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ABSTRACT ’

. Intended for researchegs in the health lanpover

field, this booklet contains abstracts of books and jgnrnal articles
"on health manpower published over the past eighteen nths and a,.
report of a study of the Center for. Medicdl Manpower Studies. The

. booklet begins, with two pages that list ten health manpower

"~ indicators involving costs, patient admissions, and numbers of health

personnel. The next section, "The Market for Middle Echelon Health

cafe Administrators® (MEHCASs) , describes a :ﬁudy conducted to assess

the . potential employment opportunities of MEHCAs in hospitals,

long-term facilities, and -ambulatory facilities in the

Boston-Cambridge afea. It includes projections of demand for MEHCAS

and the impact o ational health insurance on these projections. The

abstracts section includes two-page abstracts of five books ("™The

Union Epidemic," "Health Manpower Information for Policy Guidance,"

"The Manpower. Problem in Mental Hospitals," "A Spy in the House of

Medicine,™ apd MPhysician Productivity and the Demand for Health L

Manpower") and one- to two-page abstracts of fourteen articles. Some

representJtive titles are "An Overviéw of Primary Health Care,"

"Productivity of Women Physicians," and "The Role of New Health . "

Practitioners in a Prepaid Group Practice.™ A-list the »

seventy-seven journals searched for the abstracts is included.
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EDITOR'S NOTE

This experimental issue abstracts books,
general articles and téchnical papers in the
field of health marpower. ,All‘absgracts
included are of published materials over the
last (18) elghteen months ‘Also, we have
1ncluded one orlgldal study of the Center for
Medlcal Manpower Studies. The abstracts are

a true represe atloﬂlpf v1ews by the author(s);
a strong attempt has been made nét to introdute
our own views or opinions. This publication is
intended for researchers .insthe health manpewer
field and we welcome comments and suggestions
for adjusting further issues. .

‘We are indebted to Dy. Howard Rosen, Director,
Offlce of Research and Development 'Employment
and Training Administration, U.S. Department of
Labor and Mr. William Throckmorton, Project
Monitor of this same offiCe,Eoritﬁéir ideas,

encouragement and support.
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HEALTH MANPOWER INDICATORS

-

In 1975 the Consumer Price Index (CPI) rose *
7.7 percent (less medical services) while

the medical caYe services of the CPI rose

19.3 percent, hospital service charges by

13 percent, and phy51c1an fees by 11.8

percent e ,

~

In 1965 health care é%senditures represented
5.9 percent of Gross National Product (&p) .
By.1975 héalth care expenditures increased
41 percent to represent 8.3 percent of GNP

Through the first three months of 1976 costs

of medical care serwvices rosg at a 14.0

percent annual rate, physjcian fees at a a
14.2 percent 'rate, and hospital service
chargas at a 20.1 percent rate.: During this

. period the CM (less medical servyices) 'ro’e

at a 2.4 percent rate-.

From 1970 to 1975 total outpatient admissipns
increased from 181,370,000 to- 254, 844,343 -
an 1ncrease of -40. 5 percent.

From 1970 o 1975 total inpatie admissions
increased from 31,75 ,000 to 36,156, 516 - an
inérease of 13.8 percent

From 1970° to 1975 total fulltime equivalent,
(FPE) hospital perspnnél increased from
2,537,000 to 3,022,597 representing an
increase of 19.2 percent. )

-

From 1370 to 1975 the number of p ysicians
and dentists in hospltals (FTE) increased
from 45,966 to 54,712 repres i an

a3

‘ 1hcrease of 19.0 percent. )

From 1970 to 1975 the nunber of registered
nurses in hOSpltalS AFTE) increased from |

393,410 'to” 510,118 representing an increase
of 29.7 pgrcent. v

-

.




From 1970 to fg;s the numbéz of licensed
practical nurses in hospitals' (FTE) in-
creased from 195,757 to 239,949 represant -
ing an increase of 22.6 percent. e

was 163 in 1970 and 166 in 1974.
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THE MARKET FOR MIDDLE ECHELON HEALTH CARE
ADAINISTRATORS * S

«

-
-

'_- “ ¢ . o s -'
1. Healkh Administration as an Occupational

L

Category + . : )

. ¥ . i
* The: term -"health administrator" is extremely
broag, r‘bresenting a very large number of

- health related managerial, ‘technical, servicé .

and clerical occupations,’, Actually,'this term
has gradually become more generic as tﬁé health '
care industry has grown both in absolute size

‘and complexlﬁy.' The growth of this sector has ,

in fact been so _rapid that occupational/terminol—;‘
Ogy nécessary to identify and differentiate new
functions has not kept pace. The Report of the -
Commission ;n('Educgtion for Health Admimistra-
tion (héreaffer cited as tgz Kellogg study)
defines health administrat'_% as:

. 0t

.. those,who are dir’ecp‘ézrs of publie

oo+ and-private tngtitutions, agencies, and

programs involved in the plaming and \
delivery of pergonal or commuuity health 3
and medical eare service, and other - .
personnel in such organizations who
aspire’ to become executives. :
As recently as the 1950’s, the health care
system in the United States could be described
as consisting primarily of private Yeneral
practitioners serving patients on a one~-to-one
basis, in‘a sole-proprietorship setting. Hos-
pitals were essentially non-profit, and the
number of *specialists relative to general practi-
- '

‘ .

L ] .
*Staff Report, Center for Medical Manpower
Studies, Northeastemmn University, Boston, MA.




tlonexs was quite small Perhaps a sy 1 of
the s1mp11c1ty of the system in those tites was
the fact that it was pot uncommon for the family
doctor to make a home visit to treat a patient’
who was having a minor bout with the flu. 1In .
such a system, the need for well trained admini-
strators was llmlted Rising costs had not yet
put pressure on the ‘hospital system to seek
efficient managerial talent -and individual prac-
titioners could act as their own managers, )

. perhaps witPthe help of a part-time bookkeeper
or physicians' nurse who served as the office

ﬁAcl% b and bookkeeper as well as a medlcal ‘aid.

The health system has since 1dst much of this

. 1mp11c1ty. The individual practitioner is now’
ilkely a specialist, practicing in a partnership

érrangement with other physicians.* The hospital

, system has grown to the point where the complex-
1ty of individual departments within a hospital

now rivals that of the entire hospital twenty
years ago. Parallelrng the growth of special-
1zed medical functions within hospitals-has been
the development of new delivery mechanisms such °
as community health planning agencies, compre-
hensive medical care deliyery'organfzations, and
ambulatory facilities in general. The public
healgh sector has also grown, and the kinds and
number of government review agencies continued”
to espand at local, state, and federal levels.
As the system has expanded, so has the number

, and kind¢ of third party carriers. It is sig-

, nificant to note that the growth of health re-
lated activities such as‘these has been so rapid
that the demand for health administrators in ‘
general has exhibited.a shift in composition
away from the classic hospital-scene towards
\these new areas.

‘Becauserof the rapid expansion of thlS sector
- and 1ts consequent impact on job complexity,
. . categories of job opportunltlgs and dutles that
e cérrespond to them have been expandlng also. .

eRlc g
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. :Appendix A presents an oZcupatilon/task matrix.of
" personnel who are likely candidates for health , °*
care administrators. The v iety of areas..
included indicates the generic nature of the
coqéept. - )

-
.

2. ,Cove:ﬂageﬁ. ‘ .

— This study isxen attempt‘to assess the poten= )
tial employment opportunities of 'maddle-echelon N
health care administrators. Specifically, local
undergraduate and graduate health care adminis-

. tration programs are examined with reference to D
national trends. On the ®ther hand, analysis of
demand;allows us to evaluate the short and long

. run possibilities of accopodating ‘either a short-

age or oversupply of middle-echelon health care

admrnistrators. In this paper we limit our es-

timates to employment oppbrtunities in the

Boston-Cambridge area for hospitals, long-term

care facilities, and ambulatory facilities only,

omitting public health and ‘government agency

employment, as well as third party employment.

)
Our concern here is only with middle-echelon
health care administrators (MEHCAS) . - Excluded
from the study are top-echelon hospital adminis- } #
trators such as executive directors, chiefs of
_ service, or associate and assistant,administra-
. Bors of fairly large hospitals {qver 200 beds).
This study aims to evaluate a broad range of
positions, both in the traditional hospital
setting and in newer settings. Moreover, the .
‘federalfgovernment has been constdering a na-'
tional health-insuranck program (NHI). Should
such a program materialize, Specialists of a ,
middle-echelén variety would be required to deal
with the enormously complicated varslety of -
réquired interaction between third-party payer, , .
» the federal government and the consumer public.
Such positions could be filled by new categories
of MEHCA.

o

b o
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3. Demmmd for MET

-

Histpricaily, the principa® source of demeld:
for health admin:strators has begn in Hospitals,
: long—tgrm facilities, and publil health agencies.
Hospitals have beer the major source of employ-
ment and still are. 'However, there are three
goncurrent changed taking place in the health\
- sector which are affecting-health manpower de-

ﬁ mand. .

'

Fixrst, there 1is the absolute growth in the
demand fer nealth administrators that has devel-
oped alcng withWthe demand for health services
1n general. SeconiMfhe ever increasing com-
plexity of nealtn ~ar4 has led to a change 1n
tne nature and types of_job categories. Third,
even though hospltals remgin the principal ‘
<mirce of employmernt for health administrators,
the .rate of.grewth of d¢mand in other areas has
been far'greater, aand ~se can therefore expect
the 1éad1ng role of the hospital to diminish.

. The growth in the absolute level of demand for
administrators will in and of 1tself have no
effect on the kinds of administrators required
(and thus'tpe kinds of educational. programs
needed) . In-terms ofseducaticnal planning, the
second and third characteristics of tRe demand

. - are crucial. They imply that the current edu-
* catioral programs are becoming outmoded. In
reco nition of these changes, new pregrams are
“avelqplng.

Exlsting eccucational opportunities, in stress-
ing .the inter-disciplinary approach to trajning
(usually with or within the business program)
are directed primarilv at those sources of em-

- bloyment we will label as 'conventional,” i.e.,
hospitals and long-term care facilities. These
rrograms emphasize the fact that in such a sSet-
ting, the functidms of lower and middle-echelon
admiﬁistratlve_pb;sonngl do not really require

ERIC . - Ly '

Aruitoxt provided by Eic:

n

-



P . .
a greak deal of specialized training beyond basic
managerial skills. Disculsions with hospital
persornel administrators revealed €hat unigue i

' skills are not'required for many of the -positions |

A beiﬁg filled. A typical response from a person- -

.nel administrator would be that "an accounts

receivable clerk is an accounts receivable :
clerk, whether employed jn a hospital or a de-
partment store." This notion'is probably true
for a wide variety of conventional positions in
the conventional employment sources,’ and,existifg
interdisciplinary programs seem to be serving

this group in providing &ssentially business-

oriented training, with a small input of descripw
tive health systems courses.

The areas Which are not being setved by these '
programs -are hse we will identify as the high
growWth areas: managerial functions in_ambula-
tory health centers, government dgencies, etc. .
In short, the health system is currently under-
qbing a change in its institutional, structure, -
and thié\chQnge calls for the creation of new

\ educational programs which will provide the
broader skills necessary in the newer settings.

As mentioned above, the health system is

s --undergoing § fundamental change in its delivery
mechanisms which is Creating a rapid growth in -
the ambulatory area. In particular, health
maintenance organizations, neighborhdod health
centers, public and privately owned clinics, (
etc., are experlen!‘ng rapid growth. Table 1
presents data on’ the number and types of such
facilities in the Boston-Cambridge area for, the
yeard 1968, 1971, and 1973. of special impor®
tance is -the neighborhaod health centers (NHC),

. which have grgwn some fourfold during the perioq.

It is gbvious from the data in Table 1 that
the ambulatpry centers are experiencing rapid
gréwth by comparison to conventional facilities:,
and as a result we expect health administfator

| opportunities to be strongest in the ambulatory
i N

.
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TABLE 1: TYPES OF AMBULATORY FACILITIES IN BOSTON-CAMBRIDGE, o
1968, 1971, AQ 1973 . ,
. . P * . :
. p - T 4
- ., i
TYPE OF FACULTY ' NUMBER OF FACILITIES PERCENT CHANGE _
: . ’ 1968 l 1971 [ 1973 1963-19711971-1973[ma-wn i
CIinics o no12’ s 9.0 33,3 .4 ]
Neighborhoog Health Centers | 7 30 3, ads 26.6 _“hz.rb. v
. . . v . s :
Mental Health Csnters St 13 14 16 7.1 14.2 - 23.1 ¥
- . - . -I-
College Infirmaries” 5 .5 . s o) o «7 0 .
Dental Schools and Clinios 7 LA o 0 s 0
Other . 12 12 14 0 . 0.0 40.0
. . -
- v 'r’ ]
TOTAL 3 55 ~ 80 %6 | 45.4 20.0 n.5’
i
7 N ¥
Source: The Osnter for Medical Manpower Studies, Northeastemn minr-n:.y, Survey C .
. of Honpttala Mureing and Rest Homss, and Anbulatory Facilities in Boston
and Canbrt.dqc 1976,
- . - .
a? . ° . . .
» ’ .
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#» ' .
4 iz 1
> -
t ’ N
[
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a}ea§., Table 2'provides employment data for L

» Dealth workers for the same periods.- Employment )

.-/ in the ambulatory sector-has approx1mately )
.doubled over this period, while it. has grown N

‘éﬁcnly about, 25 percent in hospitals. Thus, .
/ ? although hospitals are. providing lncrea51ng
; 5, employmeqt .opportunities, they are doing so at'a ¥
'* ¢4 - slower rate than the ambulatory group, - - - ! ,

A . - . -

i :1 . The Market for MEHCA' 3 .
- - At the present time, the market for, health ad-
'u ministratdrs is extremely dlsorganlzed repre-
senting a‘breakdown in the link between the
demand for adminlstrators and the supply for
1nd1v1duals with the proper, educational creden- :
tials. In effect, the system has developed so-
s-".  xapidly that a disegquilibrium has resulted in
- -the market.: This is indicated by the lack of
specific descriptions of necessary quallflca-
('tlons w1th1n personnel departments in hOSpltalS, .
' and in<the haphazard natdre by which many posi-
tions are now filled. Ogccupational ladders are
not clearly defined, and many positions are~ \
filled by physicians and others who are not
tyained for 'mamagerial functions. According to
the Kellogg study, onlywne in four health ad-.
ministrators has had any formal tralnlng in the -
field [13/;; 16]. o 7

-

—~a

. .~ Demand for health care administrators ‘Both in,* Y w
-a the United States.and in eastem Massachusettsd ﬂ
depends on ‘the overall demand for health-con- ’
. nected,serv1ces There is not a single ox homo+ .
- genepus market for health manpower; thergfore,
a simple analysis of job vacancies or.appNca-
tions does not reveal:the nature of a- poten¥Tal
jgortage or,surplus. "ocally, the depth of the
cession in the' Massachusetts area over.the
» - past few years has been so severe that all .
openings that develop lead to very large re- R
sponses from the unemployed. However, the : ’

.

[c - e 13-
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.o TJRBLE 2: DISWEH]MTMMIHMHININMR{WYBYTYPEG:BHM . \
‘ <
, . . \ﬁ . .
] 7
1968 1971 1973 PERCENTAGE CHANGE
TYPE OF . A ?
EMPLOYER NUMBER OF PERCENTAGE § |NUMBEH OF | PERCENTAGE | MUMBER OF PERCENTAGE | - . .
HEALTH WORKERS|DISTRIBUTION |HEALTH WORKERS|DISTRIBUTION|HEALTH WORKERS|DYSTRIBUTION]1968-1971 1 1971-1973 | 19681973
N - . [
_j HOSPITALS 15,761 9.8 ’18.,634 79.4 19,759 80.2 18.2 6.0 25.4
. > . a
NUFSING & ‘ LA ‘- .
FEST HOMES 3,027+ ’ 3:245 \- © v 2,97 12.1 7.2 -8.3 S
- Aad Y ‘» N
[ . . .
AMBULATORY Y . : . , .
FACILITIES - 934 4.8 11,59 6.8 1,892 7.7 67.3° 18.5 %8.2 |
0 . - - - . o
N \J R T - . - -t
‘ TOTAL 19,742 ,100.0 23,475 100.0 24,627 100.0,. |5 18% . 4.9 24.7
- ,\ - T - - - —
2N ~~
- Source: The Center for Medical Manpower Studies, Northeastern University, Surwy of Hospitals, Rureing ) ’
. : and Rest Homes, and Ambulatory Pacilities im Beston and Cambridge, 1978. . . s
S ]
. N S B
. . .‘ R . . )
. ) ) \ -
. . . o J - -
© 14 a 1o .
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I OF ALL HEALTH WORKERS WITHIN BOSTON-CHBRIDGE SUREY BY TYPE F BRLOYER °/.
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1971 e 1973 . PERCENTAGE CHANGE .
TAGE |NUMBER OF © PERCENTAGE | MUMBER OF | percmwTAGE | . ) .
UTION [HEALTH WORKERS|DISTRIBUTION|HEALTH WORKNRE| DISTRIBUTION|1968-1971 § 1971-1973 | 1968-1973]-
B 18,634 79.4 19,759 80.2 18.2 6.0 25.4 i
- . 1
- * [} . ;
h 3245 [/ 13.8 2,97% 12.1 7.2 -8.3 L
B | 1.59% . 6.8 1,892 7.7 | en.3 18.5 98.2
A 2 S
p 23,475 100.0 24,627 100.0 189 49’ 24.7
f Medical Manpower Studies, Northeastern University, Survey of Hospitals, Mureing
b, and Ambulatory Facilities in Boston and Cambridge, 1978. '
a™ . '
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\ <
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MEHCA occupatlonal category is so broad and J

padrly defined that applicants for these
tions often do not possess the particulay/skills
required by the jobs. -

In addition to these problems, the rket it-
self is distorted by 1mperfections Moreover,
nonprofit occupations have' little/incentive to
operate efficiently. If the magket for health
manpower operated effigiently #ith no artificial
barriers such as licedse re lrements and aiming
to efficiency, supply and defhand would ultlmately

_correct shortages./ Instifutions would act to

retain or attract empio es, restructmure hlrnng
standards and pay scalfs, institute training
programs, .and explorg mew sources of recru1tment.
However, hospltals ave not moved adequately to’
correct high turngfver rates, jobhdlSSatle tion,
relaflvely lo ge levels, or limited upwa d
mobility. //W

The act;ons/ef empfoyers have been matched by
the attitudes of SOme groups of jealth workers.
As healfh workers become more specialized, they
tend to seek a higher professional status and to
mimic exclusionary guild practices of the reprar
sentative model - the physician.. As health occu-

"pations form. their own interest groups,- they

further limit the moblllty of workegp withdut
professional credentials. ’

-

Since 1970 the greater Boston area has been
characterized by 'a buyer's market, _and 1t has
been experiencing the highest unemploymen; rateg
since the depression years. Undér these condi-
tlons it is very difficult to assess short-term
perspectlves fer a holder of a Bachelor degree
in/Health Administration that can be substltdted
easily in the magyket by eager 1nd1v1du2ls ready
to Pe trained onZE{e job. Whether or fiot this
is efff{cient from the assessment p01nt of view
is@hot relevant her

10
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If the labor market in general continues to be -
soft, the demand for profeSsional middle-echelon

health care administrators with & sPecialized
undergraduate collede education will be very

meager. These professionals will "have to cdmpetg
with other ‘college graduates willing to work for

going wages while receiving rimited vocrational

training on the job.* However, if th commitment

to health bare’of‘the rter administration is
translated into active i lementation, then

¥ - even im short run (tfe mext five years or
o), shortages of professianals may develop. In .
‘that case, the management of health institutions

-and the archalic mentality wrll be ‘revamped
because of three factors: (1) the’need fa?g'
" increased efficiendy; (2)..the draining of the
‘market ofemarginal substitution (those who'are
qualified in"o¢her fields but are willing to
receive training on the jobk anmd (3) ‘the 1h-

#

'+ creased demand for health care., due 'to thes 4.

-0
(R
~

~

JERJ!;‘ i : ‘(12 .

-

%&Ealth insurance plan. L e

K :? - ‘ \\ . R

adoption of a partial or coqprehensive nattonal

>

5. Projections of Demand. for MEHCA N S

It has been estimateg, that health expenditure
represented approximaf ly 8 percent of GNP in
1975,* and that it will grow'éb approximately
10 percent by 1980 [10, p. 58]. This would be

. substantial rise, and 3t’does not inciude the

rotential of national health insurance. It has
been fugther estimated‘th;t a given percentageée
increase in health care spending as a fractjion
of GNﬁ.eypands employmerrt in the health sector
by 50 percent of the change [11].° This means a
" .. 25 percent growth in spending will lead to a

'12.5 percenty .growtg

arfd thig figure forms the basis for’ our projec-

. tion in Bdston-Cambridge facilitfes. -

Current employmen¥Blevels in this area were

- - v

o : " G

in héalth sector employment,

s

t

a
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obtained'by direct survey of a sample of insti-
tutions. Eatlh survey participant was asked to'
provide ys with the total number of personnel
employeq”at the institution, and edther the
number or percentage classified as administra-
tive. We define "administrative" by describing
Job categories that would be relevant. From our
sample results, we projected totals for the

entirg population. Our results are detailed in
Table 3A.

§()ur statistical projectio‘n indicates that in.
the Boston-Cambridge area alone, there/will be
645 new MEHCA ots—developing in the/period
through 1980. ydte that the publig sector has
been omitted,’and the potehtial ifipact of na- °
tional health insurance is ignqteﬂ. is“also
significant that ambulatory.faéiliti::<§ke con -
siderably more intensive in their use ofﬂzamin-
istrators than are hospitals (17.93 percent vs.
8.57 percent) . Considering that these are the
facilities experibncing the most rapid growth of
employment {98.2 rcent in 1968-73), the ’ .
number of adminisfrative slots will probably
grow more because 0f the new emphasis on these’
facilities. ) ’

-
il

) .
6. Impact of Ngtidnal Health Insurande

The near certdin
of national heall
future, and the ffac
ficant impaci oni{ma
we c¢onsider thesé

of /the passage &f .some form
insurance in the foreseeable
that it will have a signi-
power needs? requiresthat
ctors in making any pro-

jections. Studigs df national health insuiénqg
usUally measure 3ts limpact by examining the h
. consuimer's respofdse ‘to the change in their insur-
: response is measured in
ticities fgg health care,
feasured using a variety of
e dedree of aoverage.

terms of demand 4la
"and‘elasticities|a
assumptions aboul

R 13 . 18 e
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TABLE 3A: PROJECTED EMPLOYMENT JPPORTUWITIES I[iv BOSTOH AND »
- CAMBRIDGE HOSPITALS, LONG TERM CARE RACILITIES, s
N AD AMBULATORY FACILITIES THROUGH 1930
, . B .
{ . Long Term Ambul atory
: Hospitals Care Pacilitles Facilities
| .
Population Size (1975) 45 121 105
. * -
Samplp Size T 1 ’ 10 11
[} M Ry
Estimatad Total Personnel © 39,111 ’ 6,655 5,145
Bstimated Percentage of
Personnal in Administrative ’ R N -
foles ’ 8.56 13.33 17.93
% 'total MEHCAs 3,358 888 922
i - . N
' Growth of Employmant 12.5 12.5 12.%
Projectsd New Slots N 419 111 115
i
? - , ’
Source: Osnter for Madical Manpower Studies, Mortheastern \

. University, November, 1976
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. A, First Eé;:;;;;:‘\Qav1s and Russell [3] and .
. Feldstein [4] have eStimated demand elasticities
 for-health ‘care, assuming the introduction of ‘a

comprehen51ve natldnal health 1nsurance program.
These are summarlzed in Table 3B.

Pxogectlons af the percentage rlse in MEHCA
needs, assumlng that a unlt 1ncrement in health
' < care demand induces a 50 percent increment in
) pealtb manpower’ needs, are presented in Table 3C.
) . N
‘ . Applying theée pewcentages to Boston—Cambrldge,
we find the following additional potential T
demand for MEHCAs as tabulated in _Table 3D. )
N » . : |
\ . )
B.  Second Estimate: Another. group of elas-

v ticity estimate$ developed by Huang and Shomo
for the Natlonal Rnstitutes of Health [7] takes
into con51deratlon bdth oomprehen51ve and less-
Jthan- compgghens1ve na%lonal health insurance
programs.  Ten-year progectlons of thé increage .
"in demand for MEHCAs under low, medium and high

g elasticities, and the introduction of national .
health insurance plans with law, moderate, ahd . ; |
' comprehensive coverage, are tabulated in .. s )
. Table 5: Based on these assumed elastlcltles,)‘*
* * e have: projeé¢ted-the demand for MEHCAs in' the, .
Boston—Cambrldge area for 1986 (Table 4). - B

N

) Qpr’éarlier‘“status quo" projection calls for
a fodest, average increase of 8.7 percent in the
N BostszCambrldge area through 1980.

" As cal'be seeh in Table 4, this is similar to 2
our progectlon for 1986, issu?inq a high co- « % .
insurdhce health plan” This confirms thatethe
weakest form of insurance w1ll not substantlally
effect the.demand for health care. .

By and large, the. tﬂree‘pzojected estimates
L\ for hospitals (Dav1s -Rissell, Feldstein, Huang-

-+ Shomo) unde? a comprehen51ve health plan are

’

[KC B T - <y (\j

wll Toxt Provided by ERIC
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,  TABIf™~3B: ESTIMATED DEMAND ELASTICITIES °
. _ . :
|} - 4 -~
. . . i Davis & Russell . Feldstein
t (aggregate data, 1969) (aggregate Time-Series, 1956-67)
, . Y-
Hospital days 5 -3 -.67 ' :
. . . T b o
. Outpatient visits g ~1.0 ( NA . : ~
s A s | - hd ] — ” ! - f h o
. n e
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TABLE 3B: ESTIMATED DEMAND ELASTICITIES

"y
Davis & Russell ‘Feldstein ~
(aggregate data, 1969) (aggregate Time-Series, 1955-67)
- .5 -.67
. 10 - L. NA 2
Vi -
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TABLE 3C: INCREASES ‘IN-MEHCA DEMAND, AS IMPLIED BY ELAS:I'ICITY ESTIMATES

-

/

¢

>

-

. Davis-Russell Feldstein
Hosbitals 25% * 33.5%
, o A, ~
Outpatient Visits 50% NA ~
|
N

2

)~

»
s
o

.ﬁa
W
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tREAs!s INMEHCA DEMAND, AS IMPLIED BY ELASTICITY ESTIMATES

-

Vi 3

Davis-Russell Felégteih

25% ) ~ 33.5% )

17

jits 50% . NA




TABLE 3D: IMPLIED NEW MEHCA SLOTS, 1986

+

{

.

N ' Assumed Elasticities by: .

- . Actual * Davis-Rusfgll Feldstein

Facilities 1976 'Ibtali Change $Change Total Change $%Change

. | Hospitalg* 4246 5307 1061 25,00 - 5668 1422 33.5

Outpatient © 922 1383.- —- 461 “90.00 * .NA NA NA
- -
’ *This categ6ry ¢tombines hogpital and lbng-tem care facility | ’
— . data in Table 2.. ;
’ ¥ £ Fooa -4 i
e T \ . 26
- »

18
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Assumed Eflasticities by:
al Davis~-Russell . Feigistein

Total Change %Change ' Total Change %Change . 2:
6 530M™ . 1061 25.00 5668, ' 1422 33.5
2 1383 461 ,50.00 ° NA NA NA i C
. . ¢ ’ B

ry combines hospital and long-term care facility
le 2. . . oo y s

& —_—
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TABLE 4:  IWPLIED 1EW MEHCA SUITS THROUGH 198 LEER VARYIHG LEGREES
’ OF MATICHAL HEALTH INSURAHCE COVERAGE

¥

Projection for 1986 »

Type of Elasticity

1986

Centesr for Medical Manpower Studies,
 November, 1976,

<

-
‘Northeastam m\i}hnity,

. " 1976 Percent

giﬂ Coinsurance High Medium Low -Average Actual ,Change

o 376 7 3459 9 )
Hospitals . 3 1~ * g 364 33!8 . p
Ambulatory 1033 1023 950 1002 < 922

A , .

Léng-Term 995,  .986 915 __ -'965 888 ..

Tota}, 5789 5736 5324 ‘5616 s168 8.67

- . .
Moderate éoinsunnco . >
] s
Hospitals 4332 ¢ 3862 ' 3559 e 4 e
Ambulatory - 1189 '1060 977 1075 922
Long-Term 1145 1021 941 ¢ 1036 8es .
L oomdear . 6666 5943 5477 ~ 6029 5168 16.66

-, ‘ .

P Leooa )
Compreshensive . ~

» . 3 ‘2 ' .
Hospitals 5171 99 3778 4399 3358 - -
’ . M
Ambulatbry 1420 1180 1023 1207 922
Long-Term 1368 1136 '986 1163 8se
- a .
Total . . 7959 668 . 5737 6769 ' . 5168 30.98
uroe
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| TABLE 5! PERCENTAGE INCREASE THROMGH 1986 IN MEHCA SLOTS, GIVEN VARIOUS
ELASTICITY AND INSURANCE-COVERAGE ASSUMPTIONS
f ) .

N -

>

Assumed Elasticity

N -

- ’ High Medium Low

High Coinsurance 4 . 12 11 3

Moderate Coinsurance . . 29 - 15.

.Comprehensive’ 54 28




. l - &
AGE INCREASE THROUGH 1986 IN MEHCA SLOTS, GIVEN VARIOUS !
ELASTICITY AND INSURANCE-COVERAGE ASSUMPTIONS
amm— Assumed Elasticity '
‘High Medium = Low .
ce , 12 11 3 C g
R - o
. . ~
urance ©29 15 6 ‘ 7z
.54 28 ) 11
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very close: 29.5 percent, 33.5 percent, ‘and 31.0
percent. Table.6 summarizes potential new open-
ings for MEHCAs in the Beston-Cambridge area.
They range from 324 to 645 for 1980, and from
448 to 1522 for 1986: » ' .

By employer groups demand sources can be summa- .

rized as follows;

* E

A Hospitals: Always the principal employer :
of health administrators, hospital demand -
for them will ‘probably contihue to grow in
the aggregate,*but at a slower rate than
in other areas. )

1. Sﬁort-term General Non-Profit Hospitals:
A very large percentage of beds # this
category are in teaching hospitals. -
Because of their role in medical educa-
tion, their importance will grow with
the increased medical school enrollmeats «
that are expected to accompany national
health insurance legislation, which will .
include incentives to expand medical - _
education. - ' - 4

' 27 Short-term Genefal Government Hospitéls :
Although of small relative importance,
hospitals administered at the local
level are growing in number, and will
therefore contribute to the growth of

. demand for MEHCAs. . ’ “

3.  Long-Term Non-Profit Hospitals: No
growth is anticipated in this sub- =
sector beyond that expected as part of *

the secular trend." -
L 4 .

4. Long-Teim.Care Facilities:; These are
, comprised prim&rily of VA hospitals at
the fedcral level, and state psythiat-

ric hospitals. .0nly secular growth §s

expectéa.
. [ 3

[
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~ TABLE 6: SH%RYG‘ALTERMTIVE!BUR’E&STSHRMW#—WBRIBI .
» : . -,
? ' Projected New Slots, Based on Assumed . 1986 ;
* , Health-Care Spending as a Percentage _ Assumed Elasticities -
of Qe Health—Care Demsnd -
1976 1980 High Moderate = Compre-
5 Actual 9% of G 10% of ap Davis-Rissell PFeldstein Coihsurance Coineurante hensive |
R '
Hospitals 3358 210 419 . 106} 1422 291 560 1041
Msbulatory 922 - 58 115 461 M , 80" 153 283
long Term " 888 56’ 1 - - 7 48 - fam
. " - -
“tw*Irotal 5168 324 . 1522 - Toom 448 " 861 1601
] = 3
-
. F \ ; ' - - . ’
Source: Csnter for Madical Manpower Studies (OMMS), Northeastern University, -
- Wovesber, 1976. ¢
h o p
. - N “ " ] N
[518 - - 4
O 3 l . -

.
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BUMAARY OF ALTERHATIVE MBICA FORECASTS FOR THE BOSTON-CAMBRIDGE AREA
] “ . . .
e Slots, Based on Assumed 1906 Z
panding as a Parocsntage Assumed Elasticities
’ M Health-Care Demand
ind oS b
. : High ° Moderate Compre-
108 of GHMP Davis-Russsll’ Paldstein C(vinsurance Coinsurance hensive
a9 - 1061 1422 291 560 ioar
- .
115 *‘ v 461 WA 80 153 285 .
ur 3% - o, m 148 o ams,
645 " 1s22 m - 448 861 . 1601
edical Manpower Studies {QOE), Northeastern University, ’
76 . - .
’ ‘ - ;\ ’
’ * ) ‘
\) » N - -~ 3 2

22




B. Long-Term €are Facilifies: In terms of
. state licensing réquirements, these ~
facilities-are classified according to
allowable medical functions within them.
Thus they run the gamut from retirement
homes to faci]ities that operate
essentially as hospitals. Growth in thlS
sector will be modest, with a secular
trend provided by the advancing age
.profile of the population:
C. Public Health: This sector will undoubt-
. iedly share in the overall growth in --
' government activrty ¢hat 1s anticipated.
What specific role the public health
~sector will play in national health insur-
ance 1s as yet-unknown. State and local
public health agencies 11 grow with or
without national healtld insurance. This
s the one conventional demand source
- that will keep pace with newer 2Xeas 1n
growth. over the next ten to twenty years.

D. "Hands-On" Facilities ‘ A

,

1. Health-Maintenance Organizations: The
, growth of HMOs is expegted to be 51gn1-
*» ficant over the next téb\gecades
Prepaid comprehen51ve health~care or-
ganiZations will play a'major role in-.
the nation's (and regions) health
. system, and-all potential national
health insurance proposals stlpulate
. these as primary delivery devices.
< They will require competent administra-
tive personnel at all levels. -The
Harvard Community Health Plan is a.
. forerunner in this area, and already
has over 35,000 members. 4Blue Cross/.
- . Blue Shield also has a simalar plan’in °
" tfa) development stage.

ERIC o w

Aruitoxt provided by Eic:




. Neighborhood Health Centers': There has

been an increase of over 90% of NHCs in

. the past decade. Thef will surely be a.

major national'health insurance tool,
funded and operated by the’ federal and
state govemments, unc}oub;edly with
some local government input. Again,
administrative personnel will be in
demand at all levels. ‘

- Fami}y Planning Clinics: Modest growth

is anticipated here, as government
becomes more involved in this kind of

medical service. R .
. . - « - v

Planning Facilities

1.

Community and Regional Health Planning -
Agencies: Federal legislation. (93-641)
provides.for federal funding of these
agencies at the local level, and as a.
result there will be a very 1 ge.

number ¢f employment slots deve oping
here. Facilifies of this nature are
intensive users of administrative
personnel,  and will therefare provide
significant employment opportunities., =

Environmental Management: The health
component of -environmental Planning —
and management is currently receiving )

a gfe;atl deal of attention. 'Employteny
opportunities are thus, developing in |
this area as well. - ‘

. Natiodal Health.Insurance: The adop-

tion of federally financed health
insurance will create a large federal,
State, local, and medical infrastrul-
ture, with in‘tensive use of administa-
tive personnel. This will be the
largest source of demand .in the area.
Private carriers will also expand their

[

needs as.a- res.ult. . .
24 y

E 34 -




. IS Appendix A . -
Primary Tasks Performed by Major MEHCA Categories
. . * _RECORDS AND COMMUNICATION
T Fi 3 4 5 3 7
K RecordqFlow [Stat- ’J'rnk Sched-{Cansus |[EDP .
- ing Charts|isticallanal<|uling |Compdl-]cCoordin-
- P System Reportslysis (¥ork ation
I mafAGMENT B 3
1 Office Manager x x x x x x x
2.Ward Assistant Mgr. ’ x x x x x
~ 3 Asst. Director x x x x x
4 Medical Gffice Asst. x o x - x x x
5 Maintenance Supervisor . x x x x -
6 Tridge Supervisox x x x x % x
7 Ambulatory Administrator x " x ) L x x x
8 Third Party Mgt. Officer . - 4 x x x x
9 P.H. Agsncy Officer N T X x x x
II RECORDS .
10 Admission Officer x . X x x x x x
11 Med. Records Officer x x v x x x x x
111 PERSONNEL B R
12 Personnel Administrator x x x 'x
13 Labor Negotiator P . x x
M. Payroll Officer x x x
v PINANCE M
s 15 Purchasing Agent > x x
' Gul‘\ier / x x x
17 Rate Setter x x x
© Y _oMBmeMAN - . -
f B rd Party Payer x XN x
19 Consumer \ . .
Vi STATISTICS - - .
DStatistician * x. x x x x x
2 Accountant . x x x
22 Auditor x * x x
23 Computer Programmer x x
z.lcomur Analyst X b x x x x x x
. VII_PLARONG - K
Ssystems Malyst x x x x % x x
* ZPisnner ‘ x x x | x x x
VIII PUBLIC RELATIONS 4 :
21 PR Offiocer - N
2Health Legislative Asat. . . - .
B Medical Lobbyist

Source: OQanter for Medigal nlnpo\u: Gtudies, Movember 1976

»
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Primary Tasks Performed by Major MEHCA Categories

8

QUANTITATIVE SKILLS
9 .

10,

Computer
. Prograsming

EDP
Systems
Analysis

Agmnélng

Office Manager
Ward Assistant Mgr.
Asst. Director
Heduial Office Asst.
Maintenance Supervisor
Triage Supervisor
Ambul atory Administrator
Third Party Mgt. Officer
P.H. Agency Officer

II RECORDS

10 Admission Officer '
11 Med. Records Officer
¥

111 PRRSONNEL \

12 Personnel Administrator
13 Labor Megotiator

14 Payroll Officer

v~ FINANCE |

15 Purchasing Agent

16 Cashier

17 Rats Setter

v OMBUTE MAN

WO AN EWN

.

VI_ . STATISTICS
Statistician
Accountant

Auditor

Computer Programmer
Compguter Analyst

Vil PLAMMI NG
25 Systems Analyst
26 Plammer

VIIl PUBLIC RELATIONS

27 PR Officer -

28 Hsilth legislrive Mst.
29 Medical Lobbyist

! Sourom: Canter for Medical Manpower Studies, November 1976
-3

-

4
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Pnnnz;y Tasks Performed by Major MEHCA Categories
/ - “
' _OPERATIONS ANALYSIS
. 11 12 13 14 15 .
) Systems [Operation|Analysis of] Coa® Effec- Productivit
Analysis]Analysis Capacity tiveness Analygis

L)

MANAGEMENT
Office Manager
Ward Assistant Mgr.
Asst. Director
Medical Office Asst. *
Mainte ce Supervisor
Triage ‘Supervisor
Ambulatory Administrator-
Third Party Mgt. Officer
9 P.H. Mency Officer

II RECORIS
10 Mmission Officer
11 Mpd. Records Officer

III " PERSONNEL .
12-Personnal AdministrdTor )
13 Labor Negotiator

14 Payroll Officer

Iv FINANCE

15 Purchasing Agent
16 Cashier

17 Rate Setter

v OMBUDSMAN
18 Third Party Payer
19 Consumer

VI STATISTICS

20 Statigtician o 3
21 Accountant L4
22 aditor

23 Computer Programmer
24 Computer Andlyst

[

%

H X X X X M X X
XK XK X X X M X

® SO wN

viI PLANNING -
25 Systems Analyst
26 Planner
VIII PUBLIC RELATIONS
27 PR Officer :
28 Health lLegislative Asst.

. -29 Medical Lobbyist .

3

v .
Source: Center for Medical Manpower Studies, Noveaber 1976

{ . . ..
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Primary Tasks

v

Performed by Major MEHCA Categoriaes

ACCOUNTING a
= 4 16 17 18 19 20 21 22
Inventory| Cash | Capital [Requi- | Bill-|Budget- | Audit
N Control Flow | Accountsisition | ing }ing ing
1 MANAGEMENT : ’ b
1 Office Manager x x x x x x
2 Ward Assistant Mgr. x x x x
.3 Asst. Director ., X x x x x
Medical Office Asst. . x i x
5 Maintenance Supervisor x ’ x
6 Triage Supervisor x _ x x
7 Ambulatory Mmnistrator x x x x x
8 Third Party Mgt. Officer x x x x X “x
9 P.H. Agency Officer x x> x
. _ RECORDS ' .
Mmission Officer L 3& x
‘1l Med. Records Officer - x
S PERSONNEL
12 Personnel Administrator
13 Labor Nogotin)gor x x
14 Payroll officer R x - x
v FINANCE
15 Purchasing Agent x x x x
16 Cashier N x x x x x
17 Rate Setter x x x
v OMBUDGMAN ' ;
18 Third party Payer x x x
19 Consumer R ’
v STATISTICS
20 Statistician x x x x "x
21 Accountant x x x x x x x
22 Aunditor x x x x x x | P°%
23 COm}nar Programmsr
24 Computer Analyst x x x x x x
VII ~  PLANMING *
25 Systems Analyst x x x . x x
26 Planner x x x x x x x
VIII , PUBLIC RELATIONS
v 27 PR Officer i x 1
28 Health Legislative Aapt. x
29 Medical Lobbyist x x
L
Source: Center for Medital Manpower Studies, November 1976
e P
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‘
. Primary Tasks ferformed by Major MEHCA Categories

+
PUBLIC AND CUSTOMER RELATIONS  *
23 24 25 26 27 28 29 | 30
Public [Patient |Credit [Estate |Patient |Third [Accountsflegal
. Rela- |Rela- Evalu-|Settle-|Schedul-] Party[Collec- tter
tions [tions ations|ments |ing ICoord. Jtion
1 MANAGEMENT
1 of fiver Manager x x x x x x x x
2 Ward Assistant Mgr. x x x - x x
3 Asst. Director x x - x x x x
4 Medical Office Asst. x e . X
S Mamtenance Supervisor ' x .
6 Triage Supervisor X % x % x
7 Ambulatory Adminis. x x 'ox x x x x x
8 Thard Party Mgt. Of. x x x x x x x x
+ 9 P.H. Mency Officer x x x X
11 RECORDS
10 Admssion Officer x x x | x \ x° s
11 Med. Records Officer ol x x A x x
. PERSONNEL l .
I2 personnel Adminis.” . x Ty
13 Labor Negotiator °* x N x
14 Payroll-Officer -, D -
v FINANCE
15 Purchasing Agent
* 16 Cashier ° x x x x
17 Rate Setter x x x x x x
v OMB UDS MAN
18 Third Party Payer x 3 x x x x x x
19 Consumer ~ - x x x x x x
‘vi STATISTICS
20 statistician h x '
21 Accountant x x . x x
22 Auditor . x x ‘ X x -
23 Computer Programmer -
24 Computer Analyst x x x x x
VI PLAMNING
25 Systems Analyst x x
26 Flanner x
VIII PUBLIC RELATIONS - ’ :
27 PR Officer x x x x x x x
28 Health Legilative A? x x x x
29 Msdical lobbyist x x x x,

Source+ Centeft for Medical Manpower Studies, November 1976

¥
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Primdry Tasks Performed by Major MEHCA Category

INDUSTRIAL ENGINEERING

M .

31 32

Time Motion Auditing °

Analysis

33 Qr/
staff

Organization

-

MANAGEMENT d
Office Manager -
Ward Assistant Mgr.
Asgt. Director
Medircal Office Asst.
Maintedance Supervigor.
Tyiage Supervisor
Ambulatory Administrator “ )M
Third Party Mgt. Officer '
P.H. Agency Officer -
I1 RECORIS
10 Admission Of ficer
11 Med. Records Officer

IX1 PERSONNEL -
12 Personnel Administrator
13 Labor Negotiator
14 payroll ngicer

iv FINANCE
15 Pugchasing Agent -
16’ Cistrer
17 Rar.e‘setter

v OMBUDS MAN
18 Third Party Payer
. 19 bonsurer

Vi STATISTICS

2¢ Statisticlan

21 Accountant

22 auditor .
‘23 Computsr Programmer

24 Computer Analyst ¢

viI PLANNING
25 Systems Analyst
o 26 Planner

. WIIT peric meraTTONs

5 27 PR Officer .

28 Health Legislative Asst. -
29 Medical Lobbyist ‘

LI - NV B VPR V)

x
% % X x

.
x X
x x

H X X X X x X x

-
x
Lo

-

o~

'

- ;
i

R v
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°.... Primary Tasks Perfotied by Major MEHCA Categorigs
4 . . . - - \
- . HUMAN RELATIONS )
T~ 7 : 34 35 36 37

B \ A Employee .
e : Counseling | Pegsonnel | Performance |Inservice
’ > . . o : Evaluation |Training

1 MANAGEMENT . - Te ]
4 1 Offic® Minager , ’
2 Nard Aasxstqﬂ: Hqt. N .
3 Agst’ Director
4 Medical Office Asst. ~ 2
S Maintenance Supervisor
[ ' ‘rr:n* Supervasor
7 Albul;bory Adlinistn;ot
@ Third Party Mgt. Offi -
9 P.H' Agency Officer

LA ¢ § - FEQORDS -
710 Adliasio_n Officer
11 Med. Records .0fficer

III . EPGOEL
12 pe el Administratpor-
13 Labor Negotiator x
14 ‘Payrqll of ficer . ’ x -
(344 FINANCE ~ - B v o
15 purchasing Agent A N 1
16 ‘Cashier o x x x e X
. 17 Rate Setter . .

v OMBULSMAN ! o .
18 Third Party Payer - ®
* 719 Consumsr x

VI § STamIsTIiCS -
20 Statistician ¢ o ” : .
21 Accountant - . ’ ’

22 r A -
23 Cosputer ‘PRogrammer N 2 R 4 L
24 Computer Analyst . s

Y v %ﬂ W, : : .
#2358y Analyst - ' ' .ox - ox- - -
26 Planner R x x .,

' WVIII . PUBLIC RELATIONS - - : .
>27 PR Offider x x . R 1
#°B Health Legislative Asst. ﬂ

!9 Madical Lobbyist ;r . .

.

X KKK KK
W KKK KK KK
X MK X XXX

x
»
»

x
x
x R x

aaT

i

“a . .
e .

L5
? o o K , : .
he * R e e

.. Source: Canter for Madical Mafpoweg, Studies, Novesber 1976
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Primary Tasks Performed by Major MEHCA Categories

. Z d mwmunm_u_jz__sm
) . 38 39 40 41 42 43

Quality [Supervision Safety Coordin. [Traffic JResearch
. Cengrol . Control |of Task |[Control
I MAN. NT
1 Offise Manager x
2 Ward Assistant ,llegr. x
Asst. Director x
-4 Medical Office Asst. e
» Maintenance Supervisotr x
6.Triage Supervisor ,
7 Ambulatory Administrator é
8 Third Party Mgt. Officer x x
9 P.H. Agency Officer x

11 RECORDS - - . .
10 Admission Offfcer x' - x *

v

L ;3

®
*

X MM x % X N X
XX XX XK XK K

11 Med. Records Office

iII PERSONNEL
12 Personnel Administrator| «x x x x ' x
13 'Labor Negotiator x x x
A4 Pyyroll officer .. » X

IV FINANCE .
15 Purc.hni? Agent ) x
16 Cashie - ‘ - 3 - s
17 Rate Setter . ' -

v OMBUDSMAN T

- 18 Third Party Payer
19 Consumer x ¢ !

VI . STATISTICS " . .
20 Statistician o * . x

21 \Account N
22 Audito ) .
©123 Computer Prograsmer - .ox S
24 qu_wuur Analyst

Vi rLaeanc .
25 Systdms Analyst ' x x tox x
26 Planner x x x x

VIII PUBLIC RELATIONS.
===~ 0 SLAITONS, N
27 PR Officer g -

28 Health I.g’alatlv‘ Asst d ) ) "
29 Madical Lobbyist ;

, 3 1]
Ky & -

Source: CenWr for Madical Manpower Studies, Novembar 1976 Ca

. - *
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The Union Epidemic, A Prescription for Supervi-
sors, by Warren H. Chaney and THomas R. Beech,
_Aspen Systems Cor\-ioration, Germantown, Maryland,
1976, pp. VIII, 144. ) .

~

There should b9 no doubt that the autho of
"this book are aiming their written convictions
directly at hospital administrators, depattment
heads and front-line supernvisors. They present
very strong views and detail a methodology fOY
permanently avoiding the spredd of unlom.z\atlon
ylthln medical 1nst1tutlon$

.

The centxal theme of thet book is for management
-to give employees those benefits usually promised
by unions. The authors complain that hospital
administrators waste a tremendous amount of
time and effort on various legal -tactics, which
in their view can only forestall the eventual
election of a union.

The tone of the book is set by the following
_quote,"’We have often been asked, 'Don't some
employees need a union?' Our answer is loud and
clear - 'no.' But some employees deserve a
union; i.e., if an employer. and the supervisors
do not care enough to try to understand,
communicate with, and properly supgrvise others,
then the union should win the election."

The specific recommendations of the adthors .,
are as follows. Special emphasis should be
placed on developing a sound communicatins
system. This system should provide the dm+ﬂ3:“\
stration with review and feedback in Qrder to
reduce status awareness and Boe€ial distance. 2
strong effort should be made to know all your
employees as individuals. Continued efforts
must be made to  improve supervision by proper
selection, training, evaluation and inwvolvement,
A proper grievance-procedure must be developed
in the ipstitution. Heavy emphasis' must be \‘
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placed on salary policies and job promotion. 1In
order to accomplish many of these recommendations,
a strong emphasis should be placed on restruc-
turing the.institution by the expansion of job
enrichment programs and a reduction in the
management hierarchy.

~x
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Health Manpower Information for Policy Guidance,
Report of a Conference sponso by Conserva-
tion of Human Resources, Col ia University,
edited by Dale L. Hiestand and Miriam Ostow,
Ballinger Publishing Company, Cambridge, Mass.,
1276;. pp. XIV,,149. .

4
The specific aims of this ‘conference were "to
assess the awailable data on trends in the
supply, demand, and utilization 4f health man
power and the possibilities of assexbling’anéf
interpreting these data in the context of-a

'longer framework for health Hanpower analy51s.i,

The authors soon realized that healtrxmanpower
data 1n the United States must be viewed with -
considerable skepticism. To a substantial
degree, health manpower data is' gathered by pro-
fessional associations representing specific
categories of mealth manpower and expansionary
training at educatlonal institutions. The .
authors found that healfh manpower datd tends to

. follow policy, rather fhan the rewverse. A

typical illustration * suspect data is, in some
significant geasure, those gathered and published
by the National Center for Health Statistics.
The Cénter's publication "Health Resources
Statistics'vestimated radiologic technologists,
technicians and assistants at 100,000 for each
and every year from 1968 through 1975. Con-
sidering the substantial growth in the utiliza-
tion of health facilities, beds and personnel
during this period, the constant figure of
100,000 is difficult swallow. Estimates of
physicians iIn practhé also seem to vary sub-
stantially. A recent Questionnaire utlllggd in
the State of New Jersey indicated a variance of
approximately 20 percent among established
estimates of the number of practicing -
physicians.

4z 38
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A strong point was made by the authors that
nationa? health manpower, data, perhaps with the
excep ion of physicians, are not particularly
useful, in analyzing supply-demand relationships,
since the United States represents not a-single
market!but a seriek of local and regional .
markets.

" The/ recommendations o€ this conference con- .
oegn{ng data and its collection and utilization
seem to fall into sewveral categories. There':

._‘ﬁas Some consensus that improved methodology

" and technology. would be required to coordinate /
data collection efforts, to reduce the possi-
bility of data gaps, and to encourage a regular
exchange between cqnsumers'and‘producers of
health manpower and the data associated with
each gﬁggective field. Some of the conference

participants 'saw a need for a more "rigorous
/// analytic capability" rather than a strong
effort to collect additional data. '

There are a series of incentives and con-
straints for educatipg and training health
manpower. The health educationa? system is ,
fragmented with uneven Job opportunities for
various occupations. No rational relationships
exists between the 3000 trafning-institutions
for registered nurses and the 115 medical Co.
schools. Furthermore, coordination between &
providers of health Gare and the educational
system 1is weak. Thé?lack qf-systemat@c inte-
gration is due to the belief that market ferces
will bring about equilibrium between supply and
@emand of various categories of.health- personnel.
. Market forces function ifTa positive'fashion,

but the time lag in achieving equilibrium
creates bottlenecks of oversupply and/or -
regional shortages.
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~ The Manpower Problem in Mental Hospitals, A ' !
Consultant Team Apprbach, by Philip F. D. Seitz,
Elizabeth Jacob, Harold Koenig, Ruth Koenig,
Warren G. McPherson, Arthur A. Miller, Robert L.
Stgewart, and Dorothy Stock Whitaker, Internation- :
» al Universities Press, Inc., New York, 1976,
pp. XIII, 253.

.
~

i The overall central aim of the psychiatric
consultant team is to raise the lewvel of patient
care. This book describes the strategy of the
team approach with the aim of practicing better
patient care by its emphasis upon understanding
the individual patlent The psychietric con-
sultlng team consists ofwvpsychiatrists, psychol-~
ogists, neurologlsts, social workers and nurses.
‘This teachlng team joins togeth in an attempt

to provide constructive training programs for

the entire hospital staff,wggh,thé‘bvefa&g;?oal_.‘
of improving the morale, skills, and efficienmey _
of the exapting staff. This teaching team .. rﬁff‘f* -
deals with all levels of healgh workersgf;dm n '
the executive director of the health proVLders N
to hosprtal aides.

I

The authors note that "while consultants
have all the vulnerabilities of any outsider ~
they also have the stranger's most powerful el
wéapon, independence." Almost all large public .
mental hospitals developed proceduras.which .
soon turn into hard and fast rules. "In such a
.situation, independent thought and action are L
_,EBI to be con51dered the works of the rebel, so .~
that the innovator very soon departs, leaving
the field to the cautious, the/fearful, or the
helpless - in this case, the career administra-
tors, the doctors without training, and the
patients."” The consultant team made a direct
: attack on the status quo of the entire environ-
ment of hospital life. Their efforts were
aimed at casting traditional policies and

R
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bureaucratic rules and regulations in order to -
‘Provide some direct assistance for the patients.

-The consultadt teak generally found a very
low ratio of-medical staff to patients. This
ratio was generally in the area of about one to
one hundred sixty. Further, many, if not most,

medical ‘staff were totally without psychiatric
training.

The adthors note that it was rather striking
to all how "something" appeared to occur in all
cases where the consultant team became involved
directly with the patient. State psychiatric
hospitals have traditionally provided custodial
care. Any individual or team effort to provide
concentrated individual attention to these
patients receives a very positive.response. Not
only is a very positive response achieved from
the patients;but this phenomen in turn provides

-‘evidence to the regular medical Staff that
positive steps as those provided by the psy-
chiatric team can indeed make a significant

impact on thé entire negative atmosphere of the
institution.

Finally, the psychiatric team, despite
numerous problems, developed strong and worth-
while relationships with patients, performers
and hospital administrators. At the conclusidn
of the psychiatric team effort andestudy, the
regular hospital staff had taken over and were

conducting the Necessary training programs
themselves.




A Spy In the House of Medicine by Gebrge A.
Silver, Agpen Systems Corporation ,-Germantown,
Maryland, 1976, pp. XI, 309.

The quthor‘belieyes that the existing system
of medical care in the Ufiited States does
function, although he points out the serious
problems which have been allowed to develop and
which tend to threaten its viability. Silver
pinpoints the issues he perceives-:as problem

* areas and advances a number of suggestions which
\could lead to solutions. A strong emphasis is
placed on the human as opposed to the techno-
logical side of medical care. There is a broad
discussion of financing and reimbursement,
hospital cost containment, the rise in medical
care demand, the lack of access and availability,
medical education, role expectations- vs. the
job, indicators of-quality control, the organi-
zation of health services, federal involvement,
and national health insurance.\

AN

For our purposes we will concentrate on .the
author's discussion of health manpower includ-
ing the physician and non-physician health care
personnel.

The author highlights the very substantial-
increases over the last fifty years in the use
of allied health personnel. He makes the point
that the staff-to-patient xatio has increased
by over 50 percent in the past 25 years.

Silver makes a strong point in noting that the
substantial increases in allied heal'th manpower
in a rather h#phazard fashion wifout .regard to
significant reform in either task distribution
or job descriptions is very difficult to correct
once the practice has gained a significant
foothold. The author believes there is a
definite need to move health manpower from in-
patient facilities to outpatiént setrvices and
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_that this move could be most, prdductive in
providing better and more quality sexvices in
Places where services are now in short or in-
adequate supply. One prime example used by the
author is in the area of mental health. He
believes that far too many individuals are in-
pPatientsin mental institutions. "Commynity
ambulatory services, foster home’care, cottage
parent approaches, etc., would provide for more
- suitable, satisfactory, human treatment, as well
as socially desirable and usefyl activities for
those who are mentally and emotionally dis-
turbed."”" The author forcefully makes the ébint
that community mental health centers are not
properly staffed with outreach capabilities
sufficient to provide the assoétment of mental
health services required in the community.
Patients who are released from in-patient mental
facilities do not have the required amourit of
outpatient support. Far too often the result
is mental patients "half dazed with drugs"”,
roaming in the community without proper super-
vision, observation and the social services
they require.

»

The author makes a similar analogy with re-."
spect to short-term general in—pagient utiliza-
tion. He believes far more eléhasis should be
Placed on providing well staffed community
services for ambulatory care.

Silver does emphasize the dangers in- releas-
ing inadequately trained "passionately active
health workers" on the general public. "The
so-called 'demystification' of medicine, where-
by people are éncouraged to take care of them-
selves without consulting a physician, is useful
only if those people so encouraged have
sufficient background and understanding of
disease, diagnosis and treatment to be able to
deal with the symptoms in a reasonable, truly
beneficial way."
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. The author shows that the physician-population -

physicians work e(iort

" . Using production

Physictan Productivity and The Demand for Health
Manpower, by Uwe E. Reinhardt, Ballinger Pub-
lishing Company, Cambridge, Mass , 1975, pp.
XXII, 311. - } : )

v
“ ~

The author supporfs the view that the per-
ceived overall shbftage'of medical seryfces
appears to reflect inefficiencies in the pro-’
duction of these services much more than a lack
of medical man¥ower. A great portion of the
analysis is restricted to the physician only.

ratio in United States will increase over
the néxt ;adecades if the capacity of our
medical schools were restricted to their 1975
projected levels: {fffhe author suggests. that

even if there were a shortage of physicians it
would amount to a short run problem. He would
attempt to solve this short run problem by a
continued liberal policy toward the immigrati'n
of foreign-trained physicians and increased
efforts to increase the productivity of American
physicians by the additional use of allied .
health manpower and a proper utilization of the

n>function estimates the author
shows how average physician 9roduct1v1ty could
be increased between 30 and 50 percent by
increasing allied health manpower support staff ~ ve
from 1.75 aides per phy51c1an to an apparent {
optimum of four. Phy51c1an productivity was
measyred by rateé of patient visits or patient
billings. .

The author discusses the policy 1mp11cat10ns .
of his analy51s by outlining two. extreme posi-
tions with respect to.the formulatlon of health
manpower policdy. First, the.economy could - .

. produce additional medical training facilities

to increase the number of active health

* personnel, particularly physicians. The end .
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sur;;lus and a tacit notiflc‘atlon of the health -
1ndustryTs current policies on the u‘tl‘ilgatlon
- of_facjilitieg and manpower. )

4 M o ; '\; -’ 4+ \
/result»would be' more phys:.c'lans, perhags a ' Y

\
N

+ The ‘extreme to thls pgsition’ would be thes ... "+ .

. velopment of health care anﬂ alth manpower
’ licies "'aga.lnst the standard some precon-

? ceived ideal health- dgllvery system and

consciously seek to drive the health -zare %
* sécto¥r toward t;us 1deal, if *that seqtor cannot.
be” &xpected to do so on its own vollt;on " The

‘ “attaintment of ’&us goal would probab lead to ™

direct federal or state regulation o ,jealth &
. care providers. The author mentior}sie\ieral
arﬁgs whete this regulation might be Jeffective,
i.e’, mandying .regional networks of health-care -
facilities, optipal staffing patterns “for health
care, providers; dnd monetary incentives used to
e engolirage heal 1 providers to adjust utilization
- fnd health’ ma&po‘Jer along lines consistent w1th
‘national pollcy ’

'

\
A central theme r.unnln,g throughout this study

is to underplay the tyaditional emphasis QA the

supply of pRysicians or?ogher health manpower

- - and* concentrate -fiore on the de ermlnants of

the ddmand- for physician-suppo¥}, personnel.
_The author places strong empha¥seon educa-' .
1ng consumers on the benefits of task delega-

X 4 ‘tion and the-elimination of the "existing legal

conStraints ¢n the utilization orf allied-heqlth <
. ‘'manpower.:

oo

L 3

Finally,.the aluthor’does stress the probable

+'- «+ need to place economic and leglslatn?’e pressure

L o

on Mhysicians to organlze their offices and the
general delivery of health care in modes that

' will be mpre -economl y sound. e s
\} e * 3 ‘
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Howard Bimbaum, “"Career Origins, On-The-JoET\.
Training and Earnings," Southern Economic .

Journal, Bpril 1976, pp. 587-599..

. The author asserts that different "job exper-
ijences" obviously result in different types-and
amounts of on-the-job experiences, and this .
article is an attempt to clarify the nature of
the differential effects of alternative job ex-
periences by‘examining the effects of career
.origin*on the acquisition of on-the-job training.
A central hypothesis is that, failure to stand-
ardize for career origin incorre y attributes,
‘earnings differentials to differences’ in *formal
education, rather than differences in on-the-job

training.
‘

Appropriate evaluation &f thé effect of the*
job structure can occur only after the meaning,
of job experience is understood. As a first:
step this article develops an analysis of career
origins as a measure of the effect of the job
experience. Then a categorization of-job ex-
perience is developed. And finally these cate-
gories are used to suggest the potential limits
which the job experience may place on individual
training and labor market experiences. .

A

The specific hypothesis tested was that the

position of the individual's. first job with

. respect to four job-sectors affects his later
earnings; and since earpings are assumed to:be -
at least roughly related to skills, th® individ-
uals who have more ofgan opportunity to acquire
and use these skills will receive higher ) :
earnings. Through regression analysis the
economic significance of sector variables
supports the argument that starting in the high
and ‘median 3kill sectors is positively asso-
ciated with earnings, relative to .starting in
jobs with less opportunity for tfraini.ng.and )

promotion. .7 .- . o
= A
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In conclusio‘n the article arques that failure . .
to account for on-the-job training, for which
career origins is a proxy, will tend to over-
state the returns to education. The- author
notes that the econometric results suppprt -
this argument by indicating that if an indi-

" vidual's career origins are, in an occupation
which pPovided access to generalizable skills,
the individhal's earnings in all later oceupa-

tions will be higher for a given level of educa- 4
-tion, race, etc. -
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Bonnie Bullouéh, R, Pﬁ D., "The Law and The
Expanding Nursing Role;" Amemccm Jourmal of
lic Health March 1976, pp. 249 -254,

o

-

ThlS article traces the legal stages of
licensure of nurses, from the- early 1900's &o
‘the present when the role of registered nurse
is changing rapidly as pany nurses take on
expanded 'responsibilities in both acute and
primary settings. As background the author
notes the psychological barriers to the
expanded role of nurses, resulting from the
dlfficultles nurses experienced in seeing. ’
themselves as decifion makers in the diagnostic
and treatment process. Added to these psycho-
logical barriers were some very tangible
barriers in the ‘form of the State nurse -
gfactice'acts.'

.

The first phase-of actlon occurred 1n the
20th centuty when nurses actlvely campaigned
far state laws to reglster trained nurses in an
effort to bring some order into a chaotic educa-
tional system and to differentiate the txalned
nurse from'the untrained. ‘State licensure
seemedrto be a reascnablé mechanism for achiev-
ing these goals, following the pattemn of
physicilans. a1l subsequent licensing acts for

¥ other health workers were essentially amend-
ments to thet medical practlce acts.

. The first nurse registration abfPWaS'passed

by North Carolina, in 1903, and three others v
were passed in the same year. By 1923 all
states had enacted nurse licensure laws, but
none of these acts included a definition of
'nursing in terms of the scope and practice of
the professign. - . o

' The second phase’ of nursxng licefisure began
in 18 3B\when the first-mandatory practice act

K@ « \ trsso




was passed in New York. This law established
two levels of nurses, registered and practical,

-~ and restricted nursing functions to members of
these ‘tWp groups. The American Nursing Associa-
tion adopted a model definition of nursing, and
this became the basis of many state laws.

"However, the clear. prohibitigns in the majority
of the state nwursing acts independent diagnosis
and treatment were a algnflcant barrier to thé ;
deVelopnent of expanded roles for nurses.
- L]
The third phase begaff recently, and during the
past five years 30 states hava enacted amend-
ments to their nurse practice acts to ;a”llltate
. - nurses taking on diagnostic, and treafment -
functions. There are still 13 jurisdictions
whlch ‘have statutory prohibitions agalnst nurses._
iagnosing and treating pati®nts. -

There are at least four different approaches
.which states have taken in opeging up the, *
nursing role, but oyerall, they Mave acted as
a stimulus to the developmtnt of nurse
practitioners. Despite the many gains,
numerous legal 1ssues and problems remaih to !
be confronted. - . - -
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John Fry, "An Overview of Primary Health Care,"
Intermational Journal of Health Services, Vol.
6, No. 2, 1976, pp. 309-314.

~

The main hypothesis is that most hospital care
. ,is not necessary and can-be replaced by private
‘health care. First, primary health cazzgf;y
take the form of self-fare,"if indeed
public knows how to take care of it. Secondly,
. wider 'use; should be made of vertical or hori-
eontal primary professional care administered
by phy@pians and other health personnel.
Primary ealth care d4Ss not- a monopoly of the
qeneraljpractlﬁloner, the specialist, the ped-
iatrician or the internist. It is shared by
nurses, social workers and many other profession-
al‘groups. Much of the traditional health care
can be carried out by medical assistants, nyrse
practitioners or others. E&r a long time in
both Africa and India, medical assistants have
. provided medical care for the villages. In
China, the now famous barefoot doctors, with /
little training, care for villagers. 1In Czari'st
« Russia, Peter the Great introduced ¢ 2
. feldshdrs to help in the army becayse there
were no physicians. In Canada, at McMaster
University, an experiment showed that a nurse
practitioner can accomplish many of the medical
tasks that traditionally belonged to the
physician. 1In the United States, somewhat
begrudgingly, primary health care people are -
cotsidered to be not ohly the physicians but
- also the nurse practitioners and other health
personnel. 1In Britain, under the national )
health system, the general practice is comprised
of hdme nurses, health 'visitors and midwives.
Slowly the non-physicians” are getting more and
' more responsibilities and doing more of the work.
The replacement of many tasks of primary ‘health
care from the physician to the non-physiciaﬁ and
other health personnel may.impair employability

b2
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of today's medical Student. Therefore, there isg
an urgent need for a reexamination of health
Personnel requirements for the 1980's,
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Sidney R. Garfield, M.D., Morris F. Collen, M.D.,
Robert Feldman, M.D., Krikor Soghikian, M.D.,
M.P.H., Robert H. Richart, Ph.D., and James H.
Duncan, B.S.I. E., "An Evaluation of an Amgylatory
Medical -Care Dellvery System," The Jew England
Joumal of Medicine, February 19, 1976, pp. 426-
431. '
4

f"‘\
~The authors of this artlcle are all afflllated

with the Department of ‘Medical Me&hods Research,

Kaiser Foundation Research Institute and Perman-

ente Medlcal Group, an organlzat!QE that has

-z spearheaded private prepaid health plans. -They

note that all the new approaches to the delivery

of health services focus on "the elimination of

fee-for-service financial barriers in order to

assure access to care for the sick. yHowever, .

these approaches invariably resulted 1in a pdra-

dox: e aired the very. accesHh they were -

meant to ure,,because they inherently pro-

duced increased demand, inflationary costs and

maldistribution of physicihan services."

To eliminate this paradox, the authors designed
a medical care delivery system that would re-
' lieve the impaired access to care. Two basic
chafiges in the traditional delivery system were
made. ~The first was a method of access through
a paramedlcally—staffed heqlth—evaluatlon
service that, with minimum physician involve-
ment, can separate the users of prepaid services
into three components: the well .and worried
well; the asymptomatic sick; and the- sick. The
second.change involved an appropriate service
to receive each of these components: a health
care sarvice, staffed by paramedical staff, for
o the well and worried well; a preventive
maintenance service, staffed by paramedicals, .
for the monitoring and follow-up observation.of .
the asymptomatic sick; and a sick-care serv1ce
iq which physicians tend those affected by "
4
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acute or other thronic illnesses.

This new system was instituted at the Kaiser-
Permanente Medical Center in Oakland, Califormia,
and by using a sample of 4369 patients, it
was compared with the traditional delivery
system. Analysis of the records indicated a
savings of 0.50 physician hours and $28.21 of
physician costs per patient in the entry
work-up process, an average saving of about
70 percent: In addition the new system
provided access to new patients within 24 to
48 hours, as compared to six to eight weeks
for a new apﬁointwent in the traditional system.

-Such an experiment is vital to the utiliza-
tion of manpower in the health care industry.
A significant saving in the scarce resd '
physicians, is indicated. While the author
contend that the concept of the new system -
appears to be' transferable to most forms of
practide,'many more experiments with this con-
cept should be conducted in order to confirm
this contention.

»




Marilyn Heins, M.D.; Sue Smock, M.S.; Jennifer
Jacobs, M.D.; Margaret Stein, "Productivity of
Women Physicians," Jourmal of the American
Medical Assomath October 25, 1976, pp. 1961-
1964.

*

The main hypothesis of the analysis is that
there is no difference in productivity between
male and female physicians. The analytical
study is based on 87 randomly selected women
physicians in ﬁétropolitan Detroit. To date
there are 50,000 female physicians in the-’
United States; and in 1975 one out of every four
freshmen enrolled in medical school was a woman.
Therefore,” in a few years hence, one-fourth of
all physicians will be a femalé as compared
with only 8 percent” today. The median age of ,
women physicians is about 46 years, about

. one-fourth have-a pediatric specialty, and
another quarter are in general medicine. There
are few (6 percent) 1n surgery.

The survey found that 84 percent of the women
phy51c1ans were worklng as physicians at the
‘time of the survey. About 6 percent were
wopking part-time (more than 20 hours), and
only 4 Wwercent worked less than 20 hours.

. Four-fifths of all wemen with children under '
.18 worked full time. Child care has a small
effect on the productivity of the majority of
women in the sample. Contrary to other
studies, it is shown here that women physicians
have worked continuously: for about three-quart

" quarters of the time since graduating from \
medical school. Short-comings exist because,
besides the partial household help some women
“get, three-quarters of the women from the
sample do all the cooking, shopping, child
care and money-management in the household.
While the productivity of women physicians is
high, the problems faciné the female physician
(belng a w1fe apd mother) are still as stringent

b - .
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as before. More of the comme received in the
sample indicated that most”of the women found it
very difficult to cope with both their profession~-,
al and thelr family intgfrests.

Now that we are appro ching the stage when 25
percent of all doctors will be female, the
assumption that only women have the responsir
bility of household maintenance should be
dropped. 1Instead, the responsibilities of
household tasks should be shared by both
husband and wife! The conclusion of an article
by Jussin and Mueller that women work two-fifths
fewer hours in their lifetimes than men as
shown by samples is refuted,and it is asserted
that the productivity of women is not mich
different than that of male physicians.

~
-




Fred J. Hellinger, "The ‘Volume of Care Provided
in Health Care Settings under Medicare,” )

. Atlantic Economie Joumal, Spring 1976, pp. 54-
60. . 3
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The hypothesis is that there is a certain -
degree of substitution among health Jdare facil-
ities. A study by Davis and Russell shows that .,
the demand for outpatient care is a function of
the price of 1npat1ent care and the price cf
outpatient care and ather varlables pavis and
Russell found a wery high‘elasticity of demand
for outpatient care (0.85) with respect to the
price of inpatieny care; when the room charges

" are included in the inpatient prlce the elasti-

city is at least 1.46. -

- The author examines the substitution and sees
some problems with pricing. An attempt is made
to angwer the duestion of whether national "e
health insurance should cover extended care
facilities, outpéﬁient, and home health care.
In order to deteg¢mine this it is necessagpy to
know the substitute availakjility patterns which
would emerge,from a national health insurance
plan. The model used is for 1968 (after Medi-
care was- implemented), and the findings are that
there is.a significant amount of substitution w
between extended care facilities and short~term
hospital care. It seems that the rate of avail-
ability of hospital beds will have lowered the
usé of extended care facilities bgcayse .
physicians are less inclined to transfer-a
patient out of the hospital if it has
* unoctupied beds. The biggest problem is to
determine how new home health care is R
affected by coinsurance and how it can affect “
extended care facilities. Home health care may
mean many things, suc¢h as attendance by a nurse -
if the patient is helpless, or home Vvisits by
any other allied health professional. The_

- v
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average number of visits _ma}?' be meaningless.

*Intuitively it is knowms that home health care

is th heapest form of \health care, but the-

. ues remains whether #t can satisfy the

}J . ;&e £ the population at largq,' especially -
* " the elderly who need medical care. 1In the °*
final analysis, there-is little or'no price
/substitution'between outpatient health care,
home health care,-short-term health care and
extended care facility use. This .is so

' because Medicare covers orily part of outpatieng
“and home health care, Yet there is no way to
=know he®w much Medicarg provisions really -
- influence this change. L v

* o - \ 1 < -

The argument is that'physicians are ledd
cgncermned with the price effect, and more
concerned with the availability of hospital |
and extended care facility beds.’ Iteseems

. that outpatign®and home health care are sub-
stitutes for short-term health care and '
extended ware facilities,” but that they cannot
be affectéd by price. If we could distinguish’
be tween net costs to the patients r the price
elasticity of substitution could be realisti= ¢
,ca\lly detexmingd. As it stands, the price
itsel f s ot cessarily influence .
demand ?x' }:gme h‘;alth cares versus short-term
hospitals apd extended care facilities.- The
conclusion i®® that the coverage of outpatient

Y BN xmrsd'.ng home care by *Medicare has resulted in
- >
ot increase of overal® cost$, but a decrease -in-
% the use of short-term hospitats.

» -
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. geraidlne Holmes, George E, Livingston and - o
Elizabeth Mills, "Contribution of a Nurse
Clinician ‘to Offite Practice Productivity: -
Comparison of Two Sole Primar§ Care Practicés,”:
Health Service Researar, Spring 1976, pp. 21-33.

P -

‘'

~ 4

. .of ‘primary care service in Kansas, a se ies of
. ‘productivity case studies was initiate
summer of 1974. 1In the case study repbrted in
this article, productivity was agsessed in two
solo®physician practices, one with only a nurse .
to assist the physician -(practice I) and the
other with a nurse clinician'in addition to the
istered nurse (practice II). The comparisons
pghasized_ are (1) ‘the different roles of the
nurse in pracgice I any %he nurse clinician in
practice JI;\ {2) the wype of patient services
. each professlonal provides; and (3) the produc-
tivity of each practice, measured in terms of the *
rnumber of patient visits processed during a
standard time period. "

Iy

A - The two practices were similar i; the distri-

. bution of patient problems presented and in Mhe
demographig, socioeconomic, and racial character- -
‘istics of'the patient population served. The
researchers lected data in each practice -for
12 consecu¥ive workdays, and the me;ﬁbd involved
timing all office activities of the physicians,

= "~ the nurse clinician and the nurse, and coding

the data in predetermifed categories. '

.The nuxrse clinigian's ﬁ:imaryﬁresponsibilities
involved managing'selecfed types of patient
visits independently, while ‘the nurse in practice
I was responsible for the performance of

utine nursing tasks, bookkeeping, and offiice
malntenance. ‘The nurse spent only 15 percent
. of her day_in direct patient contact, compared «

e - , ‘ -
RIC ~ ‘ (Y T
ERIC o -

-




B M »

to 48 percent for the nurse clinician.'
75 percent of the Problems handled alone by the
urse involved a scheduled procedure and no

L onificant evaluation of the patient's problem;

r the nurse clinician the comparative figqure
as only 25 percent.

Almost

The daMa suggest that the nurse clinician
contribu & sybstantially to the productivity
Of practice Y¥; and in addition, by seeing
patients first the nursetclinifian saved the
Physician time. DeXpite tthf?cf that
physician I spent more time in direct patient
" contact (64 percent of his day) did
physician iI (56 percent *of his [« . the .
former gaw fewer patientg a’ day becfuse he ° '
spent more time in conwersation with patients,
higfory- taking, and patient education or ,
counseling.: When only visits-managed indepen-
dently hy the nurse clinician are counted, the
projected difference in annual. productivity is
1848 patient visits, or 20 percent.  Whdn all -
visits are used in the calculation th? ﬁ?ajected
difference in-productivity” is 2856 patignt
visits, or 31 percent. The evidence dvailable .
indicates that the nurse clinician in p}actice II
increased the'proguétivity>of the practice
without increasing costs to patients. She has
been well accepted by patients, and the quality
"of patient care has not diminished. -
\ . —




Irv1ng Leveson and Ellzabeth Rodgers, "Hospltal N
Cost Inflation and Physician Payment," American

- Journal of Economics and Socwloay April 1976,
pp. 161-174.

e - B o, ’ : ‘,' I
Vv \Tg&s is'an exploratory analysis of the
physician revenue maximization hypothesis: &AM
attempt- is made, to explain why hospitals cests 'r
aré 20 times the level of 1940. It is shown ~
that the marginal product of physicians, and e
‘consequently income,”can be ihcreased by - v .
k 1ncrea51ng the utlllzatlon of allied- health ) ‘
) personnel and lntrqdeLng technology and .
- equlpment and other ancilliary services. With
¢ iricreasing health insurdnce coverage, the
- - tendency is tosincrease hospltal services .~
Hospitals pegfofm servikes fo which the. 7 ¢
‘4‘J; phys1c1 ig paid, thug furthering the.income
of phys1c1an The ,argument is that when the-
pbys1c1an—wprks for a- feé rather than a salary
~there is ,& tendency to Qusb for the use of more B )
non—phy51c1an labor .and ‘more technology. For
‘physiciansy this is an external economy and,
| intermalized, increases their incomes. . Thé
maln "implication is that a phys1c1an should be’
dxvorced’from tyé managerial decision mak?ng
-on the growth of hospital services and. tech-
nology because it is“self-serVing. When
pﬁ}sicians do not exercise primary direct ~
control, as in HMO's., costs are kept down.

-%en product1v1ty does not 1norease at the ‘ .
sane‘gace wrth wages or when a factor of pro-
duction such as lagbor is used more, or is paid
more than it is used, prices increase. GQver
the last two decades, wages of allied health
personnel increased faster than wages for gom-
parative occupations in other industries. This °

. * happened simultaneously with increases” ift. thée
average skills bf health personnel and an -in-
crgase of capital per patiert, but nog an

N
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increase of staff per patient day.

Based on the physician revenue maximization

hypothesi§, the general conclusion of this
analysis is that the rate of inflation in
hospitals is directly associated with the type

of institutional arrangements.

The cost of *

hospitals tends to be lower when physicians

do not control the hospitals.
controt—he atministration of h

When physicians
ealth providers,

'

they ‘aim for more allied health personnel to
do moYe of the physicians" Mork for whicH ° >

physicians are paid, for more equipment thaw
allows for more patients, and for higher fees

or salaries.

«
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Susah Zcott Lewis, "Nurses and Trade Unlons im
Britain," Imtermutional Jourmal of Health )
 Services » vol. 6, No, 4, 1976, pp. 641-649. ' ;

Notlng the poor pay and worklng condltlons of
nurses in‘Britain, the article presents in detail
the failure of the organizatiopns represehting
- the nurses to negotiate reasonable wages. &
number of factors contributed to the failure of
the Whitley Council negotiations W the past.
The Health Service trade unions' are poorly re=
presented on the Qouncild. They :are not united - °*
and largely h rrght-wing'leadership and
,pollcies. Vo?a’imal and professional aspects - Y
- of nursing, homes, in the past, have been presented
in- contradiction to trade union activity and
political consciousness. And the fact that
nurses are predominately women lacking in trade
union organlzatlon'has militated against ’
successful negotiations. - . , ) .

. The author describes 1in detail a series of

" events, including strike act10n§byrumses during

+ 1974, which led to a substantlal pay raise. The
- award amounted to an extra 170 million pounds to

be sepent on nurses' wages per year, and the re-

~ -~ sponse of the unions wa%s a qualified acceptance.
" . AlthQugh a target salary of 3,000 pounds per .
year was reached for ward sisters, some studeng
Aurses received-increases of only 5.6 percent,
giving them a salary of between 1,125 and 1,323
pounds a year. The Unions continugd to negotiate
for increased sdlaries for the lower-paid nurses, -
a reduced working week, a ban on agency nurses '
1n th National Health Service,' ‘improved accomo-
dations, increased speclal duty payments,-and
total abolltlon of split-shift working. — ¢

There were many positive aspects of the 1974 .
" . pay campaign. The whole question of the deteri-
oq?tion'of the NHS and its need of additional -

El{fc \ SV N .
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". . funds was highlighted. Many nurses joined their
trade union,agd many already unionized aligned
with ,the workifigrglass to defend the concept of

a. fully socialized system of health care.
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Charles R. Link and John H. Landon, "Market -~
Structure, Non-Pecuniary Factors, and Profes-
sional Salaries: Pegistered Nurses," Jourmal
o Zeonomics mmd 3usirness, Winter 1976, pp. 15i-
155.

‘" The principal goal of this értlcle 1s to test

‘the hypothesis that the wage rate for a standard
grade and guantity - of labor-will tend to vary * /
- directly with the extent of produbt-market
pawer--1.e., the i1nelasticity of product demand
Jfacing the firm--and 1nversely with the extent

of monopsony power--i.e., with the 1inelasticity

of* supply of labor to the flrm Since in the
hospital industry monopoly 1n the product -
market 1s likely to toincide with monopsony 1in

the labor market for nurses, the authors have
selected this as the ideal place to test tHis -
tradeoff. . - )

" The aufthors describe their study. as unique in
sev€ral ways: (1) starting salaries, rather ,
than average salariés are employed; (2) sepa-

rate analyses are made on baccalaureate and

diploma nutses; (3} condentration 1S measured

by an entrophy index as well as the tradition- .

-

" al concentration ratio; and (4) data from’

individual hospitals instead of average data
from standard metropolitan statistical areas

* are ytilized. A gurvey of 520 hospitals was " -
conducted 1in Noveiber 1973, and in .the, final o
. sample 317’hosp1tals were 1ncluded vT'he sample
was drawn from both large and small cities, and
included the major categories of general ¢ . .
.service hospitaf% .

. The 1nflug/9és of, monopsony on hospital
nurses' salaries were estimated by ordfnary
least squares. The dependeng variables were
the startlng annual salarges of régistered "3

‘nurses with a dlploma and of registered nurses
with a Raccalaureate, both wlth.no_prev1ous

.
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- “experience. The independent variables used
were: entropy; type of hospital; manufacturing
hourly wage; cost of living; region; and non-
monetary benefits. The results illustrated a
strong and systematic negative relationship
between nurses' salaries and the degree.of
monopsony; and this relationship held even when
such other considerations as type of hospital ,
area salaries, price index and nonmonetary
factors are included in the earnings equation.

Clearly there are other market factors that
may, be important, The authors recognize this
at the’ article's conclusion by indicating that
a complete model of the nursee labor market
should include such factors as‘unionization,
v~ -the presence of hospital associations,- and

‘"Warious other dimensiens of supply and demand.
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John H. Morrow'and Arch B. Edwards, "U.S. Health
Manpower Policy: Will the Benefits Justify the

Costs," Jourmal of Medical Econorics, October .
1976, pp. 791-805.

.

The author ‘of this article gquestion the
United ‘States policy on health manpower, by
indicating that more manpower in the health
field 1s being "purchased" at-a high cost,
while the resulting health benefits to the
nation are likely to be negligible. . The current

ional policy is to expird as'rapidly as
possible available manpower in the health field
on the assumption that this will insure better

« B

.health for the Amerlcan people.

'The artlcle notes that under current policies
the physician to population ratio will be
50 percent higher in the year 2000 than today's -«
ratio, but at a «<ost of diverting another *° %
4 percent or more of GNP from other purposes
into heéalth care. However, there are strong
indications that only marginal Wenefits, if
any, in the overall health of the American
people will rglult. Hea;th improvement as -
measured by increases in life expectancy has
some undefined limit, and more personal health
services does not seem to expand the llmlt o
Changes. in life 'style and “in the env1ronnent
have a more direct effect on health and
longevity -than dpes an increase in

v

‘physician/population ratio. _

Taking up the problem of the maldistriB\tion'
of health services.and health manpdwer, tHe
authors note that past increases'in health
manpower falled to result in-a more equal
geographlc distribution, and there is no
reason to assume that future increasel will
have any other distribution. The authors also
note that in recent years the number of
first-year residents .in family practice

68 - (0O~




programs was far below the number required to
replace retiring general Jpractitioners and to
keep pace with population growth.

The authors argue that the United States oY
adopt policies that reduce the rate at which
we arg adding to the United States health
manpower pool. It is a costly and cruel
illusion that better health will result from ,
such a policy. They suggest that the nation \
,reexamine its goals and priorities ih order to L
makeé\ a wiser c}ecision.

The article correctly notes that the mere
expenditure of funds to increase numbers of
health manpower is not really sufficient to '
improwe the overall health of the nation or the
maldistribution of healtif resources. However,
few specific suggestions are made as to what
policies or strategies should be substituted.
But perhaps that is due in a forthcoming ~
article.

-
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Donald M. Steinwach, Sam SHapiro, Richard YaFfe, .
David M. Levine, and Henry Seidel, "The Kole of -
‘New .Health Practitioners in a Prepaid Group
Practice," Medical Care, February 1976, pp-
95-120. -~

- { *

" This article presepts the first set of results
of a study of the delivery of care of a prepaid -
group practice program, the Columbia Medical - ¥

. Plan, where a decision was made to increase
. markedly the use of New Health Practitioners

(NHP}. The underlying rationale for this move
was the expectation that NHP would represent an
economic alternative, without loss in quality,
to more traditional modes of practice through
improved utilization of the physician's special- «
iged training and skills. The approach_takeﬁ:
?a; to delegate common ambulatory problems and
routine physical examinations to the NHP under .

' appropriate supervisién. This paper provides
information on ohe significant segment.of the
findings, i¥.e.,.the changes that occurred in
the distribution of ambul atory care between the
NHP and physicians over a three-year period.in
the Departments of Medicine and Pediatrics.

During the period July 1971 to June 1974 the {
Department of Medicine made major changes in
the mix of providersy starting from aspredomin-__
. antly physician staff and goihg to a majority
, ® - of NHP. The three years of experlencekshowed oot
the .following: o

1. The annual number of patient visits per .
FTE physician as a first provider decreased;
however &n increasing proportion of physician-
patient encounters were with the health associ-
ate -as the first provider: X : \

.2. Physicians retained the primary role in
the diagnosis, freatment, and maintenance of
nrollees with chronic conditioni.

—
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3. Health assogiates assumed @ Primary role
in the diagnosis and treatment of acute self-
limited condition and acute conditions for which
. there is usually limited uncertainty in diagno-
. sis and are typically responsive to therapy.

’ The"Departrnent of Pediatrics paralleled the,
Department of Medicine in the eftensive use of
*NHP 1in ambulatory care. During the three-year
period changes in the distribution of ambula- °
tory care -between NHP and physicians accompanied
a grgater increase in’ th:-‘ﬁalth associate staff
than in the number of pedidricians to meet the
need of an expanding enrollment. The general
characteristics of these changes were:

1. The annual number of encounters seen by
FTE pediatrician decreased; however, the
encounters when the pediatriciap was a second
provider increased slightly.

‘ 2. Health af®sociates managed an increaging
prpportion of all w8ll-child care and assumed .
an expanding role in evaluation,diagnosis and
treatment of common ambulatory conditions.

3. pediatricians retained a primary role in
' the ‘di¥gnosis and treatment: of chronic condi-
tions &nd +in the more serious acute conditions.

_ Fough estimates were made on the. ratio of
health ‘&sob,yates to additional phy‘siciatls\who‘ )
would have been required if there had been “a .
less.extensive NHP program® 1In adult medicine,
the ratio was 2.6 health aSsociates to one FTE °
physibign; in pggiatrics the ratio wag ‘estimated
at 2.1. * ’

-
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Paul E. Stitan and Dérryl Enos, "Medical Market s
Performance ard Health Maintenance Organiza-
tions," Atlantic Ecaonorntic Jourmal, Spring 1976,
pp. 46352. : ' ' -
| ' T . Y
The main hypothesis 1s that HMO's cah”contri-
bute greatly to increased efficiency and de-.
creased coJ%‘of health care delivery. 1In 1976,
about $130 billion or 8.3 percent of the GNP
were spent-for health care.. In the' 19th century
it was félt that.education is a citizen's right,
while in the 20th century proper health care
for everyone is an accepted goal. ..

Government at all levels-federal; State and
local~has aftempted in various ways'(Médicare,
Medicaid, clinics, municipal hospitals, etc.)
to fulfill the health care goal. ‘Prpgrams ha®
known deglees of success but the attempt to
,accomplish_unusual gealth care programs through
the market has been the least successful. With
the U.#. institutional approach some "market"
‘form is more plausiblef;han a "socialized" type
of healthwgare. This*1s why HMO's respond best.

HMO's present favorable and unfavorable ‘
aspect®w- On the positive .side, first, HMO'S  —
are "private" with little government machines
and control. Second, it can be flexible in
form; physicians may joim it domgietely or on
a part-time basis. Third, the consumer has
more of a_choicé: he may choose between a_ .
private pragtice and an HMO. Fourth, consumers
féel more secure when they know that .they are
completely covered for al% their health needs. -
Fifth, within an HMO, allied health personnel
can be used more eiﬁectively with more services
for consumers at a lower cost. Sixth, the team
approach of HMO's allows for immediate response
of specialists when needed. Seventh, an HMO
has to be responsive to consumer needs because
they depend on the’ cohsumer for their liveli-
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H6od. Elght, in HMO s, economies of scale can
be realized. Nine, as a response th€ federal
' government has rati®nalized federal fu‘hdlng

and designed slocal health planning age -
[HSA s]. ’ ?

On the negatilve side, the AMA be

physician prerogratives may be impai
;mg for a sala’ry Also crities s

customers are under- ved because o
. »minjmal service goaleof HMO's and because Sf
'shortcomlngs of mass’production service. There

s mbre waiting, less personal reldtionships,
. and the team approach is mare physiciam - e '
eentered than ‘patient centered. Often, the ..
phy51c1an ‘will work longer howurs J.,n solo o -
practice and physicians,are still reluctant to.
work with assistance of allied health personnei.
.Finally, HMO's serve only employed cus rs )
so that the unemployed and ‘therefore th or -
; are unrepresented; maklnq iz ‘1ser1m1na;ory in ‘1
fact, if mnot in letter., >

-t -

As in any organizatio ch%e, the .negative s
~ aspects-will continue to plague ‘the MO'h for
a.long .time. on balance, the HMQ's perfo
impdreant’ servic ww1ll tend to decrease or
at least level costs,of héalth care; indeed, *\

their econdmlc fea91b111ty has a;rew be'x
egtabllshed
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David W1dgery "Unions and St es in the - .
Natlonal Health Service in # " Inter-

ional Journal ~of Health vwes, Vol. 6, .
- 2, 1976, pp. 301-308. g .

In this very short article the author outlines :
the origins of the princi®al blue-collar a ’
white-collagatrade unions in the British alth
Service, and sketch.s their growth since the
establishment of the Natlonal Health Service in /
1949. He traces the strlke-actlons from the

1970 unoffical strLk oillizry workers to° o
the‘unofflcl natlo ;ustrial action over
working hours juniof.h spital doctors, and

$resses,the -1ntrease in militancy that has

spread through the industry. It 1s argued that
while strlke actions in hospitals 1n the early
1970's was a novel tacic adopted as-'a last .
resort by blue-cp¥lar-workets pressing for-‘— .
wage increases, now industrial action over a’ .
widé range of political and medigal issues’ has &4

taken by all types of hospltal workers
J//ﬂﬂ—‘lngspdlng the white- coi; protébsional . R

The. author s presentatlon is .too brlef to do
justice %o®the evolving" }ndustrlal relatins -
system that has dgveloped (and is still develop-
1ng) in the British health care industry. It
* fails to giVe the detailed_ rationale for the -
growth- militancy of the unions 1nvOlved,

~ 4~ but thi y be due to limitations of s ace.

-

What may be questloned howevar, is th author s

N  assertion that the British National Health

'

Service is under challenge and-’ that the. strike
¢ actions by unions are plax&ng a central part in -~
, the national debate over the future of the -
sarvice. If this is so, the author knows more
than he has told the reader, There is little o
in the article from:whlch one can conclude that
the strike actions of hospital workers are v
slgnlflcant to the fupuwe of Britain's NHS.
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