors is met,

LEban

(3) The coat per professor will increase by appfdximai:ely 30"

0 L2 N ST T SRR
petcen (assum:lng a 3% annual real :I.ncrease "in’ costs),

) sy

e ‘43' bHSea1 medical  Behool é;nroiiment, excluding ’ {nterns, will'
17062300 1n 1573,

then the total direct ‘cobt for seven medical ‘schools in' 1973 will be
about’ 205 %41110n ‘soles. This 'Fepresents & stideént-year cdst of */ °
s/. 88,000 and a cost per graduate ‘of s/. 455,000 ($17,000)% or’
89 porcent more then in 1964." These estimates ‘are more likely high
ehar. 1oa citce the medical schools hdy well' be ‘tinable to éiploy the -
total unber of F.T.E. ‘professors projectéd £6¥°1973.

o Cressed ‘enrollient 1s ‘a far less expersive method ‘of ‘producing

an additional physician than the creation of a new medical ‘school. The

£t V,L i e ’u"(: . ﬂ-‘,,(‘«'},,'x‘,r"\ ",” 2 [ Pty T Bt oL P S :
péoérammed output of each 5f ‘the schools except Cajamarca, Ica and
San Marcos iaﬂc’urrently bitwesn 50 and 60°physicldns pet year. ‘If-a

S -
deci‘sion were made to 1ncrease physician output by the' ‘equivalent ‘of

one file'dilza’]:' gehool ‘of this size, the 6070 entrants necessidry could"

be absorbed by thé“éévfe’ﬁ"'!e'iistihgAfécﬁéols at ‘a'very small’réduction in *
the 1964 fac&f%?zéﬁﬁﬁeﬁi rat16.” Tf the same”increédse’ iii“output were
achieveatfi;{;gueg%{é* b€ a new medical sehodl) approkinately’i2°million
soles antiﬁall‘)"wé(uldibéadded 'to the'investient’in‘medical”édiication.
For ;:%ig fé;eon, ind’ 2150 because teaching persontel’are-in“short
supply; the next increment-made-in- the-output-of--Peruvian medical.-.
schoolefshould be! accompl:lshed:byuncreasingf the; enrollment of existing

gl mioegna god oo bt g bt i

schools rzcher than opening a new one.!
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PhySicai’Padi1itids’ * By 1969 4t 'Tedst fiveof itherseven medical
schools (excluding Cajamarca and Federico Villareal) will:ihave:good;:
faciiities adequite for their programmédienrollmenti? (Facilities:now
occiipied by the remaining’two'schools are'very: insdequate:and:at:the
time of survey neither' of these’schools”had!plans’forsconstruction.: -
Authoribies ‘at the five institutions'with adequate'facilities:esti- -
mate thé;'éoﬁiﬁjc611e¢§1Vé1§’acc6ﬁﬁodaﬁe up to: 20 percent more . . . -
students (1 2., aboiit 90 'students more 1i"each year of studies) with-

out eétidﬁgi§‘prejudié£ng educational standards.
Future‘Sugglz

The projected output of Peru's seven medical sé¢hools and the

bases for its estimation are summarized below.

f

DECADE: .GRADUATES- , BASES FOR ESTIMATION

1964-73 -~ 3640 Number of: graduates in 1964 and 1965;
aumber enrolled, by year of study, in
1966; assumed attrition of nine percent
for first-year medical students and a
iesser rate for more advanced students.

1974-83 4210 - Assumed 15 percent attrition for the
520 first-year pre-medical students
RUNN . enrolled in 1966; assumed intake of 460

first year medical students thereafter
and a nine percent attrition.

12 et . b

Since it is based on actual enrollments, the"&utphéfprojéég;én“fOr -

thpfg;;sgﬁdecpde,hes)a high de fee of accuracy. The projection for
el ME: ™ TOR0 TE0T 0T Aoy ot Ta i U ey ar o

Pavailuans erectadngn  op s pereere i g T ey o )
the qeéond:gecade_ie.?ﬁbjecyrtp‘much‘more~uncertainty?andﬂprobably,rr
PERIRE TR .2 e T Lt ey 1 R P ¥ s N N

Corattde ol orredmon vy ok
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rzefleétsvarminioud s£igure, teven. yithout the creatlon 1of any ned. g

Sﬁ;aiéﬁiﬁééhobisilw‘(Iuﬁﬁnlflv

WFr°m51924" toT11943; over.a,fifth. (ZZZ) ofallphys:!.gians B 11 sgt}ﬁ Jectl BEY
‘to" ﬁi@ctic’ew inPeru;received. their. gpa,j‘.g;ngﬁ.,gbegggg_. Althoush (fpreisn
'grééué‘té'ev asa:percentage;of: the. total. dgq]:;geg_J tg_,_gppug: eight p?t-
validations:rose: markedly, (118 .and.277). , By, 1964 the influx of
foreign-trained physicians..represented Atb%.,.eﬂﬂi}?lﬁ?t;?‘!tg}‘ﬁ pf an
additional Peruvian medical school.2. ‘;Il}g,,ésaqgii',_f}_ﬁ#Oﬂ ,Of Pe;rt.'u{ian
Medical Faculties, concerned about the marginal qualifications of many
of these doctors, plams to revie{; therequirements for degree valida-
t:lonb&iiﬁ the néardfuture;h-

The number of physicians expected to. vq]f.idggg:,:fgfq_ignf@gg:}:ggs dn

Eapk it -

..the future can be estimated indirectly, by extrapolation of recent

P

_,trgnds,_“orrdire" tly,byobta:lning relevant information from foreign:

FIEBT hyps 300 L et gt e . )
med:‘lf,éalilaléyool’s'.{ The' wide variation from year to year in the degrees
[T S S E S LT L S e T eyt ey T

Eiidhted'ﬁakea’ the' direct method preferable.

3

i

Yhe ‘direct method ‘poses three questions: (1) How many Peruvians
are ’atudying‘xﬁedicine "‘gb‘road; (2) -What: proportion ‘will graduate; .;
0k

apefore the actual study was initiated, it was estimated that
““between 1000 and 5000 Peruvians were-studying medicine outside of _
their country. The prospect of having to absorb up to 5000 foreign-
trained doctors over a short period of time was -~ to say the least --
viewed with some ‘alarm. ‘ - ' ' :

buost of the Latin American republics (inciuding Peru) and Spain '
have! treaties of reciprocity whereby each country validates medical
degrees conferred in other countries without further examination. '’
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and (3) How many of the graduates wilf’iﬁturn to Peru to practice.

Since the nuﬁbegkggﬂ foreign-born: physicisns immigratipg;;gq_l{r;lzeruﬁva_s

.u

9 SO S el 10 cebe o s a3 A, vd
negligible, this factor was not taken into account. Based on past

om0 "
v s tran v P L SR

experience ?5 Latin American ‘and- Spanish medical schools likely to

have Peruvian medical ‘students were selected for survey. "In 1964 a

o 2 o i 2y e

short questionnaire was sent to these schools and after two mailings,

v
LAY

a total of 21 replies (60%) were received. The data obtained were

it

used to estimate the validation rate, which was then compared with

\“’ \, 4

a simple extrspolation of the rate for the recent past.
Analysis.of the- data obtained. in the survey of foreign medical
schools suggests that approximately 750 physicians will validate

.....

their degrees in Peru from 1964 toﬁ1973 and this, estimate is used in
projecting the physician supply‘toﬁl974. The relevant information
and method of calculation are summariaed in Appendix 11.

Extrapolationyog;the number of validations thatihave occurred in
recent years doeé:nct afford a firmfhasis for an eéténded projection.
Nevertheless, the observed-average of -51-validations per year during
the period :1961~65 gives: some: support:to the projection of 750 (or
about 75 per year) for the 1964~73.-decade obtained by’ the:direct .
method of calculation.

Table 2-10 compares the projected physician supply according to
alternative rates of retention with the supply in earlier years.
According to these projections, the population-physician ratio
will improve rapidly during the first decade and more moderately

during the second. The effect this improvement will have on health

care depends largely on whether physicians can be distributed more
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Table 5510 °SUPPLY OF ACTiVE PHYSICIANS FOR'SELECTED YEARS:P:7
by, Alternative Hypotheais of Retention