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L. INTRODUCTION
Rationale

The recent economic crisis has resulted in & decline in the rate of real economic
growth In many countries and led to policies of financial susterity. In a number of
countries the health sector has been particularly affected, The targets set for the growth
of the heslth sector, linked mainly to the worldwide development of primary health care
(PHC} and the principle of “the more the better” in health manpower development (WMD), have
had to be revised in view of the sevare budgetary constraints. On the other hand, the
national health information and education campaigns, which were mounted in conjunction with
the national priority for PHC, are now having their effects in rerms of increased public
demend for better health sexvices, easier access, wider coverage, greater range, #nd higher
quality, Thus, there is currently an increasing pressure on the health sector to expand and
improve health services within fixed, and in many cases, eévéen veduced resources,

Many different Lypes of imputs are used In the delivery of health services — people,
drugs, customized buildings, equipment, transport, etc. All these are paid out ¢f one
source: the Government's budget For the total public secter, While the primary source wmay
be the health budzet, inputs are alsc made from ¢other sources such as Social Security,
Ministry of Education, the Armed Forces, etce., The private sector is financed, of course, by
individuals frem private sources, Thus 1t Is necessary to ensure that planned services can
be afforded within the total budget limit set for govermment health expenditure., It is also
nagegsary to plan for the delivery of the most cost-effective services within this limit.
The same reasons make it desirable to plan, or at least estimate the level of resources
needed by the private sector, Since manpower costs typically constitute 60 ta 70 per cent
of the recurrent budget, it is clear that the largest initial gain in health sector
efficiency can be made in manpower development. There is, therefore, a avitical need teo
apply economic and financial analyses to health manpower development policles and
strategles, In addition, health policy analysts and planners must acquire relevant skills
in order to improve the efficiency and effectiveness of manpower development.

Traditionally, the allocation in health budgets has been based almost entirely on the
judgement of health profesgionals, Innovarive agtivities such as the economic analysis of
health manpower development programmes have been lgnored, And yet, if countries were to
generate and promote activities in this area, they would benefit greatly in the long term:
nationals could develop skills in the economic analysis of health manpower and health
services development, and such analyses would provide s more solld basis for policy
decigions on the mobilization, allocation and utilization of internal and external resources.

Objectives of the workshep

To stimulate studies related to the economle analysis of health manpower policies,
strategies and plans with a view to lmproving the mebilizarion, allocation and wtilization
of internal and external resources for health.

Specific objectives;

(1) to review the current situation of economie agnalysis of health manpower peolicies,
strategles and plans in the participating countries;

{2) to review priority problems in health manpower development and to identify those
that are amenable to economic analysis which can influénce manpower policies,
strategies and plans;

{3) to design approaches for economic analysis of important problems in health
manpower develcopment, and for measurements of efficlency and effectiveness of
health manpower: and,

(4} to prepare preliminary national proposals for future studies in the economics of
health manpower develeopment that can lead to future strengthening of commitment
to, and mobilization of internal and external resgurces for, health manpower
development.
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Workshop design

The workshop brought together 17 participants from 10 countries in three regions;:
south East Asia {Indenesia, Sri Tanka, Thailand), Western Pacific (China, Japan,
Republic of Korea, Malaysia, Mew Zealand, Philippines) and Eastern Mediterranean
{(People's Democratic Republic of Yemen). In addition, there were two facilitators,
observers from multilateral agencies, and members of the WHO Secretariat, (The list of
participants appears in Annex A.)

The workshop was designed to maximize discussion on the role of economic analysis in
assessing manpower problems and poliecies, and to identify activities that would promote the
uge of economic amalyses in health manpower development. Participants had prepared papers
outlining wajor natlonal issues avd problems which were presented during plenary sessions
followed by discuseicn. Approximately half the workshoep was devoted to group work during
which specific issues were selected and analyzed aceording to relevant economic criteria,
followed by ldentification of & discussion on potential approaches, (The agenda appears in
Annex B.)

Dpening statement

Dr H., Nakajima, Regional Director, WHD Regional Office for the Western Pacific, made 3
brief opening statement, He noted that the economics of health manpower planning have been
almost, totally neglected up to the present, and that if countries are to succeed in meeting
Lhe expressed health needs of their populations within prescribed and often limited health
badgets, far greater efficiency is needed in the training, employment and utilization of
health manpower., Traditionally, health manpower policies and strategies have been evaluated
in terms of their success or faflure in achieving explicit health objectives. lowever,
these policles and strategies have financial implications for other health care markets, or
impact on other sectors. Though unintended, their implications can be quite substantial and
should explicitly be taken into account, and health manpower policies formulated on sound
economle and financial bases, In concluding, Dr Nakajima stressed that while the vital role
that the discipline of economics has to play in the entire health sector, and especially in
the area of health manpower development, is now increasingly being recognized, such
recognition is not sufficient. There iz an urgent need to generate action that will be
supported at the national level.

Dr T. FUl#p, Director, Division of Health Manpower Development, WHO, Gepeva, followed
this introductory statement by enumerating some of the major problems in health manpower
development. These include, among others; (a) the lack of coordination between manpower
planners, educateors, and the health services, leading to the jrrelevance of training
programmes Ko actual health needs and other related proklems; (b) the failure to base health
manpower plans on reallgtic svailability of resources, resulting in only partial or total
lack of dimplementation of the plans; (c) the tremendous imbalances both within and between
countries in physician—population ratios, indicating shortages or surpluses of health
manpower; and (d) lack of effective manpower management leading to poor motivation, low
productivity and little or no job satisfaction among health workers.

Peonomic analysis can provide and promote substantive solutions to these problems, both
in clarifyfing the root causes and in asgsessing the impaect of health manpower policies
designed ro address them. Ir is clear that an unlimited growth of the health sector is no
longer finanecially viable. Critical decisions, based on scund economic data and analyses,
have to be raken in order to ensure rational policies and the mogt efficient and effecrive
use of available resources.

IT. PRIORITY ISSUES

A number of major health manpower development issues amenable to eceonomlc and financial
analysis were identified and discussed at the workshop. These issues emerged from both tha
country reports and working group discussions, and revolved around the public/private health
secltor, equity, employment, productivity and tralining of health manpower, and the adequacy
of health manpower plamming. (See Table 1.)

| )
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Public/Private Sector

Participants discussed, at some length, the public and private sectors and their mix io
relation to Lbe economic issues and their implications for the development of health
services.  lconomic pressures have forced governments to examine more closely the managemenl
practices in both the public and private sectors; and the private health care system is
clearly unable to deliver health care other than on a selective basis,

Within the whole debate revolving around the public/private sector, It was thought that
the challenge and search for effectiveness is likely to take precedence over other goals.
Efficient allocation of resources is extolled in the private sector, especlally in
comparigon to the bureaucratic machinery of the public system; but the wastage observed in
the latter is counteracted by the predeliction to generate a larger volume of services in
the former, with no apparent or few differences in outcome. Particfpants cited lack of
cvidence Lo show that the private sector is more cost=-effective and raised the issue of the
underlying difference in the chjectives of the two sectors: the public zector attempts to
improve health whereas the for-preofit private sector, while having the same objective, tends
to increase the wvolume of health services. It must be stated, however, that all private
sector hcalth services are not for-profit enterprises. There are a number of non—profit
nongovernmental and religious organizations that operate within the private sector, It was
belteved that the future development of health care systems, both in developing and
developed countries, will be influenced more by changes in the economic environment than by
ideological preferences, These changes will, moest likely, blur the traditional conceptual
differences between the public and private sectors.

Simple answers Lo the optimal private/public mix ip health care are not available:
there exipts a state of transition within an increasingly difficult econcomic climate,
Participants cmphaslzed Lhe urgent need, and considerable scope, not only to instil more
incentives in the health system in order o encourage responsibility in both users and
providers, but also to alter the mediation and regulatory roles of public agencies.

Equity

It was widely discussed both in the country veports and during the discussions that
actions Lo make health manpower and health systems, generally, more efficient should not be
at the cost of the overriding issues of equity. This discugsion seemed especially relevant
In anticipating a larger role for the private sector in the Hezlth For All framework,

Great Britain can be cited as an interesting example: the public sector (Nationmal Health
Service), delivers a basic utility service, with an adequste minimum standavd, for the great
majority of the population. The growth of the private sector can thus be viewed as a
complement and not alternative to the publicly—financed service. MHowever, participants
stressed the noed to be diligent: while the private sector may gain some technical
cificiency for a country's health sector, it may alsc contribute to increasing inequity.

The tole of the government is to bhalance the maximum efficiency obtainable consistent with
well=understood goals and gbjectives for equity in health care.

Employment

A major problem c¢common to all countries represented in the workshop, is the imbalance
between the supply and demand of health manpower by sector, lecation, cccupation and
specialty, This problem is manifested im many different ways; the govermment's Inability
to absorb graduates, and/or to f1ll established posts, especlally in rural areas, resulting
in a concentration of health manpower in urban areas. This situation is exacerbated by low
sglaries and, in certain cases, salaries not being paid on a regular baszis. The almost
total lack of incentives has a negative effect not only on the motivation of health workers,
but also on the balance of supply: health personnel will usually refuse to serve in tural
areas unless adequate compensation and/or incentives are provided. Additfonally, there
exists a shortage of gpecialists In certain disciplines, the unemployment/underemployment of
physicians, and the emigration of certain types of health manpower.
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Productivity

The productivity of employed manpower in varlious health care settings and locations is
another major problem. This is generally related to the existing manpower mix, organi-
zational arrangement, mismatch between job and skill requirements, and manpower—capital
mix, The problem presents in different ways; for example, an imbalance in the mix of
manpower in relation to existing health problems and economic realities. Manpower is
concentrated in ¢ities and hospitals even though the major health problems affect people in
rural areas. In order to expand the coverage of health care in the rural areas, less highly
trained and specialized manpower than is currently employed iz needed. However, there is a
marked tendency by both consumers and health professionals to desire more highly advanced
technology than is necessary to maintain effective and efficient health sources. Such
technology is not only relatively expensive buf also requires high-level manpower
complements that ayre high consumers in terms of both human and financial resources. The use
of such technology will lead to further manpower imbalances relative to needs, and raise the
costs of health care., Another example relates to manpower productivity, especially that of
physicians. It is a general observation that this is low and varies greatly between areas
and health care institutions. Tt tends, in general, to be relatively lower in rural areas
and government health centres when compared to the private sector. The motivation of staff
Is inveriably influenced by the availability of a well-developed career styructure within
which they can advance, This lack, including a total divorce of c¢areer opportunity from
performance assessment, leads to low motivation and hence low productivity of health
personnal,

Training

Another category of problem relates to the production of health manpower. The
professional education system does not produce the optimal number and quality of graduates,
and at the lowest cost commensurate with acceptable quality. The costs of education and
training are often overlooked in the planning and management of human resources, and yet,
they can be substantiated., This particular problem underscores the almost total lack of
coordination between the different sectors responsible for the production and training and
utilization of health perscnnel,

Related to both the issue of training and productivity is the one of continuing
aducaticn. The opportunity for health personpel to maintain and improve their skills and
acquire new ones in response to changing patterns of disease and technological changes iz an
essential feature of an cfficient and cost-effective health care system. Further, 1f linked

to a well-developed career development system, countinuing education can promote upward
mobility. Tt should also be noted that reinforcing skills and/or learning new skills has a
pogsitive correlation to motivation.

Manpower planning

All the participants identified the main cause of the problems described above as
either the absence of adequate planning, of poor planning and implementation, Unreslisgtic
planning was the recurrent theme. Most countries do formulate manpower plaps but these are
often based on the jdeal vather than on the actual availability of rescurces. Regurrent
costs are not taken fully into account, and the role of the private sector isg almost totally
ignored. There 1s 1little coordination between production, employment and productivity-
enhancing aspects of manpower Jevelopment, and the incentive structure that affects
production, employment and productivity i1s not carefully worked out or does not exist at
all. It was made abundantly clear, and country reports supported the fact, that realistic
manpower plans that could be implemented, were an gssential prerequisite to negating some of
the major problems in health manpower development that a great many countries face today,
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IIT. WHY ECONOQMTCS IN HEALTH MANPOWER DEVELOPMENT?

There was general acceptance that resources are scarce and yet governments both neced and
wish to expand amd upgrade health services to achieve the goal of Health For All by the Year
2000. The solution lies in providing more efficient and effective services. The analysis
of each major category of health manpower problem revealed concensus and understanding
regarding the role of ecovomics in health manpower development. Further, emphasis was
placed on the need to apply economic and financial analysis towards identifying sclutions
and providing a sound rationale for policy decisicns.

Rasources allocated to health manpower constitute a very large proportion = up to 60 or
704 - of total resources available to the health care svstem. Therefore, if the area of
health manpower I1s guided by and based on sound economic principles, it can be safely
assumed that both coverage and quality of services will be upgraded within the pxisting
resources, Achieving efficiency in health manpower development can go a long way towards
improving ecfficiency in the overall health care system.

Fconomics provide a set of criteria that can be uvsed to evaluate and monitor the impact
of various policies on achieving greater efficiency and equity. While other gets of
erfiterla exist, as, for example, criteria based either on professional value judgement or
politics, these sets of criteria do not provide explicitly specified and/or objective rules
for evaluating decisions on the basfs of efficiency Iin resource allocation,

The method of looking for economic effieciency, would be to assume an economic model of
perfectly competitive markets. In this model, the decisions rendered hy buyers and sellers
of poods and services and rescurce inputs are made effective through s system of markets and
prices. Although the wodel {s derived from the workings of a market economy, the rules are
applicable teo any system interested in econemic effieiency. It describes the conditions
under which the operation of perfectly competitive markets can lead to efficiency as well as
the conditions under which {t would nmot, and therefore, the conditions under which some form
of government intervention may be justified.

The health cnre sector may he described in terms of the operatton of three interrelated
markets. These are!

(1) the market for health manpower: which determines the number of specific categories
of health manpower employed and the corresponding wage rates;

{2) the market for health professional education: which determines the number of
graduates In specific health professions and the corresponding price of educatien;
and,

(3) the market for heslth care services: which determines the quantity of various types
nf health care services consumed by the population and the corresponding prices,

In gach of these markets, the outcomes (quantity and price) are determined By the
interaction of demand and supply. An equilibrium situation exists when the quantity
demanded and gquantlty supplied are equal at a given market price. Market price is the
mechanism that equilibrates demand and supply. Thus, in a perfectly cowmpetitive situwation,
health resources will be allocated through supply and demand in each of these three markets,
with price serving as the equilibrating mechanism. Of course, one must bear in mind that in
the health sector, perfectly competitive markets Jdo not exlst.
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Nevertheless & simple demend-supply analysis can go a long way towards understanding
many of the health manpower problems identified during the workshop., For example, unfilled
positions may be a direct result of inflexible wage/income policies of the government. in
actual terms this means that the wage rates and other conditions of work that affect the
real income of personnel ave too low to attract applicants., Thus, while there may be a
great "need” for personnel as determined by health professionals, the effective demand (need
+ purchasing power) may actually be too low to attract the additional manpower. In some
cases, other factors that affect vesl income, such as housing, transportation, access to
education etc., are so inadequate, that even an increase in wage rates will not generate a
large supply response,

Sometimes the phenomenon of unfilled publiec health posts is directly related to the
loss of manpower from the public to the private sector, due to higher wages paid by the
latter. This underscores the fact that market forces do have a direct Impact on allocating
manpower resources, and public hiring policies should take due aceount of such forces.

Most goverpments recognize the need to augment public personnel salaries in ovder to
attract and rvetaln personmel, especially in government hospitals. The actual policies
adopted should be carefully conzidered, since, while golving the specific problem of low
salaries, they can result in unforeseen and undesicable consequences. An illustration of
this case in peint, over which there were extenslive discussions, is that of allowing private
practice by doectors in government hospitals. While the direct result of this policy has
achieved the intended outcome, that is, a substantial raise in incomes, an unintended
consequence has been the observed decline in the quality of hospital services, This
quantitative decline has been measured by indicators such g3 irregular attendance by
doctors, use of public hospital resoutces for private practice, and expressed
dissatisfaction at the coutrast in services by patients in the public sector. And vet, the
private practices of rhese government doctors appear to be thriving, thus indicating a great
demand for such services, What does a thriving private practice by government physicians
indicate about the gystem?

4n economie analysis of the situation described above may trace the root cause to the
effects of health policies providing either free or very low cost health services to the
public. A direect rgsult is an increase in demand at public institutions, which inm turn
leads to long waiting times or shorter periods of time devoted to a patient. In ordet to
avoid the waste of time which, for many people translates into money, and/or rushed and
therefore perhaps inferior services, people who zre able and willing to pay will demand
services from the private sector or from the private practice of government personnel,
Since the income derived from priwvate practice by govermment personnel ig Iikely to be
greater than their salaries, there is a natural tendency t¢ allocate more time to private
practice at the expense of their regular employment,

Central to the above problem is the issue regarding alternative financing of public
health services, that is, free services versus user charges, and how such alternativas
influence the demand fov sexvices and the capacity of the healith care delivery system to
respond to such demand. The policy of charging user fees, for example, will uot only
influence demand, but also mobilize resources to finance higher wages for health personnel
in the public sector.

Another major category of health manpower problems relates to productivity and
efficient utilization. Productivity of manpower and costs of health services are related to
such factors as maupower mix and the mix of manpower/technology/materials. The cost of
producing health care services will naturally rise if highly trailned persounel are used
instead of somewhat less highly trained, but adequately quslified, health workers. This
leads to inefficiency in that less output iz obtained for a given level of resources, or
more resources are used to produce a given level of output. Moreover, if the mix of
technelogy and materials is sophisticated, higher level manpower complements are needed,
resulting in increased costs; and both sources of inefficienciezs will he magnified in
terms of funds by expansion ¢f insurance coverage, Less advanced technology and lower level
personngl, consistent with minimum requirements to adequately meet the normal demand on
health services, will help contain costs and increase efficiency.
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Participants also addressed problems im the area of professional education, especially
in relation to the policy of providing subsidies to medical schools and students, This
often leads to an over-production of graduates. Moreover, schools tend to provide, at great
cost, highly standardized and “high quality” training that 1z modelled after foreign and
often totally lrrelevant standards. Flexible training that imparts the minimum skllls
needed for health workers to function adequately in their roles would not only greatly
reduce povernment expenditure, but alse, to some extent, the problems of over-production
and/or over~spocialization. The performance of the health professional education market fg
also ioflvenced by conditions in the health manpower market: low demand and low wage rates
inhibit graduates from enmtering certain specialties if the expected rate of return from such
education s low.

All the countries represented at the Workshop cited a lack of or unrealistic manpower
planning as one of the major causes of problems in health manpower development. FEconomic
analysis can play a major role in manpower planning. An cconomic model of the health care
scctor provides a systemstic framework for identifying an important part of the critical
information needed, and on the bagis of such informatien, for clarifying the natute of
aextsting problems, identifying pelicy options and strategies and assessing the CONSequUences,
both direct and indirect, of alternative policies.

Health manpower planning requires a set of imformation which, inter alia, typically
includes;

(a) Prices and utilization of various types of health care services and how these are
telated to changes in income, population size and structure, increased inzurance
coverage, on the one hand, and the cost of production, health manpower wix, etc.,
on the other;

(b} Wage rates and other non—wage determinants of employment, levels of employment,
ungmployment and underemployment of the various categories of health personnel,
and the changes of all these over time in relation to other non-health professions;

(c) The number and growth of health professional graduates of different levels of
training, occupation, and specialty, and how these are related to the number of
students seeking admission, the cost of producing each graduate, the curriculum
content and duration of education feor the different categories of health workers.

Such information can and should be subjected to gconomic analysis in order to provide a
better basis for manpower planning. Moreover, the implications of current criteria used in
policy-making, l.e., "needs” as cppogsed to demand, can be assessed for their impact on
efficiency and equity.

IV. BSTRATEGIES FOR ACTION

Participants at the workshop discussed health manpower problems within the context of
the role that economic analysis could play in clarifying such problems, in assessing the
consequences of alternative policies, and in the preparation of manpower plans. Then
participants proceeded to formulate countty-specific activities for implementation. Such
initial activities are expected to lesd to further activities that, cumulatively, will have
a slgnificantly positive jmpact on health manpower policies.

The activities proposed Include workshops, research, and the strengthening of
Information bases for manpower planning, (Table ? gummarizes the country proposals.)
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Indonesia

Japan

Republic
of Korea

Study on the
distributien of
health manpower

Study on over-
production of
health wanpower,
particularly
physicians

l. Multi-
disciplinary
study

2. Workshop

3. Extablishment
ef 8 leag-term
decigion-linked
support system
for continuous
economia
analyaes of
data collecred
on rouline basig

above ]

To identify
selutions ca
problems
identifigd;

To formulate 8
final repart
with a plan for
submission to the
Miniscry of
Health

()

{3

P

To ¢orrect the im=
balances of health
BARPOWCT, ©.8.,
{urban va., fural;
curative wva. prer
venCive; hospitals
vs. primary health
garc) thraugh seund
economic analysis

(1) To study the issue
af over-produccion
and vvermspecial=
{ration}

To study hespital
behaviouy and its
impacc ot govern—
ment healch
expenditures;

To prepare a TEReTT
and recomendationa
for submissicn te
the governmant

(23

(3

(1) Te integrate and
gonsolidate results
of studies already
undertaken in the
area of economic
pnalyses of HMD;
Critical assessment
of findingz of the

T srudies;

Pecform additional
andlysix on

informacion 8t hand

(¢-4]

(3

Igzues identified
by the wulci=
disciplinary study
group will be
discusned and
recomnendacion for
pction made.,

To provide a solid
information base
for decision-makers
in relevant
gﬂvcrﬂmcnt Eéectors,

adpinistrators
Dfficials from
Ministry of
Flanning
Qfficials f{rom
Ministry of
Education

Ministry of
Health; Bureaux
of Planning/
Porsanne L/Training
& Educarion/
Resaurce and
Dewvelopment/Finance
Ministtics of
Educarion, Finance,
Home Affairs,
Central Bureau of
Stagiscigs
- Bratistinians
= Econcmists
= Consultants = Health
Economist, Socio-
logisc

- Ministry of Health
& Social Welfare

- Japanese Medical
Aggociatien

= Deans of Medical
Faculties

- foginlogists

Multidisciplinary
study Ceam
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TABLE 2. SUMMARY OF PRUPCSED COQUNTRY ACTIVITIES
COUNTRY TYFE OF ACTIVIIY OBIECTIVES PARTICIPATION TIMEFRAME
China }.Case study on Toe identify prietity Study team from
egonomic aspoets | problems in HMD various
of BMD sugceptible to ministries
economic analysis
2. Workshop (1} To presenr rche - Egonamists 13 days
Tasults of - Sratiszticians
activigy (1) ~ Public Healch

Preparatory work —
3 months
Workshop - 1 week
furvey - 6 months
Sewinar to prescnt
lindings = 2 days
Plan of Accion -
1 monch

TOTAL Approx. 19 mths.

long rerm

one year

long term
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TARLE T (conud.)

e - o . e -t i,
COUNTRY TYFE OF ACTIVITY ORJECTIVES FARTICIFATION TIMETRAME
Malaysia L.5tudy wn the role § (1) To asxness the tole |Intersecroral parcici- |Idencification )

of specialists in of paramedicals - pation with parcici- of funde )
health cave mainly muedieal pants from: Planning the 7B mtha,
delivery GESittants and o i study
2.sorkshop to seaff mucses ang T DO O e bepr. |Jdentificazion )
" the basis for . : of investipators)
evaluate the P - - Malaysian Medical
PR their recrufcoment; . .
findings and ' Asnociation Implementacion of
recommendat jong (2) To asuesa c“e. - Lonsumer Associafions the study - 6 wmiha.
current coordin- . .
of srudy ating mochanisws - University aroups Organization and
in che recruitment conduct of werkshop
of epecialises. - 2 woeks
Finalization ef
report - 1 months
Sew Lgaland | Cousolidation apd (1} Te stremgthen A1l relevant sectors, o -
development of infermation base as for eiample, ngoLng
inlermation base for poliey Ministey of Heslch,
annlysing Treasury, Ministry af
. (2) To develop an Planning
uwarencss and
understanding of
the value of
economic analysis
in planning and
poliey decision
making
Philippines | Study on rhe . (1) Te identify the - Department of Health
problem of mal= determinants, and = UMD staflf 18 to 24 menths
distribution of atsess the gon— - Ad Hoc Commitree of
haalth manpower and seyquences heotween both governmental
the related problem rural and urban and pon-governmentel
of resourge and between public arganizations
allocacion, health and hespital |- University Lopare=
setting; ments
(2} To ideatify policy
cprions for
retaining and
attracting
qualified health
personnel.
5ri Lanka 1.%tudy to examine (1) To examine probleme
problems caused by inadequate
PTOVigusly economic analysis;
unidentifijed (2) To prioritize
manpoWer problomg
and identify
strategies
2. Workshop (1) o sensitize
decicion~makers
J.Action programme (1} To prepare an
aAction Programme
for approval by
the Cabinet
(2) Te implement,
monitor & evaluate
Programme
Thailnnd Dasic dera analysia {1} Yo provide a clear [The project will be Establiching )
of wanpower vequire- pleture of healch wanaped & coordinated Steering b
ments, utiligation manpower prebloms by a Steeviag Commitree Gommittes )3 mths
and praduction related to employ— fget wp by the Coprdin- pefining terms) N
ment, utilization ating Commitree for of reference )
aud preduction Mrdical & Health Affairs| Approval of )
(2) To demonstrate the [pesearch projeecre will rescove )
uze of hasic be divided inte 3 sub- proposals )
?canomxc mode}s, projects, . lse workshop )
1.¢., production Resuarchers will Review and y
thubfy. cast inciudes revision of Y1 mth.
fungtions, resource |- Hoalch development
. research 3
alleocation models, planner ronnEals 3
etc. L0 the snalysisl - Health monpever FP g 1
inal approval)}
of health manpover rlanner f research )
problems, - Persommel analyst ° sal )
~ Financial analyst prapesi’s
Start with )
- Heslth manpower dow-
i w: regearch work)
elopment spoeiglier S 18 mths .
- Health economiac to B?bmlsslun)
= Economist af final )
report
L___ - Sogiologist
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COUNTRY TYTE OF ACTTVITY OBJECTIVES PARTICIPATION TIMEFRAME
Feaple's Workshop (1) Te discuss the - SenioT health 5 days {late 1987
Bemocratic economic aspects of officials early 1588)
Republic of W™D in support of - Planners of healreh
Temen PHL relevant to sarvices

the countsy - Desans of medical
situation sehoola

RECTONAL
(EMRO)

Rational Workshops

(2) To prezent the

report/recommend-
ations of workshop
to tha Mintster of
Publie Health for
fallow—up Action.

Prowate and plan for
economic analyses of
health manpower

development thropgh:

(1) Idenctifying the
noed for economic
analysia in
planning, training
and utilization
of healch manpower

{2) Reviewing priority
prablens in IMD
susceptible to
cconomic analyscs

(3) Developing an
antinn plan for
che econoumic
analysis of
priority problems,

~ Sgnior health
administrators

- Representatives
from Miniscry of
Planning

- Ecnnumist, preferably

nealth economics

Econowiuts, Health
Eervi¢e Divecrors

2% deys esch workshop
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The country workshops are aimed at reporting on and evaluating the findings and
recommendatlons of this Interregional Workshop, identifying pricrity problems in healt s
manpower development, 1llustrating how cconomic analyses can be applied to such problems,
providing a forum to discuss the implications of research findings for policy decisgion:, and
how best to reach policy makers to present the findings. The different research studizs, on
Lhe other hand, are aimed at providing a mure in-depth investigation of such common problems
as geographic imbalances; production of health manpower, specifically physicians:
productivity of persennel; and general resource allocatlon Iin the health sector.

Bach of the above proposed activiries requires resources for their implementation. In
this regard, participants discussed the roles of internal and external funding, and how this
may be generated, External financing was thought to be an appropriate source of support for
short—term catalytic afforts such as workshops and research, However, for more long~term
and sustained activities, goveraments will have to mobilize human and financial rescurces at
the natlonal level.

V. SUPPORTING ACTIVITIES

Participants emphasised the need for relevant organizarional support for country
activities, including: (a) monitoring and evaluation; (b) exchange of experlence!
(c) networking; and (d) the role of WHO,

Monitering and evaluation are important tools In assessing the consequences of health
manpower poljcies and programmes., In addition, prospective problems and alternative
solutions can be identified. Economics provide explicit criteria by which to monitor and
evaluate policies and programmes in terms of their impact on efficiency and equity. The
extent to which health objectives are achleved can alsc be assesszed and the cost measured.

The exchange of expariences and information can be viewed from many different
perspectives.  As an activity to promote the economics of health manpower development, it
needs open channels of communication and collaberation between healeh and economic
professionals. Such exchanges can lead to a better understanding of both the potentia! and
the limitations of economic analysis for improved policies and decision-making in the ‘ield
of health manpower development. There is a sound basis for not only this interaction, but
also the need to incorporate economice as a fundamental component of health sector
analysis. Tarticlpants emphasised that this ghould be a continuous process, and not merely
activated when the health status of a population is jeopardized by scarcity of resourcesz or
iradequate coverage,

Fxchanges of experiences canm also be seen as: (2) a forum for sharing ideas, research
methodologias, data and information; (b) a strategic mechanism to gain the support/approval/
comnitment of relevant agenciles at all levels with respect to alternative health manpower
strategias and policies; and (¢) a training/educaticnal mechanrism to inform or to educate
various target audiences on the need For analytically-based health manpower development
plans.,

Networking is an established mechanism allowing individuals and/or institutions sharing
common goals to work fndividually and collectively in a specific area. This can be done
through a regular exchange of information and research findings, cellaborative activities
such as training seminars and providing expertise, when required, to members of the nenwork,

This is one approach that has been very successful in ensuring exchanpe of experiences
and mutual cooperation. MNetworking works well when the objectives of its activities are
clear and tangible. It needs contimued nuturing in order to be functiecnal. Successful
networking of individuwals or institutions presupposes a willingness on the part of memhers
.o share thelr experiences and resources, It aleo needs the support of some kind of
permanent infrastructure {n order to keep communication channels alive. In the area of
economics of health manpower development, networking between institutions and experts van
help support country activities if the objectives are seen as "problem~solving” rather than
mere exchanges of information. Sufficient attention will have to he pald Lo create viable
modalities of mutusl cooperation and exchange of expertise,

Regarding the role of WHQ, participants gtated that the Organization must continmuve with
initiatives to stimulate studies and other relevant activities in the econcomic aspects of
health manpower development, Existing mechanisms for support of country activities alieady

.‘d
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exisr, as, for example, fellowships, consultancies, grants for meetings, support for new
and/or existing programmes, etc., and these canm be further strepgthened. The demand by
member countries for activities in the area of economic analysis in the field of health
manpower develppment 1§ expected fo grow, While WHO has, to a certain extent, responded to
some of these demands, the response could have besn far greater. Other agencies, i.e.,
World Bank, Asian Developmeut Bank, USAID, have attempted to fill some of the gaps, but WHO
can and must play a central leadership role, since it is the primary agency concerned with
health.

VI, CONCLUSIONS

It became evident that in almoest all the countries represented at the workshop, manpower
policy analyses, based on economic arguments, could have positively affected the course of
health manpower development., Thelr present problems might perhaps have been aveoided, or at
least reduced. The participants concluded that countries, as a matter of urgency, should
organize systematic health manpower policy amalyses based on economi¢ principles, and with
the goal of social development and health for all, The major conclusions agreed upon were;

1. As a first step, countries could consider organizing national or intercountry
workshoeps /seminars invelving decision-makers from health and related sectors, snd
economic and educational imstitutions, to prepare lists of priority manpower
problems and methodological frameworks for analyses.

24 Countries should organize networks of institutions, or utilize existing ones, to
promote health development. Economlc, as well as social developwent skills from
appropriate tralaoing or research institutlons should be drawn upon in crder to
bring collaborative analysis to bear upon major manpoweyr problems, The findings
and conclusions of such analyses should be presented to the highest level of
decision-makers in a readily understandable form.

3. Countries should incorporate principles of health economics in the training of
their health manpower, especially those who are likely to assume leadership
positions in the health sector. FEconomists must be involved in health work in
order to develop a cadre of skilled health economists.

L Artivities in health manpower policy analysis, based on economic principles, should
include both rapid, decision-linked analysis and medium term research activities in
order Lo ¢reate or update an information base useful for future poliecy analyses,

In determining the role of WHO, participants agreed that;

1, WHO sheould ¢ooperate with ¢ountries, bringing in external skills when necessavy, to
launch or strengthen econemic analysis of health manpower policles and strategies.
It should develop & roster of skilled health economists to draw upon, as required.

2, WHO should promote the development of a solid theoretical hase in the area of
economics of health manpower development. In developing this theory, WHO must
emphasice and promote that the issue of equity be given due consideraticen in all
ecopomic analyvses applied to health manpower development,

3. WHOD should develop promotional materials to convince high level decision makers,
especially in the health sector, of the value of, and the need for, economics In
health manpower policy analysis. It should also develop methodological guidelines
and other relevant learning materizls to be adapted and used by peolicy analysts of
maemhatr countries,

4, WHO, in collabgration with ¢ther agencies or organizations, should promeote the
development of Intercountry networks of institutions for mutual collaborative
activities in health economics and economics of health manpower pollcies and
strategies. It should also promote the exchange of information and experiences at
both Iintercountry and interregional levels.

5. WHO should try to raise extrabudgetary resources to support both country and
intercountry activitles, including exchanges of experiences through meetings,
workehops and publications.
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ANNEX B

AGENDA

Opening Remarks - Dr V. Ermakov, HMD/WPRO
{Operaticnal Officer)

Intvoductory Statement — Dr H, Nakajima, Regional
Director {WPRQ)

Elaction of Officers
Administrative Arrangements
COFFEE BREAK

Impact of HMD Programmes at national level and the
role of economlics - Dr T. Fulsp, Director, HMD/HQ

Objectives of Workshop, Structure and Working
Methods, Adoption of Agenmda - Dr D, Ray

Cutline of Key Isgues and Major Concerns —
Professor R. Andreanco

Presentation of Country Reports (followed by
discussion/questions after each presentation)

LUNCH

Presentation of Country Reports (continued)

Identification of common ilssues and problems -
Professor R. Andreano

Application of economic concepts to llealth Manpower
Development — Professor A, Herrin

Working Groups (3)}) - Each Working Group will
select one set of isgues as identified from country
presentations. The groups will clarify the role of
economic analysis in resolving the issues.

LUNCH
Working Groups (econtinued)

Plenary Session: Working Groups to present
highlights followed by digscuscsion -
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Wednesday, 24 June 1987

Morning:

Afternoon:

Thursday, 23 June 1987

Morning;

Afternoon:

Friday, 26 .June

Morning:

Afternoon:

Plenary Session: Dr D. Ray

(i)
(ii)

Cost of health manpower plans
Overview of surveys in health manpower: costs
and benefits

followed by discussion.

Working Groups (same as on previous day) - This

group

work will identify methods and approaches to

be uzed for the economic analyses of priority
iszues, the expected outcome of studies and how
best the results might be utilized.

LUNCH

Continuation of three working proups

Plenary Session:

(1)
(ii)

Working Groups te present highlights
Presentation by Dr L, Howard oni

— Internationsl! transfer of resources
- Principles of proposal writing

Intercountry Team Work = Teams will formulate

outlines of proposals for the economic analyses of
specific f{ssues In health manpower at national
level.

LUNCH

Intercountry Tesm Work (continued)

Plenary Secsion: Intercountry teams present

outlines of proposals = followed by discussion.

Flenary: Te discuss organizational support for
country activities in terms of:

(1}
(i1)
(111)
{iv)

Fach 1

Monitoring and Evaluation
Exchange of Experiences

Networking
Role of WHO

tem will be introduced by a speaker,

Clogsing Plepary

1)
(11)

Conclusions
Closing Remarks Dr 5, T. Han,
Director, Programme Management (WPRO)
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ANNEX C
ECONOMIC ASPECTS OF HEALTH MANPOWER DEVELOPMENT*

INTROCUCTION
Bealth manpower issues genetrally revolve around the following pajor concernsi

(1) Are the currently emploved health manpower of various rypes being utilized
efficiently in various health care settings and locations?

(2) Are there enough health manpower of specific types to provide the various kinds of
health care services demanded by the population, i.e. is there a shortage or a
surplus of specific types of health manpower? and

(3} Is the health professional education system producing the "optimal" number of
graduates and level of training, and are the gradustes being produced at minimum

costs?

Conceptual framework: The health care sector

The rules for economic efficiency are derived from the economic model of perfectly
competitive markets, In this model, the decisions rendered by buyers and sellers of goods
and services and resource inputs are made effective through a system of markers and prices.
Although the model describes the workings of a market economy, the rules derived from such a
wodel are applicable to any economic system Interested in eonomic efficiemcy. This model
describes the conditions under which the operation of perfectly competitive markets can lead
to efficient cutcomes, and the conditions under which it does not, and therefore, the
conditions under which some form of government intervention may be justified,

The health care sector may thus be described fn terms of the operation of three
lnterrelated markets, These are:

(1) the market for health care services, which determines the guantity of various
types of health care services cousumed by the population and the corresponding
prices:

{(2) the market for health manpower, which determines the number of specific categories
cf health manpower emploved and the corresponding wage rates; and

(3) the market for health professional education, which determines the nunber of
graduates in apecific health professions and the corresponding price of education.

In each of these markets, the outcomes (quantity and price) are determined by the
interaction of demand and supply. An equilibrium situstion exists when the quantity demand
and quantity supplied are equal at a given market price. The mechanism that equilibrates
demand and supply 1s the marvket price. Thus in a perfectly competitive market situation,
health resources will bhe allocated through supply and demand in each of these three markets
with price serving as the equilibrating mechanism.

Figure 1 shows the three interrelated markets in the health care sector and the
operatien of demand and supply in each market. DNote that ths demand for a particular
commodity (l.e. health care sevvices, health manpower, or professional education) reflects
the henefits that a consumer or buver derives from that commodity (i.e. the ucility derived
from health care services, the output derived from employing a health professional, and the
financial returns derived from professiomal education). The quantity demanded of a
commodity is the amount of that commedity that comsumers are willing to purchase at a given
market price. All things being equal, at higher prices, less quantities will be demanded
while at lower prices, more guantities will be demanded,

*This highlights some of the major peints discussed in the background paper prepared by
Alejandre N, Herrin for the Interregiocnal Workshop on Economic Aspects of Health Manpower
Management, Manila, 22-26 Jume 1987, The original version may he requasted from the
Divisisn of Health Manpower Development, World Health Organization, Geneva, Switzerland.
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Three interrelated markets in the health care sector

Figure 1:
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The supply of a particular commedity, on the otfher hand, reflects the cost of
production of such commodity (fi.e. the cost of providing health ecare services, the cost of
supplying man~hours of professional service, and the cost of producing a health professional
graduate). The Quantity supplied of a commodity is the amount of the commodity that
suppliers are willing to supply at a given market price. At higher prices, more quantities
will be supplied, while at lower prices, less quantities will be supplied.

Changes in demand and supply in each market result in corresponding changes in
equilibriym prices and quantities, Changes 1n dewmand and supply in each marker are due to a
host of economic, social and demographic factors, as well as due to the effects of health
policies. Moreover, changes in demand and supply in one market affect demand and supply
conditions in the other markets. Thus a particular policy that addresses a problem in a
particular market can also affect other markets in the health sector, and even corvasponding
markets outside the health sector. A comprehensive policy analysis, therefore, requires
consideration of all these divect and indirect consequences,

An economic perspective of selected health manpower problems
in_developing countries

Productive utilization of health manpower. One factor that affects the efficient use
of health manpower resources is the degree of substitutability between different caregories
0f manpower in the production of health care gervices. In the actual situatrion, the degree
of substitutability may somehow be restricted by policy in the form of legal restrictions on
the tasks that various health professionals can perform. This policy wmight have been
justified on the basls of professionally determined need to maintain the highest quality of
health care. What are the effects of these legal restrictions on market performance? When
mere highly trained and more expensive health professionals are required to perform certain
tasks beyond that which is necessary to ensure a minimum gquality of health care that
consumets are willing to pay for, while less highly trained and less expensive professionals
whe can perform such tasks are legally prevented from doing so, then the cost of producing
the same level of health care services will be higher than it would be under no legal
restriction, This means that the way the inputs (manpower) are combined are no longer the
least-cost combination, Moreover, given the demand for health care services, the effect of
such restrictions in the health care services market is to increase the price of, and lower
the level of uti{lization of, health care services, Thus when health administrators take the
level of utilization as the indicater to assess the performance of manpower, they might find
that the level of utilization 1s lower than they had expected. Thev would then conclude low
productivity of manpowar. They would then likely think up a number of inmcentives to raise
the performance of the deployed manpower, But our analysis suggests that the problem can be
traced back teo the prior policy of restricting cervtain personmel from performing certain
tasks, which in effect means predetermining on the bagis of pon-market criteria the manpower
mix rather than letting the manpower mix be influenced by the relative cost of different
categories of manpower to produce a given level of output.
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This analysis is illustrated in Figure 2. Using the concepts of preduction funetions
sod cost function, Figure 2a shows the least—cost comblnation of mampower inputs HM {high
level manpower) and LM (lower level manpower) to produce the quantity of health services
{. The curve O represents the level of output that ¢an be produced by using different
combinations of manpower inputs. The line AA’ represents the budget line whose sleope
represents the relative price of HM and 1M. ‘The least-cost combination of ipputs when no
restrictions on substitutability is imposed is at point A, with combination HM; and
1My However if health administrators instead choose combination B {(i.e. relatively more
of B, and lass of LMl) on the basis of nom—market criteria, then O can no longer be
produced piven the origimal budget (lime AA'). A larger budget, the dotted BB’ line, is
needed to produce the same output Q, using inputs HM; and LM, The effect of this
docision iz reflected in the market for health care services shown in Figure 2b. The supply
curve 5] represents the supply curve under the least-cost fnput combination. Qp 1s
equal to the putput ¢ in Figure Za. The marginal cost of producing Q; ts equal to the
distance from the horizontal axis to point A, With a more costly input combination,
however, the supply curve is S, such that the same Qp is produced at a higher cost, the
distance between the horizontal axis to peint B. Given a demand curve Iy the gquilibrium
when 5, is the relevant supply curve is at point €, where ocutput is Qp and price 1s

L%early, the effect of restriecting input substitutability is to raise cost of
production (no longer least—cost), ralse the price of health care services and reduce the
level of utilizatiom.

Py

Q (health
services)

Figure 2! Least cost combination of manpower inputls and
demand and supply of health care services
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The preceding analysis can be extended by considering the effect of Insurance. Many
governments want te expand health insurance coverage of the population in order to provide
wider access and increased health care service utilization. The effect of heslth insurance
is to increase the demand for health care services (zhift the demand curve to the right).
With a given supply, utilization increases. But if the production of health services is
ineffizlent to start with because of imappropriste manpower input wixes, the beneficial
effects of expanding health insurance coverage on health care services urilizarion will tend
to be negated. This proposition can be illustrated by Figure 3 below,

Price

g, ¢, Q Quantity of health care
S serviges

Figure 3: The effect of insurance of health care utilization

Consider an initial equilibrium situation A, where 1nitial demand before insurance M
intersacts the supply curve representing efficient manpower input mixes, 51+ The
resulting level of utilizstion is Q; and the price is Py. Now consider expanding health
insurance coverage. The effect of thig is to shift the demand curve to Dy. With the same
supply curve 5;, the new equilibrium is at point B, with Qy output and price Po, &
percentage of which is paid for by the insurance. Suppose, however, that the manpower input
mix is not efficient (least—cost), then the relevant supply curve is §3. The equilibrium
situation is at point €, with output, Qy and price, PB' Comparing outcomes B and € will
clearly indlcate that the level of health care utilization after insurance will be lower and
the price of health care services higher if the production of health care services due to
inappropriate manpower mix iz inefficient, than when it is efficient. The potential impact
of health insurance is partly negated by inefficienclss in the system. Note also that at C,
the price F3 is much higher thaa Pq indicating that the resonurces needed to implement an
insurance scheme would ke much higher when the production system is inefficient. This alome
could veduce the viability of such schemes.
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Fmployment of health manpower. Much has been said abour shortages and surpluses of
health manpower, but what dpes it really mean from an economic standpoint? In economic
terms, a shortage occurs when the wage rate 1s below the market wage rate rhat equates
supply and demand for manpower, Similarly, a surplus occurs when the wage rate is above
equilibrium market wage rate. Thege ave illustrated in Figures 4a and 4b below.

HM HM

{a) ()

Figure 4; Shortage and surplus of health manpower (HM)

In Tigure 4z, the equilibrium wage rate is W,. Tf, however, through the wage policy of

the health sector, the wage rate ls pegged at W%, at this rate, healrth manpower demand,

My, exceeds supply Mg, thus there is excess demand or a shertage. In Figure 4b, the
equilibrivm wage rate 1s W,. 1f, however, the wage rate is set at W* above the

gquilibrium wage rate, then supply, Mg, will exceed demand, My, at that wage rate. There
will then be a surplus of health manpower, Both conditions will persist unless wage rates
are flexible upwards of downwards, respectively, Do these types pf imbalances occur in the
health manpower market? In what sense do health professions say that either a shortage or a
gurplus occura? This has to be clarified.

The common observation in many countries regarding the many unfilled government posts
especially in rural areas can be explained by the economic definition of shortage. The wage
rate that the government offers, together with other non-wage Incentives, are likely to be
much lower than the market equilibrium wage, if market forces are allowed to determine the
wage rates, Thug we would expect some government posts will remain unfilled. The shortage
of health manpower in government health inst{tutions may alsoc be traced to the conditions in
the public and private labour markets, Consider the case where market demand and supply
gltuation are such that the equilibrium wage rate in the private sector 1s higher than in
the public szector. The adjustment process that is likely to take place 1s for manpower 1in
the public sector to mave to the higher wage private sector., This iIs illustrated in Flgures
%2 and 5b below.

_ HM HM
Pub:lic secror Private secror

(a) (b)

Fipure 5: Supply and demand for health manpower in
the public and private sectors.
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Consider gn initlal situation where the equilibrium wage rate in the public and private
sector is Wy and Wy, respectively, where Wy is obviously higher than Wu. Under this
situation, health manpower will naturally tend to move to the higher wage secteor. This
movement 1s represented by a leftward shift in the supply curve im the public sector and a
rightward shift in the private sector., If the public sector, with an inflexible wage
policy, maintains the wage rate, W,, them a shortage occurs since st that wage rate,
demand exceeds supply. In the private sector, the increase in supply, if wage rates are
allowed te adjust, will imply a tendency for the wage rate to decline. The same analvsis
can be made to explain the emigraticn of health manpower,

Production of health manpowet. A competitive health professional education market will
produce the "optimal” number of graduares with different levels of training and skills, and
at zinimum costs, It dees this by producing graduates up to the peint where the marginal
benefit of such professional educatiom to the student as reflected in the demand curve
equals the marginal cost of providing that education, as reflected by the supply curve. The
equilibrating mechanism L5 the price of aeducation, i.e. tuition. If demand exceeds supply
at a given tuition level, market forees will tend to push tuition upward until demand and
supply are equal at a higher tuition. If supply exceeds demand at a given tultion level,
market forces will tend to push tuition downward untill demand and supply are equal at a
lower tuitiom,

How can the health professional market not produce the "optimal" aumber and types of
graduates? It is likely that in the actual operation of the health professional educarion
market, the tultlion doee not reflect the actual margimal cost of production. Professional
schools, particularly public schoels, may be highly subsidized, Sueh subsidies allows the
schools to charge a tuition level below actual marginal cost. The supply curve with subsidy
is farther to the right. Given the demand for education, the reduced tuition will mean an
increase in the number of students demanding such an education. Ar the loway tuition that
equates the demand and the supply cuxve with subsidy, the number of graduates produced will
be greater than under full-cost tuition. This is Illustrated in Figure & below,

Tuition

G G Gradustes

Figure 6:; Effect of subsidies on determination of the
number of graduates

Let 5; be the supply curve without subsidy. CGiven the demand for sducation, Dl’
the equilibrium number of gradustes produced is G,. The effect of subsidies to schools is
to shift the supply curve to the right, to S;, This means that the cost by the schools of
producing a given number of graduates is lower hecause part of the cost 1s paid for by the
subgidies, With the new supply curve 54, the equilibrium number of graduates is &
which iz greater than G,, If G, is the number of greduates that health professionals
feel is the appropriate number on the basis of professional judgement when the market
agtually produces Gl’ these health professionals may conclude that there is excess
production.
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Very often health policy, in its desire to reduce the production of graduates, attempr
to limit admissfons to professional acheools by establishing quotss or very high admisslon
requirements, These only secve to create excess demand for education and a lot of
frustrated antrants to schools. A possible policy option is to reduce or eliminate the
subsidy and let the schools charge full-cost tuition. Considering that private schools are
thriving even when they charge tuition levels several times the tuition inm public schools
indicate that the policy of charging full—cost tultion is a viable alternative., This has
the advantage of freeing resources allocated to subsidy for other investments in the health
Seetor.

What about the commonly perceived mismatch between the level of training and skills
that graduates obtain and the level of tralming and skills that are demanded? A competitive
market for health professional education can be expected to result in a system of schools
producing a variety of training and skill levels depending upon the demand by students for
such types of training and skills, which in tern depends upon the demand for such in the
health manpower market, which further depends upen the demand for bealth care services and
the degree of substitutability between different manpower categeries in the production of
health care services., If, however, the practice 1s to standardize the training and skills
of graduates to correspond to professionally determined level of gqualification (i.e.
“highest gquallty”) rather tham to market demand for such qualifications, then we can expect
Lo ohserve certaln imbalances between the training and skills produced and the training and
skills demanded. Moreover, the standardized educational process in the quest for the Q
"highest quality” of graduates independent of econowic considerations will lead teo higher
costs of producing graduates relative to a situation where greater flexikility in training
is pursued,

Health manpower planning

Ta view of the close interaction between the different health care markets, it Is clear
that policies designed to influence the operation of one market will have direct and
indlrect consequences on the operation of other markets. Some of these consequences might
be hencficial while others may not be so from the standpoint of efficlency in rescurce
allocation. Tt is, therefore, necessary to have an integrated approach teo health manpower
planning. Integration of health manpower planning simply means the explicit conslderation
of the interrelationships between the operation of the different health care markets in the
formulation of policies and strategies aimed at achieving a more efficient allocation of
health manpower resources.

Bevond this integratiom of health manpower planning ig the broader integration of
health and development planning in which health manpower planning forms an important part.
The integrationm of health and development plamning simply means the explicit conaideration
of the various health and development {nterrelationships in the formulation of health and
other development policies and strategies aimed at achleving the nation's overall .
development goals. Although a discussion of these various interrelationshlips is beyond the '
scope of this paper, it should be worth briefly noting that specific health policies
designed to directly influence the health care sector to achieve desired health objectives
could have significant indirect impacts ou resource allecation in the goecial and economic
sectors, and, therefore, on socloeconomic outgomes, which can be expected to further affect
heslth outcomes, Similarly, non—health care sector policies designed to achieve specific
sociocconomic objectives by influencing the various markets in the non-health care sectors
may Indirectly affect resource allocation in the health care sector, and therefore, on
health outcomes, which in turn c¢au further affect socloeconomic outcomes.

Various kinds of information are needed to facilitate the integration of health
manpower planning, or more specifically, to provide empirical content to the varlous types
of analyses briefly illustrated in the preceding sections of this paper. First, since the
demand for specific types of health manpower ls a derived demand, f.e. derived from the
demand for health care services, there is a need for systematic information on the demand
and utilization patterns of health care services and the relative fmpoertance of specifiec
factors affecting changes in such patterns.
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Secondly, since there iz 2 need to increase the productivity of specific types of
health manpowery, there is 3 need for informstion regatrding the range of technically feasible
manpower input mixes apd thelr relative productivities and costs thar can be used in
response to the prospective demand for various types and quality of health care services.

Thirdly, in order te base the assessment of the health manpower employment situwation
beyond reliance on casual impressions and observaltions, there 1s a need for better
information on the gupply, employment, and wage rates of specific categories of health
panpower and the factars affecting changes in these over time.

Fourthly, in order to improve the efficlency of the professional education market,
there is a need for information regarding the range of technically feasible methods or
aducational input mixes <(i.e. training time, faculty and capital inputs, curricula,
teaching methods, work orientatiens), and their relative productivities and costs that can
be used to produce graduates with various types of tralning and skills consistent with the
prospective demand for such training and skills.

Finally, in order to determine the appropriate policies and strategies needed to
improve efficiency in the allpeation of health manpower resoutces, there is a need for
better information regarding (a) the process of policy formulation in the health care sector
and (b) the nature of the strategles adopted and their manner of implementation {i.e. the
resources used and their gources, the administrative structures for their implementation,
dnd the management capabilities of the implementors).
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ANNEX D

AN ANNOTATED BIBLIOGRAPHY OF PUBLICATIONS RELATING
FECONOMIC ASPECTS OF MEALTH MANPOWER IM DEVELOPING COUNTRIES#

This annotated bibliography represents a selected sampling of publications which deal
with various economic aspects of health manpower in developing countries. The bibliography
advances a classification framework which distinguishes the glternative research
urientations utilized by existing health manpower studies and which locates the proposed
orientsnttion within this framework. Secondly, though the pregent sampling of publicatlons is
modest, some Indication may be provided of {8) the amount of attention devoted to various
strategy lssues; and (b) the state of knowledge about these 1ssues, Lo acsisgt in learning
which {sgues have the greatest research need. Thirdly, lessons may be found in the
methodologleal approaches and in the analytical tools used in other studies.

*This is a brief introductlion to the content of the aunotated biblicgraphy prepared by
Ralph Andresnc and Thomas Helminiak. The complete bibliography is available upon request
from the Division of Health Manpower Development, Werld Health Organizatien, Geneva,
Switzerland.
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ANNEX E

SELECTED ECONOMIC ISSUES OF
HEALTH MANFOWER DEVELOPMENT*

INTROQDUCTION

This papev describes the economic aspects of major health manpower problems Ildentified
in developing countries. Subject to the level of development, many countries have to
provide health servicas with an inadequate number of health staff in some or all categories
of personnel. The problems may arise nationally or in specific geographical argas of the
country. Recently, a new phenomenon emevrged in a number of countries; a surplus of trained
persons who cannot find employment either Iin the public or in the private health sector.
This often causes bhuman frustration and a loss of the capital invested in training.

There are many reasons for planning & country's health manpower:

(1) Health investments, such as hospitals, health centres, networks of peripheral
health institutions, cannot function without tralned personnel. Therefore, the
availability of persounel must be planned together with the investment.

{2) Training institutions may provide too many or an insufficient number of persoanel
in certain categories of manpower, e.g. too many physicians and not enough nurses
or dentists.

{3} The imbalance between manpower training and employment opportunities both in the
publiec and private health sector may cause disturbances in the health services,
i.e. shortages or wastage of valuable manpower that cannot find employment,

(4} Proper health manpower planning can identify the cost of training of different
categories and match manpower production with the budgetary possibilities of the
public sector anmd the ahsorption capacity of the private sector.

(5) Health manpower training is usually of longer duration and more costly than in
many other profescions, and is often financed from public funds. Therefore, both
overproduction and underproduction should be sveoided.

#Highlights of the materials prepared by Dr Edward Mach for the Interregiomal Workshop
on Economic Aspects of Health Manpower Development, Manila, 22-26 June 1987, The original
version may be requested from the Division of Health Manpower Development, World Health
Organization, Genevs, Switzerland.
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FEconomic Analyses

Befare and during the planning process, several economic analyses may need to be
undertaken. The most common areas for analyses are the following:

(1} Proportion of the ameunt spent on salaries to the total recurrent expenditure of
the public sector.

(?y Salary and wage levels and workiug conditions in comparable categories of health
personnel in the public and private sector; monetary Iincentives; fringe benefits.

(1) TFxpenditure on other recurrent costs, in particular on drugs, supplies,
maintenance of buildings and equipment, transportation and training.

(4) Relatiouship between workload and staffing at the level of different health
institutions; micro studies to establish comparisons between “output” of
different services, taking into account staff numbers and recurrent costs on the
one hand, and the pumber of in~ and out-patients, on the other,

{5) Revenues generated by medical care institutions in the public and private sector
and the difference between the cost of producing services and the revenues
received in payment for those services.

(6) Cost of training in the public and private sector and "who pays?"; such studies
should also cover the career expectations and the numerical demand in each
category of staff.

{7) Cost/effectiveness studles to assess alternatives regarding manpower need and
costs, taking into account the cost of “producing” and the cost of employing the
main categories of manpower (e.g. the alternative of training and employing one
physician to training and paying three nurses).

lssucs related to the management of health manpowser

Several issues are {llustrated in three case studies. In Case Study No.l, the
Government refuses to further increase the recurrent costf of the public health sector,
including salaries. Ipo the private sector, the Government would like "privatisation”, 1.e.
growth of the private health sector and "cost sharing”, e.g. of users paying for health
services, The Government does not allow higher salaries for doctors than for othar civil
servants in the same salary categories (e.g. lawyers, economists, engineers). Therefore,
the Ministry of Health has to cope with: (a) an exodus of doctors from govermment service;
(b) the provision of health services to ruval areas because private practice tends to
concentrate in cities or towns; (c} functioning within the budget allotted; and (d)
competing with the private sector in order to increase the revenues of hospitals from fees
charged to patients.

Cage Study No,.2? shows that the recurrent budget of the Ministry of Health and the part
carmarked for salaries is insufficient. The number of national physicians 1s below the
need, therefore, expatriate doctors are employed. As a consedquence, a high proportien of
foreign aid for health is spent on expatriate salaries; inequities between salaries of
natfonals and expatrlates create tensfonsj training of physicians at the national
unlversity i{s too expensive, but will be coutinued; traditicemal medicine abeorbs the
equivalent of about 75 percent of the Ministry of Health's recurrent budget, from the
population's resources available for heslth, It is obvious that the country needs a reviged
health information system that would include up-to-date information on personnel, its
deployment and cost.
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Tn Case Study No.3, there is a shortage of nationg! physlciang, there are few
candidates for medical trafining, therefore, the country will need to have many more
expatriate physicians, dentists and pharmacists, as well as health administrators,
nurse—teachers, sanitary engineers. The level of the recurrent budget of the Ministry of
Health is almost stagnanti salaries of physicians In public service cannot exceed salarvies

of other professional ¢ivil servants; and a substantial part of foreign aid for health is
spent on salaries of expatriate staff.

To find solutions to the problems fllustrated above require studies such as those
cnumerated earlier, particularly studies on costs and cost containment, cost of training
wanpower, and cost/effectiveness of health services,
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ANNEX F

COMMON ISSUES IN THE MOBILIZATION OF INTERNAL AND EXTERNAL
FINANCING FOR HEALTH MANPOWER DEVELOFMENT*

This paper addresses the comparatively limited professional attentien paid teo financial
feagsibility. Basic scientific and soctal orfentation make the public health profeasions
more comfortable with the preparation of technmical alternatives, but they are less
disciplined in financial and economic feasibility, often for lack of training or
professional interest. For developing countries with the intent to greatly accelerate or
extend national programmes by the year 2000, inattention to financial analysis and financial
mobillzation become liabilities to the outlook for success.

With respect to financing, available data show that national finances of each country
are usyally its ma jor current and prospective rescurce. In this context, external sources
would not he expected to significantly displace national resources within any foreseeahle
time perlod, with the possible exception of a few heavily subsidized small countries. It is
evident that external financing {5 not an appropriate gource for recurrent expenditures.

Buli [t can he useful for short term catalytic efforts such as research, testing,
demenstration, training, and start—up costs for priority programmes.

Tifective justification of national or external financing should be preceded by
{inancial analysis which provides, at minimum, an ascounting of all health funding aources
(national and ecxternal) and the distribution of these funds to current and capital
functions.

External concessional financing for health care often derived from bilateral
cooperation sources, multilateral funding institutions, nongovernmental organizationg and UN
health-oriented ageacies, including the World Health Organization.

To assess the prospect of improving health financing from exterpal sources, 1t iz
neccasary to keep up with the policies and total value available from external financisl
sources for all development sectors. All major domors affirm that health is an eligible
sector, providing that proposals are approved by the national development planning
commissions of each country. The acceptability of proposals is dependent far more on the
officlal requests of countries than on pre—determined allocations by the extermal source.
the range of eligible technical cooperation is broad: on the whole donors negotiate on the
hasis of povernment regquests.

If developing countries do not have a clear idea of their own health priorities or do
not formulate proposals which have the approval of their national planning commigeion, it f=s
unlikely that donors are going te be aware of national priorities, From the polnt of view
of the requesting Ministry of Health or private sector imstitution, what are some of the
basic constraints to expressing demand?:

1. ldmited capacity te undertake national health planning ox financial analysis as 2
basis For datermining cxternal requirements. This same problem affects the
ability of a Ministry of Health to efficilently use national resources.

%#Highlights of the paper prepared by Lee M, Howard, Regsource Mobilizatlen Office,
Office of External Coordination, Pan American Health Orgauization, Washington, D.C., USA.
The original verslon may be requested from the Division of Health Manpowery Development,
World Health Organization, Geneva, Switzerland.
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Unfamiliarity with potential sources of externzl finance.

Unfamiliarity with variations in the patterns of cooperation with the main
categories of external sources.

Weakness in justifying proposals in rtevms of national development or other
national priorities, thereby weakening the competitive position of health
proposals in relation to other competing sectors. Health professionals often
over~emphasize services and personnel whilch c¢reate Jlong-term recurrent costs which
may not be justified in national development terms.

Unfamiliarity with the basic steps in project preparation.

Reluctance of national development planning aurorities to approve proijects which
do not have overriding economic or politiecal priority.

Ahsence of a functioning or regicnal system to provide guldance and training in
the mobilization of external funding,

Tn the light of the ahove, what are the functional components of a strategy to attract
international funding for health?

1)

2)

L))

4)

2

8)

7}
8)

2)

190)

Bach requesting gountry should review its health planning process, however
elementary, to assess whether there has been sufficlent snalysis of financial,
technical, institutional, economic, and social requirements to mccomplish
near—term goals.

Preliminary project identification should be made in relation to the national
health plan with an early attempt to obtain tentative approval at the highest
national development planuing level. With respect to manpower development, the
important issues are toc state the length of time that manpower will be used, the
programme r£o which wmanupower is attached, the costs of manpower (including
recurrent costs) and the costs of duration of training,

An office within the Ministry should undertake to identify financial sources, both
national and international, along with the charactaristics for application to
these sources.

The porentisl demsand and potential supply should be analyzed for appropriate fit.

Preliminary negotiation should be undertaken between the Ministry of Health ({with
the approval of the Planning Commission) and representatives of external sources
which may be resi{dent in the country of nearby areas. Direct promoticnal efforts
with & donor headquarter authority may be useful as leongz as it is vealized that
sevious negotiation for funds cannot begin without well articulated and well
Justified proposals.

Couplete project proposals cocperatively through dialeogue with external
represeniatives.

Complete negotiation for mobilization of finmancing.
Encourage, where possible, multi-seource fipnancing on larger projects.

Provide perilodic training to cope with continucus variations in techniques of
mobilization.

Evaluate the process of mobilization to idantify respurces and constraints at
national and international levels.
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ANNEX ©

SUMMARY OF COUNTRY REPORTS

CHINA

Health & Socioeconomic Indicators

Since 1949, China has made significant progress im both the economic and health
sectors, Infant mortality was as high as 200 per 1,000 births before 194%; by 1985, 1t was
reduced to approximately 14 In cities and 23 in countries. Life expectancy rose from 37
years in 1957 to 68.9 in 1985, While respiratory and gagtro-intestinal digeases were the
major causes of death in 1957, this was replaced by heart dlseases, cancer and
cerabrovascular diseases in 1986,

Health Care Sector

In China'e health service, state-run health institutlons play the leading role, while
the collectively—rtun health institutions supplemented by those run by the private sector,
play a supportive role., Health institutions at the country level and above are under state
ownership, while those at the township and village levels are mostly under collective
ownership with a few owned by private individuals.

The hecalth service systems have heen developed in accordance with national ecomomlc
capacity while taking into account the specific characteristics and requirements of
different groups of people:

- free medical service: Government workets and staff in institutions of research,
culture and education, health and economy, and handicapped soldiers are entitled
to free medical service funded by specific allocations earmarked for this purpose;

- labour insurance medical service: In accordance with the provisiong of
"Regulations for Labour Insurance of the People's Republic of Chipa”, staff of
industrial, mining and other enterprises under state and collective ownership are
entitled to & 100% reimbursement. Their dependants receive 504 from the labour
insurance fund with the capital equivalent to 5.5% of the total amount of salarles
of the workers:

- cooperative medical service: Participants in the cooperative medical service
enjoy certain proportional deduction of their medical care charges from a fund
jointly financed by local peasants and economic unlte under the collective
ownership, There are altogether 38,183 villages practising the cooperative
medical service gystem;

- with the exception of those old pensioners who live all by themselves, medical
services have to be paid for by the urban population not covered by the free
medical services and the labour insurance services, and the rural population not
participating in the cooperative medical services.

- specific arrangement has been made by the Government to provide free medical

services teo all people in certaln remote areas Iinhabited by national minorities;
anel

- medlcal Ipsuranmce: A system has been carried out in certaln areas on an
cxperimental basis, of whiech there is the social medical insurance gcheme as
in{tiated by the National Insurance Company, 25 well as health insurance schemes
in speckfic filelds, such as on the prenatal health of woman and on oral hygiene of
¢hildren, both have been initiated by the local community and health Institutions.
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China's health system is financed by state budgetary allocation, health insurance for
workers of industrial and other enterprises under state and collective ownership, funds from
cooperative medical services in villages, and from user charges. The total allocation
amounts to approximately 5% of the annual state revenue.

Haealth Manpower

Several approaches have been taken in the trairing of health petrsonnel. These include
the following:

(1

(2)

(3)

(4)

In order to develop the local centingent of medical and health workers in rural
areas, remote areas and national minority areas, a number of institutions of
higher and secondary medical education, including those affiliated with the
Ministry of Public Health, have allocated & certain percentage of their annual
anrolment on the basis of the principle of "directional enrolment and assignment:
that is, graduates from thege Ingtitutions will be assigned to work at the place
where they come from.

Both full-time and part—-time in—sgrvice training and continuing education have
been developed to raise the professional standard of health persennel at various
levels, especially those at the grassroots. Participants are entitled ro full
salaries and receive a promotion after having met specific academic criteria and
assessment.

Medical and health workers from the clty are asent to medical wnits in the rurel,
remote and national minority areas to work for a certaln period of time as
consultants to faeilitate the health development areas.

The tralning of "village doctors” in the performance of primary health care is

undertaken locally, and they apply their knowledge to practical situations during
their training.
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INRONESTA

Health and Socioeconomic Indicators

The Tndonesian population stoed at 165 million In 1985, growing at an average annual
rate (1980-85) of 2.1%. Nearly two-thirds of the population is concentrated in Java and
Ball, which has only 70% of the country's land avea. About 25Z of the population live in
urban areas, The infant mortality rate was estimated at 70 per 1,000 births inm 1985 while
the 1ife expectancy at birth for both sexes for the same year was 56.5 years. Among the
leading ¢suses of morbidity in 1984 were respiratory diseases, gastro—intestinal diseaues,
gkin diseases and malaria,

Table 1. Health and Socioeconomic Indfcators

No . Indlcators Year Data Spurce of Data
1 Area (1000 sq.km) - 1,919,443.00 CES
2 Eatimated Population (1000) 1985 165,153, 60 Inter census/CBS
3 Annual Population Growth 1980-1%85 2.13 Inter census/CBS
rate (%)
4 Percentage of Population
- Lass than 15 vears 1985 39,20 CES
- 65 + years 1925 3.20 CBS
3 Urban Population (&) 1985 26,00 Inter censuns/CES
2 Rate of natural increase of 1985 21.52 CBS

population (per annum)

7 Crude Birth Rate 1985 32.70 CRS3
(per 1000 population)
g Crude Death Rate 1985 11,18 CRS
(per 1000 population)
9 Life expectancy at birth
=~ Total {years) 1985 56.45 CBS
= Male {(years) 1985 54.80 CB3
~ Female (vears) 1985 58. 20 CBs
10 Infant Mortality rate
{per 1000 population) 1985 70.00 CR3
11 Total Fertility Race 1985 3,890.00 CBS
(Women 15 — 45 years)
12 Socio—economic indicators
for the year 2000
~ Estimate Population (1000} 2000 222,752,860 CES
- Life expectancy at birth 1995-2000 64.05 CBS
= Annual Population growth rare  1995-2000 1.90 CBS
— Crude Birth Rate 19495-2000 26.61 RS
{(per 1000 population)
= Crude Death Rate 1945-2000 7.80 CBS

(per 1000 population)
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Health Carc Sector

Rural health services are provided through a network of health centres, sub—health
centtres and distriet hospltals. Basilc health gervices are provided in the community through
an integrated health post operated by voluntesrs and supported by the staff of the health
centres. Patients requiring more specialized care ave referred to provincilal and
specialized hospitals which are usually located in larger cities.

Health expenditures constitute about 2.2% of Gross Domestic Product. About 60% of
total health sector expenditures are accounted for by the private sector while 40% arve
accounted for by the public sector, Of the Ministry of Health's budget, 51% came from the
central government, 264 from provincial governments, and 23% from districts. The public
health expenditures ceonstituted 3.7% of the total public expenditures in 1983/86. A large
part of public health expenditures, around 34% in 1985/86, went to hospital services.
Private heslth expenditures, on the other hand, generally were for drugs (60%).

The health insurance system Is not vet well developed, although there are seversl plans
for its extension. The major existing scheme covers only civil servants and their
families. In 1986/87, ouly 32.1% of all health expenditures were covered by the system.

Health Manpower

The complexity of health sector employment in Indonesia makes it almost impossible to
describe the employment situation, unless @ national survey is carvied cut. In 1985,
government and semi-government hospitals employed 552 physicians, 4,508 paramedic/nurses,
and 4,273 other manpower, At the same time, private hospitals employed 2,510 physiclans,
12,201 paramedics, and 16,423 other manpower, All medical schoel graduates have a mandatory
garvice of 2 to 5 years in a public hospital. lowever, most of the doctors and a large
numbetr of paramedics at the private hespitals hold government positions. Estimartes of
health manpower earnings are also hard to come by since doctors in the public secter also
earn from private practice.

Throughout the country, there are 24 medical schools: 12 are operated by the
Department of Education and Culture and 12 are owned by the private sector. The education
of paramedics and nurses is carried out by centrally-run public schools, locally-run public
schoals, and private schools, The public schools are funded largely by the govermment and a
small amount come from student fees. Private schools, on the other hand, are funded
principally through tuition fees., The tuition fees for the first year student in private
medical schools are roughly 15 times those in public schoolg, The difference is about 7-8
times after the second vear.
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Table 2
No . Indicators Yoar Data Source of Data
Ratio per
17 Healch Manpower 1985  Number 100,000
~ Physicians 19,875 12,13 MOH
- Dentists 4,326 2.59 MOH
— Pharmacists 3,950 2,41 MCOH
- Nurses + Midwives 51,375 31.35 MOH
- Physical Therapists 230 0.14 MOH
-~ Medical Lab, Technicians 46 0.03 MOH
- Ass.Med. lab,Technicians 1,210 0,74 MOH
- Medical Radiology 44 0.03 MOH
Technicians
- Ass,Medical Radiclegy 196 0.12 MOH
Techniclans
« laboratory Engineers 1,969 1.20 MOH
— Dental Nurses 1,912 1.17 MOH
- Baniltarians 5,105 3,12 MOH
= Pharmaceutical Aszistants 21,880 13.35 MOH
- Asgistant Nurses 42,99 26.24 MOH

Priority Issues

The major problems identified are the following. First, there is the urban-rural
dlscrepancies in distribution which is reflected in the distribution of manpower between the
health center and hospitals. Manpower are concentrated im the cities and hespitals even if
the majority of health problems are communicable diseases which still affect many rural
people. Because most hospitals are located in the citles where people are better off, the
subsidy given by the government to hospitals is in fact benefiting the higher sccloeconomic
segment of the population more than the poorer segment,

Second, there is an imbalance in the mix of health manpewer in relation to existing
health problems, In order to expand the coverage of health care in the rural community,
motre lower—level manpower than are currently employed are needed.

Third, the average manpower productivity is low and highly wvariable. This has been
traced to the failure of the manpower allocation process to match staff with exlsting

workload, to structural barriers to utilization, e.g. lack of specialized equipment or
drugs, and to the lack of an appropriate incentlve structure.

Fourth, there 1{s a gap batween health manpower production and absorptlon. There has
been a significant decrease in government sppointments, dentists, snd paramedics since
1981/82 relative to the number of graduates. The capacity of the government to absorb new
graduates is related to the economic situation of the country.
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JAPAN

liealth and Sociceconomic Indicators

In 1984, Japan had a population of 120 million with a per capita of 410,463, The
pepulation growth rate was 0.63%. About 10Z of the population 1s in the age group 65 years
and over, Infant mortality is 6.0 per 1,000 live births and life expectancy is 74.5 years
for males and 80.2 years for females. The top three causes of mortality are malignant
neoplasms, cerebrovascular disease and heart diseases.

Table 1. Health & Economic Socioeconomic Indicarors

Indicacorda} for: JAPAN Year Dita Sgurce of Batcg
1. Area (in 1000 sq.km,) I 1981 37233 OL/TH
. Escimaced papulatlan {'000) IRED 120 235 1i708 ]
Y. AGnual popniation growih ¥aEg D) 7o Y TI7EE t
5. Perzeetage of pomwlacien = Leoa than 13 years 1984 FER) RFED -—
= &3+ yonru 96 R INTLS
5. Uzban popuiasien (1) 19H0 78,0 14783 |
6. Hate of astural incryaps of population (¥ per anpumy Tk G4BT 13755
7. Cxude BIrth raze {pur AOUD population) 1984 15,5 YEE]
F. Crude doarh rata | (per 1000 pepaiacion] FETTS 5.2 12/8%
+ Lile expectasiy at BItEh = ToLal ({yasrs) THia s IV YET)
' = HMaln (yearz) 7434
= Feanle (yeava) Bu.18
, 10, "Thfant zursaiicy rafs (por 1000 Tive tIfEhey 1985 5.0 12/5%
T. Total fertility race (women 1540 FURTE) FSED) 1.61 ¥ 7LT)

1. SocioTaconomic InAfcatorz For The yeur 900

Extimated pepulacism, {1000) 1000 128 01 CXYEE N
Lite axceccancy at bicch - Majg (yoara) 1935-2000 TI.% 03751
Famale (yuxrr) 19%5-2000 8.3 03/79.1
Aanwal populacion goowkh race, (57 TI95=2000 (Y] L
Crude bAFeh rack  (per 1000 pepulaciany IFvi-zo00 FEAFy G378 1
Ctudn deach fake  (per 1000 popalationy PEEERFITT] T4 05779, 1
Race of nagutal lncroase {Zpue anoum) 19¥5-1000 [ Y 03/79.1

featimaced gewawth of GUP)

hdo Per Caplfa Groms Natlonal VToduet (6HFY

at waIRet prices fusd) 1984 10 A3 ar 13/88
(3] 1 43% coo
6. RBate o growth of per tupiss GNP (L) 1F/0-1979 3.5 of7EL
13 adulc Litwtacy rafe = Toral FRED] Ty P47 S—
- Male 99.8
= Fehala 89.5

16, Hnalth vxpenditorg -

" Amounc (BLIllon Tany 1500 ITRETER [0 7 —

" Per caplta (Thouxand Ten) 3 T9E3 121.7 FE7E T R

v Au I ef CHF i 1967 5,12 VeJBR
*Per vent of those whg cooplerted prteary oducation —

Officlal Exchings rate; Usdl.on = Y 23/.025 (1984)

Sourse  01/78: UK Demegzaphic Yearbook 1978
O3/7%.0: World Populatton Trends and Proppeccs by Country L¥50-20007
Summary Report of the 1978 Asseszment, v 1979

0379 FAL Froductlen Yearbook 1979
/ey 136l Horld Bank aglag
3/82: Governzant Mespenzes te Werld Mealth Yrarinticr Annunl (uest{ennafre

on Gycoadn Cuvsen of [nbecrious ang Farawiyic Dikgases and an Numbaz

of Deathe by Cawsv!  and Covernmong Reparty on the Number ot Cascs of op
12/85; Country Health Informacion Feafila (CUTEY reviaed by Government, 9 Seprewher 1945
12/66; Country Health Yolormution Frofile (SIIP) revised by Covertaont, 23 Hazch 1944
1248E,1; Coungry Raview revined by Luvernment, 25 Maych 1986
14/81; 1983 Wordd Popolatlan flata Showt Papulition Aeforense Bureau, Iuc., ”nuhlﬂtton_ ne
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Table 1.

londdcacer{s) ler: JAPAN

om0 B B o R

Health & Socloeconomic Indicators (rent'd)

o

_____ Year Data Bource af Dac;
b o L N W WA AT W A U R RN AT T T NN W MW H-h.,..“-‘*“---------“ﬂ----wﬂ-----------nﬂﬂ.»ﬁmﬂ“‘ﬂlﬂi--
7. Health Hanpower Numbnr Rarle per
100 000
Physicians 181 10t 150.6 12/8¢6
Denthscs B3 143 51.%
Fharoaciscs 129 700 t.9
Mutze 590 177 430,79
Asntstanc Nurse
Public Health Hurse 0 B3 17.2
Midwife 24 649 20.3
Radimlnrgte Techniclan ]
Lab. Teshnician )
Phyatotherapist }
fecupattional Tharapist } = to be supplicd
Ophthailoorehabllitacion
Therapistc
Dental Hygilenist
pencal Techoiclan
17.a. MHealth Facilirciex {1984}
Hospitals 9 380
Clinics 78 4%
Pracal Clinfcs 44 278
Kumher of beds 1 757 109 146.7 vedd Jper 10 090
Peychinrric 245 0% 20.4
Tuberculosts a7 0.3 )DO[)Ulatl n
General 1 213 7&8 i00.9 )
LA, Ti&n leading causes of mocbidity ICD code No. of Race per
Cated 100 QOO
Fulmenary tubereulosie H10-012 14934 56 E80 LY 12/9%
Other fosd pelsoning 005 190l 26 133 21.8
Influenza 487 1984 17 882 14.9
Goenesacsal {nfectlon [43+F:] 1984 12 5Ll 11.2
Heasrnls 055 14934 12 268 10,2
Gtner gubrroglosis 0il-0l8 1984 LR LY 5.0
Other salconella infectdon oul 1354 2 )07 1.8
Whanpiong couph 033 1944 1114 0.9
Syphills 090-097 1964 1 64z 1.4
Shigelloals oo4 1584 B93 0.7
19, Ten lcading causes of worfality Xp. o Rate por
Deacha 100 000
Hallynant neoplagns 1984 182 280G 152.5 11/8%
Cerebrovascular disesse 1984 140 093 117,12
Heart disgases 1964 136 162 11%.7
Prcumanisy and bronchirls 1984 44 9R2 A7.6
Accidents 1984 9 3ud 24,6
Senility without mention of psychosis 1064 28 803 24,1
Sulaohde 1384 PR 0.5
Clrrhosis of the liwver 1984 16 941 14,2
Hypertensive diseases 178s 13 073 © 10,9
Nephsitls, nephrotle syndeeme and nephrosis 1924 12 48y 10,6
I3 FF tent or low birch uelgar inlanté T
{ #2597 graas) 1984 3.4 12/45
P Materoal Tortalley yafe = ——
(per 1 O0G 1lve nirche) 1933

0.155 11/94
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Health Care Sector

Curative services are provided by both private and public sectors, The system for
curative services is often called the "random access” system. Patients can choose to seek
care at any of the 9,600 hospitals or 79,000 clinics without priotr appointment. This system
vften results in long walting times in outpatient departments, especially in highly
specialized hospitals, even if many cases can be handled at smaller clinics oy community
hospitals, The government has made various attempts to systematize primary, secondary and
tertiary levels of care, but there is still much to be done {in this respect.

Health care expendirures constitute 5.22% of GNP in 1983.

Fig.l. Trends of National Medical Expenditure
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Since 1961, every citizen in Japan has been Incured under some kind of health ipnsurance
scheme. The patient need only to pay approximatoly 10% of medical expenses. The Ministry
of Health and Welfare has set a standard price list for each item of medical care and/or
procedure and drugs. This list is universally applied to all hospitrals or clinics in s0 far
ag services are provided in the framework of health insurance, Of the total national

medical expenditure, 3% are from the national and lecal government, while the rest are from
the private sector,

Health Manpower

Although mtatistics do not show unemployment of doctors, it is believed that some
unemployment occurs. The actual unemployment situation may not be accurately reported
because people do naot tend to repert unemployment, It {5 alsze believed that a plateau has
heen reached in absorption capacity, and that unemplovment is bound to occur much more in
the future. Because of the relatively large supply of doctors, it 1s expected that rheir
relative income levels will decline n the future unless their supply is curtailed.

Fig.2. Future supply of Docfors
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There are 14 categories of heslth personnel authorized by the Ministry of Healrh and
Welfare. Doctors, dentists and pharmacists are trained in universities, with the remaining
11 categories heing trained in junior colleges (3 years) or equivalent rraining
instirutes, University and junior colleges are accredited by the Ministry of Health and
Welfare, In comsultatlon with each other, the two ministrles get the standards for
faculties and curricula.

Currently, there are 80 medicazl schools: 43 national, 8 public and 29 private. All of
them offer six~year programmes. Graduates are granted a medical license by the Ministry of
Health and Welfare after passing a national examination. However, the Ministry strongly
urges all graduates to undertake at least two years of postgraduate training, either ar a
university hospltal or & des{gnated training hospital.

It is estimated that approximately 6.3 million yen per year is required to educate a
medical student. In national schools, almost all of the entire ¢ost {s covered by natioosl
funds, Even in private schools, it iz estimated that approwimately 2,5 million yen per vear
per student 15 subsidized by the govermnment in the form of university grants.

Priority Issues

Current issues include the prospective growth of manpower supply and 1ts consequences
on the relative incomes of physicians. On the other hand, there are problems Iin filling
vacancies in smaller hospitals in townships even if galaries are higher. A more
comprehensive incentive structure iz needed, ineluding a structured career development.

There is also the issue of government costs incurred in the running of university hospitals
and post-graduate training.

Fig.3. Estimated Relarive Income of Doctors
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Looking into the futuve, Japan is confronted with changes (e.g demographic and disease
patteras} that will have a strong impact on health manpower =~ thelr numbers, trajining and
education, deployment and utrilization — and the delivery of health services., TFor example,
the percentage of elderly (65 years and over) 1= estimated to double in the coming
decades. This will have direct consequences on the provision of health care and in the
efficient use of resources, both human and financial,
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REPURLIC OF KOREA

Health and Socloeconomic Indicators

In 1985, the country had a pepulation of 41 million with an annual growth rate of
1,25%, The infant mortality rate was 32,6 per 1,000 and the 1life expectancy at birth was
64.9 years for males and 71,3 years for females. The leading causes of mortality in 1984
were cerebrovascular diseases, heart diseases, accidents, senility, chronic liver diseases,
malipgnant neoplasms, hypertensive diseases, and tuberculosis. The per capita GNP in 1983
was US4$2,047, During the past decade, 1975-85, real economi¢ growth has averaged 7,4%
annually,

Table 1, Health and Socioeconomic Indicators for Korea

Source of

Indicator Year Data Data
1. Area (in 1,000 sq. Km) 1984 99.12  KSY. 1985
2, Estimated population ('000) 1985 41,056 YHES, 1986
3. Population density (per "000 sg. Km) 1985 414, 2 YHss, 1986
4, annual population growth rate (%) 1985 1.25 YHSS. 1986
5. Age structure of populatlon
under 153 years of age (%) 1985 30.6 "
15 - 64 years of age (%) 65.2
over 64 years of age (%) 4,2
&, Urban population (%) 1985 654 PCR. 1986
7. Rate of natural increase of populatien
(% per annum) 1985 1.35 YHSE, 1986
B. Crude blrth rate (per 1,000 population) 1985 19.7 "
9. Crude death rate (per 1,000 populatioen) 1985 6.2 "
10. Life expectancy at hirth - total (years) 1983 68.1 "
— male  (years Y "
- female (years) 71.3 "
11. Infant mortality rate (per 1,000 live births) 1985 32,6 "
12. General fertility rate (per 100 women, 15-49 yrs) 1985 7. 30
13. Sccio—economic indicaters for the year 2000
Estimated population ('CO0) 2000 48,017 YHSS. 1986
Tife expectancy at birth - Male (years) 2000 69.3 KIPH. 1986
- Female (years) 76.2
Annual population growth rate (%) 1995-2000 0, 84 YHSS: 1986
Crude birth rate (per 1,000 population) 2000 l4.7 EIFH. 1986
Crude death rate (per 1,000 population) 2000 6.2 "
14, Per capita GNP at current prices (US $) 1985 2,047 NA. 1987
{1000 Won) 1,782 "
15, Annual growth tate of GNP (%) 197519485 7.4 "

(at 1980 constant prices)

16, Annual growth rate of per capita GNP (%) 1975-1985 13.2
(at current prices)
7. Adult literacy rate (4) 1983 90.9 KIPH, 1984
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Health Care Sector

The Korean health care system is chavacterized by the private sector's predominance in
the provision of health services. For example, 85% of beds belong to private health
institutions, In fact, private and public hospitals aund clinics coumpete for both personnel
and patients. Patients are free to choose a wmedical care facility for the primary contact.
In other words, there is no well-defined system of patient referral between medical care
Tacilities of different levels of technologilcal sophistication. Primary care for rural
areas and the poor in urban areas is usually provided by goveroment heslth centres. There
is little difference in the care and services provided by government and private hospitals.

Total health expenditures constituted 4% of GNP in 1983, As of the end of 1986, 46% of
the total population were covered by a health insurance plan, and an additional 11% were
eligible for a medical aid programme. The health insurance govers pyimarily wage earners
and their families, hence most of the self -employed, ineluding farmers, are excluded from
the Insurance plan. The government has recently decided to expand the insurance coverage to
all the self-employed in the rural areas by 1988, and in the cities by 1989,

Table 2
18, Health expenditure
- Amount (billien Won) 1983 2,361.6 NHEK
~ Per capita (thousand Won) 59,1
- As % of GNP 4,0
19, Health Manpower (per 100,000 pop.) .
Medical deoctors 1984 21,033 (51,9} KIPH, 1985
Denticts 4,051 {10.0)
Fharmaecists 18,497 {45.7)
Nursas 24,624 (60.8)
Nureing aids 35,377 (87.3)
Technicians B2,812 (21.8)
20. Health facilitjes
Hospitals 1985 531 YH55. 1986
Public 56
Prlvate 475
Clinics 4,069
Dental clinies 2,994
Number of beds (per 10,000 pop.} 99,950 24,3
Hospitals 74,365 18,1
Public 14,757 3.6
Private 59,608 14,3
Clinics 23,585 6.2
{per 10,000 pop.)
Health centres 225
Health subcentres 1,303
Community health practitioners'clinics 1,640

MOH centres 91
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Healih Manpower

Given the currvent numbers of variocus categories of health personnel, it is hard to tell
whether there is a shortage or a surplus of a certain category of personnel. Since the
middle of the 1970's, the government decided to increase the supply of physicians. As a
result, between 1976 and 1986, the number of medical schools increased from 14 to 28, and
the expected annual production increased from 1,650 to 2,860. Tt is uncertaln, however,
whether production will be further expanded or not. The optimum level of production of
physicians s sth11 one of the most controversial public pelicy issues,

In order to improve the accessibility to primary care of residents fn remote rural
areas, the government is in the process of establishing community health practitioner's
¢linles, Community health practitioners are registered nurses who had additional training
of 24 weeks on public health and care of minor illness.

There are indications that the demand for health care services would increase rather
rapidly in the near future, It is anticipated that all the peopls will he covered by either
a health insurance plan or a medical aid programme by 1989, In the light of past
experience, this coverage will surely increase medical care utilization. The expected
population growth, aging of population and improvement of socioceconomic status would alsc
increase the demand for health care services, Certainly, national health expenditures would
increase along with the growth of health care demand. Thus an increasing amount of
attention should be directed to the achievement of effectiveness and efficiency in the use
of health resgcurces in the fulture,

Manpower ceonstltuteg a ¢ritical regource In health services. Thus sdded emphasis 1is
glven Lo the improvement of efficiency and preductivity in the alleocatien and use of
manpower especially in view of the expected growth of the health care market arising from
the expanded insurance coverage, population growth, azing of populatlon and improved
socloaconomic status. Data on physicians's productivity show variations by place and
institution of work, suggesting that there is room for increasing physician’s productivity.
This is particularly true in rural areas and government health centres. Improving manpower
product ivity requires understanding of the factors affecring such productivity. These
fnclude manpower mix, organizational arrangement, manpower quality and manpower—capital mix.

Priprity Issues

The prieority issues include the following:

{1) quantity of production - the future demand for health manpower is very uncertain

and, therefore, there is a controversy about the adequacy of the current level of
health manpower production:

(2) productivity - there are indications that manpower resources are not productively
utilized;

(3) geographle digtribution = the urban-rural disparity in the availability of health
manpower will become an fncreasinpgly serious problem as the rural demand for
health services expand with the expansicon of insurance coverage;

(4) organization of health gservices — the unsatisfactory performance of health
personnel is partly attributable to organization problems. There are, however,
many problems attendant to the reform of organizational arrangements;

(5) manpower mix = there are two kinds of issues in relation to manpower mix, One is
the adequacy of the relative pumbers of varfous categories of health personnel and
the functional differentiation among them, and the other is the mix of a given
category of personnel in terms of different specialties and levels of training;
and

(6) education and training - the issuve centers around how to effectively and
efficiently produce health pergonnel with the required competence to perform the
role they have to assume in the health care system of Korea,




WHO/EDUC/87,191
page 47

MALAYSTIA

Health and Socioeconomic Indicators

Malaysia had a population of 15.3 million in 1984. I 1985, the rate of natural
increase was 2.4 percent. The infant mortality rate has declined from 24 per 1,000 in 1980
to 17 per 1,000 in 1934. The life expectancy at birth is 67.6 years for males and 72.7
years for females. The top flve causes of death as reported in government hospitals in
Papingular Malaysia In 1984 were heart diseases, accldents, diseases of early infancy,
cardiovascular diseases, and neoplasms.

Table 1: Vital Iodicators

ke e
INDICATORS DATA YEAR SOURCE

1. Ares () 329746 1984 1

Peninsular 131585 " 1

Fabah FEYERY - 1

Zarawak 124450 H 1

2. Population ( 000) 15262.5 1984 1

Peninsulapr 126434 " 1

sabak 1377.Q " 1
Sarawak 1442.1 " 1"

3. PDpulationEDensity 46 1984 1

(Per km )

Peninsular 9G " 1

Sabah 16 " 1

Sarawak 12 W 1

!
4. Rate of natural increase(®) | 2.4 - 2.6 1380 2

3. Life expectdney at birth |
(years) [

Peninsular Male 67.6 1984 1
Female 2.7

6s Percentage of population

0 = 14 years .39 1985 3
15 = 29 vears 29
hbove &0 years -]

Average apnnual population

Growth Rate (%) = 1970.1%80 1980 3
Urban ! 4.7
Rural 1ad
Urban population (%) M 1980 1
' Peninsular ] 37
gahah, sarawak 17
Percaplita GNP (M ) 5015 1986 4
In the year 2000
Estimated population 22400,.0 1985 3
{1000)
Rate of natural increaze (%) 2.4 1585 3
Noe of Doctors: MAX.: 15220 1985 ' 5
Mirne 12750
Source
3. Dept. of statistics 3. Ministry of Plhance 1985/86
2, MOH annual report 1984 S« WHQ Assignment Repert 1985

%« Economic planning vndt
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Health Care Secter

The health care delivery system includes primary health care, hospital and specialized
care, and care of speclial populaticn groups. Primary health care is provided by the health
centres which reach about 90% of the rural population, and by the traditional healers.

There are indicatlons that people living in the vicinity of the rural healrh centres by-pass
them for the out—patient department of a district or general hospital. In urban areas,
people vigit private practitioners who charge them fees for services rendered.

Covernment hospitals provide 90% of the total beds avallable in the country, and the
cost of thelr operation accounts for 0% of the Ministry of Health's annual
operating/recurrent costs. Patients are charged for services rendered, but some are
subsidized or glven free treatment. Private hospitals are growing rapidly both {n pumber

and admissions. Private clinics and private hospitals are supported mainly by user fees,

Special population groups have specific health care delivery service: the military has
its own dectors and related personmel, large rubber estates have their own hespitals c¢r
clinics, and the aboriginal population is served by a special network of health posts and a
unique hospital near Kuala Tumpur.

Tn 1983, Malayela spent M31.8 bhillion on health services: 55% of this was for tertlary
amd secondary care, while 38% was for primary care and public healrh, Training accounted
for 4% of the lotal. Public sector expenditures constituted 77% of the total expenditures.
The total outlays for both public and private represented 2.85% GNP.

Health Manpower

Health manpower fn Malaysia iz characterized by differenr types of imbalances. In
general, professional and semil-professional staff in the public sector are still In short
supply. Projected requirements are much higher than poste established. Moreover, even thea
estabhlished posts have not all been filled, particularly that of doctors, dentists,
pharmaclsts, ete., becsuse of the loss to the private sector, and partly due to
underproduction. Among doctors, there is a shortage of specialists in a number of
digciplines, 1.c. anesthesia, orthopedics, opthalmology, psychiatry and radielegy. There ia
also the imbalance between doctors in the cities and rural areas.

The basic training of professional personnel is beyond the direct control of the
Ministry of Health (MOH), There are three medical schools producing about 300 doctors per
vear, But the MOH facilitates post—graduate training by offering schelarships and providing
non—pay leaves for doctors who are eligible. Paramedical and auxiliary personnel, however,
are trained by the MOH's training institutions., The training of a doctor costs M3103,000 to
M$140,000 per graduate, whereas the training of a paramedic such a8 a staff nurse or a
medical aseistant costs only M$20,000 per praduate. An assistant nurse costs only M$10,000
per graduate to train.

Priority Issues

The economic recession has forced the government to reexamine existing strategies for
health manpower development apd the utilization of existing manpower. An attempt is being
made to maintsin the numbers at thelr current gtrength without affecting the efficiency and
coverage of services.

There tends to be a gshortage of the higher and mid=-level health professionals.

in addition to the problem of shortage and manpowet imbalances, the other areas of
concern aret {a) the escalating health costs and the burdem they place on the government;
{b) the rising public expectation for high technalegy, high cost medicine; (e} the
unprecedented growth of the private sector and the need to take it into account in the
overall national health plani and {d) the need to increase the effectiveness and efficiency
of health investments and programmes.
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Table Z. MNumber of Posts and number of Technical
Perasonnel Emploved, 1983-1984
1983 1984
Type of Fosts Numbex Number Number Numbetr
of of Persons of of Persons
Posts Employved Posts Employed
Category A -
Professional
Medical Officers 2 511 2 158 2 868 | 2 236
Dental Officers 539 463 558 467
Pharmaclsts 265 230 276 263
Category B -
Paramedical
{Bealth Inspectors 699 669 733 688
Physiotherapists 115 79 124 105
Radlographers 31l 279 311 288
Nurses 8 935 343 9 282 & 6le
Dental Nurses 669 629 758 697
Medical Laboratory Techneologists 911 801 954 899
Azssistant Pharmaclcstsg 978 950 1l 072 1 007
edical Assistants 1 941 1 367 1 959 1 837
Dental Techniclans 194 178 230 209
Category C -
Auxilary
Midwives 3 576 3 069 3 502 3 127
Rural Nurces 633 558 671 386
Junior Medical Assistant 448 430 476 460
Assistant Medical Labovatory
Technologist 1 065 1 Q32 1 125 1 058

Dental Surgery Assistant 528 719 828 726
Public Health Overseer 1 253 673 1 498 1 414
Assistant Nurses 7 166 & 807 7 493 7 128
¥ Ray Film Developer 315 269 314 259

Source: Service Section, Ministry of Health
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NEW ZEALAND

Health and Socigeconomle Indicators

New Zealand had an estimated population of 3.3 million in 1986. The population has
been growing at an average annual rate of 0,817 from 1981-86. About 10.5% of the population
is 65 years old and over. The per capita GNP in current dollars was N2$12,000 in 1984-85.
The infant mortality rate waes 12,9 per 1,000 in 1985, while the 1ife expectancy at birth at
around 1980-82 was 70.4 years for males and 76.4% years for females. The top causes of death
are heart diseases, cancer cerebrovascular disease and respiratory diseages. Although
New Zealand's health status has been improving, it has not maintained its high pesition
relative to some other OECD countries.

Table 1. Health and Economic Socioceconomic Indicators

Indicators for New Fealand Year Data

1. Area in 5q Km 87 268,000
2. Estimated population 86 3,307.084
3. Annual populatien growth rate (%) 21/6 0.81
Fercent of population
- less than 15 years Bé6 25.0
- 65 + years 86 10.5
Urban populaticn (17 main urban areas) 86 68%
Rate of natural increase of population
(per 1000 mean population/ann, average) 80/5 7.7
Crude birth rate (per 1000 populatiom) a5 15.81%P
Crude death rate (per 1000 population) 83 8. 40%P
Life expectancy at birth
- male (years) 80/2 70.36
- female (years) 80/2 76,43
Infant mortalicy pate (per 1000 Iive births) 85 12.9
Total fertility rate (per woman) 85 1.93
Svcio—economic indicators: year 2001
a) Estimated population (base) a2 3,750.00
b) Projected life expectancy at birth
= male (years) (2001)
- female (years)(200L)
¢) Annual population growth rate (%) B6/2001
Par (apita Grosss National Product (GNP)
in current deollars 84/5 NZ$12.000
Rate of growth of per capita GNF
{at conmstant prices) 80-1/84~5 3. 45%
Aule literacy rate —
{ Compulsory gchool education 6-15 years)
Health expenditure {(4NZ)
- Amount gross (estimted Govt, expend.) $2,464M
- per person, per year $760
- Az % of GDP
Per cent of low birth weight infants
( & 2499 grams)
Maternal mortality rate
{(per 10,000 live births) birth related
Morbidity incidence as measured by
hospital discharges/deaths -
per 100,000 population 503.042

1.4
8.1
0.8

7
7

2

Sources 1986/87 Year Book
1986 census
Census 1981 1986
Health Benefits Review Data
Uncfficlal Projectien
Sclected Hospital & Morbidity Data
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Health Care Sector

Through its 15 districts, the Department of Health is the main provider of
environmental, health protection and health promotion services, Local government agencies
alse provide some health protection sewvices, Curative services are provided by publie,
privare and voluntary sectors. Of the tortal hospital beds of 30,999 in 1985, 7%% were in
publis hospitals.

The State funds area health and hospital boards on a population—baged funding formula
and also funds the activities of the Department of Health. The State also subgidizes many
private medical and other health services, virtually all of the cost of pharmaceutical
prescriptions, and private/veoluntary health services.

There are now approximately 1,3 million New Zealanders (over one-third of the
population) whe hold health insurance of some kind. Health insurance is not compulsory.
It ts basieally regarded as “"top up"” insurance with the public hoapital sector still being
relied upon for the more expensive/scute forms of care and trearment, Health insurance has
been sold since 1961 and in many cases, membership is held through unions or groups. The
Accident Compensarion system guarantees free treatment and faiv compensation to the victims
of all accidente, regardless of cause.

The expeaditure on health as a percentage of GDP has been relatively stable over the
last decade (6.73% in 1987 vs, 6.67% in 1976). It 1s estimated that public expenditures
account for about 75~85% of total health spending. On average, each New Zealander spends a
total of NZ$760 (US$435) a year on health care. About 80% is paid by taxes, about 3% from
Accident Compensation Levies, and the remainder from patients either directly or through
payments for private insurance,

There i{s a strong leaning In current reviews towards greater emphasis on health
services paying their way, and on user charges, as well as a growing recognition of the need
for more accountabllity from providers, There are indications which suggest a possibility
of the wider use of health Insuvance, although it is ljikely that the long traditien of

ensuring adequate access for all citizens will be maintained.

Health Manpower

Overall, New Zealand has a satisfactory sige and quality of health service workforce.
Its mujor imperfection is the uneven geographic and sevvice distribution in some
professions, There has been rapid growth Ip medicsl practitioner pumbers and there are
proportionately large pediatric registrar numbers. This may be indicating oversupply but,
on the other hand, specialists in radiology, otolaryngology and community medicine ave in
short supply, Attriticn rates in the workforce have caused a particular concern.
Significant workforce planning in some occupational groups, particularly medicine and
nursing, has been carried out in recent years. Major changes in the New Zealand soclety
guch as the aging of its population compound health workforce planning problems.

Bagic level healch workforce training is primarily provided by universities and
taechnical institutes., Post-basic educaticn is also available for many professions. A
post—graduate level health administration diploma course has been available extramurally on
a restricted basis since the mid-1970s, but health service managers have not generally been
gspecifically trained for this activity. Health service management training is in need of
development and is being given speclal attention.

The training of health professicnals has been largely uncoordinated and it has not
necess;arily been needs-based, Universities and technical i{nstitutes have sought to develop
courses, and the professions have also significantly influenced the numbers traimed and the
level and nature of thelr training. As a consequence, it has been observed that there is a
tendency for overtralaning with practically mo controel of the profession's drive to get as
high & standard of training as possibla. This leads to a growing “education inflation”
regardless of what the tasks to be performed vrequire in terms of reasonable education.
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Priority Issues

Some priority issues ia health workferce planning and management include:

strengthening the current workforce statistical and planning base;
coordination of workforce planning, production and management;

determination of effective ways to staff unattractive areas;

cstablishment of a national plan for health workforce development including
priority recruitment and training plans, and ratification and publication by

government;

development of agreed levels and standards of competencies for tasks and avoldance
af overtralning;

breakdown of the divisions between cccupation groups and facilitate team werk
attitudes}

definition of a strategy to avoid education inflation but at the same time provide
encouragement of personal development;

determination of the onus of responzibllity for health service training
(education, health service, persoval).
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The Philippines had a population of 56 million in 1986 with an estimated annuwal growth

rate of 2,8%,

of age.
for both

diarthoeas, influenza, TB and wmalaria.

sexes was 63.4 yvears.

It has a very young age stricture, with
The infant mortality rate was 35 per 1,000 in
The top five causes of
In the same vear,

42%Z of the population under 15 years
1936 while life expectancy at birth
morbidity in 1983 were bronchitis,
the leading causes of mortality

were pneumonias, digseases of the heart, TB, digeases of the vascular system, malignant
naoplasms, diarrhoeas and measles.

Table 1. Summary of Health and Socigpeconomic Indlcators
(Including Health Services and Manpower)
Indicator Year Data Spurce of Data
1. Estimated Population 1936 56,004,130 Population Studies Division,
NC3Q Projection
2. Percentage of Population 1886 M F
0 - 15 vears 21.6 20,7 Planning Service, DOH
16 — 49 years 23,5 23,7 ditta
30 + years 5.1 5.5
3. Growth Rate 1986 2.8 Populatien Studies Division,
. NC50 Projection
4, Crude Birth Rate 1986 31.75 ditto
3. Crude Death Rate 1986 7.8 ditto
6. Infant Mortalitvy Rate 1986 55.33 ditto
7. Maternal Mortality Rate 1986 0.9 Planning Service, DOH
§. Life Expectancy (both sexess) 1586 63.4 Population Studies Division,
NCSQ Projection
9. Literacy Rate 1986 B7.6 NEDA
10. Per Capita Natiopal Product 1986 P10,958 NEDA
{GNP)
H1. Rate of Growth Per Capita 1986 -1.4 NEDA
12. Projection for the Year 2000 NG5O0
12.1 Estimated Population 75,223,853
12.2 Population Growth Rate 1.8
12.3 Crude Birth Rate 23.9
12.4 Crude Death Rate 6.2
12,5 Life Fxpectancy (both sexes) £7.6
13. Health Budget
Amount Appropriated 1986 B 3.4 B DOH
1987 P 4,3 B DOH
% over National Budget 1986 3.7% DOH
1987 5. 3% DOH
14, Health Manpower (DOH) 19386 Personnel Services, DOH
Physicians 8,817
Dentists 1,120
Pharmacists 796
Nurses 10,612
Midwives 9,789
Health Educators 73
Sanitary Engineers 229
Medical Techneologists and 2,391
Laboratory Technicians
Sanitary Inspectors 1,929
15, Health Facilities Planning Service, DOH
Bospitals (General) Number /Beds
Private 1933 1191/41623
Covernment 1985 618/40245
Special Hogpitals 1985 6/7800
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flealth Care Sector

The health care delivery system consists of a network of health facilities and secrvices
provided by both the government and the private sector. About 34% of these facilitles are
under the Department of Health. To fnsure adequare health services for the entire
population, a comprehensive health system integrating the promotive, preventive, curative
and rehabilitative components of health care was implemented in 1984 to support Primary
Heslth Care. Health facilities (heospitals) for curative services are maldistributed, most
of which are located in urban areas. While every municipality has a rural health upit
complemented by barangay (village) health stations, a large proportion of the population
(37%) was found in a 1979 health survey to be still underserved/unserved.

Of the tortal appropriation of the national govermment in 1985, about 4% was allotted to
the Department of Health: 43% of this allotment went to personnel services.

Health Manpower

Since there is no comprehensive manpowetr plam and 11ttle or ne coerdination between
manpower production and utilization, it is quite difficult to estimate the degree of
unemployment /underemployment of health professionals in the country. Statistics show that
in 1984, there were 145,235 registered nurses in the country, but about 6l% of these were
enployed outzide the country,

Since there 1g very little market for medical graduates cutside the country for the
past 3 to 5 years, some of those who passed the llgensing examination are on resgldency
training or on rural service, while others gerve as adjunct/volunteer worker while waiting
for an opening 1n medical/general hospitals, The chance for a new physician to go into
private practice is slim because of the high competition from specialists in private
practice or attached to medical centers. In spite of thig, there are still} vacant positions
in tural areas with no takers.

Data on the distribution of health manpower in 1970 show glavring maldistribution of
physicians by region (37% of physicians were located inm Metro Manila}. Unfortunately no
recent data are available. In 1982, data show that most speclalties are concentrated inm
urhan areas,

Doctors, nurses, dentists,pharmacists, nutritionists, health educators, sanitary
cngineers, and medical technologists are trained in univarsities accredited by the
Department of Educationm and Cultuve (DEC). Most of thege universities are privately ouned,.
Midwives are tralned in midwifery schools attached to private or govermment maternlty or
general hospitals and ave also accredited by the DEC, While the sanitary inspectorse are
baglcally high school graduates, they are tralned at the College of Public Health,
University of the Philippines or undergo in—service training once employed. The cost of
training in government ipstitutlions is heavily subsidized by the government. For example,
the tultion charged in government schools for medical educatfion 1s only half that charged by
private medical schools.

Priority Iasues

The need for purposive manpower planning to evolve a Master Manpower Plan has been a
felt need, The inventory of the DOH manpower and the establishment of a computerized data
bank on manpower resources, particularly for the staffing pattern and equitable distribution
of staff as provided for in the recrganization of the DOH, has to be done.
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tpecific concerns include the following: better recrultment and retention of doctors
for difficult areas and clinlesl/managerial career pathing; widening the role and
participation ln decision-making and managerial career pathing for nurses) career
nrogression for midwives; provisfon of training and development programmes for health
administrators and non-technical staff: linkage between the DOH and DEC te improve
profecsional education; and continulng training of all persommel, particularly the
non-technical staff.

A key issue is the compensation and incentives of professionals. For doctors, private
practice after office hours is being consldered. Moreover, while the number of health staff
remains inadequate, priority shall be given to quality development through training,
motivation and managerlal/leadership skills development.
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SRE LANKA

llealch and Socioeconomic Indicators

S8ri lanka is an island nation with a population of 16 million in 1986. The Infant
mortaliry rate in 1984 was estimated at 23 per 1,000 while the life expectancy at bireh in
1979 was 66,1 years for males and 70.2 years for females., The morbidity patterns show an
increasing lmportance of diseases such as hypertensive and ischaemic heart diseasses,
diseases of the musculoskeletal system, malignancies, mental health probless, gerlatric
problems, eto,, while many of the communicable digeases, especlally the immunizable group,
have shown a decline. The incidence of malaria seems t¢ be rising once agazin. The
morbidity pattern, while retaining the characteristics of a developing country, also depicts
discases assoclated with higher longevity.

The annual real growth rate of GDP over the past elght years is &Z. In 1986, the per
capita GNP was US$354. Significant imbalances exist im the distriburion of wealth.

Health Care Sector

Both the public and the private sectors ayve invelved in providing health care
gservices. It 1s estimated that the public sector contribution to health care facilities 1s
60%, Recent years have witnessed the increasing size of the private sector due to the
economie policies of the government which encourages free enterprisze. The government health
sector 1s largely administcered by the Ministries of Health, Women's Affair, Teaching
Hospitals, indigenous Medicine, and Local Government. The services are provided free of
charge. The Ministry of Health is responsible mainly for primary, secondary and tertiary
health ecare services, both curative and preventive, while the Ministry of Teaching Hospitals
mpriage some tertiary health care institutions that provide teaching facilities for medical
and paramedical persomnel. The main function of the Public Health Service 1s promoticn of
health and prevention of disesase. The establishment of 2 National Health Development
Network, the National Health Council and the National Healrh Development Committee, and six
technical committees, is expected to achieve the necessary ceordination of health and health
related gervices at national level.

In 1985, the povernment health expenditures constituted about 3.6% of total government
expendifures, and about 1,7% of GNF.

Tahle 1, Health Manpower in Position (1984)

Category Cadre In Deficit Required Deficit
Fosition Number

#. Medical Officers 2270 1667 603 2416 749

2. Asst. Medical Prac./Reg.
Medlical Prac. 1179 1115 64 1443 328

3. Medical Laboratory 550 483 67 1144 661
Technicians

4. Staff Nurses 8013 7597 416 12500 4953

5., Midwlves 4800 4314 486 7767 3453

6. Publie Health Inspectors 1097 917 180 2020 1163

7. Hospital Attendants 5435 3756 180 9249 5543




WHO/EDUC/87.191
page 57

Priority Issues

The main problems regarding health manpower are related to shortages and
maldistribution of staff, both geographic and by specialty. The shortapes are more acute in
the preventive and administrative sectors. Certain main specialties such ag pathology,
anesthesia, and community health are considered less attractive than other specialties in
terms of renumerative opportunities and social recognition. In anothey vein, manpower
shortages are more acute in areas away from the pyincipal cities. Lack of facilities such
as good housing, transport, schooling for children are some of the wmain facters for this
gltuation, In general, the shortages are related to the existing salary structures which
are not high encugh to attract and retain qualified staff. For some professionals, real
wages have declined since 1975, This had led to emigration.

The peolicy of allowing government medical personnel to have private practices has led
to certain problems. Lack of proper control of private practice by governmental medical
parsoanel has led to the shift in the allocation of time of these personnel towards private
practice, Thiz has been at the expense of providing basic ¢commwnity health care in
government institutions where they are employed.

There is an increasing tendency for health professionals to demand modern and highly
advanced medical technelogy. This has resulted in a greater demand for large capital
outlays as well as for specially trained personnel to handle such techaology. Can the
country afford this?

There are problems of lack of motivation and low productivity. Inadequate facilities
and travelling allowances, lack of supervision and effective management, and the mismatch
between job and skill requirements are amoug the root causes of thege problems. There is
alsoc a lack of proper performance evaluation processes and appropriate incentives and
disincentives based on performance.

Finally, there is no systematic manpower planning, There is no coordination hetween
manpower planning and its development on the one hand, and manpower development and health
development activities, ou the other., Although there 1s political commitwent for manpower
development, the required budgetary allocations are not made for recruitment, training and
for recurrent expenditures of the needed manpower. The training institutions, on the other
bhand, lack facilities such as space, trained staff, and teaching aids.
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THA ILAND

Health and socioeconomic indicators

Thajland 1g basgleally an agricultural country, with one-third of its national income
derived directly from this sector. In terms of employment three—quarters of the population
live off farming. The last two decades have seen a steady and comsistent economic growth,
tapaering off in the later 70's and early #0's, However, income digparity between regleas,
rural=urban and different occupational groups persists.

The infant moctality rate in 1984 was estimated at 41.3 per 1000 while life expectancy
st birth in 1985 was 60.77 for males and 64.76 for females. The leading causes of death
(1982~84) are diseases of pulmonary circulation and other heart dlseases, gastro-enteritis,
accldents and injuries, and malignant neoplasms. The incidence of communfcable discases,
cspecially the immunizable group, are on the decline,

Health care gector

Health care services are provided both by the public and the private sector. The ratio
of per capita expenditure on health for the private and public sectors has been about 2:1
{1983). While the figure of cxpenditure en health in the private sector is higher than in
the public, the coverage of services is lower. Provision of health care is not free:
between p quarter and a third of its cost is raised for curative services at each level of
care, liowaver, families unable to pay are given medical indigent cards and fees are walved,

Tablae 1, Health Pacilitfies of Public and Private Sectors, 1981

Health Publino Sector Privatc Sectar Total
Facilities Number A Number 4 Number 7
1. Hospitals 531 7775 152 22,23 683 100,0
2, Beds 64,206 90,18 6,990 9.82 71,196 100.0
3. Midwifery centres* 1,498 96,27 58 3.73 1,53%  100.0
4, Clinics - - 6,730 100.0 6,730 100,0
5. Health centres 4,777 100.0 - - 4,777 100.0

Planning and overall administration of health services are under various departments of
the Ministry of Public Health, Most activities are delivered through the MOPH's network of
facilities and health workers, The system is three-tiered: health centres at village
tevel, community or district level, hospital and regional or teaching hospitals. Health
expenditure 1s 4.6% of the GNP,

Health manpower

The major issues in health manpower 1s an uncoordinated approach to manpowet
development, leading to inappropriate training and Iipeffective utilization of manpower,
Scarce resources make it difffcult te employ and retain health workere and consequently
Lhers is a chronle shortage compared to the increasing demands. This problem is aggravataed
in the rural areas.
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In its atrtempl to formulate medium—term and leng-term health manpower plans, Thailand
has encountered great difficulty in obtaining the information necessary for planning. The
available data are not sufficlently reliable to bhe used as a base~line, and do not provide
the hasls for improved coordination and decisions. Although a pumber of studies attempting
to estimate the demand for health manpower have already been done, they have not yet been
widely recognized due to errors and omissions im the estimation techniques applied, The
Minlstry of Public Health is able to estimate future requirements of a number of categories
of health manpower, since this 1s undertaken in the process of five-vear health development
planning. MNevertheless, there is still some difficulty in obtaining the necessary funds to
finance the additional recruitment as laid down in the plan. Tn general, there is an
obzcrvable shortfall in most categories of health manpower in Thailand compatred with trhe
requlrements as stated In the development plan. Decisions concerning this disparity are
still to be made, since the financial aspects of it have not yet been fully considered.

And, 4f more health manpower 1s produced, there might be an emergence of such issues as
the excess supply of some categories within the foreseeable future. With respect to the

cost of production, government subsidies and cost—gharing, and economic loss due to drop—out
and other causes, Thailand {& now having to undertake guch studies as part of ite bhealth

manpower development efforts, since they may have far-reaching implications regarding
rolicy, especially 4s regards better use of limited resources.

The need to reorient medical education is urgent. For example, most medical graduates,
afrer completing thelr time of compulsory rural health service, tend to move back to urban
university hospltals for postgraduate profescional training, and then set up practice in the
clties. Medical schools are now rotating theilr students between ¢linlcal and community
medicine in rural health facilities,
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PEQPLES DEMOCRATIC REPUBLIC OF YEMEN

Hlealth and Socigeconomic Indicators

In 1986, the estimated population was 2.2 million, growing at an annual rate of 2,5%,
It 1 a young population with 48% under 15 years of sge. Per capita GNP has rizen from
US$ 170 in 1970 te US§ 400 in 1985. 1Life expectancy for both sexes ig 47 years. Based on a
1984 survey, infaot martality rate was 80 per 1000 in urban and 60 per 1000 irn rural areas.
The major causes of morbidity and wortality are respiratory tract Infections, acute
infantile diarcrhoea, malnutrition, infectious diseases of childhood, malariz and TB.

Health care sector

The country is divided into six administrative regions (Governorates}), each of which
is divided into sub-regions known as DHrectorates, which in turn is divided into Districts.
Each Governorate has its own Department of Health Services which is responsible for all the
health services in the Reglon,

The health unit is the basic health care dellvery station, and ig staffed by at least
an asgsistant nurse, or & medical assistant, but the latter may be supplemented by a
communfty nurse midwife and a public health inspector in aress covered by the primary health
care programme. Sach Directorate has at least one 40-80 bed hospital. The government has a
100-200 bed hospltal which is a referral hospital to those in the Directorates, which iIn
turn act as referrsl levels for the health centres (20-30 beds) in the distriects. The
Teaching and Specialized Hospitals in Aden act as a tertiary referral level for the
Governorate hospitals.

The primary health care programme covers the three largest Governcrates outside Aden,
and the delivery system is as follows:

(i) Health Guides: voluntary part=time workers with three months training. The
ratio iz 1:;400 inhabitants.

{ii) PHC unit: stafied with a medical assistant with three years training, a
midwife and a public health inspector. The PHC unit serves up to 3000
inhabitants and gupervises the Health Guides,

(1ii) Distrdet Health Centre; 20 ro 30 beds with a physician and supportive
staff. Tt has a laboratory, X-Ray unit and pharmacv. It serves as the first
referral polnt of the PHC unit,

There is no private sector in the health delivery system in the country. PFrivate
medical practice was abolished by law in 1972, ilealth expenditures are paid by the
government in tote, The per capltal health expenditure stands st Usd 124 in terms of
recurrent budget only. There is no comtributicon by the private sector. The government
budget is supplemented by the Health Iasurance Fund. This was established in 1983,

Health Manpower

Every Yemen graduate, whether loczlly or from abroad, has the right to obtairn
enployment from the goverament, The same law applies to health personnel., Salaries for
doctors and paramedical personnel have heen reviewed and upgraded threec times since 1972,

In addition to basic salaty, various types of allowances are provided.
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The Institute of lkalth Manpower Developwment, now known as the Central Health Institute
{CHT) was established in 1970 to train 14 categeries of mid-level health personnel. It 1z
controlled by the Minlstzy of Publle Health, The Faculty of Medicine was added to Aden
University in 1375. The Faculty is run by the University although the Ministry of Health
contributes heavily to its financing. However, the MOH has no discretionary powers
vis~d-vis the Faculty of Medicine, even in irs functions as a health rralmiag Institutrion.
Mo studies to estimate the cost of education for any categeory or level of health worker have
baen done, and no effort has even been made to break down health expenditure figures into
basic components.

Priority igsues

The problems/issues are as follows:

(1) inadequate gquality of carve and an attitude of indifference among the health
personael ;

(2) fewer female enrolment at the CHI especially in nursing and midwifery leading to a
shortage;

(3) low productivity among all categories of parsonnel;

{(4) extremely poor coordination between the training of health personnel and manpower
planning. The faculty at Aden University maintaius an indifferent stance to the
invitation by MOH for closer ties and coordinaticn in the planning, training and
evaluarion of health personnel,

In line with the Five Year Plan {1986~1990) the following measures are helng taken!

(1) development of more attractive career structures for all categories of personnel;

(2) defining and drafring job description far all categories of personnelj

(3) design and implementation of standard staffing norms from the health unit to the
central hospital in the city at all levels of care;

(4) updating exiating legisiation and setting new legislation for the licensing,
reglstration and practice of health personnel;

(5) Improvement of the social living and working conditions of the health personnel
working in rural areas;

(6) revision of the training curricula to keep up with PHC trends (except doctors))

(7) define relarionship between the faculty of medicine and other institutions under
the Ministry of Health;

(8) Tfurther decentralization of services and strengthening of the managerial process,
with special attention to the district level management; and

(9) updating of the 1982 Health Manpower Projection Plan up te the year 2000.




