The Problems in Health Manpower Development:

A Conceptual Analysis

by Dal Sun Han, M. D, *

In health service as in other sectors of the economy, there are never enough resources
available to meet all conceivable needs. Nevertheless, the effort to do everything
possible to improve health conditions in all strata of the population is increasingly
perceived as a moral imperative throughout the world (Myrdal, 1970). Taken together,
achieving effectiveness and efficiency in the use of available resources should be a
central consideration in health care. This is of particular importance in underdeveloped
countries, where health resources are extremely scarce.

Manpowér constitutes a crucial resource in health service. The allocation of manpower
resources to their most productive uses is one of the main problems confronting health
planners and policy makers. Increased attention has thus been given to the planning of
health manpower development.

The first step in health planning of any sort is to identify and define problems
through analysis of the present situation. This paper is intended to provide a conceptual
scheme for such an analysis of health manpower. It will begin with identification of
the elements and processes involved in health manpower development. Then manpower
conditions that are essential to good health care will be considered. Finally the basic
objectives of health manpower planning and the general nature of planning problems
will be discussed.

[. Components of Health Manpower Development

Human resource development in economic terms is described as the accumulation of
human capital and its effective investment in the development of the economy (Harbison
and Meyers, 1964). Health manpower development likewise can be defined as the‘
accumulation of health personnel and their effective utilization in the improvément of
health. Such a definition places the elements and processes imvolved in a clearer
perspective. )

From this definition, two main segments of the development process can be identified:
the education and training to supply health personnel having knowledge and skills
requisite to the provision of health services and the utilization of these personnel in
health care to meet health needs. This means that health manpower development is
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part of the activities of educational and health systems. These two systems, together
with relevant social, economic, technological, and other factors constitute the environ-
ment which shapes the course of development and determines its limits. Some of these
could be modified through either direct manipulation or development of health
manpower. '

The final output of health manpower development is an improved level of health of
the population. Many things contribute to health. Hralth care is one of them, and it
is through its effect on health care that health manpower development contributes
ultimately to the improvement of health. Improved health care thus can be viewed as
the intermediate objective of health manpower development.

Students acquire knowledge and skills through the educational system to become
effective health workers. All forms of further training and retraining have to be
included in the educational segment in that they are the processes through which more
cometent health manpower is produced. The service they provide is one of the basic
resources in health care. Seen as an input element to the health system, health
manpower interacts with other system inputs to provide care that contributes to health,
the final output of health manpower development. The elements and processes of
development may be adjusted to improve output achievement by the feed-back,
channeled information, which majr be derived from every phase of development.

I. The Manpower Component of Good Health Care

As pointed out before, the final output of health manpower development is health,
and the means for achieving this end is the contribution to health care. This necessi-
tates identifying the manpower component of good health care.

Accessibility, continuity, quality, and efficiency constitute the essential elements of
good health care (APHA, 1965). For the assurance of accessibility and continuity,
enough of various kinds of health personnel must be available to meet all needs. Essen-
tial to high quality care is the occupational competence of individual health workers.
Achieving efficiency requires a functional allocation which will place adequate numbers
of health workers in all required activities and will delegate responsibility to the least
expensive kind of personnel capable of maintaining appropriate quality. To improve
accessibility, continuity, and efficiency, there should be adequate geographic distribu-
tion to have personnel where they are most needed.

In summary, the manpower variables associated with adequacy of health care are:
1) available range of health personnel; 2) number of personnel; 3) functional allocation
among the various types of personnel; 4) ccupational competence of individual workers;
and 5) geographic distribution. Adequacy in these variable constitutes the manpower
component of good health care. .

It should be noted that although these variables are distinguishable to some extent,
they are not discrete or independent but are interrelated and interactive with each
other. Health manpower development, therefore, has to be directed toward the
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acheivement of overall adequacy in all of these variables. The specific standard of
adequacy may differ depending upon the local situation because health is influenced
by many things other than health care, which in itself involves interaction between
various resources and institutions. However, the standard has to comply with the cri-
teria of effeqtiveness and effeciency in the use of health resources.

. Basic Concept of Health Manpower Planning

From .the preceding description, it follows that health manpower planning is funda-
mentally a process concerned with achieving effectiveness and efficiency in development
of health-manpower to improve health care.

Effectiveness requires the availabllity of competent health workers, i.e., the adequate
supply of all kinds of health personnel and the occupational competence of individual
health workers. Efficiency can be achieved by adequate functional allocation and
geographic distribution. Prerequisite to efficiency is effectiveness, and efficiency
increases effectiveness, i.e., there is interaction between the two. Thus effectiveness
and efficiency criteria incorporate the concept of the manpower component of good
health care. This implies that health manpower planning is concerned with not only
increasing or decreasing the supply of health personnel to balance  estimated shortages
but also inducing desirable changes in all the manpower variables to increase overall
effectiveness in development. Since those variables are associated with other elements
and processes of both the educational system and the health system, the planning must
be made within the framework of total educational and health planning. ‘

In the light of the long lag time in training health professionals, much emphasis has
been placed on long-range planning. The implication of long-range planning is that
current dicisions to do something are made in the light of their future consequences
(Steiner, 1966). As already noted, planning is concerned with all the manpower
variables associated with the adequacy of health care. The yare interactive with each
other and the relationship ‘may be influenced by the environment in which development
occurs. Therefore, prerequisite to sound planning are identification of relevant
variables, understanding of the interrelationships among them, and measurement of the
effects of their changes on the effectiveness of development. The following comment on
general manpower study is in accord with this point: '

It (manpower study) is not a balance of present supplies, plus the numbers in the pipeline, minus
those who will retire or die, yielding a future net supply which is then juxtaposed against one or
another estimate of future requirements based on data derived from the national plan, employer’s
estimates, or other guidelines. While such an approach may have some value in establishing limits
for gross categories of manpower, depending on the ready availability of planning data, it is only the
beginning of a sound inquiry (Ginzberg and Smith, 1967).

— 147 —



ii. Problems in Health Manpower Development

Having described the basic concepts in health manpower study, it is desirable to
consider the problems which it has to deal with. Yet, there is no scientific answer to
the question of how much health services contribute to the health of a population, and
there is no definite model to translate health indices into community goals or relative
priorities for various health programs (Hilleboe and Schaeffer, 1968). This poses the
difficulties in the precise definition of the problems in health manpower development to
which planning should be addressed. These difficulties can be minimized however if
we shift our focus to those unmet health needs attributable to inadequate health:
manpower.

The constituents of the manpower component of good health care can thus provide a
general guideline for identification and classification of the problems. Very simply,
they may be represented as inadequacy in one or more of the manpower variables
associated with qualty of health care. Such grouping of the problems makes them more
tangible and manageable. Although none of these groups is completely discrete or
separable, as implied by the fact that the variables are interactive with each other, a
description of each of the categories will be helpful for understanding the general
nature of the problems. '

Quantity: Although the main focus of health manpower analysis has been the estima-
tion of shortages, it was already observed that a sufficient number of health personnel
is only one of several elements making up the manpower - component of good health
care. Increased supply of health manpower does not necessarily mean as much of an
increase in health services. Health personnel cannot provide in a void; other resources
and institutions are involved. Moreover the various health manpower fields both
complement and substitute for each other (Hiestand, 1968). A shortage of physicians
for example could have two possible effects. If physicians are uniquely necessary, any
shortage of them will be accompanied by a lack of demand for nurses and other para-
medical personnel, while an increase in the number of physicians will be accompanied
by a nearly equivalent increase in the employment of various auxiliary personnel. On the
other hand, to the extent that nurses and other paramedical personnel are substitutes
for physicians, a shortage of physicians will add to the demand for paramedical
personnel, while an increased supply of physicians reduces the demand for
paramedical personnel. Similar relationships exist between other health personnel. This
indicates that the emphasis on personnel shortages is misplaced and that attention
should be directed rather to the very real shortage of health services as such(Shuman,
et al., 1972).

The oversupply problem is frequently neglected under the shade of the problem of un-
dersupply, though it may deserve attention. There exists some indication that the higher
the marginal revenue received by physicians for certain services, the more they are used,
and overutilization can occur in a fee-for-service situation(Mansma, 1970). Physicians
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are in a position to determine the demand for their own services to some extent because
of the fact that the consumer is often not a good judge of what he is buying or what
he should buy in the field of medical care. Therefore, physicians can, within broad
limits, earn the income they think they are entitled to (Ginzberg and Ostow, 1969).
Taken together, the oversupply of physicians may induce overtreatment and threaten
effective and efficient use of the various resources and the quality of care.

Geographic Distribution: The manpower to provide services generally must be located
close to or in the immediate proximity of the place where the services are to be consumed
(Ginzberg and Ostow, 1969). Appropriate geographic distribution is thus essential to
effective utilization of health manpower. It is well known that the basic distribution
problems are of socio-economic origin in private enterprise systems of health service.
Hiestand (1968) stated that urbanization, income levels, population density, and education
are all highly correlated, and cause and effect cannot be traced.

In this context, it would require a tremendous increase in the supply to bring about
any significant redistribution of physicians with rapid increases in the number of
physicians to population (Ginzberg anp Ostow, 1969). An increased supply could result
in oversupplied urban centers and an increase in foreign migration unless appropriate
measures are taken to maintain physicians in the areas where their services are required.
Included in these measures are adjustments in working conditions, income, facilities,
social environmeﬁt, and so forth. Underdeveloped countries cannot compete with affluent
countries in meeting these conditions, and it is hardly expected that they can be
provided in rural areas to the extent that they obtain in urban areas. The solution to
this problem cells for alternative approaches improvised to meet specific situations.

In geographic distribution, the dimension of quality is often neglected. Since an
important characteristic of any professional service is the marked difference among the
members authorized to provide services, increasing total supply will never prevent
those in a prefered market position from having preferred access to those with the
most talent (Ginzberg and Ostow, 1969). This proposition suggests that the wide varia-
tion in training requirements within the same profession can aggravate the maldistribu-
tion problem by adding a quality dimension to it. For example, specilist physicians in
Korea who must receive five years of post-graduate education tend to be drawn to the
lucrative urban markets, while the services that are available in rural areas are almost
exclusively provied by general practitioners who are not required to take any formal
post-graduate education. Thus the urban-rural unbalance in medical service supply,
which is already severe when considered in terms of the gross physician-population
ratio, is further aggravated by the fact that those who work in rural areas in general
have much less training than those in urban areas.

Available Range: The range of health personnel here refers to the professional
categories and manpower levels available, e.g., physician, dentist, social worker,
registered nurse, practical nurse, and nursing aide. Without a comprehensive pool of
manpower categories, it is impossible to insure the availability of all the required
kinds of services or the provision of services by appropriate personnel.
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A reasonable continuum of manpower lIvels is neéessary for adequate functional alloca~
tion of health manpower. This problem, however, should be examined in connection
Avith the magnitude of the demand for each service, service priorities, and the capacity
of the health system to meet the demand. In poor countries, the health system may have
to mobilize avaliable resources into rather basic health services, * and consumer demands
for certain services may be scanty. In such a limited maiket situation, too much division
of labor among health personnel could be harmful (Zimmerman, 1966). This concept
must be taken into account for the assessment of adequacy in avaiable professional
categories of health personnel. /

Functional Allocation: This can be considered from three angles: functional distribution
between different professional categories of health personnel, between different levvels,
and within the same category and level. In any case, the underlying principle is effective
and economic utilization of health manpower. The problem, then, is giving each service
exactly the level of skill it needs, no more and no less, and having the appropriate
number of health personnel in each area of the various health activites.

Functional reallocation, by and large, means the substitution of lower level manpower
for higher level manpower. Such an effort requires the design of a mechanism to facilitate
good supervsion and careful identification of health activities that can be delegated to
lower level personnel without endangering the quality of care. Such changes thus include
changes in the organization of services and in training programs to make professionals fit
their new roles better. This approach could improve efficiency in the use of manpower
resources through the increased use of lower level manpower saving higher level manpower
for jobs which require their expertise. The substitution also has some implications for the
resolution of geographic maldistribution**. This is related to the notion that what we
need is health services, not health personnel as such.

Quality: The essential caharacteristic of a competent health worker is the mastery of
knowledge and skill needed to fulfill their role requirements. Good applicants and
professional education of relevance and quality are necessary to produce competent health
workers.

The ability to recruit good applicants involves attractive incentives in terms of career
prespects, social prestige, income and so forth. The relevance of education and training
is related to efficiency of care as well as to quality. It is obviously a waste of resources
to train health workers in sophisticated knowledge and skills: which are irrelevant for
their future functions. The required functions to some degree depend upon the local
situation. Professional education must thus be fitted to the local situation.

Improved quality is frequently equated with a longer period of training, but this is
not always valid (Hiestand, 1968). Since the length of a training program is a crucial

* An analogy of the evolution of medicae services in the poor countries to their conomic evolution is
described by ReneDubus (1965, pp. 450-52).

** Strope (1969, p. 239) pointed out that incorporation to the consideration of distribution into
mapower analysis may suggest new types of health personnel and new ways of utilizing auxiliary
personnel. The substitution was suggested as a alternative pattern of manpower distribution by
Baker, et al. (Undated, pp. 164-69).
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incentive, longer training programs may add to the difficulty of recruiting more and bet-
ter applicants, '

The main problems in this category can be summarized as the relevance and quality
of professional education, and the ability of the health system to attract good applicants.

V. Summary and Implications

This paper discussed health manpower development and planning at the conceptual
level. We considered the concepts of health manpower development, the manpower
compent of good health care, health manpower planning, and the problems to which
planning and development should be addressed. The manpower component of good
health care was used as the guideline for identification and classification of the
problems. '

The articulation of general considerations of manpower problems revealed that they
were all associated with a complex of factors both inside and outside the health system.
it suggests that simple supply-and-demand analysis of traditional kinds of personnel in
current organizational settings involves some danger of potentially misleading manpower
policy. The shortage of health services is not always caused by health personnel
shortages. Even though the estimation of personnel shortages by all means was made
accurately, the increased supply could not guaranteer their distribution in functional and
geographic areas where they are needed.

Thus, prerequisite to the formulation of effective manpower policy are a thorough
examination of all the variables relevant to health care delivery, including manpower
variables, and measurement of the effects of changes on the effectiveness of the entire
health system. Shuman and his colleagues (1972) pointed out:

The crux of the problem is to investigate and assess alternative delivery systems through which
services can be provided, prior to any conclusions as to the number of particular kinds of personnel
required. Such an investigation would include consideration of possible methods for increasing productivity
(e.g., introduction of technology, transfer of specific tasks to less skilled types of personnel) and or-
ganizational change aimed at improving the flow of patients and the provision of services. The prima-
ry problem then, is to determine the mix of manpower that, together with the necessary equipment
and facilities, will provide an identified population with the health services it requires at a cost it can
afford. ;

Health manpower development is a part of the development of heath services, and
this in turn is a part of national development. Development is growth plus change
(Cibotti, 1971). Accumulation of health personnel will not continuously promote com-
munity health unless it is accompanied by other necessary measures. This notion is of
particular relevance to the underdeveloped countries which cannot afford waste of
resources, including skilled manpower.

In short, many health manpower problems have their origin in the poorly planned,
unsystematic nature of the health system and in other environ,mental aspects rather than
just in personnel shortages or surpluses. A planning effort to impro{re the entire
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health system especially the organization and financing of services, based on the
realities of the society, is thus urgently needed. A viable plan for health manpower
development can be made only when it is part of such an effort. Otherwise, health
manpower development could be entirely misdirected.
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