COMITE PERMANENT DES MEDECINS EUROPEENS
STANDING COMMITTEE OF EUROPEAN DOCTORS e’i

CPME 2008/034 ENONLY

TITLE/ TITRE

Health Manpower Planning

AUTHOR / AUTEUR

PWG

CONCERNING / CONCERNE

Organization of Health Care, Social Security and Health Economics

PURPOSE / OBJET

Information

DATE

21/02/2008

KEYWORDS / MOTS CLEFS

Health Manpower

RueGuimard 15 - B-1040 Brussels - Belgium
Tel. : +32 (0)2 732 72 02 - Fax : +32 (0)2 732 73 44 - E-mail : secretariat@cpme.eu - Web : http://www.cpme.eu



87

SJ9qUNU JO320p UT $33BX Y3modd Tenuue d3eldaae ()

SJI0300p 80TAISS Y3Teay £ Tunuwod/Te31dsoy
unooT pue jusuewxdd JOJ S3USTBATNDS SWT3-2TOYM PUE SI2U0T3T408Id T[BOTPaW TBJIIUST JOJ saaqumu SIPNTIUT (1)

00€° L6 ¥y 2 9® ymoa3d Tenuus 3dvIaa® HOH
00g8°06 %G| 18 yamMod3 Tenuus 33BISAB HDH
000°¢4Q 9 | 93e yoax? Tenuue a9BI3AB HDH 00g*| @zTs 3STT d9
006°€6 y 2 9® yoa3 Tenuus a9B8I3AB HOH
oon‘lg %G1 38 yamoad tenuus 3FBISAB HIH puBway
00919 % | 98 (II) 4mmoa3d Tenuus 33BI3AB HOH 000°2 92Ts 3STIT dD 031°g9 18301
002°€9 94 2 e yaoa3d Tenuus 2381948
00.L°96 AN Y Y310I3 TBNUUB 23BISAEB
006°0% 9 1 38 (II) um10a? TenuUB 3FBISAB 90TAJI8S Y3TB3Y L3Tunumwod pus Te3Tdsoy 006° 01
00t “hE 00g¢l ©2T1s 3SIT o3BIarB
ooL‘ot 000¢2 921S 3SIT 958IaAR S90TAJSS [BOTpaw TBIaUSF 002‘.¢2

0002 uotqdumss®s uotjoaload (Ten3om)

gL6I

patTdut

puBwap
pajoaload

(ulejug JBID)) ~ S80IN0SA) 3)ge)IBAR PAJOadxa UO Paseq 000z U! SHN 8yl Ul (|) S10)00p 10} puBwWap pPajewns] 2 a/qey



88

a) doctor numbers grow at the same rate of expenditure,

b) within the assumed overall rate of volume growth doctor numbers con-
tinue as in the past to grow faster than expenditure.

For general practitioners alternative assumptions of average list sizes of

2,000 and 1,800 were used. The results of these projections are shown in

tables 1 and 2.

Case Studies

So asto supplement these demand projections based on resource assump-
tions the Group examined three areas of the Health Service in England and
Wales in order to illustrate some important points about the demand for
doctors and the uncertainties and difficulties of forward planning in the

field of medical manpower. The areas - obstetric and gynaecology services

and services for the elderly and the mentally ill - were chosen because they
were affected by contrasting demographic trends. All three studies which
do not, and were not intended to, give acomprehensive picture of the NHS,
were however of considerable illustrative value. They showed that in these
three very different areas patient demand for fully trained doctors has not
been met and is likely to increase. This increased demand for doctors
results from the continued pressures exerted by both the public and those
working in the Health Service to improve the quality of health care as well
as from population increases.

Supply

Having estimated the likely future demand for doctors in the NHS the
Group then calculated the likely future supply of doctors in order to
compare the two sets of projections. Two of the greatest uncertainties in
the calculations for the likely future stock arise in connection with the
future numbers of overseas doctors coming to the UK and the extent which
the increasing number of women doctors will commit themselves to medi-
cine when faced with domestic responsibilities as well.

The Department’s Green Paper included projections for the future stock
of British and lIrish born civilian doctors likely to be active in medicine
inside and outside the NHS up to the year 2000. The assumptions used to
derive the projections set out in that paper were:

a) there would be 4,080 medical school places in Great Britain from 1983 of

which 50% would be occupied by women from 1985;

b) women doctars would be active for 36 years on average (equivalentto 27
years whole-time work) at the ceinning of the period and their contri-
bution would increase to 39 years or a..-20e (equivalent to 30 years
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whole-time work) at the end; net emigration would be at the level of 0,6%
of the current stock (equal to 380 per annum from the beginning of the
period), and
c) fewer than 25% of doctors over the age of 65 would be active at the
beginning ofthe period and that this proportion would drop to 12% at the
end.
These calculations were made in terms of the estimated numbers of active
civilian doctors and so as to be able to compare these figures with the
estimated levels of demand, the Group expressed them in terms of whole-
time equivalents which would be devoted to the National Health Service.

Table 3 Estimated future 'supply’ of United Kingdom and Eire born doctors in the NHS in
Great Britain

projection year
2000

projected stock of GB-born doctors 83,600
active in medicine (numbers) (I)
projected stock of Irish-born doctors 2,150
active in medicine (numbers) (II)
total (numbers) 85,750
projected stock of active doctors
in NHS (whole-time equivalents)
(111)
at 75% of total active stock 64,300
at 80% of total active stock 68,600
at 85% of total active stock 72,500
at 90% of total active stock 77 5200

(I) source: table 5 "Medical Manpower - the next

20 years"

(IZ) source: table 6 '"Medical Manpower - the next
20 years"

(IZ2I) whole-time equivalent for hospital and commu-

nity health doctors.
Numbers for general medical practitioners
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The factor used was based on DHSS statistics which showed that the ratio
of whole-time equivalents of British and Irish born doctors working in the
NHS to the total number of active such doctors was about 8 to 10. A range
of factors (from,75t0,9) was used in the calculations butthe range ,8 to ,85
was regarded as the most realistic assumption with the lower end seeming
more likely to be realized (table 3).

Projecting the likely migration of overseas qualified doctors is extremely
difficult. Inthe past somewhere inthe region of 2,500 to 4,500 such doctors
have entered the country each year and about 80% to 85% leave again
though not necessarily within the same year. It seems likely for anumber of
reasons, including the effects of the Medical Act 1978, the attitudes of other
countries both to the emigration of their native doctors and the immigra-
tion of foreign doctors together with the build-up of postgraduate training
facilities elsewhere, particularly in Third World countries that the numbers
of overseas doctors coming to the country will fall in the future. It was
therefore felt that the most likely assumption was that the stock of overseas
doctors in the country would fall over the projection period. Three assump-
tions were in fact made for the projections - a higher assumption that the
stock remains constant in the long-term, a medium assumption that it
decreases to 70% in the long-term, a low assumption that it decreases to
50% in the long-term. These assumptions gave a very wide range for
predicted stock in the year 2000 - from 7,400 to 14,800 with the most likely
assumption being 10,400 (table 4). Clearly, when dealing with a total doctor
stockinthe NHS of some 80,000 these are highly significant figures and it is
an area which requires the closest scrutiny in the coming years.

Nearly 1,700 women entered medical schools in Great Britain in 1981
(43% of the total) compared with 523 in 1963 (24%). It is estimated that as
many as 50% of new medical students may be women by 1985 - some
medical schools have indeed already reached such a proportion. Hence, by
the 1990’s some half of all new doctors could be women and there would
clearly be a marked effect on the proportion of women in the total doctor
stock. In comparison, in the ten years up to 1974 the percentage of active
doctors under 65 in Great Britain who were women rose only from 19% to
some 25%. As the proportion of doctors who are women rises, uncertainty
about the future level of their activity rates becomes an increasingly impor-
tant part of calculations about future stocks of medical manpower. It is
clearly not possible to predict how attitudes to combining work and family
commitments will change; butif pasttrends are anythingto go by itseems
likely that women doctors activity rates will continue to rise as they have for
the past 10 to 15 years. For instance, our latest figures show that the
proportion of women who are now active in medicine is about 83% com-
paredto66% in 1965. By contrast the proportion of active male doctors has
remained constant at about 88%. A further factor that has to be taken into
account is whether the women doctors will in the future be working part-
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Table 4 Estimated future supply of overseas-born doctors in the NHS in Great Britain

projected stock estimated
of overseas doctors stock 1978
in the NHS (WTEs) (WTEs) 1980 2000

born and qualified
overseas

medium assumption: 13,856 14,800 10,400
stock decreases to T70%
in the long-term

high assumption: 13,856 14,800 14,800
stock remains constant
in the long-term

low assumption: 13,856 14,800 7,400
stock decreases to 50%
in the long-term

born overseas, qualified
in UK or Eire

medium assumption: L, 700 L, 700 L, 700
stock remains constant
at 1978 1level

high assumption: 4,700 L, 700 7,000
stock increases at a level 50%
higher than 1978 in the long-term

low assumption: 4,700 4,700 2,400
stock decreases to a level 50%
of 1978 in the long-term

totals
medium assumptions 18,556 19,500 15,100
high assumptions 18,556 19,500 21,800
low assumptions 18,556 19,500 6,800
Notes:

The stock of overseas qualified doctors is assumed to rise between 1978
and 1980 because it is assumed that the full effect of the Medical Act
will not be felt until 1981. The increase between the two years assumes
ean annual increase of 3.3% (the estimated average annuel growth of these
doctors 1975 to 1978)
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time or whole-time in the Health Service. The trends here are changing but
it would appear that there is a tendency for women doctors increasingly to
work part-time in the training grades but to increase the contribution which
they make while working part-time. Itis extremely difficult to quantify these
changes but from very tentative calculations it would appear that if women
doctors accounted for 50% of all doctors and their activity rates rose to
equal those of their male colleagues rather than remaining at their present
levels the resultant extra medical input would be equivalent to approxi-
mately 2,000 extra doctors. It is clear that the recent rapid increase in the
number of women doctors has introduced a new element of uncertainty to
long-term medical manpower planning.

Conclusions

These examinations of the demand for and supply of medical manpower
make clear that there is a wide unavoidable range of uncertainties in
making projections of this kind. On the demand side there are difficultiesin
attempting to predict the future relationship between the size of gross
domestic product and health expenditure and between the latter and
expenditure on medical manpower. Although we have used past trends as
a basis for our projections we recognize that these may not continue inthe
future and that the pattern of delivery of health care may change. Turning
tothe figures themselves at the lower end of the range of projections tor the
year 2000 we might expect ademand for 81,600 doctors in the NHS in Great
Britain. At the upper end the projections give a figure of 97,300. Thus the
level of projected demand at the upper end is approximately 20% higher
than that of the lower end; our ‘best guess’in this range was between 87,400
and 90,800.

Onthesupply side the greatest uncertainties relate to the future numbers
of overseas born doctors, including the long-term effects of the EC-Direc-
tives. The assumptions we have had to make in the projections are neces-
sarily crude, but they are crucial, since changes in them would be sufficient
to move the supply/demand equations from surplus to shortfall or vice
versa. The uncertainties affecting the future stock of British and Irish born
doctors are also significant. Different assumptions about the percentage of
active medical time devoted to the NHS vary from the low end of the range
of assumptions to the high end by some 20%. Whilst a further uncertainty
on the supply side is that there will be slower progress towards achieving
the medical school target intake of 4,080 places than that envisaged in the
projections. This could reduce the supply of UK born doctors by up to
1,800 doctors by the year 2000. Thus amongst the factors affecting these
projections, the most critical are the level of demand for doctors in the
National Health Service (which depends largely on the financial resources
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available), the proportion of all medical time devoted by doctors to the
National Health Service and the supply of overseas born doctors. Also
significant are the uncertainties surrounding the future size of the medical
school intake. Although we are most conscious of these uncertainties, we
have compared the estimates of demand with the estimates of total supply.
This allows a table to be constructed showing the projected shortfall or
surplus of doctors in the NHS in the year 2000 based on different assump-
tions about their activity rates, the growth in the hospital and community
health programme and the average general practitioner list size (table 5).

The uncertainties towhich these projections are subject have confirmed
our view that calculations of this kind must be updated regularily so that the
assumptions made can be checked against changesin practice and altered

Table5 Projected total shortfall or surplus of doctors in the NHS in 2000 AD (Great Britain)
{(Whole-time equivalent)

alternative assumptions about the participation
K and Eire born
doctors (i.e. adjustment factor” )

rates in the NHS of all active

5% 80% 85% 90%
a) no growth + 11,300 + 15,600 + 19,900 + 24,200
) GP list size at 2,000
HCE 2t 1 % pa - 2,200 + 2,100 + 6,hOO + 10,700
HCE &t 1.5% pa - 8,000 - 3,700 + 600 + L,900
HCE et 2 % pa - 14,500 - 10,200 - 5,900 - 1,600
¢} GF list size of 1,800
ECZ et 1 % pa - 5,600 - 1,300 + 3,000 + 7,300
5CZ et 1.5% pa - 11,400 - 7,100 - 2,800 + 1,500
ECZ et 2 % pa - 17,900 - 13,600 - 9,300 - 5,000
+ = surplus
~~ = grcrIfall
* = gzs text
Irsezs Zcctors

[

i

-
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Q

~ this table only the "best guess' medium assumption for overseas-born
been used here. It should be kept in mind that the high and low as-
uid alter the figures quoted here by + 6,700 or - 5,300 respectively
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where necessary. The Health Departments have kept the medical man-
power position under continuing review for many years, and the need for
this is illustrated by the fact that since the Green Paper was published in
1978 there has already been a departure from the planned medical school
intake. Undoubtedly, there will be further changes over the coming years
which should be reflected in projections of this kind. The next such review
will be starting later in 1982 by an expert advisory group whose remit will be
to provide ministers with advice about the likely demand for medical
manpower to enable them to make informed decisions on the appropriate
level of medical school intake. The actual terms of reference of this Group
are'within guidelines as to the resources likely to be available to the Health
Service to advise the Health Departments upon factors relevant to the
government’s decision about the appropriate future level of medical school
intake in Great Britain including in particular consideration of the most
likely range of assumptions about | future demand for doctors both within
and outside the NHS; Il possible changes in the supply of doctors and
including patterns of activity, participation and retirement; Ill possible
changes in migration flows from and to Great Britain'.
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Medical Manpower Planning in Sweden

A. Milton, M.D.

As an introduction a brief outline of the institutional framework of the
health care and educational systems in Sweden is presented.

Practically all hospitals are publicly owned in Sweden, i.e. owned and
operated by one of the 26 county councils. The councils not only provide
inpatient, hospital care but are also responsible for approximately 85% of
outpatient care - leaving 15% for private practice. The council health
services are supervised by central government via its National Board of
Health and Welfare but are fairly economically independent due to their
right to levy taxes.

Intotal about 90% of the Swedish medical profession is employed by the
counties. The remainder is engaged in private practice or company run
health services. Brief and basic facts thus being established about the
health system - let’s look at the organization of medical training.

Selection of medical students is entrusted to a central board of entrance.
The six individual universities do not decide themselves which students will
enter their particular medical school. There is also a numerus clausus.
Currently 1,026 students start medical studies each year. After 5, years,
900-950 graduate from medical school ready to start their clinical training
of rotating internship lasting 21 months. When this is completed, a full
licence to practice as doctors is granted. Practically all fully licenced
doctors do, however, countinue to train for a speciality (general practice
being one speciality) for another 4Y,-5 years. Since both systems are
decidedly centralized one might wonder about the degree of coordination
between the two of them.

To answer that question one first has to recognize that the Swedish
economy until recently has been expanding fairly rapidly over the last 30
years. This has beenreflected in avery rapid increase in demand, i.e. public
demand for medical services. To cope with this rising demand, government
multiplied the number of students at the medical faculties several times
during the '50’s and '60’s to the present level of 1,026 students - reached in
1972.

Consequently the medical profession expanded from around 6,000 in
1960 to 18,000 in 1980. Between 1980 and the year 2000 the number will
double to an expected 32,000, i.e. more or less one doctor per 250 inhabit-
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ants. The expansion of public health care has thus been decisive in deter-
mining the dimension of the medical education.

How then have decisions on the strategy of the health care system, i.e.
inpatient/hospital versus outpatient care and case oriented versus profy-
lactic health care, influenced allocation of doctors geographically and
between specialities/general practice?

Traditionally the process of allocation of doctors has been under strict
control by the National Board of Health and Welfare. No positions, whether
senior or training, can be created without the approval of the board. In fact
all decisions concerning this allocation have been the result of a ‘negotiat-
ing process’ between the Board, the association of county councils andthe
Swedish Medical Association. The basis for these deliberations have been
the long-term health care plans that each county council has adopted.
These plans have then been compiled and compared to present day situa-
tion with regard to specialist and geographic availability of doctors. With
this in mind, plans for the coming 4-5 years have been drawn up, generally
with the consent of all parties concerned. Under an expanding economy
the problem of medical manpower planning in Sweden has basically been
a problem of how to spread scarce resources as evenly as possible. Today
there are 900 senior positions vacant. The unfilled vacancies are however
unevenly distributed geographically and speciality-wise.

The situation is, however, rapidly changing. Instead of a growth rate of
county council health care expenditures at around 4% annually, county
councils are now planning for a maximum increase of 1% per year during
the next 5-10 years. Any degree of earlier understanding between the
medical profession, the employers and the National Board of Health and
Welfare in regard to manpower planning has now evaporated. It has not
been possible to achieve a long-term planning cooperation between the
parties concerned that takes the changing economic outlook into account.

To cope with that, the Swedish Medical Association recently published a
manpower prognosis on its own. The Association has done so before and
has been heavily criticized when it pleaded against increasing the number
of medical students during the '50’s, because of a fear of unemployment. In
earlier studies the Association tried to estimate the needed number of
doctors by seeking an optimal relationship between the number of patients
per doctor. That method of course by a wide margin underestimated the
demand for doctors - mainly due to the fact that it was impossible to
imagine the economic progress and the political, scientific and organiza-
tional changes that have taken place during the last 20-30 years.

To avoid falling into the same trap once again, the Medical Association
this time used a different and - as we see it -~ more realistic approach.
Basically we started by studing the supply of doctors up to the year 2020
under different assumptions concerning drop out percentages, duration of
studies, age of students at study start, etc.
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The result can be shown as in figure 1.

As you can see, our assumptions exhibit a maximum and a minimum
alternative and for practical reasons the supply is calculated in millions of
working hours. The decrease in supply after the year 2015 is a result of the
sudden shift of the average age of students starting medical studies from
1977 and onwards. Due to a university entrance reform, the average age at
study start increased from 22 to 28 years. Later on the average age of
students has decreased to around 25 years.

In order to assess the long-term public demand for doctors, we decided
to relate demand to the rate of growth of the Swedish GNP. Knowing the
fraction of the GNP today spent on health care and the elasticity of county
council growth in relation to growth of the GNP, it is fairly simple with a
number of assumptions of course, to calculate public demand for doctors.
The crucial point is the nature of the assumptions made - for example the
assumption that the number of doctors in relation to other personnel will be
fairly constantin spite of achangingrole for doctors. Theresultis shownin
figure 2.

Here again we have calculated with a maximum and a minimum alterna-
tive and expressed demand in millions of working hours. The maximum
level assume a growth rate for demand of 2,4% annually. The lower alterna-
tive a rate of growth of 1%. Unfortunately this is the level that the govern-
ment has asked the county councils not to exceed and a level councils are
now reassessing long-term plans to meet. Thus as can be seenin figure 3
supply exceeds demand during the rest of the century for both alternatives
and, to the best of our understanding we will see unemployed doctors in
Sweden as soon as in the end of the '80’s if the economy does not improve
to permit county council expenditures on health care to grow with at least
3% annually.

General Discussion

Brearley Sr: suggested that the Dutch and the English situations are quite
similar in that there are too few career specialist-posts for too many trai-
nee-specialists. He would like to hear Greeps thoughts on how this imbal-
ance is being tackled in Holland.

Greep: the problem is not entirely analogous. The Dutch private practi-
tioners' income is being reduced through the establishment of norm-in-
comes. He may be reluctant to share his practice with a new colleague. This
reduces his income further while his overheads remain (e.g. ‘buying-in’
fees). Thus the situation is more complicated than in a nationalized health
system and results at this time in 200 unemployed specialists.

A lady-questioner: is there a tendancy for male-doctors to work part-time
in England, like female doctors frequently do?
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Abrams: at the moment although more male doctors would like to work
part-time, it appears that all part-timers, both male and female are now
working longer hours, almost full-time.

Milton: in Sweden 97% of the female doctors work full-time, against 92%-
95% of other women. In Sweden, full-time means 40 hours a week. In
Sweden male-doctors can take children-leave as well as female-doctors
can.

Vander Lugt: does Greep have figures on Dutch doctors migrating for the
developing countries, and for the USA, Canada, etc.?

Greep: there are about 400 in these sectors. About 250 Dutch doctors in
Africawho will come back onto the national marketin 3 or4 yearstime. The
USA has made entry very difficult. The situation in Africa and the Middle-
East is changing rapidly with the growth of local medical faculties.

A Danish doctor: the number of working hours per week is extremely
important. For instance, in Denmark the junior doctors have reduced their
hours, causing a 40% increase in the number employed.
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Health Manpower Planning in Industrialized Countries

B. Eklundh, Ph. D.

The new role of health care

On a recent travel to one of the highly industrialized countries in the
European region | tried to get information on the actual situation and
foreseen development regarding health manpower. | got different answers
which in all indicated that there seemed to be an imbalance between
demand and supply of manpower. | was faced with all those expressions
that any health manpower planner is familiar with: oversupply, overspecial-
ization, maldistribution and malutilization. Some of the answers stated that
there already now seemed to be too much manpower if looking strictly out
of a quantitative perspective. On the other hand, if making a qualitative
analysis, trying to figure out the real need of health care of the population
and the needs for the implementation of the concept ‘Health for all by the
year 2000’ | was told that there was a lack of health manpower with
adequate professional competence. On the whole this is a contradictive
situation that mainly industrialized countries are facing.

Most systems for the delivery of health care in Europe are in a stage of
reorientation and restructuring. The main objective of this process is to
provide communities not only with medical care, but also with mechanisms
for the prevention of illness and promotion of health. Furthermore, the
organization and content of health care has to a much higher extent to be
related to the health and social needs of communities.

WHO is strongly supporting this reorientation and has developed a
comprehensive policy in that respect known as ‘Health for all by the year
2000’, which already has been referred to. There are growing demands on
health care systems providing new services: expansion of primary health
care, of the concept of preventive medicine, promotion of the teamwork
approach, and expansion of certain sectors such as mental health, care of
the elderly, rehabilitation.

The demands for change are concerned with all levels of health care and
appear in spite of the financial constraints that the industrialized societies
are facing. It goes without saying that the quality of health care and the
implementation of any changes of health care is highly dependant on the
knowledge, skills and attitudes of health manpower.
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Health care systems have so far been fortunate in having the possibility
ot solving most problems by expansion. One result of this is the rapid
expansion of the number of health personnel. In several countries of the
European region, up to or more than 75% of the total cost of health care is
devoted to health personnel. Expansion will no longer be possible as more
and more pressure will be put on the existing system to make priorities
within existing resources. Many health systems in Europe are facing a
situation with a zero-growth or even a request to diminish the entire health
care system, a situation which the private labour market knows only too
well.

In this difficult and challenging situation there are a few items to be
underlined to demonstrate the complexity and the importance of the health
manpower process. These are the items:

1. A comprehensive policy for health manpower development;

2. Communication and collaboration within and between the systems for
health care and education of health professions;

3. The proper utilization of existing resources;

4. The development of systems for information.

A comprehensive policy for health manpower development

The situation regarding health manpower in the industrialized countries is
difficultto grasp inacomprehensive way. Many of the perceived problems
are relative. The situation analysis done very often utilizes expressions as
‘oversupply’ and ‘overproduction’ on the one hand and ‘maldistribution’
and ‘malutilization’ on the other.

Suchexpressions are in asense political as they indicate an opinion and
political decisions can change the entire situation over a right.

Such items as for instance ‘oversupply’ of ‘overproduction’ ought at first
to be seen in relation to the utilization of manpower. That is how tasks are
distributed between different categories of personnel or the actual profes-
sional competence of existing personnel to meet emerging demands of
health services. Another aspect is the distribution of manpower over a
country and between different specialities.

There must be a solid basis for the different activities in the field of health
manpower development to which all matters connected with the complex
problem of demand and supply have to be related. There is a need for the
formulation of a comprehensive health manpower policy as an integrated
part of the national health care policy. This policy has to be well elaborated
and with a political status that is unquestionable and with the aim to
support the fulfiiment of the objectives of the nation’s overall health care
policy.

The concept ‘comprehensive’ is used as health manpower planners

s e R, TN 2 e srunns Ak s
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ought to exert influence on as many variables as possible, both regarding
quality and quantity based on the existing health manpower policy. Sys-
tems for health care and education ot health professions are very complex
and a number of paraliel activities on different levels have to be planned,
implemented, monitored and evaluated in a constant process.

Communication and collaboration

This leads over to the second item which is that of communication and
collaboration within and between the systems for health care and educa-
tion for health professions.

New directions of health care policy of a society lead to demands for
changes both of content and organization of training and education. The
planning of education and training of health professionals must be madein
close collaboration with health care planning. Today, there is in many
countries a considerable imbalance between health care planning and
educational planning.

Both systems seem to speak different languages, live on their own and
sometimes - compete instead of collaborate. Communication and collabo-
ration are terms with a wide range of meanings. Their specific content may
differ according to the particular level of relationship between the health
services and the educational system.

The matter of communication and collaboration has been analyzed in
depth by WHO in a number of different activities. A general finding is the
awareness of the problem and that it is fairly well described. What is
lacking, however, is a set of sound concepts and strategies which would
allow for a relevant progress in communication and collaboration. A pre-
requisite to the development of such workable mechanisms for change is
an insight into the constraints to better cooperation and collaboration in
the field of health care and education.

The' reco’mméndations for improvement are mainly focused on the de-
velopment of liaison meciianisms between the different bodies involved in
health manpower development. On several occasions proposals have been
raised that animprovement of communication and collaboration cannot be
achieved unless a national representative body, in which both the health
" services and the training system are represented, is set up.

This liaison mechanism should include high-level representatives form
each key agency involved: policy-makers, administrators, health planners,
providers of health care, educators of the health team and researchers.
Such a body could promote national understanding and develop guide-
lines for action aimed at developing a comprehensive plan for health
services and manpower training.

For that purpose it is essential to ensure a sound balance between the
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centralized and decentralized levels within a country in all matters of
decision-making and execution.

The improvement of communication and collaboration is not an easy
task since health services and training systems have developed a high level
of division of labour which has led to the development of peculiarinterests
within the system as a whole and thus to a lack of consensus on the
desirable changes of the services and the educational concepts.

The improvement of communication and collaboration within and be-
tween the health services and the health manpower training systems is
narrowly linked to the perspectives of development of a system of primary
health care in Europe and thus largely depends on a basic change of the
concepts of heaith and disease.

The proper utilization of existing manpower resources

The scope of the process of health manpower development consists of
three main parts, namely planning, production and management.

In a situation with decreasing financial resources and increasing de-
mands there has to be a focus on health manpower management, the goal
of which is to optimize the use of health manpower with the objective to
determine manpower distribution and productivity standards, patterns of
utilization and non-labour inputs.

In the entire process of health manpower it could be stated that the
managerial part is something like a neglected child. Still most countries
avoid developing adynamic and comprehensive approach to the manage-
rial process due to the fact that it is difficult and painful to go into the
existing structure of health care and health manpower and start a process
of change. Much more effort has to be given to the managerial process in
the future to make the best use of existing manpower resources to fulfil
actual and foreseen needs.

Within health manpower management there is one activity of great
importance and that is continuing education of health personnel. Over
many years WHO has devoted much attention to the promoticn of continu-
ing education, a line of development which in the future will be even more
important. In comparison with basic education and specialist or post-
graduate training, continuing education is the only instrument to achieve
rapid changes or improvements of knowledge, skills and attitudes. With
continuing education it is possible to reach health manpower at any time
during their professional career. Continuing educationis aninstrument for
change supporting the fulfilment of the objectives of the health care policy

andisthus aresponsibility not only forindividual professionals but also for
the ertire neu'*» care system.
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The development of a proper system for information

Decisionmaking in the process of health manpower development is diffi-
cult. To avoid uncertainty as much as possible it is vital to have a good
system for statistical information for the purpose of monitoring and evalua-
tion. Far too many decisions are based upon limited or obsolete data or
knowledge out of personal experience, a kind of anecdotal information.
Most countries have, however, systems for statistical information on health
manpower but far too often those systems seem to be badly utilized or not
adaptedto fulfil relevant needs. The system for statistical information must
be put into a proper context and its development must be directed in line
with the health manpower policy.

WHO activities to promote the health manpower planning

Within the years to come WHO will pay increasing attention to the promo-
tion of the health manpower process. As part of the process of reorienta-
tion of health care, itis important for WHO to provide assistance to Member
States in the adaptation of the health manpower planning process to the
needs of communities and health care systems. The WHO Regional Office
for Europe is just now starting a study on Health Services/Manpower
Development.

The main aim of the Study is to review the actual situation in Member
States in health manpower development and to analyze the methodologies
used. The Study will take into account the existing relationship between
health services planning and health manpower planning and existing or
planned national strategies in the field of health to facilitate and stimulate
the process of reorientatior. The development towards primary health
care, preventive medicine, multiprofessional teamwork, together with the
increasing economical constraints, underlines the need for a well function-
ing system for health manpower planning which, until now, has focused
too much on quantitative aspects. '

The data collected will be published and circulated to Member States
and will form the basis for the future elaboration of guidelines for health
manpower planning adapted to the needs of European Member States.
With this study and other related activities, such as international and
national training activities in health manpower planning, WHO wants to
stimulate Member States to the development of coordinated and relevant
health manpower planning and rational use of health personnel in order to
meet the changing needs of health care systems.
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Concluding remarks.

1. Thefurther development of health manpower has to be closely integrat-
ed with the health services development.

2. There is a need to formulate, as part of this development, a well-elabo-
rated comprehensive health manpower policy on which there is a na-
tional consensus.

3. The concept of communication and collaboration within and between
the systems for health care and education of health professions needs
attention in order to coordinate the activities of all different bodies
involved in the health manpower process.

4. The proper utilization of the existing health manpower resources has to
be promoted as part of the managerial process of which continuing
education is an important instrument for change.

5. One prerequisite for the proper development of health manpower is a
well-functioning statistical information system.

6. WHO is supporting the health manpower development process as it is
the basis for achieving reoriented health care systems towards the
concept of ‘Health for All by the Year 2000'.

Discussion:

Petit: talking about financial constraints in the industrial countries is rela-
tive; for instance, from the Tanzanian viewpoint Europe of course is still
very rich.

Eklundh: agreed. He emphasized the contradiction in aimost all industrial
countries, facing financial constraints while there is an oversupply of
doctors. However, the ample resources are not adapted to the new de-
mands of the health care system with preventative medicine and primary
care.
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Planning of Medical Manpower for Health Care in the
Light of a Changing Employment Market

R.M. Lapré, Ph.D.

Introduction

In this paper the analysis of the labour market and the related economical
questions will be emphasized. | will not stop at the analysis but | will also
make suggestions for an actual policy.

Some problems will occur here since policy making is an activity which
should fit the specific situation of a country. Health manpower planning as
asystematic preparation for a policy is no exception. Planning, legislation,
societal ideas, economic situation, status of the health care workers, etc.,
vary from country to country.

Because this is an international symposium | will keep the analysis and
the policy suggestions somewhat general.

Those aspects which can be generalized will get more attentionthan any
specific aspects. There is yet another restriction. Although the title of the

-symposium is Health Manpower Planning, this gives an undesirable vagu-
eness when all health care workers would be considered undiscriminately
and in one breath. For the problems with regard to, for instance, nurses,
hospital directors and doctors are completely different, although they are
interconnected. Although much of what | am going to say is related to the
labour marketin health care in general, | will address myself in particularto
doctors. | don't do this because | regard doctors as the ‘prototype’ of the
health care worker but for sheer practical reasons. For that matter, it strikes
me that in none of the titles of the papers in this programme, medical
manpower is mentioned. In the introduction of the preliminary programme
however, the ‘growing imbalance between the supply and the demand of
medical manpower' is indicated. Nevertheless, | want to point out, that it
would be a dangerous simplification if medical manpower and health
manpower were to be regarded as synonyms and if an attempt were made
to solve the problem of health manpower restricted oneself to the domain
of medical manpower. (4,7, 9, 21 and 22)

Inthis paper | will focus on some characteristics of the labour market for
doctors and on some specific developments in that market: | will discuss
the development regarding employmentin the light of the socio-economic
situation. Arguments will be given that the present restriction of financial
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resources calls for a stronger regulation of the labour market, which will
become evident, among other things, in diminishing possibilities to enter
the labour market. Following this line, attention will be given from an
economic point of view, to the regulations of the training capacity in order
to prevent frictions between the absorption possibilities of the labour
market and the supply of doctors. Finally | will go into theincome policy to
be adopted in the light of the developments in the labour market, and into
government influence on this market.

TOPICS

- - labour market for physicians
characteristics
trends

- - limitation of financial possibilities
- - regulations by government

- - entry to the labour market

- - regulation of training capacity

- - income policy

Figure 1

But firstsome introductory remarks about the general labour market (10
and 34), for this cannot be seen separately from the labour market for
doctors. The predominating problem on the general labour market is
diminishing employment, causing an alarming high unemployment. In the
countries of the European Community this is currently between 7% (West-
ern Germany) and 14% (Great Britain). Future developments moreover are
extremely uncertain. For these depend also on external factors, such as
other countries, energy prices, rate of interest, international competition,
and these are difficult to control. Furthermore there appear to be practical
limits to fully man-made social systems such as health care within desired
limits of time.

Generally accepted goals for attacking huge problems such as growing
unemployment are also lacking. This accounts for a wavering, ambiguous
and discontinuous policy. Itis of great consequence forthe employmentin
health care whether the general policy is aimed at the creation of employ-
ment in the collective non-profit public sector, or whether the emphasis is
placed on stimulation of the private sector. Often a ‘slalom’ may be ob-
served between these two policy options.
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The ambiguity is furthermore promoted by the lack of any adequate
policy instrument for realizing a desired policy, within a certain limit of
time, or, the instruments being available, by the lack of courage and the
incapacity forimplementing these. For all these reasons itis not surprising
then that the results of planning efforts in many countries have appeared to
be very disappointing up till now.(29 and 30)

Some characteristics

A striking characteristic of the labour market for doctors is the extreme
professional differentiation, resulting mainly from the differentiation in
care processes. Thus we know already of 35 medical specializationsin The
Netherlands, and there are countries where this number is even higher.
Health care has become so complex on account of differentiation and the
increase in scale which this involves, that a new caste of managers, sub-
managers, planners, information experts, etc., is emerging in order to
safeguard cohesion and continuity of the processes. The professional
differentiation has already effected the labour market. Some of the conse-
quences are loss of flexibility and an income stimulating effect. Specializa-
tion calls for additional years of medical training and leads to monopolies
of knowledge. These are the factors that in our Western society lead to
income demands and to the social legitimation of a higher income.

This professional differentiation has made it impossible to talk of ‘the’
labour market for doctors. There exists in fact a labour market per catego-
ry. The circumstances in each category may be largely similar but often
there are essential differences, which makes the position of the interested
party on the labour market completely specific. Thus there are, as regards
medical professions, considerable differences between the labour market
for pediatricians, radiologists, cardiac surgeons, geriatrists, occupational
health physicians, psychiatrists, etc., also leadingto considerable differen-
ces between current employment, future possibilities, work situation, sta-
tus and income.

Another striking element of the labour market for doctors is the large
autonomy in professional practice. There exists a great deal of freedom in
choosing methods of curing and caring. It is the doctor who to a great
extent determines what should be done, when, by whom and for how long.
In other words, itis also the doctor who will influence the demand for health
care and thus the demand for supply of physicians. In this respect doctors
are able to influence to a large extent their own employment and that of
other professions in health care (for instance nurses, para-medical and
laboratory personnel). (5) Moreover, the effects of their work are not
readily measurable, and an objective judgement from which the redundan-
cy of certain parts of cure and care would become apparent, is extremely



114

difficult. For this reason a surplus of doctors will not become apparent
soon. The doctor creates his own production level and since its financing
has been safeguarded by legislation in the public sector, there is in princi-
ple no obstacle to an unbridled spiralling of growth in demand and supply
(20), and not in the last place, of costs.

In relation tothe above it should not surprise that the position of doctors
on the labour market still is strong. This becomes evident, among other
things, in the relatively high incomes. In most Western countries doctors’
income are in the highest income bracket. Apart from this, from the im-
material benefits in status and from autonomy of working methods, the
profession has a strong appeal. This stimulates the supply of doctors on
the labour market.

CHARACTERISTICS OF LABOUR MARKET
FOR PHYSICIANS

- - professional differentiation

- - increase of scale

~ - monopolies of knowledge

~ — autonomy in professional practice

~ - high income

Figure 2

Dynamics of the labour market

The labour market for doctors changes continuously. A development
which has become more and more obvious in the last years is a stronger
restriction in the possibilities for a free choice for work and working
conditions. Regulation has increased considerably and in many work si-
tuations of doctors hierarchical conditions have developed. (37) Such
developments restrict the doctorin his elbow-roomto influence the labour
market from his microsituation. It is to be expected that these develop-
ments will continue. The increasing complexity of health care and the need
for cooperation, the growing social control, the demands which are made
for integration and cohesion of care, even in relation to facilities outside
health care, considerations of equity, but certainly also economical con-
siderations, seem all to provide strong arguments for this.

A strong growth of employment is part of the dynamics of the labour
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market. This may have been in nearly all Western countries during the last

couple of years. Economically three factors have played a part:

1. The relatively high income elasticity: an increase in prosperity causing
an even greater increase of demand for health care;

2. The relatively low, or even lack of rise in productivity in health care (3);
therefore a greater demand should nearly always lead to an extension of
manpower and thus to higher costs;

3. The low price elasticity, which means that a rise in the price of anyone
benefit is of little or no influence on the demand for that benefit.

These three factors are mutually re-inforcing intheir effect onthe increase

ofemployment. This effect should be taken into accountin the estimates of

future needs. At a declining economic situation the positive effect of the
income elasticity will disappear. The demand for those parts of care which
are perceived by the public as a certain luxury will then decline even more.

Furthermore at a declining economic situation, mecharnisms will come into

operation causing the price elasticity to rise, for the collective financing of

health care will then come under pressure. A need may arise to shift
financial responsibility for the costs of health care towards private citizens.

Inthat case expenditures for health care are competing with other expendi-

tures which press on the dwindling private income. In such a situation a

price increase will soon lead to a decrease in demand and thus to less

employment. In addition the lack of, or at best, the relatively low rise in
labour productivity in health care accounts for the fact that this care cannot
escape relatively steep price increases. | conclude from that the above
factors, which at agrowing economy in a process of mutual re-inforcement
have led to aconsiderableincrease of employmentin health care, will have

a cumulative adverse effect at a slackening economy. At a continuing

stagnation there s little doubt that there will be a loss of jobs in health care.

DYNAMICS OF THE LABOUR MARKET

in past: cumulative effect of:
- high income elasticity
- lack of rise in productivity

- 1low price elasticity

Figure 3
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Government regulations.

Government plays an important role on the labour market. In Western
countries there are various levels of government interference with health
care. Although the governments of most Western countries have been
rather reserved up till now to directly interfere with the level of employment,
the policy they adopt with regard to health care has indeed repercussions
on that labour market. It is my impression that when unemployment had
notyetrisen so dramatically, government interference was mainly aimed at
pushing back therising unemployment. Since this effort has not been very
successful, it seems that more emphasis is put on distribution of the
(remaining) employment. (11, 12, 18 and 35)

Employment in health care is determined in part by government policy,
but up till now mostly in an indirect way, i.e. a policy which promotes the
access to benefits, stimulates the demand and gives an incentive to a
growth in employment. An increase in the amount of collective resources
available for health care will also promote employment. When standards
based on legislation or other formal grounds are laid down for the numbers
of health care workers of various categories, already a more direct interfer-
ence with employment occurs. Such standards are known of in many
countries. In general they do not yet apply to privately working doctors, but
this seems only a matter of time.

This seems likely since in a health care system with restricted financial
means any possibilities for an optimal allocation of the various benefits,
and in consequence of categories of workers, must be attempted. Go-
vernment then comes explicitly in a distributive role: employment is dis-
tributed. In such a situation, in which the volume of most benefits has been
normated, it is not logical that an exception is made for the medical
profession, for this would undermine the system. With restricted financial
resources it should be prevented that certain benefits attract means at the
cost of benefits that have been regulated. In a financially restricted situa-
tion planning and setting of priorities are necessary instruments for a
public health policy. Both will lead to a restriction of the free entry of
doctors to the labour market, should this not yet have been the case. Ina
situation of regulation the entry may be judged from the point of view of
both the available means and the priorities set. The number of doctors to be
admitted to the labour market, may then be regarded in connection with the
admittance of other workers such as nurses, paramedical, administrative/
technical personnel, etc.

Entry to the labour market

Foremployed doctors there is per definition no free entry. They will only be
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able to work professionally when a job is available. For doctors working
privately as free entrepreneurs, this used to be different. (17) Free entry in
most cases means also the possibility of rendering services to a self-de-
sired extent, which has in general led to a relatively high income. The
medical certificate thus opened the door to the labour market, whereas the
individual position on the market could be manipulated thereafter by in-
fluencing the demand. The absorption power of the labour market in health
care has decreased on account of the current lack of financial resources.
When medical schools continue to train more doctors than the sector is
able to adsorb, a barrier for entry is unavoidable. This calls for more
regulations and more government interference.

Thereis aninteraction between the need for regulation of the entry to the
labour market and the size of the training capacity. The better the latter is
tuned to the absorption capacity of the labour market, the less need for a
regulation of access. Consequently here lies a clearcut policy option.

The medical schools cannot be expected to curtail their training capacity
on their own accord, on account of labour market considerations. Even in
countries where the minister of Public Health is (partly) responsible for the
training capacity for doctors, such an adjustment appears to be mostly
lacking. (25)

Limiting access also has its drawbacks. Care should be taken that not a
government-iimited ‘closed shop' situation should be created, i.e. a situa-
tion of high-salaried privileged doctors who won't have to fear competition
from others, once they have been permitted access. (13)

OV RN ENT INFLUENCE ON LABOUR MARKET POLICY OPTIONS FOR MUTUAL TUNING
OF SUPPLY AKD DIMAND

- Iréirect: financial policy, health
cere policy entry to labour market

.. . . . . )
- Zirect (distributive role): norms regulation ) + -
fcr numbers of personnel and )
restriction ) - +
training capacity
Figure 4 Figure 5

Regulation of training capacity

Many problems attach to a regulation of the training capacity. The re-
quirements in health care cannot be determined objectively; there is a wide
margin in which benefits are mutually interchangeable; the social ideas
about what is desirable are subject to changes; there are permutations in
policy, all of which may have important consequences for the training
capacity. (2, 8, 26, 30 and 32) Estimates often prove to be wrong in practice.
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Ray and Andreano remark in this context, ‘nearly all the manpower fore-
casting, whether in developing of developed countries, restricted sectoral-
ly or covering all occupations, has proved to be a failure’. (29, p.288)

Communicating vessels

The main part of the financial means earmarked for health care, about 65%
to 75%, is spent on costs to bring in labour. These costs consist of two
components; a volume component consisting of the number of persons
employed, and a price component, consisting notably of their incomes. In
the metaphor of the communicating vessels it becomes clear that when we
take as point of departure a certain amount of financial resources, both the
total amount of resources to be spent and the incomes are important policy
options. The total amount of liquid symbolizes the available amount of
financial means. The number of doctors to be employed and the height of
the income of the doctors are indicated, each by the level in one of the two
communicating vessels. When the financial resources which society
wishes to spend on health care are increasing, both the number of doctors
and the income may go up; the level in both vessels increases. When the
level in the vessel, showing the income, is kept at the same height, or is
being reduced, the level in the other vessel (the number of doctors) may go
up more.

Health care has been brought into the public sector even more. The
determination of the financial resources earmarked to that goal, is a pro-
cess of social consideration and of politics. The appropriateness of the
policy options will not be discussed within this context. This is not relevant
to the discussion and should be regarded as given data. In view of the
precarious economic situation it is very likely that the public expenditures
for health care will come under pressure even further.

-

financial
means

A = amount of doctors
B = income of doctors

Figure 6
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Apart from this it can be established that, notably in countries where the
health care is not tinanced out of taxation, a change in approach is taking
place, or (recently) has taken place. Roughly the model changes as fol-
lows. It was:

-number of doctors multiplied by income results in costs, and costs have

as outcome available financial resources.
Now this model has changed into:

available resources result in a certain number of doctors with a certain

income.

In all the factors of the first model there occur largely autonomous devel-
opments which cannot be influenced. The costs and the availabie financial
resources are a resultant of the number of doctors and costs of doctors’
services. In the second model the point of departure is the restricted
budget. The total expenditures and thus the factors causing these expendi-
tures, should here be turned to the restricted budget. This means then the
number of doctors and their incomes.

POINT OF DEPARTURE

was: doctors x lncome = costs

—» gvailable financial resources

should be: available resources

—» doctors x income

Figure 7

Income policy

Relative scarcity is reflected in income as cost of the production factor
labour: relatively high incomes give an indication as to the presence of
scarcity onthe labour market. The steep increase of the number of doctors
of the last decades has not led to surplusses until recently. This came about
" because the demand expanded likewise, and so did the means for financ-
ing the higher costs. The relative scarcity was thus maintained. With their
growing influx young doctors could more or less automatically create their
own jobs. Now that the number of jobs is going to be regulated in conformi-
ty with the existing macro-economic limits, the disappearing scarcity of
doctors may become manifest and surplusses may become obvious. In
principle an income-reducing effect will develop out of these new labour
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conditions. Such an effect has the advantage that the restricted financial
resources may be distributed among more medical manpower. The em-
ployment of doctors is thus promoted. The line of thought then is:

The scarcity has disappeared, consequently the doctors’ incomes
should be brought to a‘normal level’, but this is not yet the case. (36) What
is normal depends, among other things, on social circumstances in any
country. In The Netherlands the so-called norm income should be wielded,
anincome level which corresponds with that of the highest salary scales in
government service.

One should realize that restriction of the supply of young doctors, as a
result of which there will be no surplusses, should not lead to an income
policy based on a scarcity of doctors. A policy for a restricted supply
should be conducted simultaneously with an income policy. Of course
restriction of supply should not again lead to scarcity and income stimulat-
ing effects. Since health care has developed into an integral part of the
Western welfare state and since the financial resources largely are pro-
vided collectively, itis society also that has the right to decide and will have
to decide, onthe supply of new doctors, onthe access to the labour market,
and on the income that is gained from the collective financial means.

INCOME POLICY

to be based on the fact
that scarcity of physicians'
services has disappeared

Figure 8

Recommendation

I want to conclude this paper with the recommendation to work on a
proposal for a practical approach to tune the training capacity for the
various categories of medical professionals to the size of the health care
sector determined by society. A process should be started by which tiny
but definite steps forward should be valued more than broad fundamental
theoretical considerations. The problem does notliein the first place within
the technical realm of the scientific method of manpower planning, but in
the political will and the extent of social consensus. A policy should be
developed for obtaining this measure of social consensus. Moreover the
still lacking instruments for implementing this manpower policy (legisla-
tion, financial measurements, information, consultation procedures),
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should be provided for. | hope this symposium will lead to more than a
beautiful book of proceedings. Words alone will not suffice for a health
manpower policy that has the courage to go against vested interests and
traditional views.

. RECOMMENDATIONS

- tune training capacity to sociletal
demand

- start a political process of
achieving consensus

- develop the necessary instruments
for implementation of objectives

- apply a practical and incremental
approach

Figure 9

Discussion:

Vrijland, chairman: reminded that the income of a specialist is only part of
the total costs engendered by him.

Lapré: agreed. It is certain that the specialist has a much greater effect on
costs than his income alone.

Someone from the audience: asked Lapré to restate his argument against
restricting entry to training in favour of introducing an income policy.
Lapre: if you restrictincome per doctor, for a given amount of money, you
can employ more doctors, and thus you don’t have to restrict entry.
Brearley: when doctors were in short supply, they could command a high
income. The situation has changed. Does Lapré think that doctors should
be preferentally rewarded to compensate for the long period of study?
Lapre: said that there are other groups who have also long study periods.
Secondly health care is not a classical free-market situation. Fees are
agreed upon by collective bargaining. When you regulate some parts of the
system, itis very difficult to leave other parts free. By budgetary restriction,
the restricted salaries tend to be penalized while the free-market ones
remain untouched.

Vrijland, chairman: invited one of the representatives of the Dutch Associ-
ation of Specialists to comment on this but got no reply.
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Vissers: the speaker did not mention incentives for the specialist for in-
stance to provide quality or cost-effectiviness. In Holland the clinician
himself defines what should be done in a particular case and thus makes it
difficult for somebody else to regulate his work. You have to build in
positive incentives.

Lapré: quality is very difficult to measure, so when starting planning it is
better to take other (measurable) entities into consideration.

Vissers: said that legislation on quality is difficult, the specialist will have
an alternative view on this to the legislation.

Lapré: didn't agree that the legislator has to define quality: it is better to
plan on the existing situation.
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Consequences of Manpower Planning for the
Educational Systems in Europe

Brearley, M.S., F.R.C.S.

At the time of signing the Medical Directives on Mutual Recognition of
Doctors qualifying diplomas and the coordination of their training (1) (16th
June, 1975), the Council of Ministers also issued a Decision setting up an
Advisory Committee on Medical Training (ACMT). (2 and 3) The task of
this committee as defined in its terms of reference is to ensure ‘a compara-
bly demanding standard of medical training in the Community, with regard
both to basic training and further training’. In practice the committee has
sought to foster not only comparably high but also continuously improving
standards. In doing so it has repeatedly found itself confronted with man-
power problems and the questions concern not only the Consequences of
Manpower Planning for the Educational Systems in Europe which is the
title of this paper but also the reciprocal matter of the Consequences of
Educational Needs for Manpower Planning.

| now propose to present simple concrete issues which have emerged
and some of the conclusions to which they point.

If there is a single conclusion encompassing all the rest, it is that in
medical education quality requires manpower planning and where this is
lacking, its absence is the greatest single cause of educational insufficien-
cy.

For junior doctors, most of whom have but recently completed basic
undergraduate training, are now personally engaged in specialist training
and have still to find the employment which will constitute their future
professional career, the inter-relation of Manpower Planning and Educa-
tionis crucial. Within it are embraced the future quality of medical practice
and the future prospects of young doctors.

Both at basic and specialist level, the ACMT found itself straight away up
against the problem of the educational consequences excessive numbers
uncontrolled by any plan.

The economic and personal consequences do not fall within the purview
of the ACMT but in strictly educational terms the absence of a properly
determined relationship between the numbers of trainees and the educa-
tional resources available for their training has proved to be one of the most
obstinately recurring difficulties militating against quality intraining. There
are three operative factors which must be brought into balance; number of
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trainees, quality of training and resources required; and four possible

strategies of all of which examples can be cited:

1. limitation of number to allow optimal training with available resources;

2. expansion of resources to allow optimal training of whatever number
present themselves;

3. acceptance of whatever standard may be possible with available resour-
ces and unplanned numbers;

4. determination of numbers in relation to medical manpower needs and
consequential determination of educational resources to provnde op-
timal training for these.

The firstthree solutions may resultin the production of too many or too few

fully trained doctors in toto and within the total number; and in the case of

specialist training too many in some branches and too few in others. The
totally laissez-faire third solution which has existed widely until recent time
also incurs the probability of inequality of standards between different
countries and between different specialties and is therefore objectionable
on educational grounds. The choice between the other possibilities is not
determined by educational considerations but by factors appropriately
considered in other sessions of this symposium but | would suggest thatin
the real world of Europe in the 1980's, only the fourth solution bears any
relation to the actual needs or likely resources.

Such a policy however can only be carried out if:

1. appropriate manpower planning machinery exists;

2. appropriate machinery exists to select the required number of trainees
from those seeking to enter;

3. no legal obstacle exists to prevent such selection.
We have already heard in the previous session how these matters stand in
four member states of the European Communities and one non-member.
Overall, the position for basic (undergraduate) medical studies as ascer-
tained by the ACMT was that in 1981, three countries (Belgium, Italy and
Luxembourg) had no limits and therefore no selection, while Germany,
Denmark, France, Ireland, The Netherlands and U.K. had some form of
numerus clausus though not always at the point of admission and not
necessarily related to estimates of manpower needs and all operated dif-
ferent methods of selection. Indeed the present national laws of some
member states utterly prevent any control of university entry based on
future manpower needs. This is a situation which may well be defensiblein
relation to non-vocational studies which may be a prelude to many differ-
ent careers, especially if the course involves no personal supervision or
practical work. For medical studies which lead only to a medical career and
which call for a great deal of closely supervised practical clinical and
laboratory work, the present demands for enrolment are over-running both
the possibilities of effective instruction and future employment. Such laws
are an obsolete survival from times and conditions of the past.
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Undergraduate Education

Much time has been spent onthe ACMT on studies of the content required
for a basic (undergraduate) course of good quality which will lead to the
status of doctor. They define such a course as ‘the entire amount of
theoretical and clinical education, leading to the knowledge which should
be common to all doctors whatever their future orientation’ (4), and then
recommend that ‘the clinical training given during basic medical training
should be so organized as to take account of the fact that most doctors will
devote their entire professional lives to the practice of one or other branch
of clinical medicine; this training should take up a large part of the study
programme and cover the main clinical disciplines and specialized fields;
special attention should be paid to general practice; it should be so
planned as to lead to a high level of clinical qualification and competence;
for example, students should be trained to establish the patient’s clinical
history, assimilate the facts related by the patient, carry out a complete
clinical examination and critically evaluate the results; a substantial part of
clinical training should be devoted to simulating, as far as possible, the
actual conditions of medical practice; students should be able in small
groups to question and examine specific patients and should be given the
opportunity to establish a personal relationship with these patients, at least
forthe duration of anillness; lastly, training should aim to develop suitable
professional personal and ethical attitudes in the student, including the
ability to appreciate, understand and deal with sensitively the personal as
well as the medical problems of his patients; in this respect explicit instruc-
tion may help but must be supported by personal experience and the
teacher's example'. (5) ,

Elsewhere, the ACMT point out that the basic training ‘provides the only
education on matters outside his own specialty which the future specialist
is certain to have had. It should therefore be comprehensive, leaving no
important areas of total ignorance. Moves to shorten it by omission of all
instruction in some diciplines e.g. opthaimology, dermatology or otolaryn-
gology, or their relegation to a list of options of which only some need be
studied will lead to the production of specialists who are not fully educated
doctors’.(6) Moreover a doctor who qualifies today at the age of 23 may
expect to see enormous changes in medical practice in the ensuing four
decades of his professional life. Old specialties (including possibly his
own) may contract, disappear or become utterly transformed, while entire-
ly new specialties may arise. The basic course must equip him for such a
future both by the breadth and depth of its coverage of the basic principles
and skills, and by inculcating adaptability, intellectual curiosity and the
habit of continuous self-education.

Atthe presenttime many basic medical courses do not fulfil the desidera-
ta just outlined. In the ACMT's opinion ‘in many medical schools there are
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too many students undergoing clinical training in relation to the number of
teachers and patients’ and ‘too much emphasis is placed on theoretical
teaching. .. at the expense of clinical and practical experience’. (7) The two
observations are linked by the fact that it is not difficuitto provide an extra
course of lectures for a class of several hundred though it may be impossi-
ble to teach them all a wide range of clinical skills. Theresultis likely to be a
doctor who knows all about vector cardiography but cannot recognize
heart sounds.

Intensive prolonged clinical instruction in small groups and in close
contact with patientsis highly demanding of manpower and resources and
no country is likely under present conditions to feel able to provide it to
large numbers of students who are destined not to finish the course or
having done so not to be able to find medical work. Economic constraints
make the provision of such high quality education feasible only for stu-
dents of assured quality who also have a reasonably assured prospect of
medical employment. The manpower planning and selection process re-
quired to achieve thisis therefore effectively a precondition of educational
quality. Having got student numbers right, a second act of resource and
manpower planning must follow in order to make available the right
number of teachers, patients, hospital beds, laboratory bench spaces and
so forth. Inits ‘Report & Recommendations concerning the problems of the
balance between the number of Medical Students and the resources
needed for their Training' (8) the ACMT has studied this problem and noted
the ‘to increase the resources available to the faculties of medicine for the
training of the increased number in students, the following measures have
been taken by the Member States: new faculties of medicine have been
opened in The Netherlands, Denmark, the United Kingdom, France, Belgi-
um, Germany and ltaly.

In Belgium, Denmark, Germany, the United Kingdom, Italy, France and
The Netherlands, agreements have hcciyestablished between the faculties
of medicine arnda . extra-university sectors (non-university hospitals,
other organizations and practising doctors) with & view to increasing the
scope for practical training.

Ineach country the number of teachers has beenincreased, but ‘thereis
some disparity among Member States in the numbers of medical students
and the teachers available in the medical faculties’. They go on to recom-
mend a minimum teacher: studentratioof 1:10in preclinical departments
and 1: 5 in clinical ones. (Owing to the great complexity of the situation,
involving individuals wholly of only partly employed by the universities and
wholly or partly engaged in teaching, these figures are only a broad
indication ana it is necessary for a better understanding to read the whole
report. Equally difficult studies relating to training beds are still in pro-
gress.)
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Specialist (Postgraduate) Training

In the field of specialist training” the same triangle of forces uniting
numbers, resources and quality constitutes the essential core of the prob-
 lem but, separate assessment and planning are called for specialty by
specialty. Moreover, the problems are further complicated by the essential-
ly different nature of specialist training which is not just a course of
instruction but a progressive programme of learning by doing.

The medical directive 75/363/EEC laid down the principie of personal
participation of the specialist trainee ‘in the activity and in the responsibili-
ties of the establishments concerned’ and the ACMT's Report and Recom-
mendations on the General Problems of Specialist Training 111/D/732/2/78
(111/D/1904/79) goes on to recommend that this should be achieved by
carrying out the training in remunerated full-time posts with a service
element (with special provision for part-time training). This introduces
several new manpower aspects into the situation.

In the first place, the trainee is providing services within the health
system and himself constitutes part of its manpower. Secondly in training
institutions when, as is frequently the case, there are numbers of trainees,
the more senior ones contribute to the training of the more junior ones.
Thirdly the need to find training of practical work means that in the larger
specialties, the work flow of the university hospitals is not alone sufficient
to offer all the posts required and non-university hospitals also need to be
utilized. As with the basic training some breadth of outlook is desirable so
that the specialist understands related subjects and is also equipped to
cope with future changes in his own specialty. Specialties tend to fall into
families and training should proceed through a common trunk of related
specialties adapted to the needs of the ultimate specialty to which it leads.

The operation of such a system of training involves planning at many
levels. It affects the provision of medical services to the public, the statfing
of hospitals and similar institutions, the finding of empioyment for trainees
and the ultimate employment of specialists. The arrangements through
which these functions are carried out vary widely between countries.

At the same time the bodies determining the content and standard of
training which are equally diverse, are concerned with training issues
which interact with matters of employment. Training bodies are concerned
not only with standards of care and academic facilities, and with the
recognition of posts for training but also with questions of hours of work,
duty rotas, study leave, rotation of staff and so forth in which a conflict of
interests may arise with employing bodies.

At the present time there are still member staics ¢ *~s Furonean Com-

' using the term to include also general practitioner vocational training.
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munity which do not have national competent authorities for specialist

training, and do not carry out specialist training through paid posts with

progressive responsibility. The standard of practical clinical skill attained
by specialist trainees is therefore not everywhere of a comparably high
standard.

Granted such a diversity of institutions both for health care and for
training, no single formula can be recommended but the basic principles
remain: specialists should be trained in numbers related to future needs
and the quality of their training especially their practical clinical training
should be assured by an adequate number of suitable training posts under
the close supervision of the training authorities.

In conclusion therefore, | would repeat my opening summary - that in
medical education, quality requires manpower planning and that when this
is lacking, its absence is the greatest single cause of educational insuffi-
ciency. In addition | would suggest that this planning calls for suitable
institutions. These are already well developedin some countries and hard-
ly exist in others. In matters of detail there is opportunity for variety but
certain principles are inviolable among which | would suggest four:

1. The numbers in training must have rational relationship to career pros-
pects.

2. There must be a satisfactory system of selection.

3. Training resources must be provided such as will allow the highest
possible standard of training for the determined number.

4. The institutions required to realize these objectives must give effective
power tothe organized medical professionincluding the trainees and to
the competent authorities responsible for academic standard as well as
to the bodies whoever they may be, responsible for providing the re-
sources and financing the medical work force.

Discussion

Van Egmond: asked whether the speaker agreed that instead of restricting
the number of trainees, it would be better to restrict the working hours to
give each trainee more study time etc.? How many hours should there bein
a trainee's working week?

Brearley: difficult to say: too many hours mean the trainee is too tired to
benefit from his experience, too few hours mean too little experience. He
said ‘On hours | would have thought that, knowing the fact that there are 24
hours in every day, and it is usually considered appropriate to work for 8,
play for 8 and sleep for 8, that something like a 5 day, eight hours week
would be a suitable starting point for the discussion'.
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The Role of Government in Health Manpower
Planning in Hungary

I. Forgacs, M.D.

Introductory remarks

The health insurancy has been including the whole population since 1975
in Hungary. In this respect the health care is a right of citizenship and free
of charge.

The health service as well as the health manpower planning, develop-
ment, education and organization is governed by the ministry of Health.
The supervisionisdirectinthe respect of medical universities, of the health
college, insome forms of nurse education and in all forms of post-graduate
and continuing education. The national institutes belong aiso directly to
the ministry of Health.

About 80% of in-patient and 95% of out-patient services and the PHC, the
social care and the larger part of rehabilitation are directed by the local
councils but medically supervized by the national institutes and so indirect-
ly by the ministry of Health.

The planning of health service and health manpower is closely connect-
ed with the actual five years plans. The planning of health manpower takes
place in the ministry of Health according to the following methods:

- situation analysis by different demographical, ill-health, health man-
power and other relevant parameters,

- taking into account the possibilities and relations to other sectors,

- aims and objectives according to the needs, demands and supply,

- matching the above mentioned factors, and

-~ monitoring and evaluation.

Demograpbhical

The basic demographical figures showing the health condition of the
population (the average life.expectancy at birth time, mortality) have gone
through unfavourable changes during the last decade, taking into consid-
eration both their quantity andtendency. The present level of satisfying the
needs and the several factors influencing the health condition and needs of
the population indicate that there will be a growing tendency in the health
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needs of the population during the next two decades.

Demographic factors have a permanent differentiative influence on the
probable structure of the morbidity and on the use of health institutions.
For the year 2000 a fourhundred thousand - decrease in the number of the
populationis foreseen, which will concern mainly the younger age groups,
while the number of those above sixty is going to increase by two hundred
thousands. This process of the ageing of the populationimplies agrowth in
the coincidence of diseases and the use of institutions (both preventive-
curative and social).

Mother, infant and child protection plays an essential role among the
objectives of our health policy, aiming at increasing and stabilizing the
level of fertility and protecting the health condition of the new generations,
which coincides with our long term population policy. During the next
period anincrease in environmental harms and potential sources of danger
is foreseen.

ill-health Status.

During the next twenty years a fundamental task will be the prevention,
therapy, care and rehabilitation first of all of cardiovascular diseases,
accidents, tumour diseases and mental diseases. Our long term special
programmes for the effective curing of these branches of diseases must be
realized in a coordinated, periodically task-oriented, progressive way. The
number of the newly discovered cases will be increasing further because of
the spreading of preventive medicine, of screening, and of the early disco-
very of cases previously not known. This slightly increases the number of
the so-called first appearences, and adynamic increase in the regular uses
is probable caused by a more frequent practice of care. A reasonable
limitationin the number of claims can be achieved only by a more effective
endeavour to cure them resultfully and definitively.

The use of in-patient institutes (the proportion of hospitalization) will
slightly increase, while the average duration of care can be shortened by a
more intensive examination and the widening of the range of treatments in
out-patient care. The increase in the use of hospitals can be preserved on
an acceptable level only if the conditions of primary health care, screening,
social care, are developed in a purposeful and coordinated way.

Care
Care - also as the main method of preventive medicine - must be gradually

expanded in a way that it must preserve its tending towards special
branches of diseases and special age-groups. Though the whole range
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care of the population cannot be realized by 2000, it is essential that this
kind of activity must be the main territory of primary health care.

The extension of screening must be done with concentration on
branches of diseases of national health importance, and with unique meth-
ods, optimal periodicity. So the care of selected patients is mainly the task
of primary health care. The role and importance of primary health care in
the structure of health services will be essentially growing. That is why it
has to reform its system of relations with the other branches of health
provision. The level of training and post-graduate training of general prac-
titioners must be increased, and the conditions from their work must be
secured. We have to work out acceptable methods for improving the
interest and work performance of GP's.

The tasks of health and social nursing and care have been presentedin a
more and more combined way (at the same person, or group, or popula-
tion) that is why the services of home nursing and the forms of district
social care must be developed in a coordinated way, it has to work under
the unified special direction of the general practitioner, and the model of
the organizational union must be worked out and realized.

Inthe field of mother, infant and child protection perinatal mortality must
and can be further decreased with the improving of the care (perinatai care,
infant protection) providing a healthier reproduction. The whole range
care of larger - especially urban - child populations must be realized by a
better coordinated, complementary and not overlapping function of dis-
trict and school health provision.

Problems of ageing

One of the main questions of the future is the perspective of the care for the
elderly. Inthe framework of it traditional forms must be developed propor-
tionally (e.g. the number of day-homes for the elderly must be raised to be
three times more, and the number of places in social homes with 70%-75%),
on the other hand new forms of care must be created and developed, e.g.
boarding houses for the elderly, but first of all social care at home. The
activity of the society regarding care - besides the present and extendable
forms and institutional network of social care - must be tended towards the
activation of the population (families, groups, individuals, organizations),
as their participation in fulfilling these tasks is essential.

Rehabilitation

Rehabilitation, which is an extremely important task from the point of view
of the future society, is practised on the common basis of the network of
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health and social institutions. The tendency towards the growth in the
number of the disabled can be stopped only by building up an overall
system of rehabilitation. In the field of medical rehabilitation, within the
hospitals the in-patient background of cardiological, locomotor and men-
tal rehabilitation must be developed in organic unity with the out-patient
sections. Professional rehabilitation is the key issue in building up the
overall rehabilitation system. Rehabilitation is a complex task of social
policy, which can be raised to the necessary level only by the planned and
coordinated work of all the necessary organs and institutes.

Progressivity

When working out, taking and realizing special-organizational measures,
the principles of progressive health care must be asserted. In the spirit of

this the practice should be that each patient should get health provision of

the level and in the form his disease and condition demands it. Within the
integrated in-patient institution, during the course of forming the special
internal structure, besides the sections for intensive and active care, sec-
tions for long term care must be organized.

The vertical levels of progressive provision (town-county-regional-na-
tional) must secure the division of work among the institutes. On the basis
of the probable special tasks till 2000 it can be foreseen that the town level
can need 60%-70%, the county level 20%-25%, the regional 8%-12%, and
the national 2%-3% of all the beds. The different levels must be developed
towards the marked tendencies, without taking into consideration the
spontaneous organizations and the local prestige interests.

Health manpower

Taking into consideration the demands raised by the development in the
network of provision, changes in the structure and qualitative factors, by
2000 the manpower need will increase roughly by 50%. This increased
amount of health workers must help first of all the development of primary
health care, the extended and up-to-date application of screening-care-re-
habilitation, the manpower needs of special programmes, and the applica-
tion of wider and new forms of social provision and care. In order toreach it
and to decrease the loss caused by mobility, modern and elastic methods
for training, regulation and manpower management are needed.

The nurber of doctors trained will not change essentially. The introduc-
tion of the two-graded training for pharmacists seems to be justified and
purposeful from a special point of view. The intensive development of
health provision needs an increase in the number and proportion of experts
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with other academic degree than medical (e.g. biophysical, chemical,
economic, mathematical).

Increasing the quantitative capacity of training in medical college is not
necessary, but a flexible change in the structure of specialities, based on
the health needs, is essential (e.g. nurse training on college level, social
nurse training). In the field of training the nurses the quantitative and
qualitative importance of special secondary school training must be im-
proved together with the improvement of the social situation and working
conditions of young nurses.

Permanent post-graduate training concerning all kinds of health man-
power is very important. The continuing training of health managers has to
be based on the special needs of health provision.
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The Role of Government in Health Manpower
Planning in Canada

R.B. Holmes, M.D.

Introduction

In discussing the role of government in a country where there is govern-
ment funding of health care in an open- ended system with few controls on
demand, utilization or price, possibly the greatest value in hearing about
the Canadian scene is the relation and interplay between the provinces and
the federal government in these matters. In this sense there may be some
similarities with the relationship of individual countries in Western Europe
to each other and to the European Community in respect to manpower
problems.

To put health manpower planning in Canada in its proper context we
must deal briefly with some factors that apply to the Canadian scene.
Having described this context we can then look at manpower planning as it
actually occurs in Canada, and as it might occur.

The context factors are six in number:

- geographic and demographic;

- Canada’s political constitution;

- the evolution of health care legislation by government;

- the methods of practice of various health care workers;

- theeducation, qualification and licensing of the medical profession, and

relevant for the 1980's,

- government’s targets for cost containment.

Geography and Demography

Regarding the first of these, Canada’s geography and demography, the
country has a population of 24 million which is very unevenly distributed.
About 22 million of these live in a long, thin band extending 3,000 miles
from east to west, within about 100 miles of the United States border. There
are 24 urban centres of over 100,000 population each.

The aggregate population of these centres is 2imost 15 million people or
60% of Canada's population. Another important factor which is helpful, in
examining our neighbour the United States, is that Canada’'s population is
about 1/10 that of the United States.

e T N R T R DK P e e
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The country is comprised op 10 provinces and 2 territories. Once again
each province has avery uneven distribution of people and natural resour-
ces. It ranges from Prince Edward Island the smaliest province with a
population of 125,000, to Ontario, the industrial heartland of the country
with a population of 81, million.

Some provinces have little manufacturing and few natural resources and
others are wealthy in one or bothresources. Thisresultsinthe description
of some as have-provinces and others as have-nots. Informally provinces
in different regions group together for certain planning and consultation
purposes. These fall into five or sometimes four groups, namely the Atlan-
tic provinces, Quebec, Ontario, the Prairie provinces and British Columbia,
or more frequently the four western provinces. A practical problem in a
country like this is that with the low population density and the large
distances, extending over 41, time zones, face-to-face meetings on the
national scene are fewer, and decision making is slower.

Constitution

Regarding its constitution the country was formed 115 years ago by the
union of 4 separate British colonies to create Canada. The constitution
makes it a confederation with central federal responsibilities such as inter-
national affairs, defence, the post office, native people, and national trans-
portation (railways) for example. There is a federal department of health
whose function is primarily related to international health, the health of
native peoples and health research.

The constitution assigns to the provinces responsibilities which are
mainly in the social and cultural areas, and certain local services. Provincial
responsibilities therefore include health, education, social services, hous-
ing, municipalities and roads.

Apart fromits responsibilities, the federal governmentis playing a major
role in health and education through the transfer of funds to the provinces
to assist them in fulfilling their responsibilities in these areas. The federal
government provides about half the cost for health services and post-se-
condary education. It finances the health research through the Medical
Research Council of Canada to the extent of $100,000,000 a year.

Regionalization takes places in some provinces for purposes of health
planning.

Health Legislation

Regarding the evolution of health legislation, in 1958 the federal govern-
ment enacted the Hospital Insurance and Diagnostic Services Act whereby
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it provided half the funds to cover the cost of operating hospitals, including
those medical services which were related to diagnosis within hospitals,
laboratory and radiology services.

In 1962 the province of Saskatchewan on its own, introduced an insu-
rance planto cover medical care services. Its introduction was attended by
considerable opposition on the part of the medical profession leading to a
‘doctor’s strike' of services for 23 days. The outcome to this conflict was
that government got its way in general with the exception that doctors were
free to opt out of the insurance plan and deal with the patient directly, the
patient receiving reimbursement from the government for the bill rendered
to the patient by the physician.

In 1964 the federal government created a Royal Commission of Inquiry
into health services in Canada. The Royal Commission eventually recom-
mended a national comprehensive plan for personal health services. Two
years later the federal government acted on these recommendations and
brought into being the Federal Medical Care Act. This legislation made
funds available on a 50/50 basis to all provinces which set up and operated
medical care programs with four basic features.

1. The scope of benefits should be, broadly speaking, all the services
provided by physicians.

2. The plan should be universal. It should cover all residents of a province
on uniform terms and conditions.

3. The administration of the plan must be public, if the federal government
is to contribute, i.e. all private health insurance plans must go out of
business.

4. Transferability of benefits - when a person moves to another province or
is absent from his own province.

In 1977 the federal government enacted the Established Programs Fiscal
Arrangements Act, which moved from the previous arrangement of match-
ing funds from the federal government to meet provincial costs on a 50/50
basis, whatever those costs may have been, to a new arrangement of block
grants.

In 1979 there was a formal federally initiated Health Services Review,
which recommended two additional goals:

5. Reasonable compensation for the provider.
6. Uniform terms and conditions of eligibility and coverage.

The Review, in commenting on medical manpower, indicated a ratio of 1
active civilian physician to 666 population.

The report stated ‘if present recruitment into the profession continues,
that ratio may well be 1: 300 by the year 2000'. The provincial ministers of
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health seeing that figure and relating it to costs, became quite alarmed.
This stimulated turther interest by provincial governments into all as-
pects of medical manpower.

Methods of Practice

Issues concerning medical manpower in Canada are influenced by the
type and nature of medical practice. Physicians generally engagein private
office practice combined with hospital practice. Most physicians operate
on a fee-for-service principle with some hospital-based physicians being
paid a salary. Fee schedules for the entire profession are generally deve-
loped by each provincial medical association. When the government medi-
cal care program came into being it paid a schedule of benefits. This in
Ontario for example was originally linked to the fee schedule of the provin-
cial medical association. The benefits initially were 90% of the stated fee
schedule, the same percentage that the earlier private doctor-sponsored
plan allowed the physician. Physicians were free however to bill the pian
and accept the benefit payment as full payment, or they were free to charge
the patient an additional amount.

These points illustrate the many freedoms for the practitioners in the
system. A practitioner is free to practice where and how he chooses. He is
free to choose his method of payment, fee-for-service, capitation or salary.
He is free to treat his patient without any concern for the set his own cost of -
treatment (cost to the patient or to the paying agency, government). He is
free to depart from the government established schedule of benefits.

As stated above the schedule began at 80% of the printed fee schedule of
the Provincial Medical Association. The setting of the schedule soon
evolved into an annual negotiation between the government and the medi-
cal association. For example the Ontario Medical Association annually
negotiates a percentage increase in government funding for private prac-
tice costs. The Association then distributes the increase to the various
specialty groups and this is reflected in the individual items in the fee
schedule. More recently the Association’s dissatisfaction with annual in-
crease is reflected in the fact that the government’s schedule of benefits is
now only about 73% of the Association’s independently set tariff.

Regarding dentistry itis essentially private fee-for- service practice with-
out any government insurance plan. There are many private insurance
plans and there is some government support for dental care especially for
children. In Canada about 1/3 of the people see the dentist on a regular
basis, 1/3 see him only on emergency and 1/3 never see a dentist. Dentists
perceive an over-supply of numbers and some are getting into financial
difficulty.

Regarding nurses they are traditionally salaried employees usually of a
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hospital or an employee of a private practising doctor. There are a few
nurse practitioner educational programs. The number of nurse-practitio-
ners in the system is minimal in size and impact, the major problem being
where and how to employ them. A decade ago there was a perceived
oversupply of nurses, which was reflected in a reduction in educational
programs. There is now perceived an acute shortage of nurses.

Education

A few comments regarding medical education are relevant for adiscussion
of medical manpower issues. There are 16 medical schools in Canada.
They all undergo a periodic accreditation process which is identical to that
forthe 116 or so schools in the United States. The standards for accredita-
tion are identical. Each country has its own accrediting body and each has
a voting representative on the accrediting body in the other country. The
accrediting teams frequently contain a member drawn from the other
country. Aresultis thatitis much easier for a Canadian physician to obtain
a license to practice in the United States, although easier in some states
than in others. This factor is very important when considering medical
manpower issues in Canada.

In Canadaeach province issues a license to practice to anyone from any
province or any country who meets the necessary standards via a qualify-
ing examination. A graduate of any school in Canada or elsewhere is
eligible to try a pre-licensing examination set by a national body, the
Medical Council of Canada. Anyone passing that examination can get a
licensein any province (except Quebec which has its own licensing exami-
nation and organization).

Post-graduate specialty trainees are certified by a national body, the
Royal College of Physicians & Surgeons of Canada which covers all spe-
cialties except family practice. Trainees in formal university based family
practice programs are qualified through the College of Family Practice of
Canada. These national certificates of specialty are recognized by each
provincial licensing body, the importance of this being that it allows a
certificant to charge a specialist fee when practising in a specialty.

Cost-containment

The political objective of governmentis to have a health system with all the
ideals of quality, and equality. The realities are that government has an
operational objective, which is to keep health care costs to their traditional
share of the gross national product. Many observers maintain they can only
conclude that government’s primary concern is cost and that it has only a

-t
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nominal interest in quality. Using such rough guides as mortality and
morbidity, government sees little relationship between quality of care and
the numbers of doctors. Government has a perception that there is a direct
relationship between the numbers of doctors and-the total costs to the
system. Dividing the number of doctors into the total cost of the system,
some observers have conclude that each additional doctor costs the sys-
tem $250,000 per year. These factors have lead to another perception by
government, that there is a trend to over-supply of physicians.

Health care costs in Canada have risen over the past 15 years as a
percentage of gross national product. But compared to many other west-
ern countries Canada’s rate of increase has been well below any of the
others. Canada’s health care costs have been relatively very well contained.
This has gone to the point where over the past 2-3 years increasing
pressures are building to allow some easement in cost containment.

In the meantime government continues trying to control costs and to
achieve this they have a number of targets for cost-containment. It is
important to note that by aiming directly at any one target, government also
strikes other targets.

In controlling expenditures the targets are in the hospital sector, the
health professional sector, and the educational program sector. The meth-
od of containing costs in these sectors is by increasing funding at a rate
less than that of inflation.

In Ontario utilization of health services per capitais increasing at arate of
about 2% per year compounded. This is therefore an additional target.

Another approach is in limiting costs through limiting the supply of
health manpower hospital beds (or even entire hospital), and facilities such
as CT scanners. It is attempting to control prices of inputs for example by
limiting the funding allowed for various services such as medical care
services.

Government is trying to shift priorities by providing preferential funding
to ambulatory and daycare facilities, to shifting of emphasis from medical
to allied medical health workers, and decreasing the ratio of medical
specialists to general practitioners.

A fourth element in cost is the fact that in three of the ten provinces a
significant amount of funding for the system does not come from general
tax revenues but from premiums charged to insured individuals (even
though in many cases much of the premium is provided as an employer

‘contribution). The theory behind the premiums is that first it relieves those

governments of some of the total burden for the health care costs, and
secondly that it gives the consumer some awareness that there is a cost
element to the provision of health care services.
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Health Manpower Planning

Having dealt with a number of context factors within which health man-
power planning must operate, one can ask the question: Why do health
manpower planning in the first place?. In general terms one does it on the
one hand to ensure there is enough health manpower to provide adequate
services, and on the other, to avoid having too many health providers from
the perspectives of costs and ethics.

If numbers are grossly out of line with needs, broadly defined, the
citizens may suffer due to insufficiency. If there are too many, costs may
rise far beyond the benefits provided, or the public may be ill-served by
competition for patients by too many providers, with unnecessary services
being provided.

Approaching manpower planning in this way means that numbers are
the prime target, and if looked at from this perspectiveitis very limited inits
value to the system.

One might argue that the prime target should not be manpower planning
per se, but policy planning for the provision of the right amount of health
service, of the right type provided by the most appropriate health profes-
sionals. If so this is the main end to be sought, manpower planning is a
secondary target. It is simply the means to an end. What's really happening
is that the prime target is being ignored as government tries to manage by
crisis rather than manage by policy.

Role of the Federal Government

Regarding the actual role of the federal government in health manpower
planning, it seems to be a relatively low priority matter for the federal
government.

The one major policy achievement in recent years was the control of
immigration of physicians into Canada. This was achieved primarily be-
cause of agreement by all the provinces that unlimited immigration of
physicians should be controlled. The present policy is that immigration of a
physician is allowed usually to fill an academic post of for someone com-
mitted to working in an underserviced area. There are still problems be-
cause animmigrant family may enter the country and only after arrival does
a member identify himself or herself as a physician.

The federal government’s role in planning has to do with three national
committees, two of which have been operating for about 10 years. The first
is the Federal/Provincial Advisory Committee on Health Manpower. It is
composed of civil servants and has no decision making powers. It ex-
changes information but rarely makes specific recommendations, al-
though it did make the recommendation about curtailment of immigration.
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The second is the National Physician Manpower Committee which is
advisory to the federal government and contains no provincial government
members. It is composed primarily of representatives of the various na-
tional professional organizations plus federal government representatives.
Its function has been to ook at projections of need for the next decade.

Neither of these committees is as effective as might be desired. The main
benefitis that each is a forum which brings people together to generate and
exchange information. They have found it hard to come to grips with the
issues since they involved more than one province. It has been felt the
committees have been of doubtful value and the federal government is
uncertain about what value the provinces get from them.

Thereis athird ad hoc committee which is chaired by a federal assistant
deputy minister. This resulted form the Health Services Review in 1979,
already referred to. The specific task is to look at the issue identified in the
Review that the country may well be looking at a doctor population ratio of
1:300 by the year 2000. The motivation behind creation of the committee
was for it to come up with something which would lead to action. So far it
has identified some alternative options such as reduction inthe numbers of
undergraduate students across the country. At the federal level there is a
sense that people are not sure where to go next in respect to manpower
issues. They feel they do not have a good data base for drawing any
conclusions.

Since the federal government is currently paying approximately half the
cost of the health system, it continues to have a major and national interest
in the health plans. The federal government is particularly concerned
about possible erosion of equitable access to health services.

A possible scenario affecting medical manpower is as follows: govern-
ment is continuing to hold down health expenditures as a percentage of
gross national product. Physicians incomes have fallen behind inflation.

Physicians are billing patients above the government benefit level. The
federal government claims this will destroy the principle of universal ac-
cessability, and has threatened to make funds available to provinces only if
they ‘outlaw’ extra billing. This will lead to confrontations with the medical
profession. It may stimulate some to emigrate to the U.S. and others into
early retirement. This underscores the impact on health manpower, of
policies which may be directed primarily elsewhere in the system.

The most desirable role for the federal government is to enhance its
effectiveness in bringing the provinces together and in gathering informa-
tion. The most desirable role for the federal government is to maintain a
national role in support of the health care system, having created that
system some fifteen years ago.



146
Role of the Provincial Government

Regarding the provincial role in health manpower pianning, in 1975 the
government of Ontario began to relate the number of doctors to the overall
costs of the system and concluded that each additional doctor created an
additional cost of $250,000 per year. The government of the day accepted
the physician supply at the time as being appropriate, and indicated it
wished to hold the supply at that level allowing additional physicians only
as populationincreased. It also wished to maintain the existing percentage
of specialists in the system. To achieve this it fixed the total number of
undergraduate medical students at the 1975 figure, and from time totime it
has reduced marginally the number of post-graduate physicians which it
would fund through hospital budgets. It created an advisory committee on
medical manpower, whose role was primarily that of watchdog and sound-
ing board rather than policy development. More recently one province has
reduced the number of post-graduate training positions from 203 to 185. It
plans further reductions to 165 and then to 150. In at least 2 provinces
government dictates to the universities the numbers of trainees allowed in
each specialty training program. In another province the number of trai-
nees was reduced from 2,400 to approximately 2,220. That province is now
proposing to eliminate selected entire specialty training programs at one
university or another. The province of Ontario has implemented a reduc-
tion in post-graduate training numbers of 2% effective July 1982 and
proposes further reductions of 5,5% and 5% over the next three years,
amount in all to some 450 positions. Iin one province the minister of
Education wishes to increase the size of the undergraduate class whereas
the ministry of Health wishes to leave italone. In another province there has
been a 10% reduction in undergraduate numbers, not so much by govern-
ment decree but by the medical school itself due to constriction on funds.
One can only conclude that most of these ad hoc actions by government
will not achieve the objectives stated.

What few medical manpower studies have been done are of dubious
quality because they have failed to realize the free mobility of physicians
from one province to the other, because of a lack of data about supply,ora
sense of how to identify true demand. Most of the participants in the
planning process are experts in other than the field on manpower planning,
orthey have special interests at stake. Bloom and Peterson of the Universi-
ty of Pennsylvania have done an extensive review of all medical manpower
planning efforts in the United States since the days of Flexner and have
pointed out the flaws in methodology and identified the reasons for them.

The most likely possibility is that government will continue to increase its
level of control of health manpower in respect to overall numbers, types,
distribution and the roles they play. Factors contributing to this control will
be methods and amounts of remuneration, and control of the educational
programs.
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Regarding numbers, the most direct way of controlling them is through
the number of licenses that are allowed to be issued in any one year. A
lesser level of control would be to limit the number of practitioners who are
able to bill the government plan, allowing others to practice but not to bill
the plan. Another means of control would be to limit the number who are
allowed appointments in a given hospital. Other approaches to control
might be changes in legisiation to allow other health care workers such as
nurses, to perform medical acts and not under medical supervision.

Changes inthe amount or method of remuneration of doctors can have a
negative effect on manpower numbers by encouraging practitioners to
leave a province or the country, and discouraging immigration of others.

At present there seems no way of implementing a manpower policy since
no one knows exactly what it should be. One wonders whether the policy
should be directed toward medical manpower, or whether to identify the
objectives of the health care system which required definition, leaving
manpower numbers to float freely within such a defined objectives.

The most desirable role for provincial government is for a clear identifi-
cation of objectives for the health system in four stages:

1. Overall purpose of the system, its ‘raison d'étre’.
2. Operational objectives.

3. Then, setting of manpower objectives.

4. Then, planning the strategies for these objectives.

It is essential that if such an approach is to be adopted, that there be
national coordination of the various provincial approaches.

At present the province of Ontario does not have such a desirable
approach but it does have the mechanism through which such an ap-
proach could be realized. | refer to the Ontario Council of Health.

Ontario

The Ontario Council of Health is established by statute as a senior body to
advise the minister of Health on heaith matters and needs of the people of
Ontario. Itis anindependent and impartial body composed of some twenty
private citizens. They are appointed to Council based on their ability,
experience and interest in the health field. They do not represent any
particular professional organization or pressure group. They are appointed
by the minister to provide him with policy advice on broad areas of health,
and emphasizing the long-term view. The Council operates through spe-
cialtask forces designed with a view to addressing a specific problem. The
Councildoes have a smallin-house research capability, and has the ability
to contract out research projects of greater scope, which may be needed
for the conduct of any given study.
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The Council thus has a unique position in the health system. While
professional and other specialty organizations and institutions as well as
consumers, have the opportunity to advise the minister of Health, it is only
the Ontario Council of Health which is in a position to act in an objective
way, basing its recommendations on scientifically conducted studies, tak-
ing into account the views and judgements of the various groups and
formulating a policy proposal which in its judgement is in the best overall
publicinterest. The Council of Healthisin factinvolved in a major study to
advise the minister on medical manpower matters in Ontario, keeping the
long-term view in mind.

Its study has two components, first to advise on the government’s pre-
sent intention to reduce post-graduate training positions in Ontario and
secondly to advise on any other matter relating to medical manpower. It is
attempting to do this keeping in mind government’s existing policy to
maintain quality but contain costs, to shift emphasis in health care from
in-hospital specialty care to ambulatory family practice care, and to make
optimal use of nursing and other allied health manpower.

The Council has created a task force of ten individuals including an
educationalist, an economist, a health administrator, a former university
president, the director of atraining program for allied health professionals,
a former medical school dean, one nurse and three practising physicians.
The task force began by consulting experts in manpower methodology
including forecasting. It consulted the special interest groups and it con-
sulted government regarding its objectives. The task force report will go to
the parent Council which will send the report out to independent peer
review. The Council members will then examine the report and recom-
mend to the minister. Shortly after this it will make public its report to the
minister.

One cannot predict the final outcome of the Council of Health's Task
Force on Medical Manpower nor the government'’s response to it. All that
can be said at this time is that it is trying to avoid the pitfalls of previous
manpower studies, and to examine the problems in the context of the
overall objectives of the health care system.
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Problems Facing Europe

P.A. Farrelly, M.D.

There have probably always been, and certainly so in modern times,
problems of medical manpower. It has always been difficult to match the
demand with the supply. This is true, not only of total numbers, but of the
specialized areas of practice as well and with the increasing trend towards
narrower specialization this has become more acute - one can have pover-
ty of numbers in the midst of plenty.

Likewise there are problems of a distribution nature on a geographic
basis within countries and within specialties. In most cases the shortfall is
inthe more peripheral areas of countries, the pull of the city’'s bright lights,
better and more expensive facilities for practice, better educational and
social amenities for families, and generally enhanced earning power often
proving irresistable. This leaves many underdeveloped areas short of doc-
tors, especially specialists, despite the allure of good hunting, shooting
and fishing country.

There are also manpower problems of an international nature. Some
countries appear to be constantly over-doctored. Nowadays in Western
Europe at least, few are under-doctored.

Where do we start in an attempt to grasp the fundamentals of this
complicated and multi-facetted conundrum. It has to do with entry to
medical school, with facilities for training, both at undergraduate and
post-graduate level, with social security systems and patterns of practice
and with earning potential.

Firstly, we can say there is no shortage of candidates for medical school,
and unless there is numerus clausus there will be over-supply.

Secondly, we can say that facilities for training in medical school are
finite and are usually stretched beyond what is prudent. Thiscanand does
lead to excessive numbers of poorly trained doctors.

Thirdly, the tacilities for post-qualification training are likewise finite and
also are often over-stretched, with the same resulit.

Fourthly, the system of practice where the family doctor provides pri-
mary health care and refers complicated cases to hospital to be treated by
consultants appears to lead to a lesser doctor - population ratio as in
ireland and Britain, compared with Belgium and Germany.

Fifthly, the system of practice where a capitation-fee or salary is the
norm, as in Britain, seemsto need less doctors than where a fee-for-service
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scheme exists. We can leave the quality of the respective services for
further discussion.

The spectre of medical unemployment has been stalking the countries of
Europe for the last ten years, and has grown appreciably larger in the last
five years. These were set out in a paper prepared by PWG in 1979. In
Denmark 13.3.80 327 doctors were out of work and new posts are not being
created because of the recession. So they tend to cling on to the present
post thus causing a bottleneck. Even in Switzerland, where such a thing
was unheard of since the thirties, 30-40,juniors were out of work this year.

So since saturation point has been reached in several countries (any-
thing less than 1 in 500 ratio generally is regarded as saturation and 4
countries are at this point) the only possibility to control the problem and
avoid the waste of money and brain power involved in medical unemploy-
mentis to limit the numbers going into the system. To give due credit to the
profession, they were quite farseeing and several countries took prompt
action to cheek the rising graph curve of medical student admission. This
rise has now been arrested in all but three EEC member states, but constant
attention is necessary to keep the situation under control.

Further, there is some evidence accumulating that medicine as a profes-
sion is becoming somewhat less sought, due to the arduous and lengthy
training programmes which tend to defer full seniority and earning power
to the middle- thirty age, and also due to the unpropitious job prospects of
these times.

| congratulate the organizers of this conference for their initiative. They
have provided a useful forum for the discussion of this topic of such vital
importance to our profession and have assembled a variety of speakers
well qualified to make positive contributions to its solution. This must lie,
for the future, very largely in the field of stricter application of numerus
clausus in those countries which have it, and in making every effort to
encourage and persuade those who so far have not introduced it to do so.

Furthermore, efforts should be made in each country and perhaps also at
the level of the EEC to improve the distribution pattern of doctors, largely
by providing health facilities for the practice of medicine in the more
remote areas, and perhaps financial incentives as well. In addition efforts
should be made to increase the attractiveness of less popular specialties
which will redound to the advantage of both the doctors and the population
they serve.

General Discussion
Aarimad: asked dr Forgacs whether he had calculated the contribution of

the 60%-70% female doctors to the medical care and compared this with
the contribution of their male colleagues.



151

Forgacs: estimatesthatthe total (life-long) productivity of a female doctor
islower than that of a male doctor, because they have different life styles. In
Hungary, in the average population, the retirement age for women is 54, for
men it's 60.

Leer: suggested, dividing possibilities and desirabilities, to deal firstly with
the problem of manpower in view of education and quality of health care
and secondly to analyse the problem of the tremendous costs of health
care. Having determined the desired functions of health care, thirdly the
question arises ‘how much can we afford and how much are we willing to
pay to our doctors’. Science suffers when economy plays too big arole too
soon in this discussion. ’

Holmes: agreed that dr Leer has put forward fundamental points. Man-
power planning appears to be a mere manipulation of numbers. Of course,
it'simportant, keeping in mind the economic realities, to identify the kind of
system, with the suitable kind of health care providers, that society really
needs. Following this, an appropiate number of physicians should be fixed,
but this may be very difficult to do. In short, dr Holmes confessed that he
himself couldn’t provide the answers to these important questions.
Farrelly: also agreed with the former speakers, although he stressed that
economy and science are inseparable. He illustrated this statement with an
example.

Wells: emphasized that the concepts of health and health care are mixed
during this conference. He stated that, certainly the number of doctors per
head of the population is important in respect to the quality of health care.
He wondered whether the medical profession should not try and persuade
governments to spend more money on health care. Eventually he asked dr
Holmes about methods of controlling immigration of doctors in Canada.
Holmes: explained thatimmigration of doctorsin Canadais limited by use
of akind of ‘point-system’, set up by the federal government and based on
economical and functional criteria. Of course the system is not perfect.
Furthermore he agreed with dr Wells on the need to spend more money on
health care by the various governments, especially in Canada and the
United Kingdom.

McNally: asked the members of the panel about their opinions on the
impact on employment of an open market system, such as in Canada, and a
closed specific nominated post system like in ireland and the UK. Secondly
he asked dr Farrelly as the chairman of the ACMT about his opinion on the
qualitative consequences on education and health care of the Danish
shift-system, whereby a specific limited number of hours is worked to give
employment to the excess number of junior doctors.

Farrelly: said that of course in a fixed post system unemployment will hit
quicker than in an open market system, as here doctors will probably
almost automatically share the amount of work. Answering dr McNally’s
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second question dr Farrelly stated that the ACMT emphasized that, to
ensure the quality of training, junior doctors should however have the
opportunity to get the necessary experience to become a competent doc-
tor.

- Holmes: commented on Farrelly's statement by saying that, since the
Canadian government tried to hold doctors incomes down by reducing the
fees, the doctors started seeing more patients in order to maintain their
incomes. In doing so the doctors create their own employment.
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SESSION V:
WORKSHOPS
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Introduction

Health manpower planning should be an integral part of health planning
and can be defined as the determination of the production, deployment
and use of (medical) manpower in the right numbers and qualifications at
the right place and time, with the requisite skills and motivation to deliver
optimal health care to the population. Health manpower planning is more
than making quantitative estimates of manpower needs and supply, and
the balance between these two subjects. ideally, the health manpower
planning process should consist of:

- adescription of a conceptual framework;

- an analysis of the relationship of manpower pianning to the national
health planning;

- animprovement of the knowledge of factors influencing the quality and
eftectiveness of manpower planning.

This ideal situation has not yet been achieved. The main goal of the
workshops is the awakening of the necessity for the planning process.

Health manpower planning is a purposeful activity, which plays a major
role in the interrelationship between the health care system and the health
manpower training system (figure 1).

tasks objectives

health health health
needs care manpower
system training
system
services manpower

Figure 1 The Process of Health Manpower Planning

Health manpower planning is a directed activity with strategic purposes,
and has to be based upon a situative report on existing manpower and
services. Many factors are influencing the future supply and requirements
of manpower (figure 2). This outline represents the theoretical basis for the
distribution of topics and themes for the workshops during the conference.
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Task and design of the workshops

The workshops intend to allow the participants to formulate practical
advices regarding the process of health manpower planning. Therefore
workshop participants will discuss elements of the health manpower plan-
ning system. Based uponthe results of the workshop discussions, conclu-
sions and recommendations will be formulated during the final session of
the conference. The strength and the applicability of the final conclusions
and recommendations will follow from the contributions to and the degree
of consensus of the participants in the discussion. These conclusions and
recommendations will be submitted to the national and European authori-
ties.

Each workshop will deal with one (major) aspect of the whole problem;
together they will give an integrated view of the health manpower planning
process. The products of the workshops relate to:

- the definition of the needs;

- the development of the health care system;

- the development of the educational system;

- theinterrelationship between the health care system and the education-
al system;

- the career planning of the individual as part of the manpower planning
process.

Each topic will be discussed in two groups simultaneously. Since each
group will report the results of their deliberations, discussion between
groups is also possible. The groups will consist of participants from various
countries to accentuate the importance of manpower planning at the
supranational level.

Workshop I: Definition of the Needs

An important goal of the process of health manpower planning is to relate
the need for health care of the society to the need for health workers in that
society. Because we are dealing with an existing health care system, ideal
needs and demands are not the indicators to determine the need for health
manpower. Far more important are shifts and changes in the needs and
demands in the different parts of the health care system and between
various categories of health workers, for example:

- the shift between general (non-hospital) and hospital practice;

- the shift of tasks and workload between physicians and ancillary per-
sonnel, or between members within one professional group (e.g. medi-
cal specialists);
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- the importance and influence of ‘alternative medicine’ to patients, doc-
tors and the ‘official’ health care system;
- the shift in appreciation of different health workers by the clients.

These examples are expressions of a dynamic process of defining the
needs of health care. Health needs can be perceived individually or in
groups of patients, but they can also be defined professionally and scientif-
ically.

Questions to be discussed _

1.1. Which changes in professional activities and in the science of medicine
can be identified in relation to changes in needs?

1.2. Which existing or new indicators or data must be obtained, to estimate
the correct number of physicians needed?

1.3. What are the indicators that refiect the changing needs? How can they
be identified?

1.4. Defining the needs is a continuous dynamic process. Is it possible for
the health professions to identify shifts in health needs in time? In
which way can the process of defining the needs be organized? Whois
responsible for controlling this process?

Report'from workshop |
reporters: dr Reerink (NL) and dr Aarimaa (SF)

Much time was spent on the various current definitions of the needs. An
important reason for confusion is the use of more than one scientific or
pseudo-scientific term, forinstance needs described in terms of health and
disease, and needs described as interventions or appliances. So describing
the needs in other possible ways, forinstance in terms of economical costs,
is let out of consideration. The problem of the definition of the needs was
solved by translating it, or using the word, ‘requirements’. In doing so one
could define the parameters, which can help to determine the number of
required health workers, and, especially, of physicians. It would aiso be
possible to indicate the systems or data by which one can monitor the
changes and shifts of these parameters. The requirements of physician
manpower are then determined by demographic developments, social
developments and developments in medicine and technology.

The demographic developments are given by the parameters birth-rate,
death-rate and by the changing pattern of diseases. These parameters
determine not only the number of physicians required, but tell us aiso
something about the functions and tasks of these doctors. It is believed,
that in future more attention has to be paid to the care of the elderly and
disabled and to the improvement of existing treatment-schedules. In West-
ern countries we have perhaps reached the maximum of the screening
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2.4. What problems can be expected when a ‘free enterprise’ health care
system is changed into a government controlled system?

Report from workshop 11
reporters: dr Kielty (UK) and dr Gentleman (UK)

The participants of this workshop felt, that they should begin by restating
the questions asked in the introductory paper:

1. Whatis at present the relationship between the nature of doctors’ jobs
and the planning of the number and distribution of doctors?

2. How will this relationship develop and will it be changed in the years

ahead?

What tactors limit or control the development of health care systems?

4. How can a system based on free enterprise be transformed into one
where there is central planning of medical manpower?

w

The participants felt that it was important to state at the onset their belief,
that the total level of health care provision is a political decision, largely
determined by economic considerations. This is especially so with primary
care. However, the distribution of doctors is something on which the
medical profession can exercise a degree of control.

The workshop distinguished clearly between long-term planning aims
and short-term crisis management. The latter must vary according to the
nature and scale of the problem in each country, and the machinery and
resources available to meet the problem. Medical manpower planning is a
long-term objective, and this means that we are living with decisions that
were taken ten, fifteen, even twenty years ago. It requires little insight to
appreciate that these decisions were not free of faults; indeed, we are
gathered here to confront the problems that have grown from them. The
lesson we must draw is that the outcome of plans must be monitored
continuously, to allow adjustments to be made for changing economic or
other circumstances. This presupposes that the planning machinery is
geared to monitoring developments and that the plan itself is flexibie
enough to allow for adjustments. In some countries such machinery al-
ready functions well; in others, as was found in this workshop, the machin-
ery is non-existent orineffective, and the result is an uncontrolled prolifera-
tion of doctors and an inefficient use of material and human resources.

How do we achieve control? It was felt that a rational approach to the
problem would require an analysis of what doctors actually do. This can
only bedone within individual countries, because of the different organiza-
tional structures of the health services. For example, such an analysis
varies with the division into primary care and hospital care, between the
private and public sectors, between the medical and paramedical and
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administrative professions, and between the career grades and doctors in
training. There are many complicating factors, such as the changing work-
ing hours of all doctors, the role of women and overseas doctors, and the
demands of new technology. In some countries, the traditional role of the
doctor as the healer is being slowly replaced by a role of manager and
leader of a team, with increasingly complex administrative duties. These
factors are not static, but vary over time, and no generalizations can ever be
made in manpower planning.

Of the developments affecting manpower production the over all level of
provision that any country wishes to make concerning health care, is of
primary importance. This is a political decision that needs to be made by
the social institutions rather than by it's doctors, particularly when primary
care should be available to all citizens.

Other developments that have implications on manpower production
are:

- new arrangements for referral: referral to hospital care by the patients
themselves or by general practitioners only (apart from emergencies);

- implications on the training programmes for trainees and trainers man-
power. There exists a need for additional manpower to take account of
the needs for flexibility as programmes develop (to allow for change of
course); ~

- the type of work undertaken by doctors after basic training;

- in particular the developments in primary care have implications on the
training programmes and also on the required manpower.

It was felt that a reversal of the current trend towards hospital-based
medicine would be cost-effective and permit the redistribution of scarce
resources. This would be particularly applicable in certain patient groups,
such as the aged and the handicapped, who would be better looked afterin
the community than in hospital, and at a lower cost to the nation. The
division of health care itself into primary and secondary branches is artifi-
cial, and it was felt that there should be better coordination between these
two sectors, and more overlap of the function of doctors. A problem here is
the different structure of primary and hospital health services in different
countries, making comparisons difficult.

Three new developments related to the interrelationship between pri-
mary health care and hospital care were seen. The first one being the
development of comprehensive primary care. The second one was the
extent to which primary care will become integrated with secondary carein
hospitals. For instance to which extent general practitioners are going to
work in hospitals. This tendency could be stimulated by the more compre-
hensive training of general practitioners. On the other hand, special cate-
gories of patients, like the mentally handicapped and the aged, would profit
more by primary care than by hospital care. This may mean a shift from
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possibilities and for reasons of prevention no more doctors are required.
The influences of the present prevention and surveillance programmes on
the (declining) need for hospital beds are however uncertain. Monitoring
these demographic parameters is a matter of more epidemiological studies
and of health- and health services surveys. items to be monitored are the
numbers of birth, death and diseases (and especially shifts in disease-pat-
terns), working schedules of the different health services, cost-benefit
analyses of treatment-patterns, and so on.

The social developments are given by the parameters: structure of the
population, influences and tasks of other professions (psychologists, so-
cial workers, para-medical personnel, etc.), the situation on the employ-
ment-market (rates of employment and unemployment), the tendency of
more part-time work in medicine, the male/female ratio of physicians, the
duration of the work week and the tendencies to more non-patient related
activities, like education, administration and research. These develop-
ments influence directly the requirement of health personnel. Macro-socio-
logical factors, such as patients behaviour, care seeking behaviour, the rate
of functional diseases and the function of the health service in regard to
other social institutions (e.g. the insurance against disablement), are not
just indicating new shifts in functions of doctors, but are also indicating
that more doctors are needed for other than strictly defined somatic-medi-
cal tasks. Sometimes it seems doctors are being used only for social
contacts by lonely people.

Monitoring these social parameters is very extensive and complex. Not
only a good registration and understanding of the functioning of the
employment-market is needed, but also continuous (sociological) re-
search of changing behaviour patterns inside the population and catego-
ries of professional labour. For instance what is ‘socio-economic stress’to
the population? What is the influence of the ‘threat’ of areal loss ofincome?
It seems that in the present economic situation, these factors are increas-
ing, and are creating a greater demand for medical help. What is the
influence of the fear for a nuclear bomb dropping? What is the influence of
more leisure-time? Perhaps the registration of some psychiatric diagnoses
(and changes in the number of psychiatric diagnoses) is a parameter for
monitoring social developments, which influence the requirements of
(special categories of) doctors.

Developmentsin the medical sciences and technology can have implica-
tions to the requirement of other kinds of doctors. Aithough one cannot
forecast these developments, it is possible that more medical specialities
will develop and more specialists of a particular kind are needed. The same
situation can be encountered in the pharmaceutical industry, and more
(and more qualified) doctors are needed for health administration and
management. No clear monitoring system for these parameters exists.
Perhaps this should be developed.
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In summary it is concluded that the demographic developments alone
will not lead to an increasing demand of doctors. Especially social devel-
opments with the changes in behaviour patterns of the population changes
in medical practice, and, to a lesser extent, developments in medicine and
technology, will increase the demand of for physicians in future.

Who whould be responsible for controlling this process? The demogra-
phic developments should be monitored and guided by the health-authori-
ties, the social developments by cooperation between the health- and
employment-authorities and the medical associations. The developments
in medicine and technology should be monitored by the medical scientific
societies, who would have toreportona regular'basis to the authorities and
professional associations. New legislation and aformal organization of this
process is therefore likely to be needed.

Workshop II: Development of the Health Care System

In most European countries two major developments are going on inside
the health care system:

- expansion of the care, with an increasing differentiation;
- division of the care system in primary health care and hospital care.

The expansion of the care system has taken place in a period of growing
economic possibilities. But in the present economic situation the sellers-
market changes into a buyers-market. Now the need to direct the develop-
ment of the health care system is becoming more apparent. Can in this
situation the mechanism of the free market control the development of the
care system? 4

In primary health care in industrialized countries, psychological and
social aspects of health care are becoming more important in general. In
the hospital care a still increasing number of specialities can be seen.
Cooperation and interrelationships between primary health care and hos-
pital care have become increasingly difficult in recent years.

Questions to be discussed:

2.1. Which developments in primary health care and in hospital care should
be related to the manpower production system?

2.2. Which developments, if any, related to the inter relationships between
primary health care and hospital care and their consequences to health
manpower planning, can be expected in the near future?

2.3. Which market factors, related to health care, play arole in the shift from
an expanding economy to a limited economy, in regard to heaith
manpower planning?
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Report from workshop 111
reporter: dr O'Callaghan (Eire)

There is a need in every country for a competent body to deal with stan-
dards in quality of medical education and planning speciality training
programmes. These bodies would contain adequate representation of
practising doctors and doctors who teach the trainees. There should also
be coordination of these bodies between member states.

These advisory bodies would recommend and carry out accreditation
and inspections of hospital posts, assess the qualifications of the trainees,
the academic and practical content of the course undertaken by the trai-
nee. Utilization of non-university hospitals in order to ensure enough
clinical experience in the form of paid posts for all specialist trainees is
necessary. The training authorities already mentioned would play a major
role in ensuring that quality standards apply in both university and non-
university hospitals and in planning programmes which would enable
trainees to gain experience in both types of hospital.

In order to produce a wide variety of doctors, suitable for all types of
medical work - aninitial selection into medical school - a candidate should
be looked at as an entire person. Their academic ability should not be the
only consideration. Cultural, sporting, and social abilities should also be
considered. It is suggested at this point that a study to determine the
criteria that are used for entry into medical school, might be a worthwhile
venture.

Career guidance is a very necessary thing. This should be available to
both individuals and to a group as a whole.

It should be part of both school and medical school facilities - giving
information as to national needs and trends.

We are all aware that there are ‘popular’ and ‘unpopular’ specialities - it is
suggested that maybe some of the unpopular specialities could have their
academic respectability raised withimproved working conditions. Perhaps
more exposure to these ‘under subscribed’ specialities during the medical
school curriculum may improve the recruitment - maybe even increasing
salaries in the specialities particularly when they are situated in unpopular
parts of the country. ‘

The‘Common Trunk' concept of training is also a necessary mechanism.
It is both progressive and on going. People during the early stages of
specialist training could be made aware of job opportunities in various
fields of medicine and hopefully would be translocated into these - by this
means a proportion of people would be taken away, from the over-populat-
ed ‘popular’ specialities. As before, exposure to as many different speciali-
ties as possible at undergraduate level is desirable - but it is often left too
late. There needs to be some flexibility in training programmes to allow
changing from one speciality to another. Finally we must ask ourseives: are
we becoming overspecialized?
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The third question can be answered simply: - it is not acceptable. It can
be argued that itis afundamental right of man to choose the discipline that
he wishes to study, however, this right does not necessarily quarantee him
ajob at the end of his study period. It would seem that a sense of proportion
in this issue is necessary as in many systems doctors leave and go else-
where. There maybe temporary ‘bulges’in manpower levels but we should
not be too inflexible as at any one time we are planning for ten to fifteen
years ahead. However, it does seem illogical to go on admitting to medical
school if a saturation point has been reached at post graduate level.
Restriction into medical school has in many countries only taken placeon a
very small scale. In some countries intake has increased. If, however,
restriction of numbers entering medical school has been enforced - and
although these numbers may still be too large - it was felt that the govern-
ment was bound to provide the means forone to practise one’s profession.

During medical education there should be options for changing from
one speciality to another or even changing from medicine to a new field. A
system such as this would basically be correcting the malproportion that
exists within specialities in general.

Further types of training have been inaugurated in some countriesi.e., a
basic education in certain allied medical subjects - one course leading to
qualification as a doctor (vocational training), the other type of education
leading to be a worker within the health care system - other than a doctor.
This latter form of training then gives the person the option to pursue a
totally different career outside medicine after finishing this basic training
course - if they so desire. The person who has graduated as a doctor can
then enter vocational training - in order to receive specialization.

Overall having subjected students to 12-14 years of education and leav-
ing them jobless at the end of this time is unacceptable - however the
situation is changing from an unregulated system to a regulated one. It is
up to us as a community to see that these regulations provide the best for
the future of medicine and health care in the European Community as a
whole.

Workshop iV: Interreiationship between the Health Care System and the
Educational System

Health manpower planning is a directed activity relating the needs, defined
by the health care system, to the output of the educational system. The final
aim of manpower planning is to bring into balance the need for and the
supply of manpower. The interaction between these systems needs coor-
dinated activities at the national, and often supranational, policy-making
level.
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secondary to primary health care. A third developmentin the interrelation-
ship between the two categories of health care is the tendency to shorten
the patients stay in hospital. But as far as shifts from the hospital care back
into the primary care are concerned, this workshop saw some essential
restrictive conditions. There is a need for adequate primary care standards,
for these could be over-leveled. Also thereis a need for adequate paramed-
ical and community support. More nursing services and possibly social
services. Will the patients, however, accept these new concepts of care?
Patients acceptability is a problem in some countries. Patients acceptabili-
ty and expectancies limit the possibilities of development in primary care.
Therefore there is a (new?) considerable role for health education.

The influence of patient demand varies considerably, and is hard to
quantify; we have already heard about the pitfalls of using demand as a
measure of need. The impact of an exploding technology has marked
effects on the nature of many doctors’ jobs, and also affects patient de-
mands, by making the hitherto impossible quite feasible. Here again, how-
ever, the realities of economic constraints overshadow all other factors.

The maintenance of levels of expenditure on health care, which were
adequate in real terms, depends on a political decision. The governments
may have to reset their priorities and - in some countries - to increase the
percentage of the gross national product which they spend on health. Of
course this will be difficult, particularly with economic restraints, growing
unemployment and the demand for lower taxe. Growth in health care
should not be singled out for restriction, because we are entering a near
limited economy, but the amounts of money spenton health care should be
reduced, pro rato, with everything else.

The consensus in this workshop was that private medicine is less cost-ef-
fective than a national health service; in addition, a system of health
insurance lends itself less well to overall planning than one based on a
national health service. Economic constraints are hindering the natural
progression of doctors in training in many countries, and are contributing
to the difficulties of making plans for tomorrow on the assumptions of
today.

Other problems, which can be expected when a ‘free enterprise’ health
care system is changed into a national health service, are the maintenance
of standards, the redistribution of manpower, the increase of bureaucracy
and the resistance of professionals. This resistance springs from the doc-
tors’ traditional idea of free enterprising a practice. Interferences of go-
vernment in free consultation, making diagnoses, treatment and prescrip-
tion of drugs, is hardly accepted. Great difficulties will arise concerning the
redistribution of manpower and services to increase the resource accessi-
bility. Furthermore problems may arise form the funding (tax levels before
and after the change of the health care system). The population may have
to provide a larger part of their income (tax) to meet the costs of a new
system.
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Resistance to change from within the medical profession is a stumbling
block to progress. The coefficient of inertia of doctors should never be
underestimated. As well as an instinctive antipathy to change, such resis-
tance may stem from self-interest or from genuine doubts about the wis-
dom of proposed changes. The cooperation of the profession, if not essen-
tial, is certainly most desirable in the establishment and use of machinery
to plan medical manpower in response to changing needs and changing
circumstances. It should be realized by all concerned that the profession
regards itself as the guarantor of standards in health care, and indeed may
be the only body qualified to act in this way.

Workshop IlI: Development of the Educational System

The educational system, especially that part that produces physicians,
forms an essential component of the health manpower system. An impor-
tant characteristic of the training system is its duration, e.g. for medical
specialists twelve to fourteen years. A permanent tension can exist be-
tween the planning and the actual production of physicians, where for
instance the production process is autonomously defined by criteria other
than those of the health care system and is fixed for many years. For
example the number of medical students admitted to the faculties of
medicine will be influenced by today’s health care developments. However,
after finishing their professional training, they can find themselves in a
situation totally different from that when they started their medical educa-
tion.

The prolonged period of education, the so-called leadtime, with the
restricted possibilities to change the educational programmes, is a key-
issue in the educational system regarding manpower planning.

Questions to be discussed:

3.1. Which developments can be expected with regard to the organization,
structure, duration and content of the health manpower educational
system, especially for physicians?

3.2. Is it possible to influence the number of physicians in different catego-
ries during the training period of 12-14 years? If so, in which manner
and by whom?

3.3.Is it, based upon ethical, social and financial aspects, acceptable to
admit students to an educational process of 12-14 years duration and,
at the end of the training period, deny them access to the health care
system?
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Questions to be discussed

4.1. How can coordination be organized between the health care and the
educational systems in relation to manpower planning?

4.2. Is the government a participant by necessity in this coordination? If so,
at what level: local, regional, national, supranational? Under which
conditions, and what is the role of these legislative bodies?

4.3. In most industrialized countries the health care system is conducted as
a public utility and the health manpower training system as a govern-
ment controlled system. What can be expected from health manpower
planning trapped between these two systems?

Report from workshop IV
reporters: dr Shivananda (NL) and dr Bollag (H)

In order to come to grips with the task of defining the interrelationship
between the health care system and the educational system, it was agreed
that the question of resource/money should be included in the considera-
tions, and that, instead of answering each subquestion individually one
should proceed such as to embrace all three questions under one cover.
Organically all the three questions are related.

Inspired by the Scottish model, which was found to be more or less
paralleled in other European countries (e.g. The Netherlands), the discus-
sion was led around the following scheme of three interacting bodies
(figure 3).

MONEY MEDICINE
NHS Professional
Government Bodies

EDUCATION

Universities
Deans

Figure 3 Tripartite Council
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The ‘Tripartite Council’ consists of representatives of three interacting
bodies. One is Medicineitself, which is represented by professional bodies;
the second is Education, represented by the (deans of) universities; and the
third body is the Money providing source, for instance the government or
the national health service. The delegates meet in the Council, a kind of
sapiential authority, meaning it would discuss by wisdom and value
judgement. Each of the representative bodies makes its contributions to
policy and acts according to the guidelines the Council agreed upon. The
Council’s decisions are based on consensus and it doesn’t give directives.
This would be more acceptable and effective than the present set-up where
authoritative statements are made by each of the constituting bodies se-
parately, and where each body is giving its own directives. This kind of
set-up of cooperation must be dynamic and flexible. Such a tripartite
council would automatically (through exchange of information) deal with
some of the following issues (each issue conditioned by the demand and
need of the other two bodies): health manpower numbers, most appro-
priate type of education, aspects of quality of education and adequate
funding.

As a proposition of continuous and flexible cooperation between the
health care system, the educational system and the financing system, one
can answer the last two questions in detail.

The government must inevitably be a participant, because it is the au-
thority which, in varying degrees and depending on the political system,
allocates the funds, either at the local, regional or national level.

In view of the extreme difficulties to cope with the most complex matter
of interrelationship between the health care system, the educational sys-
tem and the provision of financies on a national level, it seemed unrealistic
to the participants of this workshop to institute a coordinating and direct-
ing body at a supranational level, at least at present. In addition it was felt
that as each country was heavily pressed by its own difficulties, other
problems would be faced in the process of founding a supranational body:
language barriers, protectionism and nationalistic feelings, cultural diver-
sities, etc. However, the participants proposed the immediate creation of
an information exchange body on the supranational level, the EC-level.
The Regional Office for Europe of the World Health Organization may be
able to play an important role here.

With regard to the last question: In the set-up of a tripartite council,
health manpower planning is not so much trapped between systems, but
becomes apart of it.
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Workshop V: Relationship between Individual Career Planning and Health
Manpower Planning on the ‘Macro Level’

The health care professions have to fulfil the needs in the different fields of
health care. This functioning must be defined, typified and planned, in
terms of both quantity and quality. Ultimately, individual career planning is
necessary. Only by planning the future functions canthe careerrisk for the
individual student be minimized. On the other hand students should be
advized to remain flexible in their career planning and job expectations.

Questions to be discussed

5.1. How can the various functions be described in the health care field,
both quantitatively and qualitatively?

5.2. Who decides which functions shall be exercized and at which level?

5.3. Who is responsibie for the selection of students for specific training
and the selection of the newly qualified specialists? Which selection
criteria should be used?

5.4. What is the present state of individual career planning among physi-
cians? How does personal career planning interfere with manpower
planning?

Report from workshop V
reporters: dr Naaborg (NL) and dr McNally (UK)

The questions about defining the various functions in health care and the
decision which function will be exercized, came together and were really
difficult to deal with. The view of the participants of this workshop was, that,
in spite of there being many different aspects to health care and many
different, although complementary health care professions, historically
doctors have defined the functions, quantitatively as well as qualitatively.
At present this shouldn’t be so any more. In the current medical profes-
sional training, in particular with its inward looking aspects, this appears to
be undesirable. The decisions which functions will be exercized and at
what level, should be made by a broader group of representatives from the
field of politics, economy, medicine and patients.

The necessity of the team approval at a more particular and clinical level,
was discussed. The view was that the physician, although ultimately clini-
cally responsible, should not as a fundamental right be the team-leader,
but the leadership should vary, depending on the subject being discussed
at the time. Also under this heading - teams versus clinical responsibility -
vocational commitments were discussed. Doctors shouldn’t have to work
an excessive number of hours.

In selection, both for special training and for new specialities, it was
agreed that academic standards should take second place to an over all
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assesment of all the activities of the individual. This selection should be
made by an independent panel. With the present selection criteria in the
highly industrialized world, the quality of health care is of such a level that
the question is not relevant any more. In selecting trainees for medical
specialization, also the suggestion was made that the selection panel
should include atrainee who is close to the end of his training. This trainee
should assist in identifying the suitable candidates.

At present, individual career planning among physicians is unguided,
which is undesirable. Students and trainees start usually without guidance.
Here the teacher has a double responsibility: first each teacher has a
responsibility towards the education of his students and trainees. He has to
identify the fields of medicine that have good career prospects for the
trainees/doctors-to-be. Secondly he has a global responsibility towards
his profession: he has to assess the abilities of his trainees, but also he has
to bear in mind the possibilities in numbers in each speciality.

An important matter is that politicians can always criticize the medical
proression as a group, as long as there are vacant posts.
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Conclusions

A.R. Tarlov, M.D.

Before beginning the main body of my summary | would like to thank dr
Eric Vrijland and the staff, and particularly mrs De Groot, for the excellent
organization of this symposium.

To summarize a conference of this sort can be an amusing exercise. For
those of you who are frequenters of the cinema you may recall a Japanese
movie called ‘Rashomon’ in which there were five men all of whom simul-
taneously observed the same event. In the movie each of the five men told
their account of what they had seen. Each of the five tales was remarkably
different. Reporting of an experience is avery individualistic affair in which
we often take liberty in reporting our individual interpretations. | hope that
my summary of this conference does not appear strange or unfamiliar to
you. We did participate in the same event but our subjective interpretations
may be different. Also consider, of course, that you have for the past half
hour been to the ‘Limburgian Tea Party’, but | haven't. Now that | know what
a Limburgian Tea Party is | assume that you are ready to accept almost
anything.

In this summary report | have divided my comments into three catego-
ries:

A) a statement of the problem,

B) a description of those items about which | perceive a consensus has
been reached, and

C)from the consensus two important recommendations can be deduced.

A. The Problem

The problem can be succinctly stated in three short sentences. The rate of
production of physicians is not closely related to the need for physician
services in most countries. One result has been over-production of physi-
cians, an aggregate surplus of physicians either present orimpending, and
physician unemployment. Because of the European Economic Communi-
ty directive of 1976 this problem is transnational and transeuropean.
Those three sentences define the problem. They are in fact paraphrases
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from the opening remarks of dr Eric Vrijland and they have been echoed by
most speakers at the conference.

B. Consensus

There are thirteen points upon which there has been general agreement or
consensus. | do not wish to imply unanimity. By consensus | mean a
collective opinion, general agreement, or a majority view. | believe that
consensus has developed at this conference on many topics. Although
individual participants may wish to dissociate themselves from some of
these opinions | suggest to you that there has developed general agree-
ment on the following thirteen items.

1.
2.

The Problem - As stated above.

A surplus of Doctors is Undesirable - This is remarkable. In the United
States there is disagreement on this subject. Many Americans, particu-
larly the economists, believe a surplus would be advantageous.

. Causes of the Problem - General agreement has been expressed that

throughout the 1940's, 50’s and 60’s the health services sector and the
education system enjoyed unprecedented growth interms of the funds
made available for their development. The people of your countries
have placed a very high value on health services. Governments have
assigned a high priority to expanding health services and health educa-
tion. The current problem owes its origin not to any diminution in the
value your people place on health, but rather to the world economic
recession and the need to restrain expenditures for health care and
health education. This problem has lead to a restriction of growth and
in some cases to a diminution in services.

. Integrated Planning - General agreement was reached on the desirabil-

ity of a comprehensive program which would integrate planning of the
health education system with planning for the health services system.
Plan for all Health Provider Personnel - Wide agreement was ex-
pressed on the need to integrate manpower planning for doctors,
nurses, and other health services personnel.

Methodology - Methodologies for estimating supply and requirements
for physician services have been developed. There has been a great
deal of discussion about defining the term ‘needs’. Despite that discus-
sion each country reporting at this conference has substituted in place
of needs a proxy value such as a percentage of the gross national
product, physician to population ratié6 or some other measurement of
requirements which satisfied the planning function in their respective
countries.
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| wish to pause to make a comment about the question of needs or the
requirements for physicians services. We are on the threshold of animpor-
tant advancein health manpower planning. A definition of needs which has
operational parameters can be derived from the 1977 World Health Organi-
zation resolution ‘Health for All' in which the objectives of health care
revolve around the concept of attaining full economic and social productiv-
ity for each individual. Health services researchers are in process of con-
verting the traditional needs concept, based on prevention of morbidity
and mortality, to a new concept based on the functional status of the
individual in terms of their economic and social productivity and their
neuromuscular, intellectual, and emotional functioning in their natural
environment. Efficacy of medical intervention will be assessed in terms of
restoring function or maintaining optimal function. This development has
the potential of leading to a much more useful discussion of ‘needs’ five
years from now than is possible presently.

7. Fascination-| have been amused by what appears to be fascination by
you and your European colleagues on the subject of women in medi-
cine? Many speakers spoke to this subject from the podium. Many
participants conversed informally in the corridors and over lunch with
interest, curiosity, pride, worry, bewilderment and in brief, fascination.

8. The Entry Point - Agreement was expressed that the best mechanism
for control of manpower development is at the point of entry to the
medical education system. Many other alternatives were discussed,
some of them aimed atshort term correction. Butregulation of the first
year class size emerged as the preferred mechanism for the long term.

9. Short Term Correction- There has been agreement expressed relative
tothe urgent needfor shortterm planning and action, a need which has
been accentuated by the rising unemployment rate of physicians in
several European countries.

10. Trans-National Approach - Your presence at this meeting indicates
your understanding that well intentioned national actions may be un-
dermined by actions taken in good faith by other nations of the Com-
munity. Long term planning requires transnational cooperation and
coordinated action.

11. Social Consensus - A very sensitive appreciation has been expressed
at this conference that a broad social consensus must be constructed
before any significant action can be taken. That point in regard to
public opinion or national acceptability was expressed by many indi-
viduals. Awareness of the requirement for social consensus makes it
imperative that planning not only take place at the transnational and
national levels but also within the regions of your countries.

12. Government Action Needed - No disagreement was expressed relative
to the need for legal, legislated, or centralized approaches to this
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problem. That came as a surprise to me because in my country the
opinion of physicians, legislators, and government personnel is in the
opposite direction looking toward the private sector for most of the
corrective action. Nonetheless, at this conference most if not all parti-
cipants look to the governments for resolution.

13. Infra-National Participation - The last pointthat | will make inregard to
consensus is that infra-national or regional organizations must have
strong or powerful input into the planning and implementation of
policies discussed at this conference.

C. Recommendations

It seems clear that both short term and long term actions must be under-
taken.

Short term because physician unemployment requires urgent attention
and immediate action. The instruments for resolution of the immediate
problem can be developed best at the national level with strong input from
the subnational regions.

Long term planning, however, which would attempt to integrate health
manpower planning with health services planning must begin at the na-
tional level but clearly needs transnational coordination. Implementation,
again, requires powerful inputs from the infranational regions.

Recommendation Number 1

A message should be sent to each national government of the Community

to urge each to establish a permanent working body having the following

functions:

A}introduce measures to alleviate as quickly as possible the problems
associated with physician unemployment;

B) establish continuing mechanisms for collecting and analysing informa-
tion relevant to an integrated planning program for health services and
health man power development in their country;

C)establish within each country a regional network or organization to
make certain that each region of the country becomes intimately in-
volved in the planning and implementation processes;

D)the national and regional bodies will have as their long term function the
development of national policy on health services and manpower which
is consistent with and coordinated with that of other member nations of
the European Economic Community.

Recommendation Number 2
A message should be sent to each national government of the Community
and to the European Economic Community to urge the establishment of a
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permanent forum at the EEC level for intensive study and discussion of
health manpower, health education, and health services planning and
policy. Close liaison with the World Health Organization should be sought.
The proposed EEC Body* should collect and analyse relevant information,
publish its conclusions on a regular basis, and serve a basic function of
heightening EEC awareness of the necessity of transnational planning for
health.

One aim of this body, urgently needed, is to develop trans-european
guidelines to coordinate the health manpower legislation currently in pro-
cess of being formulated by member nations of the EEC.

Close working linkages between the regional-national bodies in each
country and the transnational body is required.

Ladies and gentlemen,

| have enjoyed and profited from the opportunity of participating in this
conference.

* The body or forum referred to could be the Advisory Committee on Medical Training and the
Committee of Senior Officials on Public Health of the EEC (75/364/EEC and 75/365/EEC,
June 16, 1975) with expanded functions and membership.
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