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EDITORS' NOTE

" The Heaith Manpower indicators presented in this
t88ue remain wnchanged from the last i8sue 8since no
new data are available. The receat health articles
listed in the current issue come largely from recent
i188ugg of the Jourmal of Feonomic Literature, publigh-
ed by the Amermoan Econmomie Association, and health-
related sources.

The article included in thie issue, "Regionaliaa-
tion of Naticval Health Imsurunce in Italy," 18 an up-
dated version of a paper presented at the North Ameri-
can Regiomal Scienve Meeting in Philadelphia, November
1977, It assesses the posaible effects of the decen-
tralization of the Italian health care system. The
abstracts are true represgentations of the views of
the author(s); a strong effort was made not to intro-
duce the editors' views or opinioms.

We are indebted to Dr. Howard Rosen, Director,
Office of Research and Development, Employment and
Training Administrction, U.S. Department of Labor, and
to Mr. William Throcknorton of the same office, for
their ideas, encouragement, and support.
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1. ESTIMATED EMPLOYMENT IN SE
THAT ARE POTENTIALL

iy

Selected Years: 1950-1974

LECTED HEALTH OCCUPATIONS
Y ENTRY-LEVEL

1950 1960 1965 1968 1971 1973 1974
c:‘:::’::!:‘:‘: Tueh. na na 45000 81000 67000 67000 70000
Dental Assiatant 55200 na 91000 95000 114000 116000 118000
h Dental Lab. Assistant 21000 na 25500 47000 31150 32000 32000
Dietetic Technician na na na . 6000 7000 23000 24700
Medical Libragy Clerk na na 5000 6000 4100 4100 7300
Record ‘l‘uchmc-nu 8000 20000 25000 26000 43000 45000 47000
Nurse's Alde 205246 391800 500000 786000 875000 910000 936000
Home Health aide 00 2300 6000 14000 25000 28000 34000
Occupational Therapy na na na t500 6500 6500 6500

Aide
Optometric Assietant na na na na $000 5000 5000
Optometrlc technician na na na na 1000 1000 1000
P:::::::n:h“r.py na ha na 8000 9000 8100 al00
Radiologic Technician na na 41000 100000 100000 100000 100000
Hesplrutory Therapist na na na 8000 12000 12000 19000
Health O0ffice Services na na na 275000 300000 300000 300000
Social Work Aide na na na 1500 4300 4300 4300
Azbulunce Attendant na na na na 5600 207000 260000
Animal Technician na na na na na 5000 5000
EXKG Technicaien na na na 7000 9500 9500 9500
EEG Technicisn ns na 1200 3000 3%00 4000 4000
Total Selected Ocecupations "t na na 1428060 1622650 1887500 1991400
Total Health Personnel a1 na na 3706360 4502250 4448250 €792650

Source - fgalth Hesowsiws Statiatics, vaitous yoars.
>
Q 3
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2, HOSPIYAL INDICATORS
salected vears: 1950-197%

. — 1950 1960 1369 1568 1970 1971 1993 1973 1974 1975
0 of Hospitala 6748 6876 121 7137 7123 1197 1061 2123 7174 2156
¢ of Meda (000'a; 1456 1658 1704 1663 1646 1586 1530 1535 1513 1466
. ?;oz‘:‘::‘“" bereonnel ocq 198 1952 3109 81 1589 2671 2769 ane 3023
¢ of Pull-time Personnail
' bor 100 Pecrence 8¢ 114 139 i68 196 209 221 213 250 269
§ ot Phyaicians/Dantiats na na na na na na 49236 50078 53367 54712
0 ot RN'd na na na na na na 425728 4461387 478577 510118
- § of LPN's na na na na na na 215692 222%99 233534 239949
¢ of Othsrs na na na na na na 1980106 2049543  21%3258 2211818
¢ of Tutal Trainsss na na na na na na 95028 96170 96699 92350
Inpetiant Adnissions 18483 25027 8812 2976 31159 32664 33265 34352 35506 16157
v
Outpationt Visits na ne 125793 156139 181370 199725 219182 243555 250481 254844
(90U’ w)
Average Jaily
Cemsus toons! 1253 1402 1403 1378 1298 1237 1209 1189 1167 1125
vayroll (000" a} 52191 $5588 $8351 511997 515706 $17635  §19530  $21330  $23821  $27135
Total Assets (00C's! STI91 517714 324502 $31019  $36159  $38625 843157 347369  $51706  $59303
Hospital Expenses

$7.98 §i6.30 $25.29 $37.78 $53.95 $63,82 $73.89 $8).87 $97.23 $118.69

Sourca: Hoespita! Statistica, 1972-1976,

ERIC | 7
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3. PERCENT DISTRIBUTION OF PERSOMAL MEALTM CARE EXPENDITURES BY TYPE OF CARE AND SOURCE OF PAYMENT

Swlected Years: 1950-1976

T T T T T e TG T9es 1990 1991 1a7i 1971 1975 1976 ]
Type uf Cae - Tutal TR R 190% A A U T2.3% T90% %]
Hospital Care 15.% 1.4 9. 43.0 43.v 43,7 43.4 44.9 45.6 6.0
Physicians' Services 25 €4.5 5.1 22.4 32.13 2.1 21.8 2.6 21.7 21.9
Dentists' Servi.us 4.9 H.b H.1 7.4 7.3 1.2 1.4 1.5 7.4 7.1
Other Prutoastunal Surviies §.? 3. 3.0 P 2 2,2 &2 2.1 2.1 2.0
Druys & Drud sumirius iv s 15.4 biot It.n 11.3 .9 10.9 1001 9.7 9.3
Eyeqlasses & Appliances 4.5 1.3 1.4 1.0 2.7 2.5 2.4 1.9 1.7 1.6
Nursing Home Care 1.1 Y LR 6.4 L 7.8 4.1 H.2 B.6 8.8
dtner Hualth Se1vi-us [ ERES id 1. 4.0 L] 3.4 3.5 3.2 3.3
SOurce af Paymsent - fral B T HIRR § R Pg B S 1J.:% 0% s 100%
Private - Tutal e . . - -] fig e " PR o348
Ditevt Payments UL REPE | b2 04 9.1 36 0.8 6.1 3).6 312.5
Insutsnce donebits TS 20 240 4.9 24.9 249 244 25.2 25.4 2¢.0
Ot her ' 1.1 ot 2.V H 1.4 1.3 1.4 1.3 1.3 1.3
Pubiic - futal : - 10 e M I Sood SO § Ja.0 do.2
tfeduvtal | 43 ). J H.n A | U 24.2 24,5 25.2 Q1.3 28.0
state & Lacal 1: % AL ] 0.} 1i.y 11.6 1.y 12.0 12.1 12.4 12.2
"‘:::"“:‘l::‘::‘:‘ (::?:::m‘; SUMev BRI SUIIn SHOLIY SBT20 $74BJ8 SRZ90 S9L3LS  S1un?4b  §120431
P:::Z:Z::::;:t:d:r:r - Lt an% T 6.1 6.61 6.1% 6.1% 6.7% ~.31 1.5%
selerted Por Capita Expund.tures:
Persunal Health Care $67.75  S124.53 S170.12 $5284.76 $3120.H4 5353.66 5386.84 $425.15 $488.23 $5951.50
Private vontribut lun LT Y 9,50 134,145 1.7 209.94 225.90 245.87 26b.99 294.47 329.78
Publiv centribution 13.69 drom 5.8 9903 119.86 127.% 140.98 158.56 193.7¢ 221.7LJ

) sourCu ...-'.l'n,—z—/Tb. 112 4777, pp—._IS. 18._*

10



E

O

BASIC SOURCES FOR HEALTH MANPOWER STATISTICS

American Hospital Association, Hospital Stqtis-
tice, Chicago: annual. '

American Medical Association, Profile of Medical
Prqotice, Chicago: annual.

_+ Distribution of
Physicians in the U.S., Chicayo: 1963, 1964, 1965,
1967, 1970, 1971, 1972.

» Distribution of
Physticians, Hospitale, and Hospital Beds in the U.S.,
Chicago: 1966, 1968, 1969, 1970.

Bureau of Census, U.S. Census of Population,
Washington: GPO, 1950, 1960, 1970,

» Statistical Abstract of the
United States, Washington: GPO, annual.

National Center for Health Statistics, A Country
and Metropolitan Area Data Book, Washington: GPO,
1971.

» Health
Resources Statistics: Health Manpower and Health
Factlities, wWashington: GPO, annual.

» Health
Unitel States, 1975, Washington: GPO, 1976.

National Institutes of Health, Health Manpower in

Hospitals, Washington: GPO, 1974,
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GPO, revised 1969. Section 21: Allied Health Man-
power 1950-80, Washington: GPO, 1970.
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1. INTRODUCTION

Italy's adminiétrative division into twehty re-
gions in 1970 marked the beginning of what has become '
a strong push t;ward decentralization, even though the
country's economic conditions have been precarious for
the past five years, While regions have no power of
taxation, each region can use as it wishes the funds
allocated to it on a per capita basis. 1In line with
this decentralization trend, the Italian National In-
stitute of Health (INAM), the agency that provided the
financing and administration ot natlonal health insur-
ance, was officially terminated on July 1,°1977, and
its functions were transferred to the regions=--the
rationale being that public policies aime& at improv-
ing the efficiency and quality of health care must be
based on the particular socioeconomic framework of

each area. ’

In a country where all government activities are
céntralized--even township finances have to be govern~
ment approved and local treasuries live only by the
grace of the central government--regionalization of
health care insurance is a concept that cannot be di-
gested easily, either by government bureaucrats or the
general public. Arguments for regionalization are
convincing from the point of view of income distribu~-

‘tion. The richest region (Lombardia) has a per

14
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capita income twice as high as the poorest one (Basi-
licata) . The health problems of the rich, but frigid,
North are different from the problems of the poor, but
balmy South. Social customs in the North are closer
to those of its central European neighbors, while the
South is essentially Levantine.

Socio-aconomic differences require different
types of health care to be administered by different
types of health personnel. Yet, the greatest numbers
of health personnel (especially physicians) concen=
trate in a fow large northern cities and in Naples,
while the rest of the country, especially in the
South, must make dg with proportionately fewer health

personnel.

2. General Characteristics of Health Care System

in Italy

Italy has had comprehensive national health in-
surance for over twenty years. The Italian Parliament
has made health care practically a free commodity by
passing new and increasingly comprehensive legislation
every few years. The result has been a substantial
increase in demand without an efficient adjustment of
supply. In the governmer.'s rush to provide universal
health coverage, private industry and the intermediary
insurance agencies have placed greater and greater
emphasis on more costly capital-intensive forms of

health care. Because the components of the system

15
12



have not been altered to accommodate the new demand
schedule, bottlenecks have occurred and costs have
.risen dramatically.

A piece of legislation does not necessarily
change the institution L is intended to control.
For many years before national health insurance
coverage was introduced, Italy had been plagued
with p.oblems associated with hea'th care delivery=--
among them, the lack of adequate training for medical
and allied health personnel, the lack of physician~
hos»ital affiliations, the overutilization of hospi-
tal facilities, and the absence of extended care
facilities. These problems were severly aggravated
by the introduction of comprehensive insurance
coverage. Lack of comprehensive planning allowed
a malfunctioning bureaucracy to mushroom and negate
the positive attributes of national health insurance.

A comprehensive health insurance program is a
powerful public instrument, but its success depends
on supporting sectors and personnel. While "scarcity
of health care" was overcome by law, the necessary
reorganization to accamplish the ultimate socio-
economic goal did not accompany it.

This is not to say that the general health of
the population has not improved. In fact, the major
health indicators have shown substantial improvement

since World War II. 1Infant mortality dropped from

o
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130 pexr 1,000 to 27.4 per 1,000. Malaria wnd polio
have virtually disappeared, while disease due to mal-
nutrition has declined significantly. The crude death
rate dropped from 13.6 to 9.6 per 1,000, while life
expectancy jumped from 60 to 74.5 years. However,
this dramatic progress in the health of the country is
a direct result of improved sanitary and social condi-
tions following World war II, coupledrwith the avail-
ability of improved medicines (in the form of innocu-
lations), previously developed in the West. Once the
original spurt of improved health levels off, other
problems must be dealt with--the acute and chronic
d..seases which have little effect on the health indi-
caunrs but have major consequences for worker produc-

tivity and the economic well=being of the state.

One of the main shortcomings of the Italian
health care system is the lopsided skill distribution
of health personnel. There are too many inadequately
trained physicians and there is l.ttle use made of
auxiliary personnel. It has been estimated that there
are 114,000 active physicians in Italy, or one physi-
cian for every 518 people, compared to a 1 to 733
ratio for the United States. In addition, there are
approximately 137,000 medical students in a system
that includes only 25 medical schools. The open stan-
dards for admission, coupled with overcrowded class-
rooms and laboratory facilities, have resulted in a

factorv-like production of physicians. Hospital

) B
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Privileges are reserved for a gelect few, and many new
graduates are required to practice medicine in general
wards on a voluntary basis as stand-ins for absentee,

hospital-tenured physicians,

Because of their large numbers, physicians per-

form many tasks that can be dong by nurses or techni-
_ciaﬁs. Italy has about 18 active registered nurses

per 10,000 people, far below the optimum figure of 30
. per 10,000 set by the World Health Organization. 11,
1971, the total number.of allied health workers em- -
ployed outside of hospitals was as low as 16,633 for
55 million Italians, or a ratio of 1 to 3,562. 1In the
United States, this ratio was 1 to 126,

3. Regiomal and Soctio-Feomomic Factore in Ttaly

What is true for the nation as a whole is exacer~-
bated at the regional level. Table 1l presents five
selective economic indicators and their relationships
between the South and the North. This admittedly
small sample indicates .that the South is far below
the North in terms of economic well-heing. Whi'e both"
income and consumption have remained relatively stable
over a 2-year period, per capita savings in the South
have plummeted dramatically in relation to those in
the North. The only indicator which has shown rela-
tive improvement is investment, due in large part to

massive government outlays.

15
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TAULE 1

Reqtonal Indicators for Selected Yaarw, 1951 - 1573

Ysbop. Qu/Pop., Sp/kop, L/Pop, I/bop.
13Uy lira) (000's Lira) (000's 1ira) (000'a lira)
North (taly
141 12 262 65 36 &9
. 19n1 542 196 146 39 136
1969 763 573 190 37 187
1973 dbe 674 188 18 . 197
south Italy _
151 135 1o4 33 27 33
1961 Ju8 252 16 28 a8
19073 417 . 186 31 ’ 28 135
111 464 454 10 31 176
; S, Italy/N, Italy
11451 RYIY . 6260 .1769 .27500 4928
1961 L9014 636} 2466 %] .6470
1967 L5405 6730 L1632 .7568 ~,7219
1921 .51382 67136 .0932 ’ .8158 .8934

NOTE: Y Pop = lar capita Income
C/Pop = Per capita Private Consumption
Sp/POp = Par cupita Private Savings
L/Pop = Full-time Labor Force as a percent of population
I/Fop = per capita Investment

SOURCES

Viilone i1tuliang delle camere di commercio industria artigianato e aqricoltura, 1 conti econcmici
tuyiondli 1974 Serie atorica 1961-74, Franco Andel{ Editore, Milano, ltaly 1976,

ISTAT, Ovcupati presenti in Italis Anni 1951-1972, Rome, Italy, 1973 (bozza)

+ Annuario di contabilita nazionale 1974, Fome, Italy

» Annuario di statiatiche del lavoro 19/5, Roms, Italy

ERIC | 1y
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Yet, it is obvious tha. the primary motivation for
these invustments, i.e., improving the economic well-
boing of the South, has failed to increase substan-
tially either income or employment.,

mnwimunusmﬂu;menmrwmmlup
parity as do the economic indicators. Table 2 re-
cords selected health indicators for 1972 and their
relative value to the South and the North. Once
again, the South lags behind in all the indicators,
most notably in the number of hospital-employed al-
lied health personnel per number of people. The only
indicator comparable between North and South is that
reflecting total number of physicians per capita.
4. A Statigtical Exercise to Test Regional Health

Pergonnel Utilization

An attempt is made here to explain the regional
variation of deaand for health personnel through the
availability of health care proxies and socio-
economic indices. The main hypothesis derives from
our cursory knowledge of the socio-economic fabric of
the South and the North. To begin with, we tested
the hypothesis that the demand for health personnel
of type "i" is influenced by the demand for health
care and the availability of health care facilities.
This follows from the traditional economic theory
that health personnel demand is derived from final
health care demand. We hypothesi;ed that a
particular-skilled employment will depend on the

17 t)
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Table 2 ' .

Sslected Health Indicators

1972
NM per T per Seds per Physiclans Consumption of Populations
1000 persons 1000 persons 1000 peraons per 1000 Health per {(n0C's)
persons Capita
- North ltaly 3.1 3.8 11.9 2.1 823133 35402
-
[]
South Italy 1.8 2.2 8,4 1.9 58780 18343
S/N [taly . 5806 .5789 .7059 .9048 .7139 .5200
Source: ISTAT, Annuatio di Statistiche Sanitarie 1973
Modelli [taliani e Stranieri di Aasistenza Sanitarie, Vol. 1
Note: NM = nurses and midwives
T = technicians
Q .
oo T 2 ‘L
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nature and quantity of fixed assets used. Finally,
wa assumed that the larger areas (measured by popula-
tion) and the wealthier areas (gross reqgional product

per capita) would employ more health personnel.

We postulated that: Pi = f(BED, ADC, PHYS,
POPSM, GNP, CHEALTH, WAGE, TECH, BHOSP, POP) where:

i Pi stands for NMZ = nurses and midwives per popula-

tion;

TZ = technicians and others per popu-
lation;

[t}

TPERZ = total health care personnel per

population.
BEDS = total number of hospital beds

ADC = average daily census, or average in-patient
Population per day

PHYS = total number of physicians, both in-
hosrital and private practitioners

POPSM = population per square mile
GNP = gross national product per capita
CHEALTH = consumption expenditures for health care
WAGE ="average yearly wage
TECH = change in capital assets

BHSOP = average size of hospital, measured as beds/
hospital

POP = population
A more detailed discussion of the variables, along

with sources, ic presented in the Appendix,

We normalized our variables either by population

or, in the case of wages, by personnel, to get more

22
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hamogeneous results. The outcome, though, was dis-
torted by multicollinearity, implying a defect in
specification. In the second round, rather than ex-
plain the demand for personnel based on our first
" model, we eliminated the independent variables which
introduced disturbances. We limited ourselves to
testing a hypothesis for Italy as a whole; then the
North and South separately. Three dependent varia-
bles were used: nurses and midwives, NM; technicians
and others, T; and total health personnel, TPER. All
equations take the same form and are estimated by log
linear regression equations:
Pi = f(ADCZ, WAGE, GNPZ./ﬁé;SZ. TECHX)
where for each geographical area the independent var-
iables for each equation are:
ADCZ = average daily census per capita

WAGE = wages per personnel

GNPZ = GNP per capita
PHYSZ = physicians per capita
TECHZ = net change in capital assets of health

facilities per capita
The results of our regressions are reported in Table
3.

Even in these mocdified models, all nine equa-
tions show high coefficients of multiple determina-~
tion (R2 = .84 to .95). From a statistical point of
view, however, the independent variables are not al-

ways significant in explaining regional variation of
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demand for health petsonnel (t-statistics are
significant at the 10 percent level or in over 38
percent of the cells).

By far the most significant variable is the
average daily census per capita (at 1 percent level
of significance)*, As we expected, there is a close
relationship between daily census and personnel.
Yet, we obtained elasticities of .80 for the North
and .45 in the South for demand for technicians. It
seems that the demand for technicians is influenced
by the average patient population much less in the
South than in the Noxth.

Less significant is the explanation of regional
variation by the availability of physicians. In the
North the presence-of physicians, as we expected, has
a high explanatory valu:, while in the South the co-
efficient 8 = ,00594. The inference is that in the
southern regions allied health personnel play a more
independent role from physicians than they do in the
North,

Indeed, the variable approximating material
well-being,. GNPZ, is a more important explanatory

variable** for the employment of nurses and midwives

*In all cases, the level of significance for the
South is below 10 percent because of the lower number
of apservations made in the South than in the North.

**This variable is highly significant for Italy
as a whole, but not for the North and South separate-

ly, .
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while for other health personnel, it is similar for
both regions. Moreover, the negative sign for the
North implies that the larger the GNP, the lower the
regional variation in demand. The reéeverse happens in
the South, where the sian is negative in the techni-

cian equation, probably for the same reason, *

These kinds of relationships also occur with re-
gard to the wage variable, ‘which is statistically in-
significant in all equations. In the North the sign
is constantly_neqatiVe. and in the South, constantly
positive. The implication is that in the North high-
er wages diminish regional personnel demand, while in
the South the opposite occurs. This is contrary to
economic theory, suggesting a case of unlimited labor

supply with no downward sloping curve,

What we call technology is really a proxy of re-
quired net assets of health providers. The results
ar? uneven--in some cases the t-statistics indicate
hign significance while in other cases a low signifi-
cance (t=.59279 to 3.36422), Yet, the value of the
coefficient 3 is nongistently low, and in one case
(the technician equation for the North)it js negative.
In general this is a weak proxy variable and can be

interpreted as having little influence in regional

*We recognize that this may be interpreted in a
variety of ways. For example, the negative sign for
nurses/midwives in the North may indicate that the
higher the GNP, the more people will demand the ser-
vices of physicians instead.of nurses/midwives.

-
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variation of demand for health personnel. Perhaps a
better proxy, if available, could be more closely re-.
lated to technological expansion and innovatians.
5. Conciusions .
ased on these preliminary tests, regional de-
mand for allied health personnel seems to be mainly
a functyon of average daily census, and only margin-
ally affhag;gd by the number of physicians available
and the per capita income. In the South wages do not
influence the demand for health personnel, a lack of
influence which might simply characterize a state of

underdevelopment or which might be attributable to o ee®

the fact that the proxy used "~total warnes in the '
hospital divided by the total personnel employed in
the hospital--includes a very heterogeneous type of

personnel.

To be sure, conclusions pased on the behavior of
the occupancy variable are misleading because over-
utilization of hospital capacity is a serious health
care bottleneck in Italy as a whole. A survey of
Roman hospitals for 1975 revealed an average occupan=-
cy rate of lld percent. One of the reasons for such
a high occupancy rate is that hospital-based ambula-
tory facilities are practically non-existent in Italy.
Once the patient arrives at the typical Italian hos-
pital, he becomes an inpatient with an average length

of stay of 17 days, twice as long as in hospitals in

(]
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- the United States,

One could have expected the health care institu-.
tional structure to be a reflection of the level of
development in each area. A direct inference would
be that the level of technological sophistication --
not to be confused with superior health care--ig 3
factor of regional wealth, Higher technology means .
that a larger number of highly skilled allied health -7\
personnel is required. These expectations have been
justified by a study of regional variation of health
care and personnel util.zation in the United States, *

but apparently, they are unjustified for Italy.

-It seems that conditions of health care delivery
in Italy are generally in a poor state and that the
usual relationships among hospital occupancy, techno-
logy, and number of physicians and requirements for
allied health personnel do not Lold. Yet, as indicat-
ed earlier (see Table 2), the South fares worse in
the delivery of adequate health care than the North..
The reyionalization of the nation's health care sys-
tm, that seems equitakle on a per capita basis, may
not close the regional gap. Policies of regional de-
velopment for depressed areas should necessarily be

discriminatory against more affluent areas as ad-

~vanced regions can attract more and better providers,

leaving poor regions even further behi~d. If a

*See Health Manpower Literature, vol, 2, No. 1
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" distribution of health resources is centrally accom-

Plished on a per capita basis, the areas that are
most in need receive the same proportion as the less
needy. By the same token, if each region manages its
own health system, financial resources can be wasted
and "medical resources," i.e., physicians, technology
and allied health personnel, further deflected
towards the wealthier areas, which c .a accomodate the
regional expatriates and offer a milieu for personal

development,

The new regionalized health system started to
operate in 1977, and it is still too early to judge
the results. Shifting local polic.es to local con-
trol is laudable and theoretically efficient; but
localities (regions and townships) have no fiscal
control because they have little power of taxation.
Thérefore, regions cannot shift specific allocations
to remedy deficiencies even vis—-a-vis the North. It
seems that Italy's policymakers failed to distinguish
between regional health planning within the national
context and regionalization of the health care system.
They confuse the latter with the former. Regional
differences exist, but they cannot be remedied hy
simply razing the system and superimposing local
bureaucracies onto the national one. -‘Indeed, over
the last year policymakers have been aware of the de-
ficiencies, and new legislat.un fawvoring the South is

being prgpared.
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APPENDIX

Sources;

The 1972 figures for all variables were taken from
the dnnuario di statietiche sanitarie 1973, and the
Annuario gtastico italiano 1974,

The total physician populaticn was taken from the
Modelli italiai e stranienrt di ossistensza sanitaria,
Volume Primn, and is for 1973.

Income data was taken from the Italian Matrix of
Trans formation for 1972, calculated by G. Schachter
and F. Pilloton, Input Output Italia, 1959, 1965,
1969, 1972, Northeastern University Press, Boston,
Mass., 1977.

Definition of Variables

Dependent Variables

NM: The variable NM includes all nurses and midwives
practicing in public and private hospitals. fThis

* variable obviously excludes nurses and midwives work-
ing outside the hospital system in addition to those
working outside the health care system or unemployed.
These exclusions were necessary bedause of the un-
availability of the proper data.

T: The dependent variable for technicians and others
includes all hospital-based techn.cians, public and
private. Unfortunately, there is no indication in
our sources as to what percent of this figure consti-
tutes actual technicians, nor what types of personnel
“"other" includes. We therefore assume at the outset
that a significant portion of this variable consti-
tutes actual technicians (either skilled or semi-
skilled) and that the "other" capacity is so small as
to insignficantly affect the results of the model.

TPER: Total hospital personnel refers to the aggre-
gation of the following categories: physicians,
hurses, midwives, administrative Personnel,
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technicians and others.

Independent Variables

BEDS: Since we are dealing with auxiliary personnel
whogse main function is the care and maintenance of
bedridden patients, we expect the number of beds per
region to have a direct impact on the personnel utili-
zation. With regard to nurses and midwives, we are
postulating a ratio of NM to beds, or at least a mii-
imm: effective ratio, We do not expect this ratio to
ba constant, althoujh we do expect it to be positive.

ADC: The second instituticnal variable included in
this model is average daily census, calculated by
dividing the total number of patient deys by 36¢
(1972 was a leap year). We include this variable to
emphasize the effoct which the average patient popu-
lation has on the utilization of personnel and which-
the bed variable lacks. We use ADC with the ration-
ale that beds, tempered by the patient population,
will have a more significant impact on the employment
of NM than 2ither singlu variable. We expect the
sign to be positive.

PHYS: We use this variable on the theory that both
hospital and nor-hospital physicians exert a direct
influence on th. utilization of allied health per-
sonnel. Hospital-based physicians are apt to in-
crease the number of auxiliary personnel that work
under them. Non-hospital prysicians have a more in-
direct effect: they generally control the flow of
patients into a hospital, which influences the man-
power composition within the hospital., We expect the
sign to be positive.

POPSM: Population per square wile, or density, is
used as a proxy for the urban/:ural ratio. in a given
region. If density is high, we assume a high urban
population. We hypothesize that personnel will pre-
fer to work in an urban setting as opposed to a rural
setting. Actually, this variable is intrinsically



connected with PHYS and BEDS, and thus creates some
multicollinarity. The expected 8ign for this vari-
able is positive,

GNP: This is our income variable and is expected to
be positively relatel to the distribution of person=~
nel. Income is calculated per capita, and the reason-
ing for using this variable i3 similar to that for
using POPSM, that is, a high ncome area will facili-
tate growth in hospital facilities more so than a low
income area. Although we expect a positive relation-
ship, it will be interesting to see whether govern-
ment investment policies have been directed toward
distributing health resources to lower~income regions.
If this is the case, the sign will be negative.

CHEALTH: Since the Italian health care system has
been nationalized, regional cost differentiation has
been minimized. We expect, therefore, that the high-
est per capita health care consumption will indicate
higher utilization of facilities, directly and posi-
tively affecting the demand for allied health person-
nel, Health consumption per capita in the North was
taken from the Annuario di contabilita nazionale 1973
and normalized with the matrix total, while consump-
tion for the southern regions was taken from the 1972
Matrix of Transformatir. . The consumption data for
the North was aggregated .nto three large sub-regions,
SO we are uncertain as to its effectiveness in the
model. We co expect a positive correlation for the
southern regions, since the matrix is disaggregated
into the eight sub-regions.,

WAGE: Probably the most important economic variable,
from a purely theoretical viewpoint, it refers to the
relative wages between regions. We hypothesize that
personnel will congregate in areas where the relative
~ wage rate is higher, and therefo.e, expect a positive
relationship, The wage rate vned is not restricted
to eath individual occupation. The only wage data
we coull find were the aggregate wages and benefits
for all hospitals in 1972. This figure was divided

3
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by the total number of hospital personnel (including
physicians and administrative peirsonnel) to arrive at
an average annual salary for all health care person-
nel. It is likely, though, that the wage differen-
tials have been minimized due to nationalization. 1If
that is the case, WAGE may be an insignificant factor.

TECH: We hypothesize that an increase in the capital
assets of a hospital facility will have a positive
effect on the number of allied health personnel em-
ployed. 1Ideally, a lag of one or two years would be
more appropriate., Unfortunately, regional disaggre-
gation of the data does not exist bYefore 1972,

BHOSP: We also hypothesize that the average size of
a hospital (measured by number of beds) wi'l posi-
tively influence the use of personnel. With this
variable, which is actually correlated with the TECH
veriable we cre postvlating economies of scale:

as a hospital increasec in size, economies of scale
exist for auxiliary laboratories and testing facili-
ties, It follows that as more auxiliary functions
are added, more personnel will be hired to staff the
new departments.
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Brown, J.H.U. The Health Care Dilemma: Problems of
Technology in Health Care Delivery. New York
and rondon: Human Sciences Press, 1978. 183
pages,

+ DBrown addresses himself to the serious problems
inherent in the. contemporary health care system. He

- emphasizes the overreliance on recent technology
which has resulted in higher, rather than lower, med-
ical costs; the overly complicated and cumbersome
delivery system; and the gross depersonalization of

" medical services. 1In his opinion, far too much atten-
tion has been focused on the inpatient racher than on

the outpatient, whose growing demands are yet unmet,

Brown presents an overview of the health care
system--new medical techniques, managerial approach,
technology in health care, control of quality and
problems in health services, and finally, the role of

the consumer,

Commenting that "the average citizen does not
know how to use the health car: system well...people
regard the emergency room of the nearest hospital as
the private physician to their families," Brown

points out that education of the masses to the various
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, altermatives could produce a health care system that
provides qgality care while being cost effective.
\Individuallconsumers should be trained to serve as
¥heir own providers for many of their medical problems
i% order to reduce the utilization of expensive capi-
tal and human resources. At the same time the health
care system and much of its resources should be di-
verted towards home care.

-

Brown notes that a research organization, Bolt,
Baranek, and Newman, developéd a system whereby
computer-assisted patients can be fuxnished patient
education programs in diabetes, family planning, ohe-

sity, lung disease, dieting, and hypertension.

"In summary, then, a major need in the health
care network is for training and education. We must
create an informed consumer to use the system, a pro-
vider who can receive regular updating of knowledge,

and a system which has large informational capacity."
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Hyman, Herbert Harvey. Health Regulation: Certifi=-
) cate of Need and 1122. Gexmantown, Maryland:
Aspen Systems Corporation, 1977. pp.x, 185 pages,
The National Health Planning and Resources De-
velment Act of 1974 (PL 93-641) requires that every
state develop a Certificate of Need (CON) program by
1980. The Act is explicit in linking new institution=
al facilities and services to the planning goals of a
particular region or state with the ultiﬁate goal of
separating health providers from a context that bene-
fits only their patients, physicians or institutions.
Health care demands could then be evaluated from the
perspective of the region as a whole and the medical !

requirements of the entire population served.

Health Regulation devotes itself to discussing
the major weaknesses of CON. A substantial majority .
(over 90 percent) of CON requests nave been approved,‘/,
although approval rates for new facilities are lower.
Because of the relative lack of data, plans or crite-
ria available to the review agencies, the CON process
has not been very efficient in most states. The over-
all impact on cost containment to date has been rela-
tively modest. There has been continued approval of
projects in almost 50 percent of the sampled areas,
despite the fact that area plans indicate that no new

facilities or beds are needed.

Hymar. outlines six important problems that are

central to CON. First, where federal policy guide=
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lines are stated in an ambiguous or unclear fashiocn,
they are subject to a wide range of interpretation by
pPlanning agencies, providers, and others interested

only in achieving their particular private goals.

Second, apparently there is no accepted standard
of defining "needs." Without this clear standard each
provider or planner can define the term in a fashion

that best suits his or her private needs.

Third, there are identifiable components of the
health system that have some impact on cost contain-~
ment policy. However, the existing CON strategy
appears to emphasize one method or process to the ex-
clusion of others in an effort to contain and regulate

costs,

rourth, it is likely that in the short run health
providers and planners will be successful in receiving
approval from CON committees regardless of the quality
of the request. Hyman suggests that in the long run
when consumers become more aware of the overall direct
impact of such approved requests on their own net in-
comes, a backlash might occur in the form of very
restrictive public legislation. This legislation, if
it is indeed extremely.restrictive, would only multi-
ply many of the associated prchlems of health care .
delivery,

Fifth, in order for CON to operate effectively,
planning, resources development, and evaluation of

services must all function simultaneously with
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currently existing regulations.

Finally, the role of the, federal government in
PL 93-641 is confused and there is a call for more
federal intexvention. "The federal thrust is its
threat tc impose rigid, federally initiated regula-
tion§ if the local and state planning agencies and
the healt.. providers do not work in a collaborative
effort to effect cost control."

3Y
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Institute of Medicine, National Academy of Sciences.
A Manpover Policy for Primary Health Care,
Washington, D,C,, 1978. pp. xiil, 106 pages.
This report concerns itself with public funding

of health manpower education, credentialling of prac-

titioners, and qualitative and quantitative aspects
of training programs as well as the scope of primary
care services and their reimbursement and health ser-
vices research.

A substantial effort is made to delineate pri-
mary care functions in a broad sense. The study came
to the reiliusion that because of significant over-
lapping of medical functions among health providers
and the variances of the practice of medicine among
practice settings and geographical locations, deline-~
ation of primary care functions was not possible or
fruitful. "The committee came to believe tlL..t an ex-~
planation of the roles of different professional
groups was not now a practical, policy-oriented under-
taking,"

The most important contributions of this report
are the policy recommendations which are summarized
below:

l. since no practical arrangement ihas been
found consistently superior to any other, primary
care as defined in this report should continue to be
delivered by various combinations of health care pro-
viders in a variety of practical arrangements.

2, For the present, the number of entrants to

medical school should remain at the current annual

10
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level,

3. For the present, the number of nurse practi-

"tioners and physician assistants trained should re~ .

main at the current annual level.

4. Third-party payers (federal, state, and
private) should reimburse all physicians at the same
payment level for the same Primary care service.

5. Third-part; payers (federal, state, and
private) should reduce the differentials in payment
levels between primary care procedures and non-pri-.
mary care procedures.

6. Thixd-party payers should institute payments
to practice units for those necessary services deg-
livered by primary care providers and currently not
reimbursed, such as commonly accepted health educa-
tion and preventive services,

7. Training programs for family physicians,
nurse practitioners, and physician assistants should
continue to receive direct federal, étate, and pri-
vate support because these practitioners are the
most feasible prcviders of pPrimary care to under-
served population.

8. Third-party payers should discontinue all
geographic differentials in payment levels for physi-
cian services within a state, . _

9. Third-party payers should reimburse the
practice unit for the same primary care pervices at
the same payment level regardless of whether the ser-

R4 L
vices are provided by physicians, nurse practitioners,
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or physician assistants.
10. There should be an active, continuous pro=

gram for moniporind a numbdr of factors, including

the numberm, rpecialty, an@ geographic distribution
of physicians, nurse practitioners, and physician

assistants, as well as the perceptions of the patient

population regarding the adequacy and availability of
primary care services.
1l. An increased emphasis should be given to
health services research in primary care manpower.
12, There:should be a substantial increase in
the national goal for the percentage of first-year
residents in primary care fields,

13. Federal and state govermments should con-

~ tinue to promote primary care, partly by using finan-

cial incentives for the creation and support of pri-
mary care residency programs.
14, It is desirable that all medical schools

.direct, or have a major affiliation with, at least

one primary care residency program in which residents
have responsibility under faculty supervision for the
provision of accountable, accessible, comprehensive,
continual, and coordinated care.

15. In selecting among applicants for admission,
medical schools should give weight to likely indica-
tors of primary care career selection.

16, Undergraduate medical education should pro-
vide students with a knowledge of epidemiology and

aspects of hehavioral and social sciences relevant to

A 40
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patiert care,

17. Medical schools should provide all students

with some clinical erperience in a primary care set-
ting.

18, Medical schools and primary care ttaining

programs should teach a team approach to the delivery
1 of primary cAre

: 19. Amgndments to state licensing laws should
| H

authorize nurse practitioners and physician assist-

ants to provide medical services, including mking

medical diagnoses and prescribing drugs when appro=-

priate. Nurse practitioners and physician assistants

i
H
1
i
1
“

in general should be required to provide their desig=-
nated services as skillfully as physicians, but they

should not provide medical servicas without physiclan
supervision,

20. The nursing profession should continue to

have accreditation responsibility for nurse practi-
tioner education programs and should establish re-
quirements for nurse practitioner education and train-

ing in collaboration with physicians and other health
professicials.
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Moss, Frank E., and Val J. Halamandaris. 700 0ld Too
Sick Too Bad, Gemmantown, Maryland. Aspen
Systemas Corporation, 1977. pP. Xvii, 326 pages,
Too 0ld Too Sick Too Bad proyides a comprehen-

sive discussion of the kaleidosccée of current prob-

lems in nursing homes and offers some suggestions for

improvement. The authors' investigations cover a

lisi. of subject areas that includeinursing homes as

the aceatest fear of the elderly; buxsing home abuses;
the pharmaceutical russian rouletté of nursing home

drugs; fires in nursing homes; profiteering; nursing

homes as new depositories for the mentally impaired;

lack of vacancy for mino.ity groups; substandard

nursing homes; lack of policy toward the infirm el-
derly; national enforcement of standards; political
influence on the nursing home; the physician's abdi-
cation of responsibility; nursing homes without

nurses; America's finest nursing homes; and choosing

4 nursing home.

0f particular interest to the Center of Medical
Manpower Studies are the manpower implications of
many of the criticisms and the constructive sugges-

tions made by the authors.

Moss and Halamandaris note that the term "nursing
home" is somewhat misleading, "Within the context of
a nursing home, the word "nurse" is used very loosely
to apply to almost everyone in white. As of the :
writing of this study, there were about 65,000 reqis—

tered nurses in 23,000 long term care facilities,
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caring for over a million pat'ents on a 24-hour per
day bee .8, The ratio of one registered nurse (RN) to
every 46 extended care patienis raises some doubt, at
least, as to the quantity and quality of services
provided,

According to Moss and Halamandaris there are
five major reasons for the shortage of RN's in nurg-
ing homes. First, federal requirements for the num-
ber of nurses in extended care facilities remain low.
Only .ne RN is required on the day shift, seven days
a week, and only one licensed practical nurse (LPN),
must be on duty on each of the afternoon and evening

shifts, regardless of the size of the institution,

Second, working conditions in nursing homes are
not campetitive ror RN's. 1In general, working condi-
tions are poor, and wages and fringe benefits are

substandard,

Third, a less obvious reason causing nurses to
avoid nursing homes has to do with the design of long-
term care facilities and the delivery of care to resi-
dents. what is needed is a clear definition of what
constitutes good nursing care and practice in long-

term facilities.

Fourth, few nursing schools emphasize geriatrics.
Of the 1,054 .chools of nursing in the United States
which receiv~d questionnaires, 512 completed the
questionnaire. Only 27 stated that their programs in-

cluded, or would include in the near future, a
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geriatric specialty in the curriculum, while 274 an-
swered that geriatrics was included in their curric-
ulum as part of a more general course o human de=
velopment. Only 135 answered that they had a program
in which students worked with nursing homes.

Fifth, few governmen. programs emphasize geria=-
trics. Recent figures indicated that there were 144
Jeparate programs administered by 13 separate agen-
cles for the training of nurses and health care per-
sonnel. Of this total, 94 of these programs were ex-
clusively for the training of nursing personnel and
together received $1.7 billion in the 1973 fiscal
year. According to an American Nursing Association
study quoted by the authors, there were no graduate
programs in gerontological nursing anywhere in the
United States at that time (1975).

In summary, both RN's and LPN's employed in
nursing homes are in very short supply. Often the
LPN's function in place of the RN. "“The inevitable
result is the reliance on unlicensed and untrained
personnel to provide 80 to 90 percent of the care

that is given in American nursing homes."
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Somers, Anne R., ad. Promoting Health; Consumer
Education and National Polioy. Germantown,
Marylana: Aspen Systems Corporation, 1976.

PP. Xxvi, 264 pages.
This volume is organized into three sections.

The first is concerued with the relation of health

status to lifestyle and the ever present challenge to

consumer health education. The agecond summarizes and
analyzes current programs, practices, and problems of

" health education, including sections on physicians,

nurses, health education personnel and other health

personnel. The third secticn contains the recommenda~
tions of the study group. The report includes a wide
variety of appendixes. Included also are studies of
the health portion cf the federul budget, reports

from the Blue Cross Association. and exX.wuinations of

health education manpower and methods available to
evaluate tue health education components of Preven=-
tive health programs,

Estimates are made of the total :umber of indi-
viduals (12,500) prepared in health education at the
baccalaureate, masters, or doctoral levels who are
actively working in the field ot either public health
education or school health education. Of these, no
more thun 2,000 persons are prepared in comnunity or
public health education.

The report indicates that as of 1974, 124
bachelor's, 94 master's, and 31 doctoral degree pro-
grams were being offered. Also mentioned is the fact

' ¥
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that this relatively large number is somewheac mis-
leading since in the academic year 1969-70 only 160
master's degrees injﬁealth education were gfantei in
the United States. Of this number, 33 went to foreign
students and 28 were granta:d by the University of
Puerto Rico. The author also estimates that no more
than 24 Ph.D.'s were granted by these universities an
that * ar.

One recommendation concemed with health educa-
tion manpower states: '"Request the Secretary of
Health, Education and Welfare to arrange for the con-
duct of a study or studies of consumer health educa-
tion manpower to determine current and future needs
tor all categories and levels of personnel and to
recommend appropriate education and credentialling
policies.™

The study also recommands that a task force give
immediate and special attention to the definition and
development of a new category of indigenous community
health education aides, advocates, or facilitators,
to act as mediators be.ween the community, especially
in low-income areas, and health providers such as
hospitals, outpatient units and health educators.

The report indicates that such new categosies of
health personnel have been utilized in a few areas

and have demonstrated a need for more standardized
training resulting in some form of academic certifica-

tion,
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Charron, K.C. "Health Insurance: The Canadian
Experience." The AF.-CLO American
Federationtat, April 1978, pp. 11-16.

Although the health care systems of Canada

and the United States are marked by certain similar-

ities -~fee for service is a prominent feature of

both, both have a common approach to the education
of health care professionals, and both employ
similar methods to support medical research =-

Canada, unlike the United States, relies heavily

vn universal, publicly funded health insurance to

finance its national health services, Charron's

article is devoted to an examination of the Canadian
system with an eye toward the possibility of its
iavroduction in the United States. "canadian
mistakes may provide as valuable a lesson as

Canadian successes."

"~he major components of the Canadian National
Health Programs lie in hospital insurance and
diaguos tic services, which were introduced in 1958,
and in insurance for physicians' services, provided
by the Medical Care Act of 1966. In 1978 well over
80 percent of the total cost of health care in

Canada was supported by public financing,

Charron covers five major points in his dis-
cussion of the Canadian experience with national
health insurance.

(1) National health insurance in the United

States should be phased in gradually. Since a
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comprehensive national health inéhgance involves a
very substantial budgec, less stress would be put on
riie system by a phase-in policy. Also, the phase-
in policy would allow thuse in charge o6f the plan
and those using the plan to gain experience and
would help avoid gross .rrors in firanciny, utj=
lization and control.

(2) Charron stresses what he calls “the four
E's of efficiency, effectiveness, economy, and
evaluation." Note is made that the evaluation of a
national health insurance plan cannot occur overnight
and that a sfstem of coherent management and ad-
ministmation is necessary.

(3) Rationing of health care cCemand is esisential,
Charron does not argue against a fee-for-service gys-
tem since he recognizes that the demand for health
services is almost completely inelastic.

. (4) The utilization of medical services, in-
cluding those of hospitals, did increase with the
development of Cancdian NHI. However, the author
believes that the need for such services always exist-
ed and that, therefore, the increase in utilization
was warvanted. "The Canadian experience with co-
insurance and deductibles is that when they are
reasonavle, they do not control utilization."

(5) Finally, Charron advocates full and open
public administration, public disclosure and audit

of any system of national health insurance.
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De Arcangelis, Antonio. "Riforma sanitaria o cornice

vuota?" Nord e Sud, No. 27-28 (April-May 1977),

PP. 57-64.

De Arcangelis is critical of proposals for health
care reform and of the eventual reqgionalization of
the National Health Insurance system. He feels that
Italy's present health care system stands on very
precar;ous grounds. "It is difficult for a patient
today to enjoy a confidence in the public health care
delivery system" as the system does not seem able to
respond to the needs and basic prerequisites of the

health”care provider.

At present, Italians, as a nation, seem to be as
healthy as citizens of other European countries. In
1951, as in 1971, Italy's mortality index was about
10 per 1,000, the average of that of the other coun-
tries. However, Italy's records of infant mortality
and contagious disease are among the worse on the
continent--only Greece, Spain, and Portugal have

worse,

While De Arcangelis is, then, not opposed to re-~
forms in the health care field, he is somewhat pessi-
mistic of their success. Because of a gross deficit
in manpower and finances, the proposed plans do not
accomodate regional demands, Fox example,

De Arcangelis feels that the proposed legislation

will not take into account the specific needs of

. southern Italy, where health care delivery prcoblems

are most acute. As it stands now, the new law gives

S
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little consideration to specific or even general
training programs for health care personnel in the

South.

While the aim of the new law is to provide equal
health care throughout the nation, no provision is
made for per capita federal financial assistance.
Such regionalization of National Health Insurance,
while it might assist regions in the North, could
only worsen the South's present health care delivery

system,

<
C.n
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Demarko, Ken, James W. Robinson, and Ernest C.
Houck. "A Pilot Study of the Initial Bargain-
ing Demands by Newly-Ofganized Employees of
Health Care Institutions." LILabor Law Journal,
29' N0n 5 (M,ay' 1978), 275’2910
Demarko, Robinson, and Houck study newly organ-

ized employees of nonprofit health care unions to

determine whether critics are correct in their are-
guments against these unions and in the demands they

bring to management,

In August 1974 the National Labor Relations Act
was amended to include in its coverage emp..ioyees of
nonprofit hospitals, health care centers, and nurs-
ing homes. "Prior to this amendment, such employees
were excluded specifically from the Act and (Jdenied
the rights guaranteed to the.. ¢ wunterparts in pro=-

prietary hospitals.”

Demark, Robinson, and Houck make note of the
uncompetitive wage scales that still exist for a
significant segment of nonprofit hospital an< health
care employees. Entry-level employees in theve hos-
pitals receive wages that are 40 percent lower than
the average wages for manufacturing workers. New
York City hospital employees earn $115 below the
amount required to maintain a family of four at the

minimum standard of living.

Although American hospitals and the American

Hospital Association, in general, have been opposed
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to unionizatioﬁ, the unions themselves have taken
increasing interagt in organizing these "fringe areas"
of labor. With the removal of exemptions of not-for-
profit hospitals from the National Labor Relations
Act, these employees havelbeen freed to organize

themselves into bargaining units,

The authors examine the priorities which newly
organized unions agsiqn to certain bargaining objec-
tives in their negotiations for the first contract.
The primary demand of the unions polled was for high-
er wages. In addition, union negotiators for large
hospitals (over 250 beds) élso emphasize& a demand

for paid holidays and health disability insurance.

A significant conclusion of the research in-
dicated that hospital employee unions, once recog-
nized, do not tend to strike, and recognition is not
a direct invitation to strike, notwithstanding fears
voiced by the AHA. Rather, unions appear to prefer
to settle their differences with the institution

through arbitration rather than strike.

"Based aon the evidence presented here, one may
conclude that critics of nonprofit hospital unions
are somewhat incorrect in...tﬁeir arquments against
chese unions and in the demands these unions will

bring to manacement."

)
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Dolan, Andrew K. “The New York State Nurses Associa-
tion 1985 Proposal: Who Needs It?" Journal of
Health Polities, Policy and Law, 2, No.4 'Winter
In 1974 the New York State Nurses Association

pa:ssed a resolution making a bachelor's degree in

nursing requisite for registered nurse licensure by
the yeai 1985. Dolan believe: that any such proposal
must be accompanied by evidence that the change will
be cost effective and providé an improvement in qual-
ity. He feels that those who proposed tne change
provided no such proof. and, in fact, Dolan believes

such changed requirements have little if any justifi-

cation,

Dolan's paper examines the existence of a proven
connection between the proposed requirements and
qualfty of care, the cost of the proposed change in
terms of cost of compliance with the new requirement
and its impact on the supply of nurses, and finally,
the impact the change will have on those trying to
enter the profession, particularly the disesuvantaged

‘employee.

Dolan finds that the proposal of the New York
State Nurses Assnciation fails to justify itself in
any of these areas. He rescommends alternatives to
the proposal involving more relevant examination pro-
cedures, more rigorous accreditation of nursing
schools, and a more active post-licensing revirw

process.,



In general, Dolan questions the process wherehy
professionals are allowed to set entrance require-
ments to their own profession in the absence of public

scrutiny and evaluation,
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Durant, Guy. "Gerer 1! hopital," Anngles de \
arienced econamigques appliques, 33, No. 3 .
(1277-78), 1Q9-131,

Durant describes the many complexities of man- \
power utilization and hospital management in Belgium, - o
where health care expenditures increased by 25 per-
cent in L976L This increase in medical expenses was
due primarily to increased longevity, resulting,
therefore, in a relétively older population with more
aggravated health problems; to a significant shift in
dietary habits, with many more health hazards; to in-
creased pollution; and to a gencral demand for im-
provéd health care delivery. At the same time the
country experienced a substantial increase in wage

and construction costs.

In Belgium the hospital is the main vehicle for
the delivery of health care. Durant notes that health
institut._ons vary considerably from commercial in-

stitutions since the demand for health care is almost

~completely price inelastic,

_ ¥
Most of the problems Bel gian hospitals incur in A
delivering health care are involved with the hos-
pitals' organization with the Ligh cost of hospital
. -

personnel, and with misalliocation of health manpower

within health care institutions.

According to Durant, extendnd care hospitals in
1974 employed 31,000 nurses, of whom only 60 peféent

were "qualified” or "registered.” This gave the coun-
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try's extended care facilities a ratio of one nurse
for every two beds. The cost for all health per-
sonnel amounted to 42 percent of the average daily

cost per bed.

Durant refers to a study which notes that. in
general, 78 percent of the working time of registered
nurses and practical nurses is devoted to functions
other than those having to do with patient care. He
also refers to a study which indicates that 24 per-
cent of nursing time is devoted to patient care, {ive
percent. is spent on route, while the remainder of
time (71 percent) is devoted to the exchange of in-
formation and work not related to health care func-
tions. In'fact, it is generally recognized that
nurses' functions are not well defined and that con-
siderable overlapping exists in the performance of

medical and non-medical functions.

Durant concludes that hospitals require a re-
organization so that tasks are carefully defined and
performers are assigned to specific appropriate func-~

tions,
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Farkas, Emil C.s "The National Labor Relations Act:

The Health Care Amendments." Labor Law Jowrnal,

29, No. 5 (May 1978), 259-274.

Farkas devotes himself to discussing the rela-
tionship between health care institutions and the
National labor Relations Board, particularly as‘it
has been affected by the Health Care Amendments to
the National Labor Relations Act. Effective July 26,
1974, the Health Care Amendments specifically granted
the National Labor Relations Board jurisdiction over
health care institutions, including nonprofit hospi-
tals. Farkas notes that .despite its statutory juris-
diction, the Board may decline jurisdiction in situa-
tions where there is qn\insubstantial impact on inter-
state commerce. The Boafd retained the $100,000 an-
nual gross revenue standard. for jurisdiction which
had previcusly applied to such health care institu-
tions as nursinj.homes, visitiing nurses associations,
and related facilities, and the $250,000 annual grosé
revenue standard for hospitals of any type; it limit-
ed its jurisdiction over alll other types of health
care institutions to tiose pmployers who receive at
least $250,000 in gross revyenue per year. Farkas ob-
serves that the Board has ¢given a broad interpreta-
tion to "health care institution" and has asserted
jurisdiction over most facilities which are in any

way related to the health care field.

"Prior to the adoption of the Health Care Amend-

ments, the Board determined bargaining unit issues in

6



health care institutions on a case-by-case basis," re=-
lying for definition of "bargaining unit" on tradi-
tional criteria which involved combining those em-
ployees who shared a substantial interest in wages,
hours and other terms and conditions of employment.
In applying these criteria for defining bargaining
units, the Board fbund that registered nurses are
entitled to be represented in a separate unit, since
they possess interests showing a greater degree of
separateness than those possessed by most other pro-
fessional employees in the industry. The Board also
found that interns and residents are not employees,
but rather students, primarily because they are en-
gaged in graduate educational training which is a
requirement for the practice of medicine. The Board
has included head nurses in a unit of registered
nurses, notwithstanding the fact that they partici-
pated in the evaluation of employees who worked un-

der them and could impose discipliue.

Farkas briefly summarize s some important Board
decisions on bargaining units of technical employees,
service and maintenance, and clerical employees, as
wall as its decisions on separate maintenance and

single location units.

Farkas goes on to note that there has been sig-

nificant unfair labor practice litigation involving
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health care institutions, but that the Board, for the
most part, has made no distinction between employers
in the healtﬁ care industry and those in other fields.
With reference to unfair labnr practices, Farkas com-
ments that the Health Care Amendments provide that a
health care institution must be given a 10-day ad-
vance notice by a labor organization before any pic-

keting or strike can lawfully occur.

In summarizing, Farkas points out that since
the enactment of the Health Care Amendments the Board
has recognized the need of health care institutions
for special considerations; the Board has been very
flexible and its decisions have normally turned on
the particular facts of the case under consideratioa.
He concludes that since the Amendments are still
relatively new, the question of whether they will
reduce strikes and other labor unrest in the indus-
try remains to be answered. "However, this legisla-
tion appears to be a realistic approach to such
problems and is designed to allow employers and em-
ployees to share in the fruit of collective bargain-
ing, while recognizing that the primary obligation
of health care facilities is to provide patient

care,"
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Feldstein, Paul J.and Irene Butler, "The Foreign Medi-
cal Graduate and Public Policy: A Discussion of
the Issues and Options." International Jowrmal of
Health Services, 8, No. 3 (1978), pp. 541-558,
Feldstein and Butler discuss four primary justi-.

fications for curtailing the number of foreign medi=-

cal graduates (FMG's) entering the United States.

One justification for such limitation is that they

represent a loss of very scarce manpower for less de-

veloped countries, where health care requirements are
significantly higher than those of the United States.

These countries subsidize the training of their own

physicians and then proceed to lose them to the U.S.

Feldstein and Butler suggest that FMG's be required

to repay all educational costs to their .iome country

before they are allowed to emigrate to the United

States. The country providing their training could

also attempt to discourage their emigration through

some system of incentives and penalties.

A second argument for limiting the flow of FMG's
to the United States concerns the quality differential
that exists between the FMG and the United States med-
ical yraduates. The authors suggest that all resi-
dency programs be required to meet specific minimum
educational requirements, including language courses,

compensatory training, and orientation courses.

A third argument rests on the hypothesis that
more American students cculd become physicianc by

completing medical school in the United States if the
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government did not rely so heavily on the FMG.
Feldstein and Butler suggest that there are two basic
policy options for dealing with this problem. "“The
first would result in an increase in the sSupply oé
medical education opportunities available to U.S.
citizens. The second would attempt to decrease their

demand for medical education,"
LY

The final issue discussed concerns the overall
impact that the large inflow of FMG's is having on the
market for physician services in the United States.
The consequences of a physician surplus would likely
lead to unnecessary care, increased prices, and lower
quality of services. Feldstein and Butler suggest
that such problems might be alleviated through the
action of specialty boards which certxfy conpetence,
through moratoriums on new medical schools and bans on
expanded enrollment for existing schools, through in-
troducing mechanisms that will enable schools to res-
pond to future shortages and surpluses, as well as

through a number of similar strategies.

Feldstein and Butler conclude that with "all due
respect to the complexity of the issues surrounding
FMG's, we suggest that the céncerns expressed are
neither with FMG's nor with the FMG's home countries.
Instead, the concern is a result of a basic disagree-
ment among those who hold differing opinions regarding
what thé available supply of physician services in

this country should be."
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Keaveny, Timothy J. and Roger L. Hayden. "Manpower

Planning for Nurse Personnel." American Jour-

nal of Public Health, 68, No. 7 (July 1978),

656-661,

This article describes techniques of manpower
planning for nurse personnel at the state and region-
al level. The planning process comprises identifica-
tion of current supply, projection of future supply,
identification of current requirements, projection of
future requirements, and finally, an assessment of

the halance between demand and supply.

Keaveny and Hayden maintain that no effective
manpower planning is possible without cooperation
among planning specialists and decision makers. The
demand for health personnel is defined as the number
of health personnel necessary for the provision of
health services dem-.ided within an area, while sup -
rly is defined as the number of full-time equivalent
(FTE; employed personnel. Active supply is differ-~
entiated from jpotential supply, which also includes
currently licensed or certified health personnel,

either employed or not employed.

The planning process includes an historical
analysis that can be projected into the future.
Since there is no specific information about the
future, adjustments for the future might be made
either on an ud ho~ basis or turough a computer de-
cision mechanism, taking alternatives into considera-

tion. The planning %§q3058 is an offshoot of the
L
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Delphi technique which obtains the consensus of
varivus alternatives. Keaveny and Hayden demrnstrate
that Milkovitch and Mahoney found that manpower fore-
casting via the'Delphi technique is more accurate

than forecasting based on only statistical technigques,

The methodology for manpower planning is applied
to the state of Wyoming only for estimating the de-
mand and supply of RN's and LI'N's. As a matter of
policy, the following exogenous variables were used:
scale of operations of éducational institutions, in=-
terstate migration patterns, labor force participa-
tion rate and job design for RN and LPN positions.

To identify the potential supply, the authors assess
the current supply and future inflow and outflow of
nurses in the state. To determine potential supply,
the authors consider the FTE number of new nurses
located in Wyoming, the number of individuuis who
activated their licenses during the current year, and
the number of new licenses issued to nures ..ot edu-
cated in the state. . Labor force participation is
very important because being licensed does not insure
employment. The requirement for nurses is calculated
as a ratio to the population.( As Keaveny and Hayden
point out, this method has a number of advantages,
among which are the facts that it is easier to under-

stand and apply, and that there exists a relatively
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anple data supply. Through this method, it is possi-

. ble to do health manpower planning that otherwise

could not be calculated.

One set of results from the authors' computa-
tions of Wyoming indicate that there will be an ex-
cess supply of LPN's, if historical trends are allow-
ed to continue. As possible solutions, Keaveny and
Hayden suggest th;t there be no further extension of
LPN educgtion in institutions which offer such an

education and that LPN's be encouraged to leave the

" state, thus permitting labor force participation to

decline. Another solution is based on the work done
by Goldstein and Horowitz, who maintain that there is
overlap in the task delegation to LPN's and RN's. As-
suming, both administratively and practically, that
LPN's could be substituted for RN's, the redistribu-
tion of tasks to RN's would reduce oversupply of
LPM's by approximately one half. The authors con-
clude that the implementation of such planning can

be achieved only by cooperation among the people in-
volved, i.e., the planners, representatives of nurses

associations, employer associations, licensing agen=-

cies and educating institutions.

B¢
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Lysaught, Jerome P., Mary Ann Christ, and Gloria
Hagopian. "Progress in Professional Service:
Nurse Leaders Queried." Hospitals, 52, No. 16
(August 16, 1978), 93-98, 120.
An Abgtract for Aotion, a report based on a
three-year study of nursing and nursing education by
° the National Commission for the Study of Nursing, was
, published in June 1970. A cnreg-year implementation
perind followed.

The Commission's report distinguished four prin-
cipal aims: (1) the establishment of institutional
joint practice committees betiween medicine and nurs=-
ing; (2) the enhancement of career perspectives
through rcocognition of advanced clinical competency;
(3) the development of recognition and reward systens
based on increased competence in practice; and (4)
the increase of ties and joint responsibilities be-

tween nursing service and nursing education.

Lysaudht, Chfist. and Hagopian sought out nurs-
ing service directors in an effort to determine which,
if any, of the Commission's recommendations had .nade
progress. Of the nursing service directors reporting
back, only about half had organized some formal ap-
paratus to bring medical and nursing practitioners
into joint and collabora“ive care planning. Approxi-
mately two thirds of the directors experienced a re-
arrangement of both medical and nursing roles, while

an equal number found increased cooperation between
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the professions. The study-also indicated that two-
thirds of the reporting institutions had’ not hired
rurse practitioners~-a group which represents "the

new age of advanced cliniecal competency."

The authors camg to the conclusion that progress ‘
on the Commission's'recommendations is evident, but
f?r too slow. “Thefe are still the unmistakable
signs that nursing remains the ambiguous profession.
1t .s moving, and in positive directions, but the

pace is tortuous."

6y B
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Moyer, Diane. "Work Load Management System Ensures
Stable Nurse-Patient Ratio." Hospitals, 52,
No. 5 (March 1, 1978), 81-8S5.
" ' Meyer stresses that: one of the most important
chhilenqes hospitals face at present is to provide
high quality care while keeping a 1id on costs. Cen-
tral to this challenge is an accurate staffing of

nurses,

Meyer reports con a specific project, the efforts
of which were devoted to refining and testing a sys-
tem of nursing work load measurement and management,
"Applications of this ccuprehenzive system,'which
was designated the GRASP system, affact budgeting,
staffing, auditing, charging, and billing."

The GRASP system estimates patient- care units
(PCUs) for all incoming admissions. patients are
then assigned to those units that have the lowest
PCU count. The overall objective of the GRASP sys-
tem is an even distribution of work loads among the

nursing units of the institution.

Meyer describes the actual operation of the

GRASP system at Grace Hospital, Morganton, N.C.
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Perkoff, Gerald T. "An Effect of Organization of
Medical Care Upon Health Manpower Distribution."
Medical Care, 16, No. 8 (August 1978), 628-640.
Perkoff is concerned with the accuracy of health

manpower projections in the United States. He pre-

sents data and analyses from the Medical Care Group
of wéshingtou University and from several other or-
ganized medical care settings responsible for prepaid

enrol lees,

‘A summary of some of Ferkoff's findings indi-
cates that as "few as 8 percent of total visits may
be made to specialists under systems that are organ-
ized to emphasize primary care. Further, the propor-
tions of primary care and specialty visits vary in-
versely with the strictness of this organization.
Those groups which employ family physicians have a
higher proportion of primary care physicians than do
those groups which employ general inteinists or
pediatricians, or than exist in the medical care

system at large."

The relationship, then, between the =pecific
kind of organization r-oviding care and its utiliza-
tion would suggest that the organiz.tion itself is
the most important factor in determining manpower
needs and that "the pattern of medical care may be
affected markedly by different organizational ar~

rangements,"
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Admitting that his data suggest, but do not
prove the accuracy of his hypothesis, Perkoff goes on
to list three additional hypotheses that must be re-
searched before efiective manpower planning will be
possible.

1) "t should be prssible to identify and measure
certain organizational characteristics which favor
the development of given patterns of care.

2) The training of physicians is a major deter-
minant of the pattern. It should be possible to
measure whether this is or is not so.

3) The actual numbers of physicians involved
will depend upon the tasks considered appropriate for
given generalists and specialists. Numbers derived
from these considerations will be modified according
tu the manner and degree to which nonphysician hea!th
Cara providers substitute for physicians in organized

systems of care.
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Richards, Thomas B. "Knowledge About the Workplace:
A Helpful Factor in Analysis of Health Facility
Labor-Management Problems.' [abor lLaw Joumal,
29, No. 1 (January 1978), 40-48.

Richards helieQes that the hospital is an insti-
tution of increasing complexity, characterized by a
sophisticated medical technology and a need for medi-
cal personnel with more and more technical ability.
This situation has led to a continuous rise in the
number of health personnel employed in a highly labor
tntensive industry. As a result of the growing num-
ner of employees in this industry, the number of _
laor-management litigations is also quickly rising.
Richards feels that parties invulved in labor-
management problems in health institutions would find
it helpful to be aware of recent sample problems. He
specifically focuses on the question of whether it is
sex-based discrimination to deny employment to a male
nurse when s1 h employment requ.res intimate personal

health care of female patients.

As they are set forth, cases center on the
problems and interests of the male nurse, the female

patient} anc the management of the hospital.

Richards' general aim is to illustrate "how
greater knowledge concerning the health care work-
place facilitates interpretation of the siquificance
of the conflicting decisions and assists in *he for-
mulation of a general principle for use in future

cases."



F S e S

After outlining several cases, Richards goes on
to suggest some principles;of hospital management,
He calls for improved job descriptions and improved
documentation of patient preferences along with a
restructuring of functions so as to accomodate both
the employee, the employer, and most important, the
patient. Finally, he calls for an increased effort
to expose health care managers to more coursework in

the managing of the health care facilities.

73



Rosario, Lucio. "Riforma sanitaria e meridionalismo."

Nord e Sud, No. 1 (January-March 1978), pp. 235-

238.

This note, by the editor of Nord e Sud, is a re-
sponse to criticisms of the process of reforming the
Ttalian health care system. Rosario notes the lack
of attention given to the problem of regional dispar-
ity in economic growth and development in northern
and southern Italy, a disparity which is especially

significant in the delivery of health care services.

Rosario believes that the propcsals for reform
will bring about an end to the disparities, not only
among regions, but also between urban, rural, poor
and wealthy areas of the nation. The proposals speci-
fy that every five years a specific share of national
income, less productive investment, must be allocated
for spcial services and a fixed annual share allocated
to the health care area for health care capital in-
vestments and for direct health services. He further
suggests the establishment of a general regulation to
assist in allocating health care expenditures among

various health care providers.

In addition, Rosario proposes a ceiling on and
encourages guidelines for health care expenditures.,
Since health care delivery in Italy developed with a
minimun of planning, he believes that intensive health
care planning could significantly improve the delivery

of medical services to the consumer. Further, he
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feels that such planning could attract more qualified
health manpower into the field.

Rosario suggests a system whereby federal funds
for health care and services can be distributed in
such a fashion as to encourage the deve.>pment of
such services in less affluent geographical areas.
Areas with relatively more efficient health delivery
systems would then receive fewer funds from federal

scurces.
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Simborg, Monald W., Barbara H. Starfield, and sSusan
D. Hoen. "Physicians and Non-physician Health
Practitioners: The Characteristics of Their
Practices and Their Relationships." American
Jourmal of Public Health, 68, No. 1 (January
1978), 44-48.

Simborg, Starfield, and Horn assess the return
to an emphasis on primary care in physician education
and the increasing delegation of primary care activi-
ties to non-physicians such as nurse practitionerss and
other health practitioners who have received training
directed at primary care under the supervision of
phyéicians. They point out that some observers main-
tain that one can expect the non-physician health
practitioners and physicians to emphasize different

aspects of patient care, while other observers indi-

cate that their activities are complementary.

In this study, 1,369 patient-practitioner en-
counters were examined by chart review. The study
concentrates on six primary care practices which
utilize both physician and non-physician practitioners
to measure the difference between practitioner types
in the care of patients. Among other findings, the
study reveals that nurse clinicians tend to order more
laboratory tests and special diets than physicians for
the same patients, that nurse practitioners tend to
see patients more often than physicians in similar
situations, and that nurse practitioners tend to edu-

cate more patients. But, there is little difference
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in the results of patient care administered either by

the physician or non-physician,

The study's main inference is that “non-physician
health practitioners are more attuned to recognizing
information from physicians than the other way
around." The authors volunteerrthat a possible ex-
planation for this finding may lie in the fact that
the data might have been poor, but a consistency
check did not show that the data were at fault. The
authors also suggest in explanation that the non-
physician health practitibner may be scheduling the
patient to see the physician in some cases only for a
specific problem. They maintain, however, that this

is not so.

The most likely explanation the authors offer is
that there is incomplete communication between physi-
cian and non-physician practitioners and th:t each
practitioner is dealing with a different, but over-
lappinc, set of information for the szwe patient.
Simborg, Starfield, and Horn mention a study which
shows that the accuracy of physiciar.s' diagnoses
could be improved 20 to 30 percrut if a ohysician
assistant took a detailed history in a highly struc-

tured fashion.

The study oncludes that interaction batween two
types of practitioners shows the importance of infor-
mation communication for the care of patient:. This
potential has not been fully exploited, especially by

physicians examined in this study.
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Stamps, Paula L., et.al. "Measurement of Work Satis-
faction Among Health Professionals." Medical
Care, 16, No. 4 (April 1978), 337-352,

In the past, most studies examining the issue of
job satisfaction concentrated on the relationship be-
tween job satisfaction and productivity or absentee-
ism in the context of factory or assembly work. A
different orientation is needed for investigating
middle-level professionals in a service-oriented in-
dustry. "Measurement of Work Satisfaction" discusses
the methodology used in an ongoing research project to
investigate job satisfaction of health professionals

in both hospitals and ambulatory settings.

Based on a review of recent literature, six com-
ponents of job satisfaction were chosen as the most
relevant to the health field: pay, autonomy, task re-
quirement, organizational requirements, interaction,
job prestige/status. ‘These components were measured
by establishing the relative importance of each
thrcugh paired comparison techniques and by determin-
ing a measure of the respondent's current level of
satisfaction., Combining the two responses, one over-
all score was developed, reflecting both relative im-

portanc> and actual sacisfaction.

The mecsurement instrument was tested on three
samples. 1Two of the samples were nurses in a hospi-
tal setting, while the third sample broadened the

scope of the survey by including physicians, nurses
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and support (technical) staff in a private ambulatory
group practice.

The preliminary results of the ambulatory study
are reported in four tables, and four themes are ap-
parent. An especially obvious theme is dissatisfac~
tion with the 1low pay scales. A second is the problem
of delegating various responsibilities to different
types of professionals--all three groups indicate
strong agreement with the fact that most of their
daily activities could be done by someone with less
skill and training, and the nursing group and support
staff feel that their particular job dres not require
much skill. A third theme is the cbncern . all three
groups with communication between all levels of pro-
fessionals, Finally, the fourth theme concerns the
administration and organization of the clinic. A
strong minority (35 percent) agrems that the clinic
is not organized with the patient's needs as top

priority,

The remainder of the paper examines the valia:ity
of the job satisfaction components, the internal re-
liability of the questionnaire, and the correlation of

weighted and unweighted total scores.
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Westbury, Stuart:A., Jr., John E. Mosher, and Michael
A. Sachs. "Conti: g Education: An Approach To-
ward Structure wiu u Call for Help." Hospital
and Health Serv.ces Adminigtration, Summer 1978,
pp. 68-78.

Westbury, Mosher, and Sachs are concerned with
the problems health care personnel face in attempting
to meet the overwhelming need for keeping abreast of
knowledge and advances in their fields, The article
is devoted to an examination of the current status of
continuing education for health care professiona.s.

One of the first attempts to bring order to the
problems of acquiring continued health care education
came in the form of a two-volume publication by the
Radcliffe Programs in Health Care titled, Resources
for Continuing Elucation in Health Care. Together,
the volumes provided a list of continuing education
opportunities available through academic institutions

and professional associations.

The authors note that state legislatures are re-
quiring continuing education as a precondition to re-
licensing practitioners in an increasing number of
professions, that occupations that have neve: before
required licensing are clamoring for certification,
and that a growing number of professional associations
are now reguiring additional professional education

for membership.

In an ¢ffort to definc what constitutes continu-

ing education for the health administrator, Westbury,
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Mosher and Sachs developed their own list of "Continu-
ing Education Learnina Modalities." Their attempt was
to broaden the context oi continuing education and in-
corporate all learning that can keep an administcator
current in his/her employment role. Commenting on
their taxonomy, they point out the importance of iden-

tifying informal activities.

To test the taxonomy, a questionnaire was devel~
oped to gather information about the health adminis~
trator's continuing education activities. The respon-
dents indicated a heavy preference for interactive
proqramq of short duration, and: average attendance was
four programs per year., The respondents were also
asked their motivation for seeking additional educo-
tion, and the primary reasor given (83 percen’.) was to
obtain mor~ educarion/training to meet the cuanging
demaud of their present positions. The least motiva-
ting reason (40 percent) had to do with the expecta-

tions of their licensing boards.

The authors iote that the need for further re-
search in this area is underscored by tne recent HEW

report, “"Credentialing Health Manpower," which states:

Unfortunately, there has been little substan-
tive research to determine the best methods of
assuriung continued competency. T addition,
the impact of various continued competency ag-
surance mechanisms on the supply and di.tribu-
tion of health manpower, as well as the quality
and costs of services they render has not been
adequately examined...,
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