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CHAPTER 14PRIVATE 

  
HUMAN RESOURCES FOR HEALTH CARE 
Introduction


The New Public Health's concern with the total health system requires an understanding of issues related to the training, supply, distribution and management of many kinds of human resources, including the balance between personnel working in institutions and in the community. Health systems require well-trained, up to date providers of care to promote health, prevent disease, treat illness and rehabilitate in a compassionate, ethical, professional and cost-effective manner. This means that health care providers must be educated not only for competence and humaneness in clinical functions, but also to be continuous learners and knowledgeable in the economic aspects of health care. They must be aware of and be able to adapt from related fields such as epidemiology, economics and management as well as the social and behavioral sciences. The quality of the practitioner depends on the recruitment of socially motivated and talented people, their education, training and professionalization as providers, as well as on the structure, content and quality orientation of the health system in which they work. 


Determining need and allocation of human resources are important health planning issues. An over- or under-supply of one or more heath professions creates a bias or imbalance in the health system and its economics. Mid-level practitioners and community health workers are being recognized as essential to ensure access to appropriate levels of service and to provide for unmet service needs in both developed and developing countries.


In seeking efficient ways of improving health, health systems have opened many new professional roles, to work in new organizational frameworks. As definitions of health service were widened to include health maintenance, new health professions were added to the total health service spectrum. Continuing education is vital to maintaining and upgrading quality in a health care system. Registration and data systems are important to provide basic information on all relevant aspects of health manpower.


The purpose of this chapter is to examine the elements essential in training of human resources and their importance in the New Public Health, in relation to the quantity, quality and changing interaction between the health professions.


Overview of Human Resources    


 The numbers, types and distribution of personnel supply are major determinants of access, availability, appropriateness and costs of health care. The training, quality, and performance of health personnel, and the technology they use are all important health planning issues. Every health professional needs knowledge of the principles and current standards of public health in order to perform his/her functions, as all of health care now routinely involves prevention, team work, management, quality assurance, cost containment and related ethical issues. 


In many countries, the major focus of education of health personnel has been to prepare to clinicians, without equal emphasis on preparation of public health policy analysts, health managers and public health professionals. Yet these are especially important when health reforms are under way and when health promotion and prevention are needed to cope with changes in health needs of a society. 


The principal problems in human resources development vary from country to country but consistently include:

 1. Imbalance in training of health professions; oversupply of doctors, shortage of nurses and other health 
professions; 

 2. Excessive training of medical specialists, and insufficient training of primary care physicians, inflating 
health costs and compromising access to care;

 3. Geographic maldistribution with poor supply in rural areas of different professional categories;

 4. Public systems of health care are often under-financed in comparison to private practice, fostering 
poor work conditions, low remuneration and indifferent career opportunities, with low staff 
morale, performance and client satisfaction;

 5. Standards and period of training of specialist physicians may be insufficient to produce well-qualified 
professional leaders;  

 6. Lack of orientation of all health providers to public health;

 7. Lack of training of public health specialists in epidemiology, the health related social sciences, health 
system policy analysts or health system management compromising the ability of a health system 
to monitor its outcomes and its resource allocation, or to evaluate program effectiveness;

 8. Licensing of health providers by government, which may allow for compromises in quality to ensure 
numbers of graduates; conversely, delegating licensing to professional syndicates may result in 
a protectionist approach, placing the interests of the profession above those of the public;

 9. The quality of human resources may be compromised by inadequate recruitment and educational 
standards, inadequate continuing examination and recertification;

10. Academic, professional, government or insurer interests may conflict with public and individual 
patient interests in training policies.


From the 1950s to the 1970s, medical schools were opened and existing schools expanded to meet problems of access to care, thought to be due to shortage of doctors. It was thought that increased numbers of doctors would increase competition and lower doctors incomes, but medical incomes continued to rise and problems of access to care were unresolved. With growing emphasis on health economics and health promotion and disease prevention, there was a realization that excess medical personnel would not contribute to the national health, and that in some countries the excess of medical personnel had become a liability. In both fee-for-service medicine and salaried health service, increases in physician supply generate increases in health expenditures. Supply and demand market forces do not adapt well to health care, because the consumer demand is to a large extent generated by provider decisions (e.g. for return visits, investigation or hospitalization). Fees may be fixed arbitrarily or by negotiation with a public insurance mechanism, the service is paid by a third party and the consumer is less knowledgeable than the provider. 



Each country addresses the issue of how many and what kind of human resources to train in its own needs, related to the design and operation of the health systems. The province of Alberta, Canada during the 1970s, had relatively stable expenditures for medical services and physician-to-population ratio. During the 1980s, the province experienced a marked economic downturn and zero population growth, but the supply of physicians and services per physician increased by some 20%. The reduced numbers of clients per physician led to an increase both in fees and in volume of services per capita so that physician incomes were sustained. As a result, total and per capita expenditures for health care increased sharply. In many countries during the 1980s, policies were reformulated to reduce the size of medical school training entry classes.     


Excess supply of physicians can also be a serious problem for a health system, promoting a bias toward a medical orientation in health at the expense of other, more basic needs of public health, primary care and fundamental support systems for vulnerable groups in society. An excessive medical orientation fosters mis-allocation of limited resources by creation of tertiary care and positions for doctors in the central cities, leaving rural and primary care under-developed. This is widely prevalent in developing countries such as Bangladesh, India, Pakistan, Mexico, Colombia and other Latin American countries. In some developing countries the problem is often due to the inability of the health budget to employ needed numbers of physicians. Unemployment among young physicians is a substantial problem in some of these countries.


Globally, the shortage of nurses continues although it is particularly pronounced in developing countries where nursing is a low prestige profession. Medicine, on the other hand, is highly popular as a profession and means of social advancement. The extent of geographical inequity is understated by regional comparisons, but even aggregate comparisons show sharp differences: for every 10,000 persons there were 56 nurses and midwives in the Americas, but only 3.3 in south-east Asia.


 The achievement of the goal of Health-for-All through primary health care requires the effective and coordinated services of many types of health personnel within a national health system designed to reach this goal. Political policy may influence preparation, composition and work patterns of the health work force. National expenditures on health are dependant on the political priority given to health compared to other issues which may be equally or more pressing to the governing power. A strong national health policy can nevertheless be constructed even in a poor country by well-defined health programs. A community and rural health policy in China during the 1950s was based on a number of elements: development of a three-year family doctor training program for rural service; upgrading of training of village doctors to assistant doctor level; and incentives to encourage work in the countryside and at grass-roots level. This program has been successful in raising health standards in China beyond that which might be expected from its economic level. With reform in the economy during the 1980s and 1990s, this system is going through profound changes. 

Human Resources Planning


The health infrastructure of a country includes the resources available, and their organization. Human resources are an important part of this system. The supply of manpower and facilities, economic support of the system, management and policy, methods of payment of providers, and organization of the services are part of health planning.

BOX 14.1  HUMAN RESOURCES AND THE HEALTH SYSTEM INFRASTRUCTURE
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Resources available to a health system include facilities, manpower and financial resources for health care. The organizational structure of a health system determines how these resources are allocated or expended, in the public as well as the private health care sectors. Both structure and methods of payment affect the way services are provided. Any health system requires economic support sufficient to include basic and continuing education of human resources of high quality, as well as for human resources management for their appropriate and optimum use. 


Regulation of health manpower includes licensure and discipline of health personnel and is an important governmental function. Measures to control or limit the supply of medical practitioners (and hospital beds), along with incentives to promote more efficient health care are important issues in rationalizing health care systems.


Fundamental to the process of determining manpower needs is a knowledge of the current manpower situation. Essential for this are data systems based on periodic registration or census taking of persons practicing a health profession. Practitioners may retire, die, move, emigrate or leave the profession and so should be taken out of actively practicing registries. An accurate, up-to-date picture of actual manpower provides information on specialty, geographic distribution, age, sex and current work activities. International comparisons of professional manpower help to place a national manpower pattern in the context of other countries with similar socio-economic and health standards. Manpower should be matched to the targets and resources of a country. Alternative approaches may be needed in manpower development if the supply of workers is insufficient or inappropriate to meet heath care needs and targets. 
Assessing current manpower supply and determining future needs is a specific task of a government agency concerned with comprehensive national socioeconomic planning, or it may be the role of a planning agency, board, commission or committee empowered by national or state authorities working with education authorities, consistent with general health planning. Academic training centers play an important role not only in training, but in implementation of national manpower policies, so they are part of the consultation process in determining policies. 


Supply and Demand


Perhaps the commonest form of quantitative human resources planning or non planning is a market-oriented approach, based on the needs of the training institution and demands of trainees. The demand for training as physicians may be high and the schools have an interest in training more students for financial or prestige reasons. This, however, does not take into account the needs or capacity of the country to absorb the graduates, leading to creation of more schools and training capacity, producing a surplus of practitioners. 


During the 1950s and 1960s planners in many countries thought that universal access to medical care would solve most health problems and that more doctors would be needed to fulfill that dream. It was assumed, even in centrally planned health systems, that supply and demand would direct new graduates to underserved regions or professional specialties. Increasing the supply of medical graduates at great cost to society resulted in increased supply especially in major urban centers, increased utilization and sub specialization of medical care. 

 
 Increasing the supply of physicians was expected to increase access to health care and the doctors entering less popular fields of practice, such as primary care, and to move to less served geographic areas. This approach has been less accepted in recent years, even in free market societies, as it inflates the costs of health care and fails to meet needs in underserved areas or specialties. Immigration and emigration of medical personnel, or departures from active practice are also factors in supply and distribution of health personnel. In the 1980s, as a result of increasing specialization, rapidly rising health care costs and a growing realization that health needs depended more on prevention than on increasing supply of doctors led to a trend to reduce numbers of new students entering medical schools, decrease specialty training positions and immigration of doctors.


Medical and other health professional schools are costly to establish and operate, and they can generate high cost to a health system if they produce an excess number of graduates. Establishing new schools and maintaining existing schools at present levels of enrollment requires careful consideration of the effects of the numbers of graduates on the health system. In either a regulated environment or in a free market situation, the supply of manpower can be a powerful engine driving up health care costs. A period of restraint in health expenditures calls into question the wisdom of continuous increases in manpower and unlimited service as free or insured benefits. Even in free market settings such as the United States, governmental funding and regulatory powers are used to reduce the number of training positions in the specialties in favor of increased incentives and openings in primary care.


Table 14.1 : Medical and Osteopathy Schools, Graduates and Physician Supply, 


United States, 1950-1996, with Projections to the Year 2000

	
	1950
	 1960
	 1970 
	 1980
	 1990
	 1996
	2000

	Medical, osteopath schools
	    85 
	92
	   110
	140
	141
	142
	na

	Graduates (000s)
	   5.9 
	7.5
	   8.8
	16.2
	16.9
	17.9
	18.0

	Doctors/10,000 
	  14.1
	14.0
	 15.5
	19.6
	23.2
	24.7
	26.8


  Note: Includes all graduating and active doctors and osteopaths. 

  Source: Health, United States, 1996-96 and 1998.


Table 14.1 shows the trend in medical education in the United States between 1950 and 1992, with projections to the year 2000. The number of medical graduates increased three fold between 1950-1980, but has continued to grow at a slower rate since 1990. Medical manpower per population increased by one third from 1950-1980, and continues to increase by another third from 1980 to 1990, based on the cumulative pool of graduates over the past 30 years, and immigration of physicians. A levelling off in production of new doctors is now occurring.


A normative approach uses standards or norms derived in some systematic, arbitrary way. The standards may be based on empirical criteria of the number of physicians, nurses or other health personnel required. This approach may be excessively rigid and unresponsive to changes in disease prevalence and technological changes in health service needs. Standards may also be adopted from ratios found in other countries or in other successful or "gold standard" areas of the same country.

 
Manpower planning may set certain goals intended to produce personnel in numbers maintaining or increasing the current supply to population ratio by a selected percentage, e.g. by 5% or 10% within a chosen time period. Thus, if a country has 50 nurses per 100,000 population, it might plan to increase this to 55 per 100,000 population in a five year period. This approach is less likely to lead to an oversupply but may maintain an arbitrarily high level of human resources despite changes in epidemiologic patterns or increased efficiency of the services. For example, as tuberculosis declined, fewer tuberculosis specialists were needed, but as the disease recurs, there is a demand to improve the training and numbers of specialists in the field. Hospitals are becoming less the center of health care, and reduction in hospital beds has become part of restructuring of services. This should lead to a shift of personnel from institutional to community-based services, with provision for retraining and skilled system management. 


Many countries require medical graduates to serve one or several years in rural areas. This exposes young graduates to the realities of primary care as part of their professional development, and hopefully infuses them with concern for the harsh realities of the living conditions of rural poverty. However, it places inexperienced young professionals in isolated locations without adequate collegial support or supervision, where they are unlikely to remain beyond a compulsory period of service. Efforts to require young graduates to work in rural areas are temporary solutions, and are generally frustrated by the desire of doctors and nurses to live in urban areas and practice in clinical sub-specialties.




BOX 14.2 ISSUES IN HEALTH PERSONNEL PLANNING 

1.  Current and projected demographic changes, i.e. population growth and aging of the population;

2.  Current and projected supply of practitioners and their geographic distribution by specialty;    

3.  Technological advances requiring new professions;

4.  Immigration and emigration effects on manpower supply;

5.  Costs/benefits of increasing professional to population ratio versus prevention, health promotion measures;

6.  Changing epidemiological patterns, such as the reduction of dental service needs by fluoridation of community 
water supplies, aging of population with increasing prevalence of chronic disease;

7.  Health systems shift from institutional to ambulatory and preventive care;

8.  Shift of tasks from higher level to other personnel specifically prepared for needed health services; increasing 
range of health personnel, such as optometrists, psychologists, social workers, midwives, dental nurses, 
nurse practitioners and community health workers.
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Partly in search of methods of constraining cost increases and in part searching for ways to improve access to care for high risk groups, training of mid-level health workers is increasingly accepted as part of human resources planning. Manpower planning should take into account the many different disciplines needed for both clinical care and public health. 


The organization of care affects the numbers of different health workers required. Independent private practice and free choice of physician or specialist promote higher utilization patterns and create waiting lists and an apparent shortage of manpower. Centrally controlled health systems such as the Soviet health system, created inflated staff-to-population norms and low efficiency health services, 


Together with quantitative planning, methods of qualitative planning are also necessary. Quality of training programs at the undergraduate and graduate levels, including licensure procedures, is an important element in the quality of national health systems.

Basic Medical Education

The education of medical doctors, and training of specialists is a state regulated function. Governments have a responsibility to ensure an adequate number of well-trained health professionals to provide services. This is a combined responsibility of health and education authorities, carried out by providing financial support and standards for the universities or medical training institutes where the education occurs. Enrollment is a function of the funding support and the regulation of the educational institutions. National or provincial departments of education set guidelines and standards for funding through a university grants mechanism or commission, often based on enrollment. Standards may be set for curriculum, faculty, basic sciences and clinical training, as part of approval for funding or through nongovernmental accreditation structure organized by the medical faculties themselves (see chapter 15).


The long tradition of multi-faculty, university-based medical education is widespread in the industrialized countries and in their former colonies, now independent states. Medical training gains from the environment that promotes research and service in an academic atmosphere with it's associated  standards. This tradition of linking research with education and service is important in promoting high standards. Having a research climate of peer reviewed work raises the aspirations of the institution and its faculty and sets a standard for students for their life's work. A university degree confers prestige to a profession, encourages the pursuit of peer recognition of excellence and academic criteria for student selection, curriculum and faculty standards. This is widely the case for medical schools, and increasingly for schools of nursing and other health professions. However, a university degree is not required for all health professions. Community colleges may more appropriately provide a multi-faculty educational environment and a broad education base for some health providers.


In the 19th century, medical training in the United States was primarily carried out by private, commercial schools of medicine with poor facilities, staffing and standards. The Carnegie Foundation sponsored study of medical education in the United States and Canada, carried out by Abraham Flexner, a non-physician educator, who reported in 1910 on the poor quality of these commercial schools. This report promoted university-based medical schools modelled on the Johns Hopkins, which itself was based on the successful, scientifically-oriented German medical schools, combined with the strong clinical orientation of the British teaching hospital medical schools. Most of the 450 commercial schools in the United States closed down soon after this report and were replaced by the present 126 university based medical schools with high standards of medical education and academic research. Since the 1950s, United States medical schools were stimulated by large amounts of federal funds channeled into research and training through the National Institutes of Health (NIH) and non-government sources, including private and foundation donations. 


Medical schools are resources for their community as well as being centers of academic excellence. Their goal should be to provide a balanced education in an academic environment where teaching, research and service interact to produce medical graduates competent and oriented to meet the needs of the population. This requires a balance among the biomedical, psychological, population-based and sociological perspectives on health care. Teaching methods should be designed to promote the objectives of the program. Many medical schools teach primarily by lectures to very large classes, with limited supervised clinical experience. This reduces the chance for the student to develop patient-oriented and problem-solving skills. It promotes a didactic approach to medicine, and minimizes the opportunity for the student to work with multi-disciplinary teams, or to see medical care as part of a complex team service. Working with students of other sciences and professions in a collegial fashion helps the medical student understand the team role of health professionals in the health care system.


BOX 14.3  THE FLEXNER REPORT, 1910
"For twenty-five years there has been an enormous over-production of uneducated and ill-trained medical practitioners in absolute disregard and without serious thought to the interests of the public. Taking the United States, physicians are four or five times as numerous in proportion as in older countries like Germany. Over-production is due to the very large numbers of commercial schools. Colleges and universities have failed to appreciate the great advance in medical education and the increased cost of teaching it along modern lines. A hospital under complete educational control is as necessary to a medical school as is a laboratory of chemistry or pathology. Trustees of hospitals, public and private, should, therefore, go to the limit of their authority in opening hospital wards to teaching. Progress for the future would seem to require a very much smaller number of medical schools, better equipped and better conducted and the needs of the public would equally require fewer physicians graduated each year better educated and better trained."

Source: Flexner A. Medical Education in the United States and Canada: A Report To the Carnegie Foundation for the Advancement of Teaching, 1910. Reprinted New York, Arno Press and the New York Times, 1972. Condensed from introduction by HS Pritchett. 
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The purpose of training medical practitioners is to have skilled professionals to provide patient care and the professional leadership needed to develop and maintain a high quality health care system. In order to meet these goals, high standards are required in standards for selection of candidates. US medical schools are graduate schools requiring a prior university degree for candidates. In other countries such as Canada and the United Kingdom, medical education includes 2 years of premedical studies followed by 4 years of medical school. Medical education of quality requires curriculum development and review, as well as in highly qualified teachers, library access, clinical training, and examination during and at the point of completion of training. The nature of the undergraduate training will be a key factor in determining the lifelong practice habits of the providers, but equally important is the specialization period and ongoing education throughout their professional lives.


In most industrialized countries, enrollment of women and minority groups has increased dramatically in the 1980s and 1990s as part of social policy. While there are social and political reasons to assure access to professional school for all elements of a population, standards of acceptance should not be allowed to adversely affect the quality of services provided to the patient or the population as a whole. Opening of private medical schools is a highly lucrative business in some developing countries (eg. Colombia) which fail to maintain quality of training of the public universities. The "garage schools" promote an excess of inadequately trained physicians, working outside the public system of health care. 


Where the language of instruction is not one used internationally for scientific literature, the local medical community may be limited in access to current textbooks and the peer reviewed professional literature. The language of instruction in most schools of medicine in the Arab world is English and in many European schools English as a second language is required. Lack of a high level of English prevents or hinders access to the world literature, participation in international exchanges and scientific progress.



Curriculum reform, as in the days of Flexner's recommendations, must be an ongoing process to meet heath needs of the population, in keeping with current international standards. This includes adequate attention to basic medical sciences, clinical experience and patient care, hospital and community-based training and research. Access to libraries with an adequate supply of current international literature, textbooks, computers, internet and electronic mail is essential to maintain standards. 


Reform in medical education is focussing on producing practitioners for the 21st century, meeting the needs of both primary care and specialized medical services. In recent years, there has been a growing concern that there has been too much emphasis on science and specialization to the detriment of primary care in training US physicians. All medical students should be exposed to learning in different health care settings: including teaching hospitals, out-patient clinics, community-based clinics and public health programs. They should also be familiar with community based resources for the infirm, the handicapped and the needy. Training should include multi-disciplinary components so the student is familiar with the professional elements of other disciplines including those in public health, health-related economics and social sciences. 

 
Two major international conferences on medical education sponsored by the World Federation for Medical Education in 1988 and 1993 attempted to define a new direction for education of physicians to promote their role in promotion of health as well as treatment and prevention of illness. These conferences sponsored by WHO, UNICEF, UNESCO, UNDP and the World Bank provided a forum for re-evaluation of medical education for the 21st century in the context of changes in medical and public health technology, organization of health care and changing needs of the population. The process of change in medical education is often made difficult because of competing concepts of what the medical student should know, and a lack of focus on what the practicing doctor should be. 

 Table 14.2: Medical Education Issues for the 1990s - The Edinburgh Declaration (1988) and the   World Summit on Medical Education, 1993
	1.  Conducted in relevant educational settings - 

    hospital, community, workplace, homes  

2.  Curriculum based on national health needs

3.  Emphasis on disease prevention and health  

    promotion

4.  Lifelong active learning

5.  Competency based learning

6.  Teachers trained as educators 

7.  Integration of science with clinical practice

8.  Selection of entrants for social commitment,

    intellectual attributes

9.  Coordination of medical education with 

    health care services

10. Balanced production of types of doctors

11. Multi-professional training

12. Continuing medical education requirements
	13. Students involved in planning and 

    evaluation of medical education

14. A multi-science-base medical graduate 

15. Ethical and moral basis of medical practice

16. Curriculum options for dealing with   

    information overload

17. Post-gradate education in relation to

    community needs

18. Health teams and multi-professional 

    education

19. Community participation in medical 

    education

20. Population based education - care for    

    individual patients in context of needs for a 

    defined population 




  Source: Adapted from World Federation for Medical Education. World Summit on Medical Education: the Changing Medical Profession, Edinburgh, August, 1993.


The costs of medical education are high and require public subsidies. University grants commissions are semi-autonomous bodies with financial support from education departments of government. They can use both financial and regulatory powers to set criteria for accreditation of faculties of medicine. This represents an important diffusion of power and responsibility from direct control by government. Regulation by accreditation of schools is also strengthened by national organizations which play a strong role in promoting national standards of medical education.

Post-Graduate Medical Training


Undergraduate medical training is not adequate preparation for a medical practitioner. Training following graduation is essential in assuring the quality of health care services. Specialty training requirements should be regulated by a national or state authority, including designation of facilities accredited for training, academic and research with the curriculum, clinical experience, duration of training and required to be eligible for examination at several stages during the training period. National standards are needed to ensure uniform quality and permit freedom of movement. However, this may put provincial areas at a disadvantage by promoting a "brain-drain," or loss of professionals, usually from rural to urban areas. Recently, restrictions on the hours of work have been imposed in some states because of dangers associated with resident doctors after very long periods of work without sleep or rest.


In the United States, the Council on Graduate Medical Education in 1992 recommended limiting the number of positions (i.e. slots) for post-graduate training to 110% of the number of US graduates, thus accommodating training for foreign graduates, some of whom return to their own country. The Council added a condition that 50% of these post-graduate physicians enter general practice at the end of their training. These recommendations were supported by other bodies such as the Association of American Medical Colleges and the American Medical Association. This represents a consensus that in the United States there is an excess supply of physicians and of these too many are specialists while general medical practitioners are in short supply.



Licensing of medical specialists is a state responsibility, but in some countries this is delegated to a professional association. In the United States post-graduate training is under the control of state and national boards, made up of state appointed officials, public and professional representatives. In Canada, post-graduate examinations and certification are under the authority of a professional body of the Canadian Royal College of Physicians and Surgeons. 


Standards for specialty training must reflect the views of the specialty practitioners as well as of the public interest. The public interest is best protected by a combination of state and professional supervisory systems with the force of law, including the regulatory and disciplinary measures needed to maintain professional and ethical standards demanded by the public interest.



The former Soviet countries provided specialization during basic medical training (i.e. internal medicine, surgery, pediatrics or sanitary-epidemiology). They did not establish the equivalent of national boards to govern graduate training criteria including length of training and examinations before being given specialist status. This lack of standards compromised overall quality of care in their health systems.


BOX 14.4: STANDARDS FOR POSTGRADUATE MEDICAL TRAINING
1.  Regulated by national board with professional, governmental and public representation for quality, numbers 
and clinical and community based training;

2.  Duration of training of 4-6 years, depending on specialty;

3.  Supervised independent clinical experience;

4.  Accreditation of training centers based on academic and service criteria of licensing body;

5.  Supervised research period in basic science laboratory or epidemiologic study;

6.  Required familiarity with relevant international literature; 

7.  Rotation with part of training in a different medical center;

8.  Demonstrated high levels of clinical ability, responsibility, knowledge and ethical standards

9.  Examinations in mid-training with written examinations based on international standards;

10. Examinations at end of training; clinical and written examinations based on international standards;

11. State board or professional college setting examinations and certification;

12. Recertification requirements.
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The specialist-trainee requires supervised time and experience to mature as a professional. Supervised clinical experience, research, publication in peer-reviewed journals and continuing peer review are all essential in the training process to produce specialists motivated and capable of keeping up with rapidly evolving standards of modern medicine.

Specialization and Family Practice 


Good medical care depends on primary care and referral for specialty care. Most systems utilize the primary care physician as the "gatekeeper" for referral for specialty care. Laissez faire systems allowing unreferred access to specialty care face the difficulty of deterioration in primary care medicine and continuing pressures on physicians to select specialty training as their career choice. 

  Table 14.3: Patient Care Specialist and Specialist Physician Supply Ratios per 100,000 Population,   United States, 1965-1995
	Year
	1965
	1970
	1975
	1980
	1985
	1989
	1995

	Specialists
	56
	65
	79
	94
	106
	113
	130

	Generalists
	59
	50
	51
	55
	60
	63
	68


    Source: Council on Graduate Medical Education: Tenth Report: Physician Distribution and Health Care Challenges in Rural 
and Inner-City Areas, February 1998. 


Maldistribution of medical practitioners is a widespread problem, with rural and urban poverty areas often suffering from lack of access to primary care physicians. Specialist physicians are less likely than generalists to live in rural areas. Large metropolitan areas in the United States in 1995, had 304 physicians per 100,000; small metropolitan areas had 235/100,000 and rural areas between 53-168/100,000. Maldistribution by specialty is another problem in medical resource planning. Regulations to limit the number of training positions is now operational in the United States and common in many countries. Regulations governing medical teaching centers require training in primary care. 


National health systems deal with these problems with regulations to require, and financial incentives to attract physicians to underserved areas and understaffed specialties. The United Kingdom's NHS, like many other European countries, has the general practitioner as the  primary care provider for all beneficiaries with specialty access through the GP. Managed care programs in the United States also stress and require beneficiaries to see primary care physicians. The changing economic environment of heath care will be associated with changes in medical specialization more easily than the urban rural inequities. These issues are leading to greater role delegation to nursing and new kinds of health workers.  
Training in Preventive Medicine


Preventive medicine is recognized as a clinical specialty in the United states. Promoted since the 1970s, this approach attempts to bring public health and clinical medicine closer together. Masters or doctoral degrees are earned in more than 23 graduate programs situated in departments of community or preventive medicine within a medical faculty. Preventive medicine training is one of 24 accredited clinical specialties in the United States, with doctors becoming board certified in one or more specialties: General Preventive Medicine and Public Health, Occupational Medicine and Aerospace Medicine. These programs are part of the postgraduate training program system of the American Medical Association, in conjunction with the American Board of Preventive Medicine.


Preventive medicine is a specialized field of medical practice composed of distinct disciplines which utilize skills focussing on health of defined populations to maintain and promote health and well being and prevent disease, disability and premature death. It involves training in biostatistics; epidemiology, administration, planning, organization, management, financing and evaluation of health programs, environmental and occupational health, social and behavioral factors in health and disease, and application of primary, secondary and tertiary prevention measures within clinical medicine. Graduates in this field provide potential health planners, administrators and teachers of preventive medicine, researchers, clinicians applying preventive medicine in health care settings of practice. They also may serve in  government organizations (local, state, national and international) public health department, educational institutions, organized medical care in industry, other employment settings, and the community, voluntary health agencies, professional and related health organizations. Requirements include a graduate year of clinical training and experience in clinical field; a year of academic training in a fundamental field of preventive medicine; a practicum or year of supervised field experience (e.g. occupational). Training of clinicians in heath services research and clinical epidemiology also provides a potential career path for physicians entering one of the many fields of public health.

 
In the former Soviet countries, a limited version of public health training is offered in medical training institutes at the undergraduate level. Public health practitioners are trained as undergraduates within the medical institutes. This does not produce public health professionals with post-graduate training in a multi-disciplinary environment. Research institutes in various fields of public health provide graduate level training up to the doctoral (PhD and Candidate of Science) levels. As free standing institutes, unaffiliated with universities, they do not provide an academic environment of teaching and service. Economic and policy analysis required to affect policy and priorities suffer from these deficits. A graduate school of public health is under development in Russia, and several have recently started in eastern European countries, including Poland and Romania. 

Nursing Education

Nursing is the backbone profession in hospital and community health care. The place of nursing in a health system reflects cultural values of the society and has an important affect on the health system. While medicine is generally a high prestige profession whereas in many countries nursing is of low social status, with strong cultural biases against women entering nursing. Finland and Sweden have more than 4 nurses per physician, while developing countries such as India and Bangladesh have between 1 and 2 nurses per physician. This represents a widespread overemphasis on medical training and an underemphasize on training of nurses in developing countries. The health system thus suffers from a lack of personnel to develop and operate primary care services with biases to high cost secondary and tertiary care services. Furthermore, lack of high level professionals of nursing personnel prevents full development of quality secondary and tertiary care services. Lack of nursing at the professional level may be one of the biggest factors in retarding development of health services in many countries.


Table 14.4: Nursing Schools and Graduates in the United States 1950-1996, and 


Projections to the Year 2000 
	
	1950
	1960
	1970
	1980
	1990
	1996
	2000

	Nursing Schools
 
	1,770
	1,137
	1,340
	1,385
	1,470
	1,508
	na

	Total Nursing Graduates (000s)
	25.8
	30.1
	43.1
	75.5
	66.1
	94.8
	79.7

	Of which BA (000s)
	na
	4.1
	9.1
	25.0
	18.6
	32.4
	26.5

	RNs/10,000 population
	na
	na
	35.6
	56.0
	69.0
	79.8*
	na


Note: * 1995 


Source: Health United States, 1998.    


Nursing graduates nearly quadrupled from 1950 to 1995 in the United States. The academization of nursing is seen in the growth of baccalaureate nursing education from 13% of all nursing graduates in 1960 to 32% in 1996. The decline in the number of nursing schools in the 1950s was due to closure or consolidation of individual hospital schools of nursing. North American schools for nursing education are now largely associated with university or college programs. University-based schools in the United States provide academic degree programs at the bachelor's, master's and doctorate level. Nursing education at the masters and doctorate level provides the teaching, research and management cadres needed for a progressive health care system.


The scope of activities that professional nurses are authorized by law and custom to carry out has gradually broadened to include procedures previously performed only by physicians in the United States. Nurse practitioners are trained to diagnose and to treat, usually under authorization from a supervising physician. In some developing countries, especially in rural areas, auxiliary nurses, as well as professional nurses, are expected to diagnose and treat common ailments, in addition to conducting health education, primary and secondary prevention.


BOX 14.5:  NURSING SHORTAGE: "NEED VERSUS DEMAND"

The United States National League of Nursing estimated that 530 thousand of a total of 850 thousand nurses listed in 1970 were active in the field. By 1980, there were 1.3 million licensed nurses,  most of whom were working at least part time, increasing to over 2.0 million in 1994. The nurse to population ratio increased from 56/10,000 in 1980 to 69 in 1990 and 78.5 in 1994. Hospital bed supplies fell from 1.4 million in 1980 to 1.2 million in 1990 and 1.1 million in 1994, while the population of aged and hospitalized patients is, on average, sicker. 

Enrollment in schools of nursing is expected to decline from 97 thousand to 80 thousand in the year 2000. The medical and nursing professions were in conflict over numbers and roles of nurses. The nursing profession struggled to establish greater autonomy and academic quality while the medical association fought to maintain large numbers of nurses and a subordinate role for nursing. The conflict between "need and demand" is a matter of definition, viewpoint and priority. Changing health care to a greater community orientation will affect employment places for nurses. 

As health care needs to cope with both an aging and healthier total population, chronic diseases require care at the primary level with increased roles (and needed retraining) for physicians and for nurses in home care and other outreach programs of care for persons at high risk, e.g. secondary prevention for hypertension or diabetes. 

National health authorities need to take professional views into account, but balance the vested interests of each profession with other factors such as the hospital bed supply and utilization, alternative forms of care (which can be labor intensive), aging of the population, changing disease patterns and technological changes in prevention and health care.
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Nursing specialization may be at a certificate or masters level. Certificate courses are in fields where the nursing role involves highly skilled practice crucial to patient outcomes such as in intensive care or emergency room nursing. Masters programs in areas such as pediatrics, geriatrics or adult health, produce a more broadly based and independent practitioner, researcher or educator. 


The first bacccaaureate program in nursing was established at the University of Minnesota in 1909, and by 1962 there were 174 bachelor's programs for registered nurses. Decisions to upgrade educational standards for existing professions, such as nursing or midwifery, involves considerations of the costs and effects on personnel supply as well as the desirability of raising professional standards. The advent of degree programs in nursing raised the level of prestige, leadership, research, teaching and service of this profession. The transition from hospital apprenticeship training to university-based education (i.e. academization) was opposed by traditional interests such as hospital management and the medical profession, but this resistance subsided with the demonstration of greater capacity in the nursing profession to take responsibility and incorporate rapid scientific and technological advances. 

In-Service and Continuing Education


Rapid change in all fields of medical science and practice makes in-service and continuing education a fundamental necessity of any health program or services to maintain professional standards. In-service education increases the sense of self-esteem of workers and to motivate staff to better performance. It serves to reinforce knowledge, introduce new information and facilitate change in an institution. It also provides opportunity for the supervisory staff to refresh the staff with standards of the service. Introduction of a new program or technology should be accompanied by staff orientation as part of an ongoing in-service education program.


Continuing education refers to ongoing professional education in the form of courses, conferences, workshops and literature. Medical graduates who complete their requirements for specialization will need to continue to upgrade their training with periodic courses in specialty areas where rapid advances are continuous. In public health, many physicians take summer courses in epidemiology at schools of public health or departments of clinical medicine. Many medical, nursing and other professional organizations require proof of continuing education for continued licensure and for professional advancement.


Governments, professional associations, provider organizations, non-governmental health agencies and the general public all have strong interests in continuing education for the health professions. In-service and continuing education should be a part of the working schedule of a health institution and included in budgetary planning for all levels of health personnel, from laundry room staff to hospital managers and from community health workers to medical officers of health. 

Accreditation of Medical Educational or Training Facilities


All facilities training health professionals should be accredited to do so by the national or provincial authority or by an agency recognized by them for this purpose. In Canada, accreditation is carried out by the Medical Council of Canada which is also the examining body for graduates of all medical schools. Provincial licensing bodies accept the License of the Medical Council of Canada (LMCC) as the basic requirement for licensure. In the United States, the Association of American Medical Colleges provides guidelines and accreditation of existing schools and reviews applications for new schools wishing to be recognized. Medical schools are subject to the state educational boards governing higher education facilities. State boards are responsible for examination of graduates and their licensure.


Universities or colleges establishing schools for other health disciplines are subject to the requirements of the authorities governing post-secondary education. A university wishing to establish a medical, dental, nursing, pharmacy or other professional school would need prior approval showing the need for the facility, financial resources, and a complete proposal including curriculum, staffing, facilities, affiliations and objectives. Recruitment standards and policies, clinical affiliations, quality of library and basic sciences facilities and budget would be scrutinized. Staff qualifications, tenure procedures and requirements, publications and research, access to international professional literature, availability of textbooks, and student ability to read them (i.e. in a foreign language) should be part of the accreditation process.  


Some recent medical schools, such as McMaster University in Hamilton, Ontario, Canada and Beersheva in Israel, were founded with a focus on preparing primary care physicians, but it is not clear to what extent they have succeeded in this objective. Curriculum review has become widespread in schools of medicine with concern that there may be an excessive emphasis on basic sciences and specialty clinical services so that the graduate has little orientation to family and community practice or public health. New professions such as the nurse practitioner are developed from graduates of degree programs and require masters level of training in an accredited program.

The Range of Health Disciplines


Establishing new health professional roles, such as nurse practitioners, optometrists or community health workers is dependent on and related to the needs of the health system. Development of curriculum, criteria for enrolment, and site of the training program should be governed by the objectives of the program, but also should ensure wide acceptance of the new profession and potential for career advancement. Acceptance by the community is important, especially in programs intended to improve contact of persons in high risk groups with the health and social services systems. Traditional birth attendants and community health workers are categories of personnel providing health care where cultural  adaptation is especially important.

Table 14.6: Major Types of Health Professions in Public Health and Clinical Services
	Public Health Professions
	Clinical Health Professions

	Public health management 

Health policy analyst

Medical officer of health

Epidemiologist

Dental public health officer

Veterinary public health officer

Industrial health physician

School health officer

Health economist

Medical sociologist 

Medical anthropologist

Legal officer

Information scientist

Demographer

Statistician, biometrician

Health service researcher

Supervisor of midwives

Health educator - community, public, school and industrial

Nutritionist

Computer personnel

Public health nurse

Sanitary engineer

Product safety engineer

Food technologist

Biochemist, microbiologist, food scientist, toxicologist

Veterinary scientist

Sanitarian

Community health worker

Others
	Health facility administrators - accounts, hotel functions (dietary facilities, laundries, maintenance), purchasing, planning, legal, public relations, secretary, volunteers

Physician - general and specialty                               Dentist

Nurses administration, general and specialists

Midwife                 

Pharmacist 

Physical therapist

Occupational therapist

Speech therapist

Respiratory therapist

Social worker - medical, psychiatric

Laboratory personnel - biochemistry, microbiology, genetic and others

Genetic counsellor          

Radiological technician

Imaging technician

Dental auxiliary                              

Nutritionist

Dietician

Pharmacy assistant          

Licensed Nursing Assistant              

Health record clerk

Community health worker

Vital records clerk

Assistant midwife           

Others - kitchen, laundry, cleaning staff, supply, maintenance  



Clinical medicine has evolved from primarily a medical and nursing service to involve a highly complex team of professionals. Similarly in public health the range of professions is broad. Inter-disciplinary training is increasingly important as the function of a department or service is more dependent on team work. 


The complexity of modern public health and clinical services is shown in the number of different profession listed in the Table 14.5. This broad range of professions in public health requires graduate studies with an inter-disciplinary approach to preparation of leaders, teachers and researchers for the field. Public health professionals work within a variety of settings, but need to have a broad base of training in order to understand the other professional aspects of public health which relate to the broad and rapidly changing field. 

Licensure and Supervision


All countries have certain legal or regulatory systems by which newly trained health personnel are permitted to practice their profession. The requirements differ from country to country and for various types of personnel within a country. In some countries, health personnel have to be licensed in addition to completing the prescribed training. In others, registration by the government is more or less automatic after the prescribed training, including the examinations, has been successfully completed. For some disciplines, such as medicine, dentistry, nursing, or pharmacy, the legal requirements for the license may be delegated to state or national boards. Certification and relicensing of medical and other health care practitioners have become standard practice in the United States and some other jurisdictions to assure that the health care provider is up to professional standards of the day and pubic expectations. 


Examination of undergraduate students is generally by the teaching institution itself, but examination at completion of training for licensing to practice medicine should be by external examination, preferably at a national or even international level. National examinations, formulated and supervised by professional and governmental authorities, establish and maintain the standards of medical graduates. In the United States, state boards govern medical licensure and specialty certification. In the United States, licensing is by state boards empowered by law to license and discipline the health professions.


Licensing of health professions in some countries, such as the United Kingdom, Canada and others in the British model, allows the health professions self-government to set standards and govern the discipline within the profession as a form of peer review. National examinations and limitations of foreign graduates are spelled out in regulation or by decisions of the governing body of the profession. Foreign schools may be accepted for equivalent status or examination requirements established.


In Canada, the Medical Council of Canada, a consortium of provincial professional bodies establishes and supervises medical graduation examinations but licensure is by provincially licensed bodies. Other countries regulate medical licensure directly but delegate specialty training supervision to professional organizations. Many countries have developed national examinations for medical, dental, nursing, pharmacy and other professional licensure to promote high level requirements and avoid the conflict of interests of a school examining its own graduates. 



 Graduates of Canadian schools of nursing are accepted for licensure by some states in the United States. Medical graduates are licensed by state boards in the United States. Graduates of US medical schools in one state are accepted in other states for postgraduate training but not necessarily for medical practice, although some states have agreements of reciprocity. Canadian provinces in the past accepted graduates of British medical schools, but this was restricted in the 1970s to reduce the flow of immigrant doctors. The United Kingdom's General Medical Council is the legislated body empowered to license local graduates and immigrant physicians. 


Licensing of physicians, nurses, midwives, psychologists, optometrists, nurse practitioners or other professions needs to be based on legislation or regulation under public health law to designate the scope of permissible functions in each profession, licensing and examination procedures as well as a code of conduct. Diffusion of power in governance of medical practice has contributed to setting high standards of practice. Control of education and licensing by the same authority that operates the national service may tend to compromise standards. Application of multiple systems of accountability in a previously totally state controlled system, as in Russia, will require many changes in existing practices of medical education, examinations, licensure, specialty training and examination and discipline, as well as development of independent professional organizations and accreditation bodies (see chapter 16) and standards of care.

Constraints on the Health Care Provider


Maintaining standards requires organized supervision of performance by public bodies, in written guidelines, based on accepted current standards of care. This is often based on consensus of professional standards. Care should be taken to avoid penalizing legitimate innovations or differences of professional opinion, such as whether simple mastectomy is sufficient care for cancer of the breast as opposed to radical mastectomy. This is part of quality assurance discussed in chapter 16.


Ideally, the constraints that impinge on the health care providers are the sum of training, licensing, practice, collegial relationships and self governance of ethical, humanitarian and professional standards. These are under scrutiny and the potential disciplinary procedure from a variety of sources, including legal responsibility, standards of care expected by the employer or institution in which the provider functions. The provider is also under scrutiny in the eyes of the pubic or consumers who may select him or her for care or choose not to where there consumer choice is part of the system. The total effect of peer review on a continuous basis, encouraging good standards of practice in the community. This helps to assure basic standards but, at the same time, may promote conformity limiting medical innovation, especially in the area of organization of health care. Recognition of new professions can lead to conflict of interests with self governing professions as has happened in the case of optometrists and nurse practitioners. Similarly, professional groups may oppose changes in health care financing and organization, both for public good and sometimes for professional self interests.


Application of national standards for medical curricula, national standard examinations, national licensing and disciplinary boards, and standards or cinica guidelines for practice are essential for maintaining and improving health care. External peer review is consistent with current stress on total quality management (TQM) or continuous quality improvement. When entering medical practice, doctors seek access to hospitals where they apply for "hospital privileges" and are assessed by professional peers for experience and qualifications. Individuals are expected to be members of professional organizations in their specialty and participate in departmental staff meetings and programs of continuing education organized by professional associations, hospitals, medical schools.


Health insurance plans monitor billing practices of physicians and investigate aberrant practice or potential fraud. This may be followed by administrative action against the offending physician or, rarely, by criminal procedure for fraud. Monitoring of surgical procedures may point out poor practice which could lead to disciplinary procedures. Criminal conviction means suspension of license to practice. Malpractice insurance is vital to protect any physician or other health care provider against litigation and may be very costly depending on specialty. No-fault insurance for injury resulting from medical care under legislation to protect the provider and the injured party, such as in vaccine use, may be a model for a more rational system than the litigation approach. 


Professional accountability is specific in each country. In the United Kingdom, the General Medical Council is empowered by the state to issue medical licenses and discipline practitioners. A Patient's Charter sets out the rights, entitlement and standards of service the citizen may expect in health care. This, coupled with the right to change general practitioner, empowers the patient to seek redress of grievances. Complaints regarding hospital care are investigated and can be pursued through stages of investigation. Consumer satisfaction is a factor in the recent innovation of GP fund-holding in the United Kingdom (see chapter 13), where the patient may, with the GP, select among hospitalS or other support services. 

Health care is complex and requires a skilled and integrated team functioning with mutual trust and this requires a common set of professional an ethical goals an standards. This is clear in the drama of hospital settings as seen in popular television dramas, but applies equally in the larger scale of health system organization and interaction between institutions, insurers and pubic heath networks. In addition to oversight by financial authorities, accreditation bodies, as well as the scrutiny of the media, political figures, the consumer and the public at large.

New Health Professions


New professional roles emerge as the health needs of the community evolve. Public health and health management professionals are essential in the New Public Health, tailored to the community they serve. The health system needs to assure that traditional health workers are available in the numbers sufficient to provide for community and national care needs. In addition to the traditional health professions, there has been a growing realization of the need for new levels of health workers. 


Mid-level health worker experience in Russia with the Feldsher, has been important to provision of primary care in rural, under-served areas. In many developing settings, experience with Community Health Workers has been growing and this has also been applied in some developed countries. The nurse practitioner and physician assistants have emerged as new health professional roles in the United States to provide health care in underserved areas, and in some cases to provide health care for targeted population groups, such as the elderly.


Nurse Practitioners



In the 1960's health care providers and planners in the United States became aware of the growth of specialization in medicine and the decline of the general practitioner. The nursing profession promoted expansion of nursing roles to fill this gap. These factors and increasing costs of medical care fostered the wider role of nurses to provide medical services.


In 1965, the first program to train nurse practitioners was developed at the University of Colorado. Nurses were taught specific medical functions, not as a doctor, but as a logical extension of the nurse's traditional function of assisting patients to regain health and independence. In 1971, the federal government adopted the Nurse Training Act, which defined the role of nurse practitioners.


A nurse practitioner is a registered nurse (RN) who has advanced training and education in the medical field. Nurse practitioners perform detailed physical examinations, order lab tests for diagnostic purposes, assess the results of such tests, write prescriptions for medications and other medical devices, make referrals and other delegated medical functions. A Nurse Practitioner can provide care in hospitals or the community as part of a health team.


In 1996, a Department of Health and Human Services survey of registered nurses showed about 71,000 nurse practitioners out of an estimated 2.5 million nurses currently licensed or 2.8% of the nurse workforce and 44% of all advanced practice nurses who represent about 6.3% of the total RN population. The percentage of NPs may increase as the number of NP academic institutions with NP tracks as graduate programs grew from 101 in 1990 to 202 in 1995, and the number of clinical tracks more than doubled from 210 in 1990 to 527 in 1995. The numbers of applicants, enrollees more than doubled in the United States between 1993 and 1995 and the number of graduates increased by a factor of 1.8, so that the number of NPs may reach 10% of all RNs in the first decade of the new century as primary care roles for NPs increase including family practice, women, adult and school health, pediatrics and gerontology. Specialty tracks include neonatal and acute, occupational therapy, psychiatric care and others in institutional care settings. 


In each state, the practice of nursing is established and regulated by Nurse Practice Acts and Common Law. These acts establish educational and examination requirements, provide for licensing or regulation of individuals who have met these requirements, and define the functions of the professional nurse in general and specific terms. The criteria establish parameters within which each NP may practice. The Commission on Collegiate Nursing Education, an accreditation organization, is attempting to standardize NP training programs to ensure quality of the graduates.



Nurses constitute the largest single group of professionals among American health personnel. There is ample evidence that expansion of nursing roles has improved the quality of health care, especially in medically underserved areas. Equally important, Nurse Practitioners in professional areas such as geriatrics and health promotion have innovated programs and provided a research and theoretical basis for new directions in health care. 


Physician Assistants

In 1923, 89% of United States physicians were general practitioners. By the mid-60's the figure had declined to about 25%. Concern with the shortage of primary care physicians in the country, led Eugene Stead, an internist at Duke University in Durham, North Carolina to develop the first physician assistant (PA) training program in October 1965. Physician assistant training programs were developed for three reasons: to help alleviate a perceived shortage of primary care physicians; to compensate for geographic and specialty maldistribution of physicians; and to help control escalating health care costs. 


Physician Assistant programs are not part of nursing and this has engendered conflict with Nurse Practitioner programs and nursing authorities. There are currently 52 accredited physician assistant training programs in the United States. The disciplines include neonatology, pediatrics, emergency medicine, occupational medicine and surgery. In addition, PAs are taught preventive health care, patient education, utilization of community health and social service agencies and health maintenance. The main focus in basic physician assistant training is patient care in the primary care practice setting. The first 6 to 12 months of training is devoted to preclinical studies and clinical laboratory procedures, followed by 9 to 15 months of clinical training. The curricula are reviewed regularly and modifications made in keeping with changes in the health care setting. 


Upon completion of a PA training program, an entry level competence examination is given by the National Commission of Certification of Physicians Assistants. When passed, it allows the PA to append the title "PA-C" (physician assistant-certified) to their name. Then every two years PAs must register, documenting 100 hours of approved continuing medical education. To assure clinical competency, PAs must take a recertifying examination every six years.


PAs perform tasks such as: history taking, physical examination, simple diagnostic procedures, data gathering, synthesis of data for physician, formulation of diagnosis, initiation of basic treatment, management of common acute and emergent conditions, management of stable chronic conditions, patient and family counseling, supportive functions and in 18 states limited prescribing. Task delegation of PAs is determined by the State Board of Medical Examiners within each state. The PA is not a substitute for the physician, or an independent provider like a Nurse Practitioner. The PA is not licensed for independent practice and the physician must assume all responsibilities and bear all the professional and legal consequences of the PA's actions.  


The American Academy of Physician Assistants lists nearly 35,000 persons eligible to practice. Some 2/3 of PAs had baccullaureate degrees prior to PA tarining. Some 1/3 of respondents were employed in hospitals, another 1/3 in solo or grop practice offices and 9% in community health centers. They work in over 60 specialty fields, but over 50% in general/family practice. Employment opportunities are increasing for NPs in various specialties and practice settings. A PA may be able to handle one half to three quarters of the clinical services provided by the supervising physician, indicating that they are productive and cost effective in their employment settings. PA salaries are one fourth or one third of physicians so the cost-benefit of using PAs are obvious. The literature on this topic reveals the quality of care offered by PAs is comparable to that given by a physician.


The PA, although initially controversial, is now a widely accepted role. The nursing profession has regarded this as a method of increasing doctor's incomes, under control of doctors and an infringement of nursing roles and a reaction on the part of physicians to the growing professionalization of nursing. The medical profession sees it as a way of extending the possibility of medical care to larger population groups and improving the economics of medical practice.


Feldshers

The feldsher is a unique Russian mid-level health worker. The role originated as military company-level surgeons introduced by Peter the Great in the seventeenth century. Retired army feldshers returned to rural areas unserved by physicians, becoming the sole providers of rural medical care. The feldsher was adapted to the Soviet health system to provide care in rural areas still underserved by doctors despite the increase in medical personnel.


The feldsher is trained in a course of 2-3 years following intermediate school graduation. Feldshers complement physicians in urban and rural practice, especially in small medical posts, in mobile emergency medical services and in industrial health stations. In the health reforms of the 1990s, the feldsher is a declining profession, which may result in serious difficulties in maintaining rural health care. 


Community Health Workers
     The concept of the Community Health Worker (CHW) is not new, but has found new expression in health programs in many parts of the world as part of the Primary Health Care initiatives springing from Alma-Ata. It is an adaptation of traditional village practice of midwives and healers to modern, organized public health services. CHWs were first developed to provide care in rural areas in developing countries without access to health care. More recently there has been an interest in the CHW model for urban community health needs where access to health is limited by geographic or socio economic reasons. 


Mid level CHWs include generalists in independent practice, categorical or targeted heath workers, and preventive community heath workers. The exact functions of these personnel, the duration of training, the framework within which they work have varied much more than their titles. The generalist village health worker lacks close supervision, and may seek fee for service practice. Volunteer community health workers, advisors or promatores are commonly used in Latin American countries, often as volunteers. CHWs as recommended for rural locations in developing countries without supervisory or organized contact with professional heath services, providing a wide range of diagnostic and treatment services.


CHWs providing services on categorical target diseases. These include malaria control, tuberculosis directly observed therapy (DOTs, providing medication under supervision to assure compliance) and support services and counselling for multiproblem families in an inner city poverty area, in STD followup and promotion of immunization. Prototypes of the task-oriented CHW include malaria control CHWs in Colombia, tuberculosis DOTS and AIDS case workers in New York City. In Africa CHWs are crucial to programs for eradication of Guinea Worm Disease and River Blindness eradication. 


BOX 14.6: COMMUNITY HEALTH WORKER PROGRAM MODELS

Independent CHWs
1. Feldsher in Russia for rural health care;

2. Barefoot doctors in China for rural heath care;

3. "Where There is No Doctor" CHW providing all health care in remote villages in Latin America.

Categorical CHWs
1. Program specific CHWs e.g. malaria control in Colombia, Guinea Worm Disease and Onchocerciasis in 
Africa; AIDS or TB care in New York City; immunization in Los Angeles. 


2. Public health nurse extender CHWs e.g. Albany County Health Department, New York State.

Preventive Oriented CHWs
1. Preventive village health workers providing on-site services as part of public health system, visiting medical-
nursing services and close supervision e.g. Hebron, West Bank, Palestinian Authority.

2. "Urban villages", i.e. urban poverty areas CHWs in United States, with CHWs as part of county health 
department or community based organization services e.g Housing Authority of City of Los Angeles. 
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A CHW program with a focus on preventive services was developed since 1985 in Hebron, West Bank, under Israeli jurisdiction. CHWs act as preventive care workers as on-site representatives of a public health service, providing on-site prenatal and child care, immunization, nutrition counselling, pregnancy care with a medical-nurse support team, first-aid, and emergency or non-urgent referrals to the district hospital or to nearby medical clinics. 


The CHW should be trained and supervised to provide primary care and outreach services in a community as part of an organized health system. Visits by supervisory professional staff are part of the function of the system of care. The emphasis may be on preventive and community services in small villages without on-site services, as part of an outreach and support service in a large urban setting. 


CHWs should be recruited from the community to be served and trained in settings with both didactic and field experience. Village CHWs training may be very different from those of schools for training conventional health personnel. Training usually takes place in rural health centers or hospitals, to which classrooms and student living quarters have been added. The training is nearly always sponsored by the ministry of health, sometimes in collaboration with foreign agencies or international organizations. Candidates for such training are typically young people from rural families, who have been selected by their communities. During training, the student is fully supported, and on completion usually returns to the community of origin. 

     In the United States, public health nurses have been traditional providers of home visiting programs or outreach programs to provide health care and education for families in need. The emergence of community‑oriented primary health care broadens this strategy using selected and trained community residents as CHW. The CHW concept was used in community health workers to carry out many Great Society programs in the US in the 1960s and 1970s. Volunteer and paid workers worked as Lay Home Visitor or Health Guide in programs in selected areas or target populations, such as pregnant women or parenting families. Other CHW programs in the United States included Navaho communities, urban health centers, rural Texas and Alaska. 


CHWs have been trained to provide outreach and case management in the complex environment of New York State, going into the community to assist high‑risk families in undeserved areas of large cities, in AIDS, STD and tuberculosis patient care, especially with directly observed therapy for TB. CHW experiences working with the homeless and mental health patients have shown positive results. More recently CHW projects have been developed in urban poverty "villages" in Los Angeles low income, public housing projects with backup services of on-site clinics and sponsoring medical centers.


Evaluation and cost-benefit justification of CHW programs are difficult in terms of establishing population denominators and control groups, and in determining changes in outcomes measures in mortality, morbidity and physiological indicators, such as growth patterns. This limitation is shared with many health programs, not only in primary care but perhaps even more so in highly technological medicine. The village health worker concept has had criticism as well as advocacy in recent years. The CHW as an all-purpose health provider of both preventive and treatment services may be impossible to sustain and is undesirable conceptually. The more selective approach may be more feasible and manageable and the potential for CHWs to provide a new parameter in heath care is promising.

Alternative Medicine

Use of alternative medical treatment has become a very widescale phenomenon in industrial countries and remains a mainstay of health care in preindustrial societies. Alternative medical care is based on the belief that illness incudes physical, mental, social and spiritual factors. Alternative medicine views health as a positive state, rather then the absence of disease, and believes in natural healing capacity of the human body. It's interventions are non-invasive and less technological than conventional medical care. 


The growth in popularity of alternative medicine in part relates to a widespread disillusion with the depersonalization and technological orientation of medical care. Other factors include medicine's failure to treat the patient as a whole person, bias toward single causes and "magic bullet" treatments for disease. Disappointment with medical results is common with failure of cures or complications of treatment itself as iatrogenic disease. Attenders of alternative medical care in the United States showed that the number of visits to providers of unconventional therapies is greater than the number of visits to primary care doctors, with high levels of out of pocket expenditures. Users of alternative medicine are largely in the 25-49 age group and among better educated persons in upper income categories. Alternative medicine categories included chiropractic, massages, commercial weight loss programs, lifestyle diets, herbal medicine, megavitamin therapy, self help groups, energy healing, biofeedback, hypnosis, homeopathy, acupuncture and folk remedies. 


Changing attitudes within conventional medical care is seen in a growing tendency for acceptance of some previously excluded professions, including optometry, chiropractic and acupuncture in insured benefits or even multi disciplinary health care systems as complementary or supplementary to conventional medical care. Conventional medicine is itself in a process of change with addition of many paramedical professions and awareness of limitations of the biomedical model as the sole basis for health care. 


Consumer demand plays an important role in this change, as does willingness of

medical practitioners to refer chronic health problems such as back and neck pain, stress and related problems, phobias and addictions, allergy and skin disorders, hormonal and menstrual disorders. Conversely, alternative practitioners seem to be increasingly aware of limitations in treatment of conditions with disorders such as cancer, hypertension, chronic an hereditary disorders, and the need for referral for treatment by conventional medical methods. The nursing profession in the United States has promoted use of Touch Therapy as an independent healing modality over the past several decades. 


Absorption of "holistic methods" by medical practitioners has become widespread. Many major medical centers now include departments of alternative or holistic medicine with acupuncture, hypnosis and other non traditional approaches in their roster of services. Professionalization helps achieve recognition as occurred with optometry and chiropractic. This increases legitimization, status and incomes of practitioners, but is only achieved over long periods of conflict and opposition by orthodox medical practice. Population expectations and attitudes play an increasing role in acceptance of alternative medicine. The US National Institutes of Health have established an Office of Alternative Medicine, showing the growing acceptance of this now major element of community health. The medical community and national heath agencies in Europe have been more accepting of alternative medicine than their North American counterparts.

Changing the Balance 

As cost containment becomes more important and many countries are cutting back on health expenditures in order to control rates of increase the stress of readjustment falls on health workers. If such measures are implemented on an emergency basis rather than over time as part of transition and realignment, then the process will generate hostility, defensiveness and political opposition. If, however, longer term planning takes into account the human issues of manpower in a changing balance of services, then the burden of the individual or group of health workers who suffer from the down-sizing can be minimized.


During the 1960s, Canada was embarking on its national health insurance program, and leading thinkers of the day called for rapid expansion of medical and nursing schools to meet future needs of the population. They assumed that national health insurance would bring a significant portion of the population who lacked access to care to the health services, overloading the medical and hospital services. In the mid-1990s, all provinces are cutting back on the hospital bed supply, creating unemployment for nurses and maintenance staff. Provinces are attempting to restrict the numbers of practicing doctors and to modify the payment systems away from fee for service. Inflation in health care utilization and costs have resulted in a crisis management approach, rather than a structural reform to promote a more integrated population oriented health care organization. This can lead to a great deal of public and professional dissatisfaction within a health care system.


BOX 14.9: CUT-BACKS AND MANPOWER EFFECTS IN CANADA 

" There are almost a quarter of a million RNs (registered nurses) in Canada but very few in primary care centers. Most nurses work in acute care hospitals, where they are at high-risk for lay-offs as hospital beds are cut and middle management jobs vanish.  We also have 6,000 RNs working in physician's offices, 7,000 in home care, and almost 10,000 public health nurses."

" Approximately 75% of hospital budgets are for personnel, meaning you can't make deep cuts all at once without laying off employees.  Without a careful strategy to reallocate budgets and redeploy personnel to community services, nurses and hospital workers end up on the street. And that's exactly what has been happening. As of April 1993, over ten thousand nurses had been laid off and nearly twenty thousand other hospital workers were collecting unemployment insurance."

Rachlis M, Kushner C. Strong Medicine, op cit, 1994, p.245, 291.
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Education for Public Health and Health Management 


Successful implementation of the New Public Health requires that many health disciplines work together. The training milieu should have a capacity for interdisciplinary training in a comprehensive program, including fundamental and applied research as well as a relationship with service programs and community health assessments.


To facilitate teamwork all public health practitioners need a background of the medical sciences, epidemiology, economics and the social sciences, environmental and occupational health, health systems analysis and management theory. It is important that they be familiar with the terms and concepts of fields other than their own specialized discipline. This is more likely to be found or created in a university atmosphere and is difficult to foster in separate, categorical institutes. 



University resources are essential to a school of public health to provide teachers and courses from other faculties such as schools of business administration, and the social, physical and biological sciences. Schools which are unaffiliated with a degree granting university lack the academic atmosphere and requirements, as well as the connection with parent disciplines, such as economics, sociology, microbiology and business management faculties.



Preparation of personnel for public health and health management should be at the graduate school level followed by continuing education.  The United States Institute of Medicine's 1988 report The Future of Public Health defined a need for schools of public health, to teach not only professional and technical skills, but also an understanding of how a particular discipline relates to public health as a whole, and the value system that is part of public health's coherence.


 
Training of public health physicians began in the United Kingdom in 1871 in Dublin's Trinity College which granted the Diploma in Public Health (DPH). The program was designed to provided for the training of medical officers of health to lead the work of the Boards of Health which were established under Public Health Acts and were required to have qualified medical practitioners as Medical Officers of Health. Other universities later offered DPH or equivalent training, supervised by the College of Physicians and Surgeons as public health became a recognized medical specialty. In 1924, the London School of Hygiene and Tropical Medicine brought together several institutes and produced a major center of training and research in public health. Since the 1991 Acheson Report on schools of public health in the United Kingdom, there has been a rapid growth of schools of public health under various names in a number of universities. This has coincided with growth of interest in the NHS in working toward health targets as opposed to simply managing health services.


The tradition of schools of public health is especially strong in the United States, where the Johns Hopkins and Harvard Schools of Public Health were founded in 1913. These were followed by the Universities of Michigan, Yale and Pennsylvania, which established graduate training for public health professionals to meet the needs of crowded urban industrial cities of the United States. These schools saw their mission as the training of public health practitioners, and secondly academics, educators and researchers. They attempted to develop and assimilate new knowledge into public health practice. The development of public health as a multi-disciplinary field made it vital to be independent from, but affiliated with a medical faculty. Schools of public health in the United States produced many generations of well-trained scientists, practitioners and leaders who were crucial for development of the field.

  
In the 1960s, schools of public health were criticized because of their separateness from and lack of influence on clinical medical training. In some jurisdictions, this led to closure and replacement by departments of community medicine within faculties of medicine. This occurred in the United Kingdom, and British Commonwealth countries. Canada's two schools of public health, with development of Departments of Social and Preventive Medicine or Community Health developed within medical schools. Departments of community health within a medical faculty serve as only one department among many clinical or basic science departments. Such departments generally may lack prestige in the hierarchy of medical schools, offer a narrow, medically oriented approach to public health, with an insufficiently multi-disciplinary program and faculty. This model provides training at the undergraduate, MPH and doctoral levels, but lacks the full academic potential of a graduate School of Public Health as an independent, multi-disciplinary university based academic centers for public health research and training.


Periodically, threats of absorption of schools of public health into other sectors of the university arise. In 1994, a plan to close the University of California Los Angeles (UCLA) School of Public Health by transfer to the School of Public Policy, was halted by university and nation wide protests. Health administration is sometimes considered as better integrated within schools of business, as happened at the University of Minnesota School of Public Health. 


Since the 1980s, there has been a renaissance of schools of public health in the United States with an expanding market for graduates. Today, students in schools of public health come from many different backgrounds, including medicine, dentistry, nursing, engineering, economics, social sciences, statistics, 

mental health, veterinary sciences and others. In 1995, 4,145 master's degrees were awarded and 491 PhDs. The most popular specialties were international health and epidemiology. The career outlook for graduates of schools of public health now includes other traditional public sector positions, but also higher paying positions in the private sector, including consulting firms and managed care organizations. In the 1996-97 academic year, 14,007 students were enrolled in schools of public health in the United States
.  
In the United States, there are 28 graduate schools of public health accredited by the Council on Education for Public Health. They are based on a multi-disciplinary approach to training for public health, including technical and administrative leadership in epidemiology of communicable and non-infectious diseases, biostatistics, management of personal health services, environmental health, maternal and child health, health economics, health education and other related fields. The interdisciplinary aspect of public health is emphasized by the wide range of backgrounds and experiences of the students and their many areas of specialization. Analysis of problems with the skills of epidemiology, sociology and other related disciplines permits the graduate to enter practice with a problem solving approach. Graduate programs in community health education and in community health and preventive medicine are also accredited.


Accreditation involves external review of facilities, faculty, curriculum, student selection criteria, internships or field experience and academic standards. An accredited school is better able to generate research and scholarship funds and is more attractive to students for future career advancement in an expanding job market. These schools provide operating public health and health care agencies with well trained personnel with a wide variety of undergraduate and professional backgrounds, thus enriching the field, not only with practitioners, but also with researchers, administrators and policy analysts of high quality. Box 14.8 describes the University of California Los Angeles School of Public Health as a representative US program for preparing future public health researchers and leaders.


 Schools of public health should have close working relations with state and local health agencies, recruiting part-time faculty from service agencies and conducting research in real public health problems that confront health agencies. Schools of public health can provide important services to departments of health in research and consultation on public health issues and assessment. 


Graduate schools of public health are ranked annually by surveys of deans, top administrators and senior faculty are conducted annually as part of continuous surveys of graduate schools in the United States by a weekly newsmagazine (US News and World Report. These surveys are based on annual surveys, including: reputation among deans and senior faculty (40%), research activity (30%), student selectivity (20%) and faculty resources (10%). In 1998, the top ranked schools of public health were: Johns Hopkins, Harvard, University of North Carolina (Chapel Hill), University of Washington, the University of Michigan, the University of California - Berkeley, Columbia University (NY), The University of Minnesota, Emory University (GA), the University of Pittsburgh and Yale University (CT). While these surveys and rankings have no official status, they are important in that they are widely used as guides for student selection of graduate schools, possibly affecting fund raising and faculty recruitment. 


BOX 14.6: ELEMENTS OF PUBLIC HEALTH TRAINING
Objectives
  1. To prepare target-oriented practitioners, researchers, policy analysts, and managers;

  2. To provide continuing education for public health practitioners;

  3. To promote public health research and policy analysis;

  4. To advocate and promote health-related issues in public policy.

Requirements
  1. Post-graduate training in a multi-faculty academic setting;

  2. Multi-disciplinary approach;

  3. Problem-oriented skills training to identify targets and problem-solving management approaches;

  4. Link education, research and service in public health. 

Core Curriculum
  1. Basic tools of social analysis: history of public health, demography, medical sociology and anthropology, 
biostatistics, population sampling and survey methods, political science of health systems, principles of 
program evaluation and health economics; 

  2. Health and disease in populations: vital statistics, major human diseases and zoonoses, epidemiology of diseases 
and risk factors, methods of clinical diagnosis and prevention, infectious and chronic diseases, 
nutrition, 
environment, special disease and risk groups, global ecology of disease and risk factors;  

  3. Promotion of health and prevention of disease: communicable disease control, chronic diseases an their 
prevention, environmental and occupational health, maternal, child, adolescent, adult and elderly health 
needs, mental health, STD/AIDS control, nutritional and dental health, heath education and promotion; 
rehabilitation, refugee, migrant and prisoner health, military medicine and disaster planning

  4. Health care systems and their management: organization and operation of national health care systems, health 
insurance and social security, heath services and workforce development, heath facilities and their 
management, drugs and their logistics, health planning, principles of management and application to heath 
programs, budgeting, cost control and financial management, record and information  systems, health 
systems research, health legislation and ethics, technology assessment, accreditation and quality promotion 
in health care, information systems, monitoring and research methods for management, global health.   

  Source: American Association of Schools of Public Health website http://www.asph.org and Roemer M. Genuine    professional doctor of public health the world needs. Journal of Nursing Scholarship. 1999;31:43-44.
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In continental Europe, training in public health was traditionally through a job-oriented, vocational approach carried out in government or independent institutes as courses for medical officers of health or hospital managers. Primarily since the 1980s or early 1990s, have European schools of public health of the broader model been established, in Germany (Bielefield), Holland, France, Spain, Poland and Romania. The Nordic School of Public Health serving the Scandinavian countries was founded in the 1970s in Gothenburg. It added a sociological emphasis to health systems analysis, but is still lacking the broad epidemiologic, public health practice and economic strengths of US schools. An association of European schools of public health has developed and promotes the idea of standardization and reciprocity for master of public health degrees in the European Community.
  


Schools of public health are of special importance for developing countries because of the prime importance of public health approaches in meeting their health needs. Nigeria is a very populous country where the main health issues are those in the public health sector, yet there are over 20 medical schools and no school of public health. Departments of social or community medicine, primarily teaching the medical student, are common in most medical schools, but this fails to provide the graduate school level with an academic environment and multi-disciplinary training and specialization that the field requires to provide the professional leadership needed to meet the health challenges of their societies. 


Most leadership positions in heath systems at the local, state and federal levels are now he by doctors trained in clinical medicine, some with added training in public health. Few however, have training in management and many with training focussed in specific subdivisions of public heath. On the other hand schools of public heath at the doctoral level focus on preparation of scholars in research and teaching rather then heath leadership and management. Some seek preparation in Master of Business Administration programs. A new approach in preparation of doctors of public health with 5 years of post baccalaureate training with for broad areas of knowledge: tools of social analysis, heath and disease in populations, promotion of health and prevention of disease, and health care systems and their management. Some schools of public health are moving in this direction by providing special part-time programs for health executives. This will be especially important in preparation of leadership capable of coping with the complex managed care or district heath programs developing in many countries facing the organizational, economic and ethical aspects of individual and population health.

Health Policy and Management of Human Resources


Preparation for policy and management roles in public health and health systems has become widespread in schools of public health and in business schools in the United States. This trend will undoubtedly increase as managed care increases, and as inter sectoral mergers or other functional arrangements become commoner. Departments of management and policy or health services in schools of public health have the mission to study and seek methods of improving efficiency and effectiveness of personal and population-based health organizations. As academic fields they share a population perspective and include inter-disciplinary faculty from economics, law, management, medicine, history, sociology and policy analysis. They focus on societal, population, economic and organizational perspectives  


Personnel costs are the largest single component of total health expenditures, so that management and utilization of this resource is of prime importance to a health system. Health personnel should be recruited, trained and utilized in a manner appropriate to meet the health needs of the population. This means employing their skills under conditions that promote effective work. Human resource management 

includes determining which category of worker can best provide specific services, how many are required and what organizational frameworks are needed to provide needed care most effectively. This requires delegation of responsibility, and the resources with accountability to carry out the tasks. 


Human resources management includes determination of numbers and types of health personnel needed for the future health system. Delegation of responsibility from professional levels can be made to appropriately qualified paraprofessionals. It includes constraints, licensing and discipline procedures and quality control measures. Accountability for performance is essential for any system dedicated to provision of quality care and to meet its goals of improved health outcomes.


Restricting numbers of professionals is sometimes done in the self interest of a professional group to restrain competition. Oversupply can be costly and destructive to the public interest by misdirecting health resources in non-productive or even harmful ways. An excess supply of surgeons generates higher rates of elective surgical procedures than necessary or safe, while shortages of primary care physicians prevent adequacy in basic health services. Poor supply or quality of nursing personnel compromises quality of hospital care and primary care in the community. This requires retraining and redeployment policies developed and implemented over time rather than spasmodic mass layoffs of nurses and other hospital workers.


Managed care in the United States and similar comprehensive service programs in other countries provide the opportunity to seek a new balance of services and introduce new roles in health care. Physicians, nurse practitioners, community health workers and many other kinds of health care professional and technicians will be part of the complex of health care provision when the economics of care necessitate cost-effectiveness, where prevention and treatment are part of the same complex and where a health promotion approach is fundamental to the objectives of the organization.  

Summary


Education and training of medical and allied health personnel is an important issue in health care systems development, and includes issues of both quantity and quality. Regular reassessment is needed lest the numbers of practitioners produced be larger or fewer than the needs of the services, and lest standards decline.


Preparation of managers and planners skilled in data and program analysis and leadership in implementation are as important as training health care providers. Training of health professionals should be accompanied by orientation to the broad sweep of the New Public Health, including its management and evaluation skills. New health professional roles will evolve based on individual patient and community health needs. 


Management in the New Public Health is confronted with many difficult issues in manpower policies. These include not only the quantity and quality of training but flexibility in utilization, including redeployment of personnel from institutional care settings to community health and health promotion activities. Personnel constitute some 75% of costs of patient care and any program for reallocation of resources toward community and preventive care must necessarily involve health workers, not only as an economic issue, but as a qualitative one. These professional and personal issues must be treated with care and sensitivity to the personal as well as the professional and economic issues. 


In the end, a health care system depends on the quality, ethics, pride and professional skills of its team members. The training and retraining of such personnel is therefore a fundamental consideration of the New Public Health.

Websites

American Academy of Nurse Practitioners   http://www.aanp.org/

       care@nurse.net and http://www.nurse.net

American Academy of Pediatrics   http://www.aap.org/

Association of Schools of Public Health   http://www.asph.org/

American Medical Association   http://ama.org/

American Public Health Association   http://www.apha.org/

Council on Education for Public Health   http:\\www.ceph.org/

European Public Health Association    http://ensp.fr/aspher

Joint Council on Accreditation of Healthcare Organizations   http://www.jcaho.org
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