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EDITOR's NOTE 3 .

. ,The Health: I&mpaoer Indwatara pr
Tast issue remain wichanged aince nojnew data are
available. The list of health drtigles in the cur-

. rent isslie hae been brought wp to dfte from the most
. *x;ggent topues the Jounal of Ecghomic Literature
- -
The arttcle mczuded in this
? Variations of* Health Care Deliveryjand Ytilization in
, the United States", was originally preaented at the
‘ Fifth Pacific Regional Science CoMference, Vancowver, ‘
British Colunbia, Auguet 1977.. If assvsses the. ve- .
gional variations in health care glemand as ‘a_first
-atep, in the anglysis of mgwnaz jdemand for health |
manpower. The abstracts inclydad are from 1977 and
187§ published materials. The @bstraote are true rep- *
resentations of the views by the author(s); a 8trong‘
effort was made pot to introduge the edator’a views
or ‘opinions. : ;

This publication is mteuded for reaoarohera tn
. the health manpower field and-ve weléame copments. and
_rsuggestions far adjusting further i8sues. : )
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E . * t. ESTIMATED EMPLOYMENT IN SELECTEP HEALTH OCCUPATIONS ‘
, TRAT ARE POTENTIALLY ENTRY-LEVEL '
Selected Years: 1950-19%4 ‘
. i -
g - 1950 1960 196s 1968 1971 1973 1974
C:‘:‘.i:it:: Toch. s e 45000 61000 67000 67000 70090
) Dental Assistant 55200 na 51000 95000 114000 116000 118000
' Dental Lab. Ayeiatant 21000 na .325500 27000 31150 33000 32000
, Distetic Twchnician na m'- i e EDOO' + 000 23600 24700
. . .
I.odi.cll tibrary ¢1:“ na na 000 6000 4100 4100 7300
" Mecord Technician 8000 20000 2 Qoo ' 26000 43000 45000 47000
Wurse's Alde 205246 391800, 500&30 706000 875000 910000 936000
" sowe nexren asce 500 2300 6046 14000 25000 28000 34004
0:";"‘““‘1 Tharkpy na na ndy 5500  6508°  gso0 6500
Optometric Rewiatant "he ' e o . 5000 5000 . 5000
Ortomerric Technician M e ne N, ma 1000 "1000 N lo0o
] rﬁ:ﬁ:lm?uﬂw - na na na \g?uo 2009 100. 6100
) Rydiologic Technician . na 41000 1006(30 100000 100000 100000
_' Ra%Ptcatork 'rhanpi?: . na na” 2000 12000 12000 15000
. HealthiQffice Servicea na ha na 215020 30000G, 300000 300000
) TSocial work Aide na na na 1500 4300 4300 4300
Asbulance Attendant © na na W "'lna na 5600 207000. 260000
a;llul Techniclan na na na na na 5000 ’50’00
,/ EXG Technician na na na 1000 9500 ; 95007 9500
E2G Techniciun R aa 1200 3000 3500 4000 4000
Total Salacted Occupations na A na I#Ssaoo 1622650 1887500 1991400
_‘l‘et.al’ fealth persgnnel | ha na na 3706350 4502280 4448250 4707850

*
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* “ . 2. HOSPITAL INDICATORS
{ Selected YSAT®: 19%0-1975 . .
L]
¥ , * 2
i 1950 1960 1965 1968 1570 1971 4972 1573 1974 1975] |
L -
3 of HoSPirals . 6768 6876 113 37 7123 087 * 706 7123 , 7174 7156
.
¥ of Beds (DO0's} . 1456 1653 1704 1663 1616 1586 1550 1535 1513 1466 ~
* ?;o:?:%-‘m Por b dose 1598 1952 2309 2537 589 T 6 2%9 Tomls © a0
C . , ‘ -
# of Pull-time Perscane) N . E
por 100 Pacisnts - .7 14 1 168 136 2?9 221 233 250 269
L)
# of Phyviciens/Denitists, na oa na _na o na 49236 50078 53367 547k2
- - P -
s of ' , . ™ na na na na na 425728 446387 478577 S5l0lle / "
# of LPW's ‘e ne na ne ns na 215692 222599 233534 239049 o
. b
# of Othars na he ns na na e 1980106 2049543 2153058 2317818
# of Total Treinees LTI ha L M na na ha 95026 965707 96699 92350 ‘
I“T‘ozéf:‘; Mmisaion® 19463 25027 20812 .. 2976 31759 32664 33265 34352  .I5506 | 36157
<' . ¥ -
Cutpatient viaita : by ‘v
na ne 125793 156139 161370 199725 219182 233555 2s0eel. 254644 b
000" w) . S | .
- I b
Average Dally . - »
cenaus {000%e) 1253 1402 1403 1378 t29a 1237 1209 1169 487 nas| |
" payroll (000's) sn91 45580 s@ssl 11997 $15706  81ve3s 419530 21330 53 $27135 )
Toral Assecs (00D'a) S99t $17714 24802 $31019 536159 38625 43157 $47I69  $51706+ 557302
HosPital Expénsea ’ < -~ s
ber Patiant Day $2.98 816,46 82529 MA7.70 $50.95 62,82 TA.E9 88367 $97.23  §116.6% \
sourcs: Hospttal Statistices 197271976, RN




3. PERCENT DISTRIBUTION OF PERSOMAL HEALTH CARE EXPENDITURES BY TYPE OF CARE AND SOURCE OF PARMENT
Selucted Years: 1950-1974 I

r

%

n

|

. o : 1950 1960 1965 19?0 1971 1972 1573 975 9rs ]
i Type of Care - Total 150% 100% 1008 100% 120% 1008 100% J00% IW '
BosFital Care 35.5 7.4 2 393 43.0 43.0 43.7 43.9 44.9 45.6 46.0
PhYsicians’ Services 25.9 24.5 25.1 22.4 22.3 22.1 2.8 2.6 .7 21.9
. , Tentists’ Services 9.0 8.6 a.1 .4 T3 7.2 7.4 7.5 7.4 1.1
f Other Professional Services 1.7 1.7 3.0 2.3 2.2 2.2 2.1 2.1 2.1 2.0
. Druga & Drug Sundries 15.9 1s.8  J13.9 11.8 1%.3 11,0 10.9 10.3 9.7 9.3
C Eysalasses & Appliances a6 33 34 30 27z 24 19 1.7 1.6
. Nursing Home Care 1.%° 2.1 < %8 6.4 7.2’ 7.8 8.1 8.2 a.6 8.8
Other Heslth Services 1.8, 4.6 1.4 3.7 4.0 1.5 i.4 3.5 1.2 3.3
. Source of Payient - Tota} 100 1008 1008 1oo% 100% 100 1008 1008 . 100 1008
Privits - Total . 79.8 78.3 7g.2 8.8 85.4 §3.9 £3.6 82. 7 60,3 58.3
Direct FeySantg 8.3 £5.3 52.5 40.4 91 37.6 36.8 1%.1 3.6 32.5
. Insurance Benefits 8.5 20 2 24.7 24.0 24.9 24.9 25.4 25.2 5.4 26.0
Other ' 1.0 2.3 2.0 15 1.4 1.4 1.4 1.3 1.3 1.2
* Public -:Total. 0.2 21,7 20,3 3.2 4.6 3e.1 3.4 37.3 38,7 40.2
Lo Fédaral 9.4 . 9.2 8.5 2.3 22.9 24.2 24.5 25.2 %31.3'; 28.0
. ‘Stete & Local 10.8 12.4 12.3 11.9 11.6 11,9 12.0 12,1~ 12.4 1i.2
; ‘:‘;:n:;iml‘:n:ﬁ“‘:'g $10600 522729 33438 6013 567228 34626 62430 OIS 5108745 $12043)
f f;;;ﬂ“ﬁtﬂz::‘:"::':! o N R R N U Y S 5 U R I KR K
Selacted Par caPite Expenditucas ' )
Perscnal Health Care ss1.j}s $124.50 $170.32 5299.76 + $120.64 $353.66 $3I06.84 $425.15 $4P0.23  5551.50
Q Privers contribution 54,05 97.50 134,95 190,73 209.98 225.90 24587 266.50 294.47 329.70
EMC inbli.c contribution 13,69 27.00 35,38 . 99,03 1lo.e6 1I7.76 140.98 158.56 193,76  221.72
e sowrce: Sooial Securtty Bulletin, 2/76, p.32; /77, Dp.15, 18,
¢ : 10
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Regional V@riatic;ns of: Health Care Del:i.ver;
" and gtilizatién in the United States

¢ L

. ¥

Between 1946 and 197¢ the nu;nber of hospitals
in the United States increased by 15.6 percent. The
nost rapid increase occured in the non- federal short-
tem genex:al and other s‘pecial hpspitals, which in
19?6, comprised 84 percenf: of the 7,082 registered -
hospitals. These hospitals apcomted for 67.0 per-
cent of 1-:he bedé, 92.6 percent' of the admissions,
and 76.7, percent of hospital-affiliated outpatient -
visits. mrthenilolreé over this period, the numbe r
of peréomel employed in these hosp:i.ttals inc;:eased
threefold: from 1968 to 1976 alone the ‘number ‘of

, workers emplcyéd in hospitals mcreased by 34 6
o percent, (1) - ‘

The occupationat composltion, as well as employ-,
ment levels and trends in the heglth care industry-
varies._géggraphically.' Differences in the utilization
of hospital p.ersonm‘!l among regions is a determinant
of these variations. U\‘r_lfortl.mately, egziployment-?y- "
occupation data, are not :r.'eadily available. Because
of limitations of regional trends data, we entei’téin
the modest goal of assessing the geographical dis-

' _ tribdtion of health care and health personnel utili-~"
zation by a partial analysis, calibrated to ava:l.labie

" data rather than vice versa. .

ERIC . A . '

wll Toxt Provided by ERIC
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, Theoretically. one could assume th;t the wealth-
ier an area. the bette\r the health care provided to’
the population. However. standard health indices do' *
not subétantiata_;his. In 1970 twelve countWes had |
;ylaqer infanflmortality rate than the United States,
and most Europeag countries‘;nd Japan sustained@ high-
er life éxpectancies. Other factors may be the prin-
cipal ca&se. but it is possible that it ig a reflec-‘
tion of individual national distributions of health
care resources. In the United States there are fewer
ﬁhysicians pér capita‘than in West Germany: Israel
and the Soviet Union, and fewer nurses and hospital
hed;\per population than in Canada, Unlted Kingdom:
the Netherlands and the Soviet Union.

Internationél‘camparisons, hewever, can be mis-
leading because under ceteris paribus assumptions,
other variables of the socio-economy are not consid-
ered. Theg "barefoot doctors” of the PeOpie's Repub~
lic of China' seem wmacceptable even in remote axeas
of the United States: The substitution of physicians
by physician aides or,regdptered nurses' in routine '

" tasks are at times reluééantly accepted at most hog-
pitals, HMO's and outpatient clinics in the United
States. An international comparison of health care
delivery in éuantity and quality must, therefore,
consider a whole range of social and cultural factors

t
>+ as well as the national milieu.

14

10




Similar comparison problems ai¢ also apparent
within nations at regional levels, espec:i.a.lly in
large cmtmental\l cowitries as t@e United Statesw
Public policies aimed at mro&*:ﬁhg the efficiency

' and quahty of health care must be based on the par-

‘ticular socio~economic framework of each area or
- locality.
. In this paper, we attempt to: {(a) explain the
| .. ‘Yarlations of health care among the 50 states and
t.pe,District: of Columbia, (b) compare tw:; areas thg_t_:_,-—\'
are gimilar’ in per capita income, the Pacific and
Hew England regions, and (c} compare hosp:l.tal util- |
ization in the two urhan centers of San Pranej,sc:o ’
and Boston. ‘ , . :
. The followin§ three hy';;otheses. have been testéd:

l. Regional demand for health ‘care is influ-
enced by cost.: health service availability
and sccio-economic variables for each re-
qinn. .

2. The deviation from t.he mean, i.e., health
care in each region as compared with the
total Ur::i.ted St«?ltes, is not very sigmnificant.,

3. The mix and sizle of hospitals by type, are
mgionalJ/ciifferentiated, and this is re-

! flected in the regional utildization pattern.'
Al State varviation of health cave demand
Demand for non-emergency health *dare is an in-

15
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Possibilities and complementarity. Demand for emer=
gency health care, hcmever, is inelastic with respect
to price. In our analys:.s the proxy for demand for
health care is 1973 state ihpatient hospital admis-
sions per capita (ADM). The explanatory variables
utilized are proxies for pr:l.ce, supply and souo»-ed- 2

onomic factors. Smce at 'least 85 percent of all
hosm.t.als are short-term non-federal, the results areﬂ
heavily biased for this type of hospital. }
The only price variable is the hOSp:l.tal- cost per
day (HSPC). Available number of beds per capita
(BED} , number of physicians per capita (PHYS), total
‘hospital assets. (}L‘ST) and.per capita (aASTP)
are all variables of the supply type. A ..31:13.1;e‘se per-
ceptage of persons 65 .and over (AGE), degree "of ur--'
banization (URB), level of education’ (EDC) : the per-
centage of population covered by Medicaid including
the elderly (MCPD) and excluding the eldefly (MCD),
and per capita income  (YP) are socio-economic and
demographic characteristics for each state's popu-
lation admitted to hbspitals.

As a first approximation in our model, each and

-'every explanatory variable is significant. Iater in
this paper we recant to more modest assertions. The

general formulation is:

16

12 .
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»

P

{l1) ADM = P (BED; BGE, PHYS, MCD, ASTP, MCDP YP,

- ‘ I-ISPC, BDC. URB. AST) * where), . .

‘ ADM = Admissions per capita L ‘
" BED = Number of beds per capita
AGE = Percentage of population 65 and over ’
PHYS = Nunber of physicians per capita

MCD = Percentage of population eligible for
" Medicaid §5 and under .

.ASTP = Total hos‘p:i.tal agsets pér ‘capita

MCDP = Number of people covered by Medicaid
. ' per capita, .;
' 4
= Per capita income -

HSPC = Hospital cogt per day

EDC = Percentage of family heads with 4 years
’ _ar more college

URB = Percentage of populat:l.on urbanized ' -

AST = ibtal hogpital assets

We est:l.mated the general model by the stepwise
regression technique, accepting only those equations
with R > ,50. Even though this has a debatable
statistical" val:l.dlty, it permitted us to partially
explain health ca.re provision within the limitation
of scarce cons:l.stent regional data. The :;esults are

presented in Table 1.

.,

*BED, PHYS, ASTP and AST are clcsely related.

" Thus there exists a possibility of serious multicol-

linearity; i.e., independent (explanatorv) veriablee
are not mdependent from each other. Thus, B=(X"X)"

XY, where (X"x}-1 the inverse may not exist. In this
cage, the obtained results might be acetdental numbers.

Py = -
Y
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HATRIX OF REGRESSION RESULYTS

Table 1

Eation B8R’ AGE PHYS D ASTP MCOR YF HSPC EDZ RS AT R,
- - -
1 B 51741 9.416 =.02074 =.00003 v o 453939
g 210029 5.88331 03071 L0000} * .
& 2.4%65L 1.60185 . ~. 67526 =4,48367 RN
2 B 7.52486 ; -.0178 -.00002 . 51369
o 1.53586 . 03090 Lp0001 - - .
Tt 469945 =, 44590 =4.15254 . "
. L
3 B 5.08252 98.66320 -.00003 53402
a 2.08971 5.79037 . .0000), Lo
t 2.43116 1.530%2 . -4.46101 1 )
4 B 7.)1586 .0020% 27.04466 ~-.20473 =,00012 -.00001 -.000L) -.00319 00020 O 64882
8 "2.72064 .03043 10.37580 11972 © 00009 L06001 00027 00179 00020 L0
t 1.91202 06660  2.68362 ~1.73184 -1.3261% -, 94665 =.41015 -1.76105 .69029 =1.5476)
5 B 864404 .00096 *L-15297 e Tg0002 . 00026, . 53647
o 1.81620 .03M4 10312 N . 00401 L0002 -
Lt 475942 02879 -1.73204 ~3.67633 't 1,04037 . e,
+ » ¢ . O
& 6 B 5.49760 .00913 19.08530 -.20050 . -00003 - Az
4 bLoeerta .om23 &.73963 .)0636 . 00001 . Lorr e
t 277887 .35l51  2,83180 =, 26378 -4,02012 ° - . T
T B 02220 3133353 - 24304, -, 00003 ‘ =.00025 . 1853782
o 0355 6.56130  .1ladz” L00001 . 00026
e L3370 477551 =2.12973 - ~4.54041 S96ML
Note: ha cosfficisnts and standard srrore have bésn rounded off to flve decipal places, * .
while the t-statistics are calculsred from aight slgnificant plecas.
v | . i
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. T™wo variables, BED and PHYS, seem to be the most
important influence on the regional distribution of

"health care demand. The significance of these'supply, .
variables in determining utilization patterns ig rem-
jnigcent of Say's law: "An increase of health care _
Ifacilities {supply) will determine the increase in
de.marg_d of health care." Indeed, in our case, the
larger BED {number of beds per capita) and PHYS (num-,
ber of physiciens per capita), the more admissions -

. per capita. The elimination of either variable [see
eqs. (2) and (7)) does not change ::he results signif-
icantly, suggesting a high degree of collinearity be-
tween the two variables.’ .

With regard to the other variables, a %ew obser-
vations are in order. There is a positive correla-
tign between the number of people over 65 years of
age as a share of ‘total population (AGE) but this re-
latihnship is not significant at a 95 percerit 5cgonfi-
dence level. We expeqted to f:l.nd vanauons among
the 50 states between the percentage of elderly and .
:|.npat1ent admissions, but it is poss:bb*le that often :'
the aged form oniy a small fraction o.f all admissions,
thus having little impact on regional variation.

The relationship between the maj;:vr:i.ty of“people
covered by Medicaid. excluding the elderly (Mcp) and
:|.nc1uding the elderly {MCDP) as a share of eachl .
state 's pcpulatlon p:esents a Stronger - even though
‘negative - cgrrelation but is hardly gignificant in

.19 ,
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R o ;
zéxplaining hospito:\;;;}ssions. Based on the correl=-
ation matrix, we can tentotively conclude that since
theére is a strong correlation between the number of
1physidions,per capita (PHYS) and the percentage of
. people covered by Medicaid (MCD) and only in one case
is there a significant. correlation between MCD and
ADM, it.would seem that those covered by Medicaid
prefer ocutpatient or office-based visits rather than
hoéﬁitdl~stays.

. Generally. hospital agsets absolutely (AST) or
per population thTP)_relaté negatively but not'sig-
nifioanrly with admissions per capita. A strange re-
sult and very difficult to explain, is the influence.

j-ofqregionql per capita income (YP).,  The larqqr the
income the lower tho admissionsl This is contrary to
what one might expect according to economic theory -
that wealthier people purchase "hrgher gquality” ser-
vices: e.g., tend to seeak hosprtal care more often.
The regional data of 1973 does not sustain this hy-
pothesis. The same applies tdo the level of education
(EDC) as an influence on number of admissions. Also
*in this case, we obtain a negative and non-signifi-,
cant relationship. Two variaBles that are not sig-
nificantly correlated but fulfill tho exﬁocted signs
are hospital cost per bed (HSPC) and percentage of
population urbanized (URB). As eXpected the higher
the cost, the less the number of coﬁkumers and the
higher t@o degree of urbanization. the-larger the

[Kc U
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number of adnisaim SR h
Based on these preliminary tests regional demand .
+ for inpatient health ga*:e {as & roximate?i by hospi- -
tal admissions -per capita) is a function only of -
availability of services and ndt greatly influenced
either by local cost of health care or particl..lla:r?' ‘ \
socio-economic characteristlcs. " .

B. Health Care P'ffferences ‘between the Pacific and .
New England Regtions .

The cross-regional analysis for 1973 indicated
_only that the variatién of hospital admis"sion; among
- régions is a funktion of .availability of beds and - .
,physiqiqﬂs.’ In order to 'imprm;e specificity e lim- '

¥

. *

ited further analysis to two regions (groups of -
states)t the gacific and New England. In ].971. the ¥
. Baciﬂc and New England had‘e_ same income per cap- .
ita’ and hoepitals per capita (apprcnumatgly 10 percent .

above the United States average). However, New Eng-

* land has a density of populat.:i.on pér.: acre six ti.lisqs
larger than the Pacific and’ three times that of the _
-+ United States. ) LT - i

Government intervention in the health care sec-" '

tor ‘has served to prevent a tremendops imbalance b;-
t;ween.states and regions with regard to inpatie'nt? < /T
health care facilities. without such govemmer;t in o
.terventim,‘_market forces would certainly favor tHe

wealthier states even more. Even so, facilitigs B
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states: '
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available :|.n the wealthier states., Nancy .Milio

‘"There is a.¢lear difference in the distribution * +]
of facilities that are now publicly funded.
Skilled nursing establishments, for example, are
more avdilable in the more affluent states. Even
so, the two affluent subregions of New England
and the Pecific illustrate how imbalanced com~
binations of services can limit access to cer-
talW groups, such &5 e2lders. ‘The fact that th A
Pacific has almost twice as many Medicare enro?-
lees, more than twice as many skilled mirsify
facility "beds, hut fewer than half as many home
health agencies means that persons eligible for
,home services ‘must be lilmited to the types of
services avajilable. Some, who might otherwise
live at home, will be more likely to remain in-
patients in the Pacific than in New England.-
The ambulatory -services provided by medical
groups are less available to the people of the
less affluent states, except for nondpecialty
droups, Geperal practitioners groups or solo
practice are more available in j#iosi{st/aﬂavf'

" {2, p. 68) - -
The degree of hospital f:l.nancmg by the public

esector is markedly different even between such re-

k gions as the Pacific and New England. Both the Pa-~

- ¢ific and New-England have about the same share of

non—federﬂl hospitals and beds per populatiom, but
New England has 1% pergent more beds in =i.ts private
non-profit hospitals while the Pacifi¢ has ten times
more beds :i.r; pPrivate for-profit hospitals. "This'\dif-
ference is reflected in the hospltal caré indices

shown in Table 2. New England admits 60 percent more

o Re
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- . - " Table 2 *e *
. . .

HOSPITAL CARE THDICES, WEW ENGLAND/BACIPIC, 1973 -~ -

. B . - Total Payroll Toval ©, P Others

! Hedical Ex- - EX=  pa- .+ FPhys- Salariad iy

. . and  Other DShEes ° Panses sate clan® T LPMs Parsooncy

Hoapi- Admin=- OutPd~ pentsl Train- Par Pay Par person- Per Per Pa¥ e .
. * rals Bed® giong Occu- tients Trainees ®e3  ADC ADC  ADC  nel ADC ADC  ADE  ADC % LW

S . P4T Per ~Par pancy FPer Par Per  and and and Per s apd apd ang and .

Pop. Pop. Pop. Rars Pop. AL AL oy oy ovY ADC 0PV 0PV OPV OFg

1. 3ise of noqm: ) . y

s Total amber 99 l.46 1,00 1.12 100 .95 .67 1,64 102 1% .87 1,23 2700 B8, 110
649 ’ .50 .51 .46 1.08 . .68 7.66 1.02 .85 .92 1,00 1.1 2.81 1,03 .76 .92
50-199 .93 . .78 1,14 1.05 2,30 ., L.3& .2 92 .57 .95  L.65 .96 L.00 .96
200499 . 1.50 1,48 1,22 1,11 1.09 1.07 .15 1.10 1.t0 3,20 .99 2.05 1.21 L.04 .74 .
. 500 & Over 2,20 2.03 1.30 "1.06 '2.60 .56 .85 .94 .98 1.53 .80 .92 .98 .67 1.10
N . ’
“ -
11 meleclve Share .o
WE/Pacific 1973 - . .
. by'!'}'poo! HoaPi= -
taler " . .
- +
o Federal .86 .63 .54 1.10 .45 ;‘ .17 .53 .55 .50 .81 L3214 .85 .29 .52
. “Hon=-Cedecel . .
total 1.01 1.8 1.03 1.13 119 1.2 1.37 .94 .07 1.04% 1.86 1,58 l.04 1.06  1.07
mon-fedarsl

non-Profic 1.5;..;.15 .48 1.11 1.40 2,00 3 1.86 1.27 1.29 1.33 1.3 4.56 1-38’.55 R P ) |
fa s
|- Non-federal < '

: o for ooy .09 L0B. g7 106 .05 0O 6 .06 .08 .08 .07 .06 .07 4 07
" State and . . .
Locel \ £21 22 .1 L7 L7 L2 .25 .26 230 W21 .27 L1743 N +25
. - . M »
. Sources Asarican Bospitsl agsecistion, Jospital Statistics, 1974 (11 ADC = Average Dally Census
- »
*Includes dentists.on hospitel pa¥rolls . ¢ 0PV = Curpatient Vielcs
mspart 11 of the tabls is calculsted in the followlng way: for both New ENgland Wnd Pacific, tha Prrcent dletribution
Q by typs of hospitsl ie determined fOr asch.reGion seParately. Thamaesule for New Engiand is divided by Pacific to axzivlP
]: lC M the pelative shars. .
— L1
"’ \ \ 2 3
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cutpat.l/ ?ts in private non-profit hospitals and the
Pacific has 20 times as marly outpatients in the pri-
vate for profit hospitals. It appears that in the

Pacific region (with the highest weight in the state
of California), the private hospital has beeh devel-

~ oped as a business entez'pi;gg aiming at! profit maxi-

mization. Specifiic historical developments in New
Eng"lanc\l.‘and the Pacific might qxplain this differ-
ence, . T

The type cf. hospitals influences the size cf
hospitals. There are twice as many hospitals with
tlesg 50 beds in the Pacific than in New England;
but, New England has twice as many large hospitals

{over 500 beds) than the Pacific. Yet, overall per

-

. capita adm/.i?ssicns in’ both regions are equal while

beds per capita and occupancCy rates differ greatly.
Th.e infe}énce is that New England utilizes its facil-
ities more economically than does the pPacific redion, .
but cnly a cost effectiveness analysis could verify
this.

Since annual cccupahcy rates for hospitals on

the average seldom reach 90 percent, one may conclude

that there is no excess demand fcr health care facil-

3
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ities in either region for ahy c;ne—year period.*
¥or all types of hospitals together, supply appears
‘ to éxoeed demand in the United States as a .whofl.e and
regions as well. On a national level,
dun: he late 1960'5 and early 70's there was a
15.4 pe cent ihcrease in admissions coupled with a
lesser decline iyéilable beds. These phencmena
should have prevénted the drastic fall of the occupan-
¢y rate; however, the occupancy rate decl:l.ned from
82.6 percent in 1968 to 77.5 percent in 1973 largely
 because the length of stay in hosp:l.tals decreased.
C. Regtonal Health Manpower Utilization
The most recent data on a comprehensive break~
down of profegsional and techm.c_al personnel in hos-
pitals are available'for 1969, and only at the ha-
tional level. Detailed regional health manpower data
are li.m:i.t:ed to physicians, RNs and LPNs for 1972 and -
" 1974 as reported in Table 3. By using 1969 national
data as rough estimates to adjust tl":e 1972 figures,
it appears that profgssional and technical employwes
comprise approximately 73 percent of total hospita

personnel, with the remaining being non—profe_ssional'

I *This assumption could be challenged‘becau,se it
is policy for most hospitals to leave a certain num-

©  ber of beds free for emergency situationg. 'gl;: only
sure method we have of measuring demand is after’the’
.fact. This does not take into account queuing - the
amount of time a patient has to wait before being ad-
mitted. Therefore, surplus demand might exigt even
if all the beds are not occupied. Also, occupancy
ratesg represent an annual average, but for any short-
© “eriod the occuffancy rate might exceed 100s.

21 25
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Table 3

UTILIZATION AND PERSONNEL - U.S$.. NEW ENGLAMND AND THE pn;:rl‘;'mtw

*

. ) Pore ¢ ‘ .
* . Ho.of _- N N - .
»~ Percant sShort-  oea) - FPhysiclane ‘s
. Distri~ Ters Wmber Bade Adety- as % - assof
Mo, © bution  Hos- of Mos- per wiong  Total of  of Total pgmber Total
. of Hos— of . Hoar phbais pita) thou- par Hospital Phys— HosPital of #Hospital
Fopulation pitais pitals Fod. Bady rapd Pargonns)l cians ¥ Personnel RH's Personpel
I Dnited sStatas 21, 390,000 1174 100.0 5.97 lrSli-&Bﬁ 7.16 5.9 2,914,736 53,367 1.8 478,577 A4
It pew Eoqland 12,150,000 299 5.6 . 2837 93.467 040 6.3, 203,450 5,106 2.5 370652 18.5"
. R .
. {a)Massichusetts 5,800,004 198 .8 133 52,22} 9,00 6.0% . il2.582 3r369 3.0 21.216  18.%
‘1‘11 Pacitic 27,833,000 $21  11.8 192 159,250 5,72 6.3 336,575 1090 F | 63,178 l8.8
(bl¢alifornia 20,907,000 650 9.0 " 558 123,951 597 .7 267.%01" 5.088 ° 2,2 47,098 '&2
. * A
* - . -
_ 1|
’ ‘ L R e
—r— Ve a— : . . -
I  United States '208,230,000 7,064 10C.0 5:}“3 1,549,665 T.44 6.1 2.670,762 ~‘9f236 1.8 425,728 1%.9
Il waw England 12.10%,000 404 5.7 254 106,100 B.77 6.3 19.822 4,959 2% .482 18,0
{a)pagaschuserts 5,796,000 07 2.9 . "3&, £7.5862 .93 6.0 108.0%4 3,394 3.1 19,622 10,3
11! ppcific - 27 156,000 906 . 32.8 765 159,444 5.87 &.4 i.012 6.09% 2.0 7,424 19.0
4+ (b} California 20,411,000 &5 . 9.0 T 543 A 121,674 5.9 6.1 232,551 ¥ 4.797 .0 43,342 18.6
. g T : -
" #ncludes dentistd on hoapiea) ‘payrolis .o
. 1
» * , - . .‘/
. 3 . = .
hl ‘_L ——
s —p— —
’ * - 0 ' = +
. Gy v "
B . - & o . .
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Table 3 {cont.)

—

1914

Parcant

. LPH us % pistribucion Percent Percent Percent -
¥o. of  of Total of HosPital pistribucion Udstribution ODlstribution Ofoupancy]
Lin's Rersonnsl Parsornel of thysiciane ©f BN's of Len's Rata |
I United States 233.5M 8.0 * 100.0 100.0 100.0 * 100.0 7.0
1T Mav England 14,205 7.0 7.0 9.6 7.6 1.9 7.8
{alsasachusetes  7:650 6.0 3.9 6.2 4.5 L %9
J‘m Paclfic 29,839 8.9 1.5 13.2 13,2 ) 12,8 0.2
{9)californis 22,194 4.8 ‘9.0 11.0 16.0 B 9.9 70,4
.
N A9712
1 Tnited states . 135.692 6.1 00,0 1090 100.0 100.0 .0
11 Pev Bgland 13:634 7.1 1.2 10.0 6.1 63 . 79.2,
{s)massachusstta 7,655 7.0 41 6.9 4.7 3.6 7.5
1T pecitic 20,059 9.3 L3 12.4 1.4 13,0 7n.2
" (b)calitornis 21.345 9.2 a.7 9.7 0.2 . 9.9 71.7
Y I

S0ULCS 1 Amgrican Hoapital Assoclation, Hospital Statiszics. 1972 wnd 1975 (1)
0.5+ Department Of Commaroes Statietioal Abstract, 1971 and 1975, [4).
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and technical employees (maintenance, kitchen help,
g

clerks, ‘etc). Physicians (excluding interns and res~-
idents), ENs and LPNs comprise éppfoximately 38 per~-
cent of this total. Their importance in relation=-

ship to hospital staffing is cbvious.

In the early 1970's the utilization of physi-
cians in both Pacific and New England regions was
abo‘.re'the national average. From 1972 to 1974, phy-
gsicians and dentists as a percentage of total hospi-
tal pe,rsonnel remained relatively sg\ablfz; however,

in both years, New England continued to show a highe¥
percentage of physicians and dentists than did the

‘Pacific.” Intuitively one would expecj-74tﬁat agglomer-
ation factors should explain this phenomenon. Regis=-
tered nurses in hospitals as a percentage c;f total
hospital personnel in the Pa-cif:i.c and New England are
also above the national average. Between 1972 and
1974 the use of Ris in the U.S. and New England in-
creased slightly and in the Pacific declineél'slightr
ly, while the ut ization of LPNs in the U.S. and New
England remaineefrelatively stable but declined in
the pacific. These minor changes, over a short per-
iod of time, are difficult to assess. One possibil-
ity is that substitution was occurring among

tions, although this cannot be verified with our lim~
ited da!:a. In general, the number of personnel to
total admissions has increased in both regions and

N ” ‘.
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nationally as a whole, implying that hospital employ-
ment is increasing more rapidly than total hospital
admissions. ' This may be partly 'explainedt by the fact
that more technical functions are being performed on
patients.

, As mentioned abave, demand for health care in a
given area influence)s greatly the number of allied '
health workers hired. 'A breakdown of health care de-
mand by inpatients and outpatients and by type of _,

provider would show variations in demand for specific

occupations. 'l-lospitaIS. howevery are the tradis,ilonal
health provider and they continue to employ eight out
of every ten health worke;:s in the majority of allie‘d

health professions. ' N

" Earlier in this study we indicated that there is

a strong correlation between inpatient admissions per

capita (the dependent variable) ‘and the mumber of

physicians and number of beds pér capita (the inde-
pendent variables). One can therefore infer that the
number of health care workers and the’ degree of tech-

nology utilized in a

of. these two inde

ven region will be a function
t iables. More importantly.
osition of hospital

we could conclude /tha
employment of allied health workers is determined to
a great degree by the pl}ysiéians aff:i:liated with a

particular hospita‘l. Ieveson ahd Rodgers state that
the goal of a physician is to maximize ‘personnel and

ERIC 29 -
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tachnology in a hospital in order té maximize his
‘profits: i.e., the greater the number of personnel

e ang technology employed, the more p;tients the phys-
ician can admit and the more services he can provide
them. Whether or not the physicians' expectations
‘are realized will depend upon the power structure in
a particular- hospital. (3] i .

Studies at the Center for MediﬁAl Manpower Stu-
dies show that in the Bostdn—Cambridge area, between
1968 and 1973, the occupancy rate rose only 1.8 per-
cent while employment roge by over 25 percent.[5)

.AS stated above, one possible explanation is that
tﬁere has been a substantial rise in the amount and
type of medical services performed per patient., It
seems that physicians in the region ﬁave influenced
these increases inh services. We could not quantify
this factor in our regression analysis but believe
that a large portion of the pnexplaiﬁed variations
are attriﬁﬁéable to this factor,

Technology ahd the size and compositioq of al-
lied health personﬁel are interrelatgd. Increases
iq technology have changed the cumbosition of employ-
ment in hospltgls over the years. The rapid ggowth
in technology has required that health workers be -
more highly trained and Fherefore better paid than in
previou§ years. It seems that the desire by each

hogpital for more sophisticated technology is”partial-

.55
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ly a function of prestige (not wholly quantifiable),
and partially of the hospital's ability to attract

better physicians, which in turn provides the hospi-

tal with more patients.
d Our data show that both the New England and Pa-
cific regions ytilize a greater proportion of phys-
1c;ans relative to total hospital personnel than the
'United States average. From thls one could infer
'that hegspitals in both . regions are more technologi-
cally sophisticated than other regions, with New Eng-
" land slightly more 'so than the Pacific. Another in-
ference is that physicians are attracted to hospitals
with large technolcogical endowmeénts ‘and-facilities.
Ideally, the type of labor utilized depends upon
the wéées of specific occupations relative to the
wages of ‘other occupations. Spbstitution possibilie
ties among occupationé depen upon the elasticity of
demand for a specific occupa ion, the cost of train-
ing and comparable skills. For some occupations de-
mand is‘totally inelastic (e.g., physicians: because
of institutitns, not functions) whereas for middle
level occupations, substitution possibilities do ex-
ist (e.d¢., between R¥s and LPNs). It appears that
in the hospital industry., certification barriers
(especially with respect to hiring requirements) and
unnecessarily high education requirements are erected
that hinder the effectiveness of supply and . demand

1
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Purthermore\ unionization is a new element fto be
considered. The effect of unionization on hospital
staffing pagterns cannot yet be realized because it
was only in August 1974 that the exepption of non-
profit hospitals was removed from coverage of the
Nat:i.oq‘al Labor Relations Act. The regional impact
of unionization on the utilization of health person-
nel may not be evident for some years, buﬂreliini-
nary information indicates that unionization Eauses i
more variatfon across regions in non-pecuniary bene-
fits than in wage benefits. ’

In our limited sample, health personnel wage
rates show large differentials between 1963 and 1975
for Boston and San Francisco as proxies for the Pa-
cific and New England regions. By normalizing wages
in éonstant ‘i§63 prices we were able to assess
changes in wages in money and real terms. (See Table R
4). The percentgge change in real wages over the ten
year period différ between occupations and cities. ,,:
On the average the rate of increase of real wages in
the Boston area was less than in the San Pranciscc;-.' .
area. Besides. social workers and technologists, mon-
ey wages and real wages in San Franeisco for single
occupations were 15-30 percent higher at the end of
1975. No analysis has been attempted at this .;;oint
to explain the differences. ” . |

‘ ' ‘ 32' .
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" Table 4 ) ™ "

‘mitmsnlmmnmnowsrm 1963 DOLLARS, BOSTOR MID SaN FRANCLSCO-OAKLMD, I%Ju\dﬂl{\_

) {Exeluding Pederal Hoepltals)
El
. BOETON SM FRANCISOC
' 1975 4 Wage 2 Wage . 1975 ' Wage ' ¥Wage
jhanga Chapga~1 change Change in
Qecupation 1963 1975  [1963e100) [Cutrent § t 21197 § 1 {1963=100H Cuyrang §} gonstang 3|
- > Oy
Hend Hurse $ 101.00 |$253.60| § 143.44 151.1 42,0 Fl113.00[%320.40 | $191.06 183.5 69.1
. Genaral Duty Mursa 86.00 222,40 125.79 156.6 46.3 95.50; 280,580 | 167.44 194.0 75.3
N r
— " Licansed Practical . .
. + Hurse 56,50 177.20 190,23 186.5 50.7 76,00} 210.00 | 125.22 176.3 64.8
"o
Hurel™d Aide 44,57 141.20 79.86 158.8 46,3 ?5.87 | 196.40 | 117,11 1%4.9 ssu.m
¢ Dhetltian 9%, 00 239,60 135.52 142.0 16.9 109.50 288,20 | 170.07 160.5 55.3
. Madical Social .
. Worker 107.50 253,20 143.21 13155 33,2, [137.001312.40 | 186.29 128.0 3.0
Medleal Twchnolo 84,16 222.00 125,57 163.8 49,2 122.54 | 314.80 | 1a7.72 156.9 53.2
. Flst .
X~Ray Technician 78.79 194.00 109.73 146.2 19,3 94.16 | 260.80 | 155.52 117.0 65.2
* Total Aversga 4. 69 212.90 | 120.40 : 151.4 2.2 H02.95 1272.60 | 182.%5 164. 8 _H__. €0.1

-
Notew: = 1963 fi9ures were taken directl? from pyreau of Labor Scatiscics. ndustry Wage Swurvey, HoePitals W1d-1963,
Bulletin No. 1409 (June 19641, pp. 46-47. (6} .
= 1975 figures ware calculated from the hospltel gurvey of AMJust 1975-January 1976. Pulletin 1949 (1977},
pp. T-12. by muleipl¥1ng the averege hourly wage by 40, {61 N -
= The deflators [or Boaton and San prancisco were celculeted from the prica ina fOr palgcted clitias
+ and SMSA'y found In tha the Statigriogl Abetraot of the United States. 1968 and 1976. (4]
- = 1n the 1975/6 surveY. the occWPitional cete9Ory "radiclogic technolOfidt” 1 used instasd of [X-Y¥ay tachnlelan”.
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Conclusions
We readily contede that the San Prancisco-Boston

relationship may not be truly representative of the
Pacific and New Engl A r intention was séle1y~to
assess a trend of the most important medical centers
in the representative regions. We also n;te that the
’Pacific and New England may not represent the rest of
the United States in health care utilization. The
comparféon of these areas allows one to ascertain,

in relatively homogeneous regions rather.than in

we
of the 50

mixed sample, some variations in indices th
failed to detect in the overall analys
states. further analysis of regio variations is
being done.

ntatively conclude that:

necessary and this is curren
At this time, we ma

(a) regional demand for health care is influenced

services available (beds, physicians,
personnel} and less by cost of serv;Ees
cio-economic differencest” (b) specific size
a ‘type of hospitals vary by region: the regional
access choice of health care ~ shotxt-term or long-
term hospitalization, ambulatoXy, home care - js dic-
tated by the regional structure of the health care

*Our findings are not in line with Davis and
Russel [7], who found that inpatient admissions are
cogt elastic with respect to ingsurance coverage and
the relative price of outpatient facilities. It
should be noted, however, that we ysed different cost
variables and no insurance variable, which explains
the discrepency between the two studies.
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industry; (c) the level of technology and of allied
: .health employment in any slngle hospital is influ-
enced by the hospital's desire for prestige and by -
the affiliated physicians' desire for more patients
and higher income. No definite relationship could -
be established at this time between health personnel

utilization: productivity and wage levels.
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Corea: Gena, The Hidden Malpractice - How American i
Medicine Tweats Women as Patients and Professionals,
William Morrow and Company. Inc., New York. 1977,

PP. 309. ) -

The author believes there is a direct bias

against women physicians‘and that medical schools

feel a medical education is wasted on a woman since
she will -only marry and leave the profession. Ms.
Corea refers to six studies which' refute this notion.
These studies conducted in 1881, 1900, 1938, %942,
1950, and 1965 all found little variation in fhe num-

. ber of years men and women physicians practice. The

study¥: conducted in 1965 by the Association of Ameri-
can Médical Colleges’ indiéated that fewer than nine
percent of women physicians graduates since 1931 are
not employed. Although women physicians did take
several years of leave, on average, for childbparinq.
overall length of medical practices were approximate-
ly equal because they rétired lati than their male

coun terparts.

The author states that ﬁgny éicellent internship
serviges would not choose female phésicians siqce this
action would be considered a sign of the institutions
failure to attract good ma%e candidatqf. “Indeed, |
women applicants are primarily compared against each |-

other rather than the entire pool". \

In 1972 women represented only one percent of the \

38 | E
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general surgeons in the Unith States: a specialty
traditionally yielding high Kncoﬁe. At the same time
women represented twenty six percent of the nation's.

publib health physicians, a modestly paid s cialpy(

The author traceg the proliferation’of the female
dominatedxhealth occupations after the second World
War. Allied health employees., like inialat?on thera~-
-pists and cardiopulmonary technicians: followed the
representative model, the physiciaﬂé; and established
professional associations and licensure and accredi-
tation standards in an attempt t;‘raise thelir status
above that of o;ﬂer health employees. Little, if any.
.attention was paid to the development of rational and

meaningful career ladders. Job rigidity was the name

.of the game and with little exception, women, who made-

up over 90 percent of the health vork force: were
frozen into their jobs. "Ward girls changed water

3
pitchers but were not trust:; to efpty bed pans.
a .- . ¢ .
Nurse's aides toock temperatures but not blood pres-
sures. Licensed practical nurses changed dressings.
put did not dispense pillé. Regardless of her abili-
ty+ each would be taught*nore camplxcated duties only”

‘if there were a shortage of workers at the next level!

The author feels that health workers should be
organized horizontally’ rather than vertically. A
strong feeling exists that thé work of the registered
nﬁ;se and LEE is every blt as valuable as the work of
“‘ male dominated physician. ) {
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Knowlwes . John H., pd., Doing Better and Feeling worse,
Bealth in the United States, W.W. Norton and Company
Iﬂc., M Yorkl 1977 pp'. 2870

4

. This study is a collection of essays, by Eighteen
authors ranging in topics from "Medi061 Education_ in
the United sStates" by Robert H:.Eberta‘and "Institu-
tional Organizatlona Incentives and Change”: by Ernest
W. sawaﬁia “Health Services, Power Centers, and

-

Dsczsion—uaking Mechanzsms“, by Eli‘Ginzberg.

! Most of the authors geﬂbrally agree ‘that the
present system of health caxe delzvery in the United
States is not accsptable. Some of qhe authors are
very concerneﬂ with the inaccessiblity of pervzcss:
unnecessary surgery; expensive prescription'of drugs,
unexplained %ospital bilis and the misuse of health

personnel.

-

“At the same time a balanced view is presented.

Hsny.df the very tangible medical accomplishments |,

L3

over the last several hecades are noted. The essays

are a detailéd inquiry into many of the conditzoni"

that prevail in Amsrzcan health care today, touching

\instztutio as vas:ﬁys as hospztaISa -insurance com-

panzssa medical schocls: research laboratorzesf

health-care centers, and governmental agencies.

**  Many of the‘contribﬁtors referred to ;he extent

'health care problems of the country depend on numer-

ous political decisions made im Washington and by

/
n
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individual providers and consumers of health care.
The general topic of the labor inéensive nature Of“
the industry is discussed and the fact that the views
and Qpinions of both professionals and workers weigh

-

very heavily/ on the delivery 5ystem.

From the health personnel viewpoint one Of the
authors makes the follaying suggestions amd conclu-
sions: . . " " '

l. Cost coqstraint; are not realistic if one
assumes that improvement in quality. access~and other
gervices mus;.be:associated with increased costs,,

2. Quality control of\;wdical services by the
federal govermment is not likely to be successful. \
Quality .control can only be achieved by the providers
thémselves - -the physicians. ‘

3. We might have already reached a point where
addit10na1 health personnel could provfﬁe limited
beneficial product1vity lncreases.

- . 4. We pmust expéct more discussion over the dis~
tribution of the health dollar in.the United States,
Espec1a11§ between such groups as organizations of

health workers. professional associations. and a;soé;:

iations of paraprofessionals. v R. *
s
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¥rause, Elliott A., Power and Illness: The Palitieal
,Soctology of Health dnd Medical Care, Elsevier North
Holland, Inc., Ney York. 1977 pp. 383,

-

This bock, which concerns itself with the rela-
tionship between modern health and medical care and
their involvement with political, economic and sociai

'] tpoﬁer séruggles, is organized into three parts.

bPart I concerns itself with the people'in olved,

including the rblationship between health canéYperson-
nel and the public they serve. This sectlon also dis-
cusses un;on}sm and its effect on past and future pow-

;} struggles. ( ] ¢

Part 11 points out the discrepancy between the
ideology of American medical Systems and the reality
of care offergﬂ. Specific examples are ugsedl to illus-

‘txate the positive and negative aspects of the system.
Finally, the economic 1mp11cat10ns of such issues as

ways of obta;nlng and using moneY. and the malprac-

+
L)

tice crisis are discussed. ..,

+

Part 111 focuses ©on the politics of the health

care industry. One specific area addressed is how

laws effect what action can be taken in controversial

—areas Of medicine (such as abortion and cancer re-

search). Empha®is is placed on the negative role pol-

itics play in the environmeqp of Americans. Agéord-

-

ing to Krause, problems such as povetrty and occupa-

L 42
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ional injuty are often perpetuated by politics.

‘Pinally, the future of the American'health care

system is discussed and some possible alternatives 2 |
" ¥
are explored such as national health insurance or an

American national health service.

Of gpecial interest are Krause's comments on con-

‘trolling the supply and demand of medical pgrsonnel\

He discusse; how, uptil recently, the AMA had a strat-
egy of “monopoly creationd which restricted the supply
of qualified physiciéns causing the cost of medical
care to rise. This often put medital care out of the
range of many Americans. More recently though, ;ince
the 1960's, the AMA;has relaxed its stringency and
_many new governmental programs were created to grain .
ameiliary personne} thereby éllieviating the problem

somewhat. .

o

Yet there are still restrictive forces at work,
c.me being thef newest trenddt.oward increasing the num-
ber of years of training necess;ry to qualify for a
variety of health professions. Thi; creates ; small

~slitist group who can financially afford longiterm .

,, ~

Another example of where restrictive, manipulative
L] .

{often university level] education.

-

strategy has been used cohcerns the status of foreign
. ) - &

medical school graduates. Through the use of gtate

level licensing boards and federal lobbying practices,

F) . "
L \\
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the numbér of foreign graduates allowed to pracﬁice
medidine in Amerfca is limited (often 'in situations
where a shortage of American personnel.already,

*

aexists). ¢

- Due to self-interest activity on the part of
thoég who wield power,\the needs of the consumer
often go igndred. This is especially true for the
poor who do not stand to benefit from the existing
type of personnel innovation. since the overall strué-
ture of the health care industry has yet to be changed
in any significant way.,

I




Somers, Anne R. and Herman. M.,Health and Health Care,
Poltotes in Perspective, Aspen Systems Corporation,
Germantown, Maryland, 1977, pp. 528.

This book is organized on two different, yet

overlapping levels: that of the chronological and that

of the thematic. It is divided into four parts and

13 chapters, each of which include several essays by

the authots; Many of these essays have previously

" been published. By using these essays the authors

hope to create an historical balance between theg de
the articles written specifically for this volume.
Thé authors, by includinglghese "historical” selec-
tions, try fd give the reader a sense of the evolu-
tidnary development of health care for the past 25

years.

. _Part'l introduces those who play a major role in
the private sector arena of health care. These in-
clude the physician, the hospital itself, the patient
{viewed as the modern consumer), the roles they play,

"the problems involved and their interrelationships.

Although much of the material in Part I dates before
1970, the implications remain vakid for today's health |

care industry. !

Part II concerns itself with the development of
and the controversies surrounding health care broqrams
in the 1950's and 1960's. The role of both private

and the proposed national health insurance programs
Q . ’
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are dispussed.

pPart III deals with the disappointments apnd frus-
trations that followed the marred hoPe that opening
wide the door of access would alene solve the problems
of health care and health. A discussion of requlatory
activity and the potential of exploring new polici&s
is also included. -

Finally, Part IV proposes an-.outline for rede-
signing the United States health policies (and prab-

have ﬁaken Plac n our attitudes, perceptions apd in

tices} taking into, account the important changes that
e

our society as a whole. fThe authors state that due to

sophistication on the part of the health care con-

sumer, Present policies become untimely and virtually

useless. .

The overriding theme of this book is stated in

. its preface, "Can we learn to enjoy the mu}titude of
advantages from advancihg technology without becoming
passige captives of its powers and dictates?" A vital
aspect of this theme is the question of who will con-
trol the health care technelogy of the future. The
authors see two possible alternatives, one b;ing that
the health professions and the consymers themselves
would contrel the lndustry through their elected rep-
redentatives, the other being the technologists them-~
selves. fThose who have the-gre?test stake in control-
ling the industry, ﬁrofessions and consumers, have

©oa 46
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through defaylt in their democratic gontrols lost to
the other.

‘ Yet, technology itself camnnot be dismissed, for
some forms appropriately applied to the industry {such
. as computerized data systems) are useful. Other
authors feel that it is,p;epér handling of the new
" technology that Ei./s,/eéfs;ntial to Bxe survival of the
industyry and to humanity itself.

1
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Walsh, Mary Roth, Doctors Wanied, No Women Need Arply,
Sexuqal Barriers in the Medical Profeseion, 1835-1975,
Yale University Press, New Haven, 1977, pp. XXII, 303.
It is'no revelation that women historically are
found in low-paying, low-status positions in the work
%“'force. However, the d®werally low status of profes-
sional wowen in medicine is discouraging. A review of
fﬁErAmerican Health Care Delngry System Ngtional
Statistics indicate that women‘are the major consumers
‘of health care in the United States. It has been es-
timated that two-thirds of the patient visits and
nearly §0 percent of the health work forée in the
nation, many of whom have high technical skills, are
women. The author notes thaé despite thegse figures
most women have never able to break through the
barriers that prevent é from practicing med;cine.

The author quickly points out that ing the
late nineteeqth century women physiciang were far from
being an anomaly. In 1900 in Boston, en physicians
accounted for 18.2 percent of the c1ty s physicians.
During thls perlod women medical students and practi-
the Unit-
. By
hat only

cing physicians were far more represente
¢d States than in any country of Weste

1974 the situation changed considerably i

T

eight percent of american physic%ﬁQs were women, a
figure that places the United States at the lowest end
of the scale in comParispn with most Western Europe

48




Vi

-

countries,

. The author questions the prediction that by the
year .2000 women will account for u;; to S50 percent of ) ’
the United sStates physicians. Despite the significant
increase in the enrollment of women in medical schools
over the last five years the author cautions from the
1900 experience that these gains might be illusory
and short lived. Wamen have failed to gain any sub-
stantial degree of major inst,“utional control and
therefore can do little more than protest the "old
boy"™ methods of professional patronage. Women tend
to be directed into less desirable teaching and prac-
tising positions. The author suspects that the pre-
vious "golden age" of female physicians during the
1900 period and their eventual demise in' number could
very well be repeated. and offers explanations as to _
why v;omen have not been given an egqual opportunity in
medicine in the United States.
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Backer, Brian, " ital Unionis&xhnd Employment
Stability,” Mmdusfrial Relations, Vol. 17. No. 1, Feb-
ruary 1978, pp. 96-101.

It hag been argued that unions'not only imprc@g
the economic position of workers in the low wage labor
market, but also cause modlflcations in the 1nternal
labor market, which tend to reduce both” voluntary and
involuntary turnover. Unions tend to emphasize train-
ing, job postin® and seniority; also, they are con-
cerned with equity issues and try to strengthen griev-
ance and dispute settlement proceddres. Their impact
on the level and distribution of organizational re-
wards increases employee satisfaction and leads to
greater stability. ‘

Empirieal estimates of the magnitude of the union
effect on turnover have been few, however, and this
. study investigates the relationship between unions
and employeé stability in héspitals. a low wage indus-
try in which unions have recently gained a significant
foothold. *

The primary data source was a questionnaire mail-
ed to short term general hospitals in Illinois, Wis-
consin and Minnesota. Informgtion,on five service oc-
cupations was collected. The results showed that
unionized service occupations experlenced a turnover
rate more than 12 percentage points lower than non-

union service occupations.
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Chambers, Larry W., Patricia Bruce-Lockhart, Douglas
P. Black, Elizabeth Sampson and Margaret Burke, "A

s Controlled Trial of the Impact of the Paﬁily Practice
Nurse on Volume, Quality and Cost of Rural Health Ser-
vices,”" Medical Care, Vol. XV, No. 12, December 1977,
pPP. 971-981.

The article reports on the development and evalu-
;tion of a program for expanded role nurses (family
practice nurses) in rural Newfoundland €ommunities
that afe serﬁiced\by a 40-bed hospital. The volume,
cost and quality of hea'lth care are analyzed a:# com-
pared between the experimental communities apnd a con-
trol group where the family practice\nurse was not

em910yedﬁ

Results show a 35 percent decrease in outpatient
hospital visits by the expeg}mental droup and a 186
percent increase in primary care visits. there was a
12 percent decline in hospital admissions, compared
to an 8 percent drqp in the control group. Total hos-
pital days gdecreased 5 percen; compared to a 39 per-~
cent increase in the control dgroup, while hospital
ouéiatiéht lab tests increased 105 percent versus 57
percent. In terms of annual health care costs prer
éhouaand, the experimental group increased slightly
more than the control group (26 versus 21 percent).
An audit of indicatgr conditions and drugs showed
that the family practiée nurse maintained adequate
quality-of~care levels., -

RIC 5
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In summary, the jintroduttion of the family Ibrac—
tice nurse in Newfoundland resulted iﬁ more primary
care services, a shift in visits from the hospital to
the community, and a greater emphasis o‘n preventive
care. Costs increased slightly in the short run,
while the quality of care was unaffectéd.

-~

-

Fox, Peter D., “Opti::ms for Natior}al, Health Insurance:
An Overview," Policy Analyeis, Vol. 3, N8. 1, winter
1977, pp. 1-24.

As an HEW sta$f member who has participated in

the formulation of NHI policy for the administration,

the author Qiscusses the justifications, options and
" al ternative financing schemes for national health in-~

gurance.

In the first section three major justifications
for NHI are examined, 1) It v.eoulc‘l Provide cover;ge
to the marginally poor, 2) elmin;te inadequacies in
current coverage, and-3)—function as a vehicle for -
cost containmant and health del:l.very reforms. A major
Portion of the article is devoted to a detailed dis~
cission of four options: 1) do nothing or limit inter-
vention to changes in the Medicaid program: ‘2) cata'u-
strophic coverage; 3) comprehensive coverage with cost
' sharing, and 4) without cost sharing.

The final saect:i.on considers altermative mechan-
isns of financing whic.h‘ are currently employed by t;he

]:KC ‘ 53 ’ :
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federal governmant. These include third-party pay-‘
- ment programs which are supported through payroil
taxesy general revenues and premiums; direct delivery
programs guch asﬁthose operated by the Vete;ans'ndmin-
istration and the Department of Defense; tax deduc- '
tions: and HEW g\rz:Is to providers of health care.

r

L
E

.

Hammond, Robert 8., "Unified Approa'ch Needed to Com-
bat Persisting Manpower Problems" Hospitals, veol. 51,
No' .?! April 1! 197?! PP- 35-92- -

The author examines several major areas covered
in the 1976 llterature on health manpower: phys1c1ans,
physician's assistants and nurse practitioners, minor-
ity partic1pation, licensure. and coordinated efforts. °
aimed at 1mprOV1pg the health‘manpgwer situation.

.The arficle notes that the majér topi; tn the \
literature has been op the need for more physicians
and a more equ1tab1e distribution of the existing sup-
ply. Majocr areas of inquiry focused on.whether the
need for phys1c1ans w1l4‘increase or level of£; the
ef fects of group practice ®n phys1cihn productivity:?

.early retire&eq; due tgﬂmalpréctigéasuits;@and methods

of solving tﬁﬁ maldistribution problem.
Fi .

Physician's assistants and nurse practitioners’

are disc&ssed_in termé~?f tasks and functions they

ER&C 04
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can perfoém; and the ﬁuﬁisvement in guality of care
to patients. But the utilization of these new profes-

sionals in situvations indepéndent of physician super~

vision has become a major legal controversey. "...the
question whether it is medically appropriate to dele-
gate a particular func:tic;n to the {lew;l'fealth Profes-
sionals has been transgérmgﬁ'into the question_of
whether it is legsl for them to pérform thas Fung-

tion. ™

Minority recruitment into the health‘fielshhas A
lconcentraged qnathe increasing number of men entering
_ the nursing pspfession, and the utilization of minori-.
tieg in neighborhoods consisting of their groups.

“Pros and consaconcérning licensure are discussed
briefly, and the seven point recommendation of a U.S.
Public Qealth Ss:siegfreport on credentialing is re-

viewad. \

. ‘finally, the author reviews two systems for
h?alth mahpower planning which take a more unified ap—~
proach to the prevazlmg need for health manpower:
the Area Health Education Centers, which are being
used in rural areas, and the local Health Systems ’
Agencies which act as a clearinghouse for health ser-

v{ces and health manpower data.
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J Michael D. and George R. McGrail, "Benmefit~
"Cost’ Ltios Por Pamily Practice ReSidency Centers,"

: t Accounting, Vol. _QB, No. 8, Pebruary 1977,
PP 41-460

The growing need for well-trained family

«physicians in the ‘United St-':atss has led to proposals
for establishing fam.ly practice residency EKPR)
centers in local comunity hospitals. The’ objsctives
of these centers muld be to help the re..S:l.dents
acquire the pfroper xnowledde and techniques which
.are anique’ to a. family practice. The aim of this
article is to develop a benefit-cost model 'which will
provide hospital ‘administrators with a straight
forward method Of evaluating the economic feasibility
of establishing an FPR center.

h’a dj.sc;:ssion of the theoreticil benefl\:i.t-cost
framework is followed by rigorous definitions of both
incurred costs and benefit yields frou; the im- -
plementation of an FPR center. The cost strrqcture
c;sp be separated into start-up costs and recurring
operating costs. Start-up costs ihclude costs of the
physicial facilities, equipment, and development

-

sxpenditures. ns'curring costs include personnel

salarisaf benef.its' miscellaneous a'lies and upkeép.

-

The- most res‘ﬁily quantifiable’ benefit variables
are government gtants, state and local aid,, -
philanthropic contributions, patient fees, and the

wll Toxt Provided by ERIC
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positive spillover.effects the center will have én
" the supporting nospltal. In addition, the authors
discuss the estimation bé certain indi;ect and in-
tangible beneéfits which accrue to éhe community as-
a-whole such as improvement in the guality of health

and an increase in economic productivity.

Finally, the authors exaﬁine thé need for
hospital support fundslwhibh wouldunderyrite any
deficit which the center would incur. The program
evaluatorqgust be able to justify the necessary
level of support‘fund§fby comparing them to ap-~
proximate measures of ind%rect community benefitf-

L

““Marmor, eohore R.: "The Polztzcs of National’Health
Insuraﬁﬁe Analyszs and Prescription," Policy Analy-
ete, Vol. 3, No. 1, winter 1977, pp. 25-48.

v . - '

The article is divided into two major sections._
In th‘_/}rst section the author analyzes the contro-
versy surrcunding the many proposed remedzes for the
health care “crisis" in the Uhited States. VUsing the
maior compeﬁing national health insufaqu prqposals‘aa
examples, he argues that‘the three major objectives of
any NHI program - cost control, impfoved accessability
and-quality controls‘* generally conflict ﬁith’each
oé?g; drd lead to polztlbally unfeaszble programs.‘ In

' ,‘ ‘\
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a@dition. he conteﬁas that adequaté financiné will not‘
in itself, lead to better accessabi;ity or higher‘
quality. These deficienc;es areninher3§t in the sys-
tem and will essentially be unaffected by the insur-
"ance scheme. On the other hand, most politically via-

ble alternatives are also inflationary.

In the second section the author proposes his own

plan, which would finance the medical care expendi-
tures of preschoolers and mothers while insuring
against {inancial ruin to thé rest of the population.

) Thg *kiddie insurance” would be financed through gen~
eral revenues with provider reimb&rsement done on a
capitation basis. The catastrophic plqn would be fi;'

) ‘nanced through a progressive tax credit plan, with de~-
ductibles and coinsirance imposed up to a maximum famk
ily expenditure ceiling. The author contends that
this plan is politically feasible, placing h?:strain
on thé government budget, while éncouraging pPrevenptive
care and gffiéient'practice, and protecting against
financial disaster. o,

¢ .

+

Mennenger, Stephen F., "Really, Great Returns to Medi-
cal Education?®, Journal of Human Resources, Vol.
XIXI, No. 1, winter 1978, pp. 75-90.

Using pﬁblished 1970 Census reports and user

tapes profiling earnings by‘age group and occupation,
both standard and work-period-adjpsted net psesent
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ev:lues (I:IPV) of earntgs are computfed for physicians

and other professionals, includimg dentists, pharma~
¢ists, veterinarians, lawyers and Ph.D.*s. Using the
standart?: NPV method at a 10 percent and 4 percent_d:i.s-—
count rate, medicine enjoys a substantial advantage - .\
over 6ther) prrofessions. However, when adjustments are )
mafle for houx's worked, medic:l.ne becomeés an.inferior in-
vesﬂnént to dentist¥y and only slightly superior to

law, while remaining substantially superior to the

other profe?ss:i‘h'ns.

An analysis is made bétween the internal rate of
return of cross-sectional and t:itme series data, com= ,_/
paring ‘n:edical versus dental education.‘ It :ls' found
that cross~sectional data significantly understatesg
the increase in physicians' eamings. Basfzd on his

comput ations, the author concludes that "barriers to

the ent:y into the medical profession exist to the .
extent that superior earnings in 1969 were a fruit of

3 * r
restricted entry.” '

-
. +

Perry, Henry B., "Physician Assistants: An Overview of
an Emerging Health Profession," Medical Care, Vol. 1S,
No. 12, DeCember 1977, pp. 982-990. .

-

This study reports the results of a guestionnaire-
suny of all ,graduates of physician assistant (PA) )

. 58 |
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‘pervising physician not present. Most report

-

. ]
+

? -
programs. The survey was conducted by mail in 1974-75
and received a 73 percent response rate., Data were
obtained on background characteristics, work environ-

ments and job’characteristics. Co LN

. The avera;e number of' years of postThigh school
‘ educgtion at the time of admission to a pﬁysician as~
sistant training program increased from 2.2 among,
h\those gho graduated in_1972 or b&ore to-Z.B among
1974 Qkaduates. Most PAs have previously worked in
another 6ccupation, though the'groportion whoahad been
military medical corpsmen has declined. General pri-
mary care fields employed 43.6 percent of the respoh-
dents and specialty pfimary_care (internal medicine,
pediatrics,\OB-GYN, emergency medicine) emploved 29,3
percent. Half of the PAs were employed in private
practice and half fﬁ health care institutiqﬂs. Re-

spondents estimated that 80 percent o {ir time waa

great" or "considerable" amount of patieﬁt care re-

sponsibilfty, although a majority said they would pre-
fer e@eq more responsibility.

%

The average annual income of re;bondents was
$14,285, considerably in excess of the income of
‘purse‘bracfitioners and h08pit$1-spaff registeréd

_ nurses. The job market for PAs appears favorable;

most respondents said they could easily locate another

O
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job if they wished. ‘Bn the other hand*”égraér oppor- ,

L

third of the respondents sald they had thought about
enteriﬁq\?nothbr field. Only 16 percent of the indi-

viduals respondlng to the survey were women, but data

ireported from other studies indicated that 30 percent
of the 1975 and 1976 graduates of PA programs were

"
women. . ¢

»

Roemer, Milton I., "Primary Care and Physician Exten- °
ders in Affluent Countries," Imtermational Jowrmal of

Bealth Services, Vol. 7, No. 4, 1977, pp. 545-555.

Roemer argues that the United States falls short
of its democratic ideals in assigning physicianvassis-
tants and nurse practitioners to care for the poor.
Though it is hard to find precise figures, he preébnts
data which suggest that most phy5101an extenders pro-
viding primary éhre do so in settings which serve
“the poor, such as black residents or ‘urban ghettos,
Indians on rural reservations, or low-income chronic

patients in public hospital clinis§.“ Studies show-

‘ing high patient satisfaction with physician extenders -

should be read with the socioceconomic setting in mind:

when the alternative i$ "the rushed attention of young

regideﬁts” in "public charity clinics,” it is not
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surprising that patients p;;fer the sympathetic atten~-
tion of nurse practifioners. Roemer thinks iwm is in-
appropriate for allied medical personnel to be given
primary care diagnostic responsibility. This should
aaways be the duty of the’physician as in other indus- .

trialized countries.
' ° -

Studies of thé health manpower policies of Aus-
tralia, Canada, Belgium and Norway show a much higher
percentage of physicians engaged in general practice:
Definite steps have been taken to increase the supply
of general practitioners and, although allied healkh
p;rsonnel are also being trained, their training
focuses on specialized ‘tasks such as midwifery or
anesthesiology. They are not permitted to exercise
the discretionary judgment involved in primary care,
as their Meric\an counterparts are. Roemer feels ’
in the United States, where greater per capita expen
ditures.are made for medical care than in any dther
nation, the—;se of leéser trained personnel for] pri-

mary care reflects an abdication of social re nsi-

© bility by physiciang. Society's unﬁillingness.to im-

pose social obligationé on the physician\is an unfor=-
tunate acknowledgment of its failure to achieve qquity .

in the péalth services.
e




Bushing, Wiliiam A. and David L. Miles, "Phywicians,
Physicians® Assistants, and, the Social Characteristics
of Patients in Southern Appalachia," Medical Care, Vol.
15, No. 12, Winter 1977, pp. 1004-103.

aProg;gms for training were developed with the
idea that physiciana' asaistants would help alle-
viake ineguities in access to care. It was thought
thﬁé the new practitioners would locate predominantly
in areas with low physician populations.” so far, re-
search on location patterns suggest that the distribu-
tion of physicians® assistants (PAs) follows the distri-
bution of physicians, ghus doing little to correct
shortages. I? view of the limited training of PAs, a

more salient issue is whether the care they provide is
extensiVlenqugh to redress inequities, even if they -
do work in underserved areas. It is also possible
« in rural communities Pas will be used to provide
care for the poor, while physicians will attend to the
crelatively advsntaged patients, thus berpetuaténg a
kind of inequity. :

This possibility was investigated in this study.
The findings show that the higher the patieht's socio—
economic status, the mo?e likely he was to be treated
by a physician, tather than by a PA. The study focus-
ed on the préctices of five physicians, each with a
PA, located in a poor county in Appalachia. Patient
., ercounter data were collected over three two-week '
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periods. The positive relationship between sociceco-

nomic status and the likelihvod of see}ng a doctor was 5

presént éwen when controlling for such variables as
age, type of treatment: newness of program and type of
payment. The actual decis10n—mak1ng process through
which patients were sent to one practitioner or the
other was not investigated. The authors therefore re-
frain from drawing any general conclusions:about why
this pattern of deilvery exists. .

F
. . +
‘,_// f »
)

Schneider. Donald P, and william J. Poley, "A Systems
Analysis of the Impact of Physician Extenders on Medi-~
cal Cost and Manpower Requirements." Medical Care,
Yol.. XV, No. 4, April 1977, pp. 277-297. ¢

The impact of physician extenders {PE} in the
* health sector has been assessed from different angles
‘by researchérs. In this study, the authors use a ‘\
mathematical manpower model to assess the impact of
, PE*s on medical cost and manpower requirements. The
PE is def;ned as an individual "with training and res-
ponsibilitfes for complementing and supplementing the
funct@dns of physiciaq? in the delivery of health ser-

vices."

-

The model attempts to handle delegation analysis,
tradeoff between delegation and supervision: the

[Kc 64 ., : ,\
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g)'health care te;m. patient classification and cost
.structure Bf group practice. The model is based on a
supply and demand equilibrium hypothesis where per-
sonnel requirements must. fulfill health services de-
manded. The objective is to minimize costs of clinic

" oper#tions aﬁd.the number of physicians in the climic,
and tb maximize delivery of health eare with a fixed
resource base.

" The resSults show that: 1) if PEs were extensive-
ly used, costs will decline by 40 percent and use of
power restraints have
clinics and for the man-

physicians by 4 percent:
cost implications for ”

is not impair when PE's salaries are less than 52 -

, it is more desirable to use physicians rather
PE's.,

* -/-\

Scoville, Charles XK., "HUma;\Résource Development:
Bmerging Asset for Hospital Management,* Hospitals
and Health Services Administration, vol. 22, No. 1,
Winter 1977, pp. 22-36.

Interest in the development of human resources‘
at work is‘'not new, but there has been a recent re-

surgence of interest in the field. -Business has begun

Q t;E;
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to look at human resource develosmeht (HBRD) activities
in a new ligﬁt. Pormerly. regarded meéely as expenses,
they are now being viewed as investments which have
considerable impact on the economic performance of an
organiZation. Hospltals in particular, are beginning
to realize that they cannot afford to underutlllze-
"their greatest resource - the people who work fox

them."
. ~
Scoville offers this explanation of the function

of BRD programs: "The identification, examinati;n,

and modification of those factors in an individual's
éhvironment or experience which influence an ability
or degiré to interact productively with the emplofinq
organlzation. He suggests siX activities as possible
cumponents of an HRD program within a health care in-
stitution: patient education, employee tralning and
devéloment, organization development, job devgldpment

arrd human resource accounting.

’ - . . s
Siebert, W: 8., "Occupational Licensing: The Merrison
Report on the Regulation of the Medical Profession,”

British Jourmal of Industrial Relattons, Vol. XV. No.

1, 1977, pp. 29-38. :

In 1975 the Merrison committeé‘pUbiished its re-

port on the regulation of ti:lmEdi
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Great m.-itain, making the following r%endatwns'

[

{a) improved training of junior staff and
speciallsts .

(b) limitiny foreign trained phys:i.c:i.an

{c) tighter demarcation of,ﬁpecialiats/‘”a;eas

-

* of care.

While acknowledging the public benefits gained
through stricter entry standards, the author emphaj
sizes the economic benefits which such a policy will
have on the medical professio; itself. He suggests
two approaches to the problem: the public safety pers-

pective versus the 1ncome maximizing theory of a mono-

. poly mpplier of labor. While both theories would

support a rise in entry standards, the public safety
theory.diverges on several important points: a) it
would require all phfsicians - not just new entrants -
to satisfy the higher standards: b) it would not rey
quire a greater retuén Fhan other professional train-
ings <¢) an increase in the supply of doctors is al-
lowed as long as they all meet the neW requirements;
and .d) nepotism would be ruled out as a critericn for

selecting ph¥sicians.
)

After examining each of these :i.s.sues in turn, the
author lists three major elements which peoint to a
protecticnist attitude in the new medical regulations:
a) only new entrants need satisfy the higher ?;try re-

quirements: b) the majority of ¥oreign trained
O
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mt.mtl are ‘sxcluded and ¢) there is a tendency for
a large percentage of new entra.nts to be members , rel-

L]
atives. . . .

Stevenson, Gelvin., "profits in Medicine: A Context
and An, Accounting,” Imternational Journal of Health ,
Services, Vol. 8, No. 1, 1978, pp. 41-54.

. ’ o e

y Stevenson Presents L overview of the c‘hanging

role of the profit sector in the U.S. health care in-
dustry. In 1975 aboit 39 cents of every health dollar
went to a profit making enterprise. The profit sector
is grouing a.bsolu’&ely and relative to the health in-
dustry as a whole. Since the introduction of Medicaid
and Medicare, the profit sector has significantly in-
creased its rate of: growth adva,gtage énier non-profit

enterprises.
Pr__\

The profit sector will never compfletely encom-
pass the health care system. for therse will\hrays be
non-profit financing, education, research and service-
delivery émponentm However, if the profnitj'set,-tor

' continues to grow relative to the non-profit sector,
its priorities "will dominate more and more the o
nature, form and activities of the overall health in-
‘dustry. This.'will' in all likelihood .increase the
dis’fortﬂion of basic human needs in the health syst:lem-"

The increasing size of %he prof‘it sector will enable

eic -
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it to exert greater influence ovér legislation at
both the federal and state levels. In addition, the
actions of reglzlatory agencies will favor largé com-
panies by allowing them to produce large quant.’:.t:i.es
of products standardized by government regulation
and,. in doing 80, enjoy economies of scale. Steven- l
\Eon helievessthat government redgulation will lead to
increasing concentration and wil!.l invite rabid ‘monq:»-

oliz atior} . . ?

- .
Tompkins, Richard K., Robert W. Wood, Barry W. Wol-
cott, and B. TRimothy Walsh, "The Effectiveness and
Cost of Acute Respiratory Illness Medical Care Pro-
vided by Physicians and Algorithm-assisted Physicians'
‘Assistants,"” Medical Care, Vol. XV, NO. )2, December
. 1977, pp. 991-1003. .

L=
=

,  The authors describe and analyze the medical

care given at two clinics to patients with acute res-
piratory illness. Patient care vas provid,ed by ‘either
physicians or physicians' agsistants, who used clini-
cal algorithms to assist them in the d;i.agnosi's and
treatment of respiratory disorders. Ten to fourteen,
days after the encounter, data w:re collected on demo-
graphic characteristics, laboratory and x-iay results,
medication prescribed, patient satisfaction and cost

structure.

~
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. Eight tables are employed to compare diagnosis,
treatment and cost data between physicians and physi-
cians' assistants. Despite differences in the demo- J

. graphic composition of the two testing siteSQ the

. v
L

illness outcomes wepe remarkably similar. In all

_ cases, diagtiostic F, sts and medication; were respon-

— sible for the largest share of total direct costs to
the pata.ent. Nonetheless, the total provider time
cost was 20-32 percent highelr, on the average' for

‘.physicians than for physicians' assistants. .

![he‘authors conclude that medical cgre provided

by physicians' assistants is just as effective and

' less costly than physician enoounters.' ? They offer

N ad‘:lition’aj_l suggestions fc;r cost re&uctj;or; by elimjnma-
\::i.ng diegnostic tgsts and phys:i.d:i.a.n consultetions,
anad outlme the recessary components of an effect:l.ve
clifical algorithm.

. .

Wechsler, H., Ph.D., JyL. DorSey and J.D., Bovey, "A
Follow-ap Study of Residents in Internal Medicine,
Pediatrics and Obstetrics-Gynecology Training Programs
in Magsachusetts,” ‘New England Jowmal of Medicine, '
Vol. 298, No. 1, January 5, 1978, pp. 15-21. .

& 4('\%

A quest:.onna:.re survey of phys:.c:.ans who had been

) res:l.dents in internal medicme, ped:.atrics or obste-

L)
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i trics-gvnecclcqy in Massachusetts from 1967 -1972 hcw-

ed that 86 percent ccqpleted training in t-.he specialty
thay crqinally entered and the ma]crity cons:.dere@ it
their prinary specialty. However, 55 percent of the
former residente in internal medicine listed a sub—
gpecialty, as did 29 percent of the pediatrics grorup
and 17 percent of the obstetrics-gynecology group.
Only four percent of all respondents limited their
practice, to primary care. Physicians who devoted Dore
than half their time to primary care acccmted for 68
percent of the pediatrics group, 47 percent of ﬂl}e ob~

i

\\st.ati:ics-gynecclcgy group and 42 percent of the inter-

nal medicine group.

lhq,sadmsetts has met the demandsjof the Health
Professions Educational Aggistafice Act of 1976 (PL94-
484) which stipulated that 35 percent of iirst-year
residencies _should be in the primafty care specialties
by J’uly 15, 1977 and 50 percent by 1979. Massachu- K
setts has already met the 50 percent goal; however, "
the.;eeults of this study show that for each resgon= .
dent in a prip care residency, the number of pri-
mary care practitioners actually ;;roduced was 0.42
full time eéuivalente for pediatrics, 0.40 for .cb-ete--
trics-gynecology and 0,26 for internal medicine.

w
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White, wWilliam.D.,{"The Impact of Oc'cupati al Lu.oren-
sure of Clinical Laboratory Personnel,” wal of

' Human Resources, Vol. 13, No. 1, winter 1978.

PP 91"'102\/ . ;

- S L N - N .«
Clinical laboratory personnel are one-of the ',
main groups of lioensed semi-profess:.onal employees
in the health industry. More than 100 oop persons
. are employed in laboratories hationwide. Not all
states have licensure laws fo;.' these workers, but ™
licensure bills are currently pendihg in many states.
'I'hese bills have been the subject of considerable
publfc debate for it is not certain whether the . ‘x' ‘
benefits.of licensure, if any; will outweigh the costs.®
Research findings so far indicate that licensure is
no\'. effective in regulating the quality of laboratory
work, but. further research is needed to verify this.
White, develops a model totest the-economic
impact of two types of lioensurq Type 1 licensure, g

required by law in four states and in New York city,

-

-

. plaoes constraints on entry into the laboratory aide,
technician and technologist categories but doed not
require a college degree. Type 2 licensure. requiregd
in Ca}li.fornia and Hawaii, does not recognize. the ° °

téchnician category: technclogists must ﬁave a

college degree and .ﬁo.rmal training and“without th:i.s) \

background c'annot rise above the level of aide.

The model. used in this study revealed that Type 2 '

| .

'.,_\' -n ..‘\ \ PR

ERIC 72"

R Erovkied br BRI -4 7'0 < L]




licensure increased the relative wages of tech-
nologists by more than 16 percent in San Francisco

‘and Los Angeles. This type of licensure also in- S,
cmased the proportion of technologists in laborator-
ies. Assuming that\j;uality -did not lmprove‘x it 13aes.-
timated that licensure increased the wage bill in
California laboratories by $4.8 million in’1972. The
other, less stringent, type of licensure did not

" appear to/have a sigm.f:l.cant impact on wages or em-

Ployment. - .

\
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