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CHAPTER I 

INTRODUCTION 

In April 1977 the Standing Committee on Health Manpower Training 

of the then Hospitals and Health Services Connnission (HHSC) called 

tenders for a commissioned research project entitled "Polling Experts 

in Health Care in Australia to Assess Future Manpower Needs in Australia 

in the Next Two Decades". The broad aim of the research, as stated by 

the Committee, was to prepare a report summarising the collated views 

of a carefully chosen panel of experts from different parts of the 

Australian health care sector on what are the likely medical manpower 

needs of the 1990s. A tender was duly submitted and accepted by the 

Connnission. The project connnenced in late June 1977. 

This monograph provides a detailed description of the underlying 

methodology, the approach and the findings of the research project. 

Prior to embarking on the task of documentation of the study it is 

necessary to offer brief comment on, first, the general climate in 

which the study was conducted and, second, a fundamental methodological 

assumption of the approach. 

Health care in Australia is currently undergoing a period of 

turbulence. Estimates by the Federal Minister for Health suggest that 

health expenditure in 1977 amounted to an unprecedented $7,500 million; 

health insurance rates, both private and public, are being increased; 

academics, bureaucrats and medical practitioners are claiming that 

there is an "over-supply" of doctors; nurses are embarking on non­

hospital based training and nursing assistants are being recommended to 

complement nursing aides; hospital costs are increasing and it is being 

advocated that quotas be introduced for many University trained health 

professions. There are as many sets of forecasts of future demand and 

supply as there are forecasters and whilst there are still delays of 

six months to visit some specialists it was reported recently that 

doctors were on the dole in South Australia. The aim of this study 

was to identify those future changes and developments which health care 

experts believe will affect health manpower and training needs over 

the next two decades. 

A fundamental assumption of the research method is that it is both 

valid and useful to collect and assess the subjective opinions and 
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judgements of people in a problem situation and to use this information 

in the planning process. 

The future is uncertain and to that extent cannot be predicted in 

detail. The reduction of this uncertainty is generally accepted as a 

major objective of planners and forecasters. Decisions in the area of 

health care training concern society, often involve long time-lags 

between action and reaction and typically involve data and considerations 

which are highly subjective. They do not obey known-laws and relation­

ships, they cannot be subjected to repeatable experimentation and, thus, 

they cannot be predicted on the basis of past experience. They must, 

it is argued, be evaluated using subjective judgements. The underlying 

research methodology is outlined in some detail in the next chapter . 

It is described, first, in general terms i.e. not specifically related 

to health manpower and training, and then,in later chapters,applied to 

the problem context. A critical evaluation of the approach is offered 

in a concluding chapter. 
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CHAPTER 2 

RESEARCH METHODOLOGY 

Introduction 

Decisions taken now in regard to health education strategies, 

manpower training and resource allocation will partly determine the 

future but their effect will be greatly influenced by the advances in 

technology, changes in social and professional attitudes to the health 

delivery methods, possible modifications to the mode of financing health 

care and future government priorities for the health sector. If we 

are to make the correct decisions we must attempt to anticipate the 

possible directions in these and other relevant areas. Recent events 

which show the difficulties that arise when unforeseen developments 

occur include the non-recognition of the cost savings of new medical 

technology, e.g., pathology testing, inadequacies of medical education 

for community health programs and the unfortunate side effects of the 

recent Medibank schemes. 

It is not necessary to stress the need for planning to take 

account of possible changes in the health care environment - the 

question is what are the likely future developments? The innnediate 

problem facing health care planners is to devise a way of ensuring that 

potential developments are identified and their impact assessed. 

Ideally this should be a continuing process which results in appropriate 

and timely adaptations of the relevant areas of the system. 

Because the future is uncertain it cannot be predicted on the basis 

of past experience. Every worker in the field, alone, has, based on 

his knowledge and experience, some idea of potential difficulties within 

the system and of possible future changes. We believe that these 

subjective judgements in aggregate form the most relevant source of 

information for providing insights into the "unpredic.table". But 

collection of these judgements and the transformation into useful 

information is by no means a straight forward task. 

An approach has been developed by Tydeman and Mitchell (1977) 

which, if applied correctly can accurately reflect the collective wisdom 

and provide an additional dimension of information for the decision 

maker. The procedure, which has been called subjective information 
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modelling, provides a framework for extending the uncertainty context 

in which decisions are made. The approach is iterative, involves con­

tinual liaison with management and the participating groups and is con­

cerned with the broad implications of questions of the type: "But what 

happens if such-and-such occurs?" This, however, is only the beginning. 

It is the evaluation of alternative policies within this subjectively 

derived uncertainty context which is of significance. 

The general subjective information modelling procedure, SIM, may 

be sunnnarised in five basic steps: event generation, event assessment, 

cross-event analysis, scenario generation, and systems impact analysis 

and evaluation, and an overview of these procedures follows (Figure 1). 

It should be noted that the findings of this project depend on the first 

two stages: event generation and event assessment. As such they will 

be discussed in more detail. 

As a first step and to provide a focus for the subjective information 

input, it is necessary for the analyst or members of the decision making 

group to generate a set of possible disturbances, changes or external 

"shocks" to the status quo . Procedures such as group brainstorming and 

lateral thinking have been suggested as possible ways of generating 

this information. 

Thisbroadly defined event or issue set contains those potential 

disturbances or changes in the environment which are either outside the 

control of the decision maker or not explicitly contained within the 

formal analysis, but whose occurrence within some specified time period, 

to be determined prior to the analysis, may inhibit or enhance the 

effectiveness of a particular course of action or influence the system 

outcome. The term "event" includes events, trends and projections. 

Explicit definitions of these terms will be offered in the next section. 

It is reasonable to assume that the set of issues will not be 

exhaustive but will be limited by the insights of those participating 

in the exercise. Group composition is problem dependent. At one end 

of the spectrum random sample selection procedures may be adopted to 

determine composition of the group and at the other, a complete enumer­

ation of all involved in the process may take place. 

Once a set of issues (events) has been established it is then 

necessary to evaluate the expected impact on the system of the occurrence 
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of each particular event. The object of event assessment is to collect 

and aggregate the judgements of a group of individuals for a number of 

measures including the probability, significance and desirability of 

occurrence of a particular set of general events. Event assessment is 

a modification of the original delphi procedure developed by Dalkey and 

Helmer (1963) in which the objective was_ to obtain a reliable consensus 

of the judgements of a group of experts, concerning future events, by 

using a series of questionnaires and controlled opinion feedback. 

After completing the event assessment, which may involve a number 

of replications of the above steps, it may be possible to identify 

first-order inter-relationships among events and to determine patterns 

of relationships among the elements of the event set. A procedure for 

undertaking this task, which relies on causal probabilities (Mitchell 

and 'Tydeman (1977)) has its antecedents in the original simulation 

apprcach to cross-impact analysis (Gordon and Hayward (1968)) and in 

the 110re recent refinements of that approach (Enzer (1972) and Turoff 

(1972)). Cross-event analysis uses subjective conditional probabilities, 

deri~ed from causal probabilities, to identify pair-wise relationships 

among selected members of the event set and socj_ometric analysis to 

provide the decision maker with a map of interdependencies among 

elements of the event set. 

The information from the cross-event analysis, together with the 

outptt from the event assessment, is the primary input for scenario 

generation, the procedure which seeks to provide the decision maker with 

a rarge of possible futures in which to evaluate his alternative policy 

proposals. Each scenario or µossible future is considered to be a com­

bination of binary outcomes of events. The primary purpose of scenario 

generation is not to predict the future, but rather to facilitate a 

systematic exploration of branches or networks of critical events, within 

an eJ~licit time frame. Scenario writing enables the decision maker to 

investigate the implications of departures from the status quo within a 

wider uncertainty horizon and encourages the decision maker to consider 

the :nteraction of future events as a formal component of the analysis. 

It is not an end in itself. 

Scenarios provide a context in which a set of policy options may 

be evaluated. In addition, it is possible to determine the impact of 

each of the selected scenarios on an existing or proposed system. This 
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requires, first, a detailed systemic representation of the problem 

context and, second, the specification of criteria for impact evaluation. 

This approach is novel in that the "problem" becomes the system-scenario 

and as such there may be a number of "problems" and a variety of 

different strategies to be evaluated for each such "problem". A slightly 

modified format of event assessment is suggested as being one method 

of determining impact. Subjective information is collected for each 

scenario on such items as system activities affected, magnitude and 

direction of any effects and expected consequences for system outcomes 

(performance measures). 

In addition to scenario-system impact the analyst is concerned with 

the evaluation of alternative strategies within this uncertainty con­

text. The input at this stage is not confined to the qualitative 

dimension but incorporates, in addition to the alternative scenarios, 

the decision makers' weighted objective set and the set of strategies or 

courses of action to be evaluated. The evaluation may be multi­

dimensional if alternative scenario-system pairs imply non-identical 

sets of possible strategies. An estimate of effectiveness of each 

policy alternative is calculated for each scenario by relating the 

particular alternative to the decision makers' weighted objective set. 

An output from the evaluation is a trade-off matrix for each strategy, 

for each scenario (including the 'nothing happens' or maintenance of 

the status quo possibility). This enables the decision maker to compare 

alternatives in the light of expected future uncertainties. 

The final input for the decision maker is now sufficiently com­

prehensive to enable the courses of action to be evaluated within a 

spectrum of alternative futures. In addition, information is available 

for investigating the consequences of disturbances to the status quo. 

It is this collection and evaluation of information which was the 

focus of this study. 

Event Generation 

The success of the event generation is critical if the approach is 

to be considered as a serious attempt to improve planning and decision 

making generally. 

An obvious prerequisite to event generation is the specification of 

a problem context. It is unlikely that all participants will be 
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unanimous in their interpretation of the "problem" or "issue" being 

evaluated but it is essential that there be broad agreement as to the 

problem area. Once the problem context has been specified and pre­

liminary analysis undertaken it is necessary to generate a set of 

exogenous factors or possible external disturbances to the st~tus quo 

which may occur within some specified time period. Helmer (1977) considers 

these factors to be of two types - events and trends - and makes an 

important distinction between them. 

An event is defined to be a binary phenomenon which may be deemed 

either to occur once and only once or else not occur in the specified 

t ime horizon. Events are, as Bloom (1976) points out, "characterised by 

occurring suddenly and unexpectedly and by having some impact upon the 

perf ormance of the system". Such an impact upon system performance 

may be significant or insignificant, desirable or undesirable, enhancing 

or inhibit i ng. As the objective i s to provide the decision maker with 

a rich picture events may include social, political, technological, 

economic, legal and behavioural, i ssues. 

Trends, on the other hand, include time seri es data that ordi nar i ly 

change gradually with time. They are not seen as being one off, as 

are events, but from time to time there are sudden and unexpected 

deviations or perceived deviations from the long-term trend which may 

cause some degree of consternation . I n Aust r alia, for example, social 

and economic planning in the 1960s and early 1970s was based on long 

term trends for population growth which were shown to be significant 

over-estimates. The implications of these "deviations" were of 

importance for national, state and regional planning. 

A trend statement is also an alternative to a complex structural 

set of specific event statements and in this sense provides a valuable 

tool for including issues which are vague and ill defined yet potentially 

of importance. For example, rather than attempting to specify a number 

of precise levels of unemployment for particular years it is possible 

to consider likely deviations about a known or postulated trend. 

A projection is defined as a minor variation on a trend. Pro­

jections usually refer to time series for which quantitative measures 

have been, or could be, recorded e.g. the consumer price index, 

doctors per head of population. Trends on the other hand contain those 
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series for which explicit observations have not been recorded (and 

could not easily be recorded) e.g. demand for domiciliary services, 

proportion of treatments for social disorders performed by registered 

professionals other than doctors, and those series which may be 

important but can only ever be estimated subjectively e.g. acceptance 

by the connnunity of community health centres, acceptance and use of 

natural food diets. 

The event set should contain those potential disturbances or changes 

in the environment which are either outside the control of the decision 

maker or not explicitly contained within the formal analysis, but whose 

occurrence within some specified time period, to be specified prior to 

analysis, may impair or enhance the effectiveness of a particular course 

of action or influence the system outcome. An alternative formulation 

is to allow time to be a variable in the analysis and at the next 

stage, event assessment, to consider the time at which the event occurs 

as the initial piece of information. As man is not omniscient it is 

reasonable to assume that the event set will not be exhaustive and 

will be limited by the insights of those participating in the exercise. 

For this reason it is argued that those who are concerned with making 

the decision and those who are directly affected by it should be involved 

in this phase of the exercise even if, subsequently, other members of 

the organisation participate in the later stages. Usual sampling pro­

cedures, e.g., random, representative or systematic, may be used to 

select the sample to participate in the event generation. 

Procedures for generating events have been suggested by De Bono 

(1970, 1971), Armstrong and Hobson (1973) and Emery (1976), and an 

outline of procedures for participative group exercises is offered by 

Delbecq (1975). One technique which is frequently used is an un­

structured group brainstorming session. Whilst not denying the need 

for lateral thinking and random idea production during event generation, 

it is suggested that, in addition, there is a need to introduce some 

structure into the event set. This is especially useful in situations 

in which the event generation procedure tends to be narrowly focusseds 

either unintentionally or as a consequence of the composition of the 

participating group. For example events could be classified as social, 

economic, political or technological events, and this structure may 

suggest other possible events. There does not seem, however, to be 
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any explicit definitive procedures which may be adopted for generating 

an exhaustive set of events; in fact, the option exists at one end 

of the spectrum for the analyst to specify the initial input, and at 

the other end to engage group members in a totally unstructured search 

for "disconnected futures". This latter activity requires that 

participants attempt to postulate a future (or set of futures) which 

is not necessarily an extrapolation of the present and in fact may 

bear no obvious relationship to what currently exists. Event generation, 

along with the other steps in this method, is internally iterative and 

the resulting event set is subject to additions and deletions at each 

iteration. Some iterations may be the result of decision makers not 

being involved in the initial event generation and then seeking to 

influence the outcome by suggesting new events. Hopefully, if they 

are involved in the initial stages the need for iteration will be 

reduced. 

In conducting event generation exercises it has been found important 

to avoid limiting the participants' ideas to the type of external event 

finally required for scenario generation. It is often very difficult 

to draw the distinction between events which are outside the control 

of the decision maker and events which are really alternative policies 

or the outcomes of the interaction of policies and the environment. 

In some cases the distinction is almost arbitrary. It is very distracting 

for participants to have these issues raised when they are concentrating 

on visualising possible developments and it is therefore suggested 

that no restrictions be imposed and that the analyst be given the 

task of classifying the resulting ideas. An important by-product 

produced by this procedure is preliminary input to both policy formul­

ation and systems impact analysis. 

An alternative approach, the Search Conference, is outlined by 

Emery (1976). The essence of the information generation is not 

markedly different from the procedures mentioned above, the aim being 

to encourage all participants to record all points of view, both pro 

and con on any issues perceived to be relevant. 

Event Assessment 

Event assessment is a modification of the original delphi procedure 

developed by Dalkey and Helmer (1963), and Helmer (1963, 1967) in which 
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the objective was to obtain a reliable consensus of the judgements 
of a group of experts, concerning future events, by ubing a series 
of questionnaires and controlled opinion feedback. Helmer (1967) 
elaborates upon this point in some detail. 

"Among the new methods that are under development is one that 
has become known as the Delphi Technique, which attempts to make 
effective use of informed intuitive judgement. It derives its importance 
from the realisation that projections into the future, on which public 
policy decisions must rely, are largely based on the personal expect­
ations of individuals rather than on predictions derived from a well­
established theory. Even when we have a formal mathematical model 
available - as is the case, for example, for various aspects of the 
national economy - the input assumptions , the range of applicability 
of the model, and the interpretation of the output all are subject to 
intuitive intervention by an individual who can bring the appropriate 
expertise to bear on the application of the model. In view of the 
absence of a proper theoretical foundation and the consequent in­
evitability of having, to some extent, to rely on intuitive expertise -
a situation which is still further compounded by its multidisciplinary 
characteristics - the best we can do, under the circumstances, is to 
make the most constructive and systematic use of such opinions." 

Since the publication of the original Delphi experiment in 1963, 
there have been many modifications to the procedure, in particular, the 
exploratory forecasting context has been extended to include normative 
forecasting, and it has been applied to a wide range of technological, 
economic and social problem situations. Applications within a health 
care context are not widely referenced but include studies which 
focus on: examining developments in medicine (Bender et al (1969)); 
identifying future needs in health care delivery (Roper and Dyer (1975)) 
using the Delphi method to assess community health needs (Schoeman and 
Mahajan (1977)); health services research for decision-makers: the 
use of the delphi technique to determine health priorities (Moscovice, 
Armstrong, Shortrell, Bennett (1977)); evaluating alternative modes of 
consumer participation in connnunity health services (Tydeman (1977)). 

The approach described in this Chapter is a further modification 
in which, among other things, the time period is fixed, for example, 
a five year planning period, and the participants are requested to 
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provide information on such issues as the likelihood of occurrence, 

the desirability given that occurrence takes place and the significance 

of occurrence. The above three measures have been incorporated in a 

number of studies and they provide some degree of breadth to the sub­

jective analysis. A second, and more fundamental, benefit of a number 

of measures, is that participants frequently express subjective probability 

in terms of their desired probability or their estimate of importance 

of occurrence. Explicit recognition of the differences among these 

various concepts goes some way towards improving the quality of the 

subjective information. 

The objective of Event Assessment, then, is to collect and aggregate 

the judgements of a group of individuals for a number of measures 

including the probability, significance and desirability of a particular 

set of generated events. Further analysis may then be restricted to 

high ranking events or other event selection criteria may be introduced. 

For purposes of presentation the discussion will focus first on events, 

as defined above, and then on trends. 

A procedure for event assessment has been developed by Day, Tydeman 

and Leoprapai (1976) which requires that, for each event, each respondent 

provides subjective estimates of (i) the likelihood of the event occurr­

ing within a specified time horizon, (ii) the significance, or importance 

given that occurrence takes place within the specified time horizon, 

and (iii) the desirability of occurrence within the time horizon. 

A further measure, respondent confidence in the probability estimate 

was also included as it was found that participants expressed varying 

degrees of knowledge about the underlying events. 

An impact score may be calculated as a weighted function of the 

product of probability and significances; a weighting which represents 

respondent expertise or confidence in his estimates may also be included, 

thus -

I (j) 
n 
E 

i=l 
f(S. (j)) 

1 
W. (j) /F (j) 

1 

where I = standardised impact score for event j. 

f (S. (j)) = 
1 

th 
function of the significance estimate of the i respondent 

for event j. 
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g(Pi(j)) = function of the probability estimate of the i
th 

respondent 

for event j. 

Wi(j) = confidence weighting for individual i for event j. 

F(j) = standardising factor for event j. 

n = number of participants. 

This two-stage procedure has been preferred to asking respondents to 

estimate a composite impact score directly because the conditional 

question has been found to elicit more consistent responses. 

It has been found that expert "statistically untrained" participants 

have difficulty with the concepts of subjective probability, significance 

and desirability; a problem which is confounded if numerical scales are 

introduced. A qualitative scale, therefore, was developed for each 

measure, probability varying from: won't occur; very unlikely; 

unlikely; fifty-fifty; likely; very likely; to certain to occur; 

significance was recorded as: no i.mportance; little i.mportance; 

some importance; important and very important; desirability ranged 

from: very undesirable; undesirable; neither; desirable to very 

desirable. The scale for confidence, or respondent reliability in the 

subjective probability estimate ranges from very unreliable; unreliable; 

unknown reliability; reliable to very reliable. Although numerical 

values were later attached to each scale it should be stressed that 

this was mainly to enable ordinality to be introduced among the members 

of the event set and that to some extent any numerical scale is 

necessarily arbitrary . The rating scales currently in use are shown 

in Table l(a). 

Besides these numerical rankings and the relevant frequency dis­

tributions of the respondent group, a number of two-way contingency 

tables, for example, probability x significance, probability x desir­

ability and impact x desirability may be constructed. These depict 

preliminary clusters of events, which may or may not be causally re­

lated, and are useful for identifying appropriate policies. For example, 

consider a two-way classification of impact and desirability. This 

would assist in finding policies which increase the likelihood of 

occurrence of highly desirable-high impact events. Conversely, it may 

be possible to structure courses of action which reduce the likelihood 

(or significance) of highly undesirable-high impact policies. 
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TABLE 1 

(a) Event Assessment (Qualitative and Quantitative) 

Rating Scales 

1. Probability of occurrence 

I I I I I I 
0 0.1 0.2 0.3 0.4 0.5 

Won't very unlikely fifty 
occur unlikely fifty 

2. Confidence of probability estimate 

0 

Very 
unreliable 

0.5 

unreliable 

1 

unknown 
reliability 

3. SigJ!~ficance of the event 

I I I I I I 
0 .1 .2 .3 .4 .5 

Unim- Little Some 

I I 
0.6 0.7 

likely 

. 5 

Reliable 

I I 
.6 .7 

I I 
0.8 0.9 

very 
likely 

I 

2.0 

Very 
reliable 

I 
.8 .9 

Important 
portant importance i mportance 

4. Desirability of occurrence 

-1.0 

Very 
undesirable 

-0.5 

Undesirable 

0 

Neither 
desirable 

nor 
undesirable 

0.5 

Desirable 

r 
1.0 

Very 
desirable 

I 
1.0 

certai.n 
to 

occur 

T 
1.0 

Very 
important 
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TABLE 1 

(b) Trend Assessment Rating Scales 

1. Estimate of Trend Change 

-1.0 

Decrease 
Significantly 

-0.5 

Decrease 
Marginally 

0 

No 
Change 

2. Desirability of Directional Change 

-1.0 0 

Decrease Neither 

0.5 

Increase 
Marginally 

1.0 

Increase 

1.0 

Increase 
Significantly 
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There are obviously a variety of possible strategies and this analysis 

provides the decision maker with some insights into those strategies 

which seem more appropriate. 

The procedure of trend assessment is similar to that of event 

assessment outlined above. First, a five point qualitative scale is 

used to estimate the change in the level of the trend by the end of 

the time horizon, the points being: decrease significantly, decrease 

marginally, no change, increase marginally and increase significantly. 

Second, a measure of desirability of trend direction was estimated 

using a three point scale (the scales are contained in Table l(b)). 

As before it is possible to compute averages and to construct two way 

plots e.g. magnitude of trend change against direction of desirable 

change. 

The computations requested of participants for projections merely 

required them to give estimates of the lowest, most likely and highest 

values which they believe each particular projection could reach by 

the end of the twenty year t:I.me horizon. In this study no explicit 

measures of confidence, significance or desirability were calculated 

for projections. 

As with the traditional delphic procedure event (and trend) assess­

ment may be performed under conditions of anonymity, they are iterative 

and incorporate statistical feedback display. Unlike delphi this 

procedure is not specifically directed towards achieving consesus and 

to this end outliers, or respondents at the extremes of the spectrum, 

are not singled out and asked to justify their position, a procedure 

which is frequently incorporated in many delphi studies. In order to 

generate new information all participants are asked to give reasons 

for their original responses. "Its goal in this function is not so 

much to obtain a consensus as it is to establish all the differing 

positions advocated and the principal pro and con arguments for those 

positions". (Turoff 1970)). The benefit of an iterative approach is 

only realised if respondents are provided with additional information, 

in the form of statistical displays and insightful comments at each 

successive round of event assessment. It is acknowledged that these 

displays may have the effect of producing conformity and in order to 

avoid conformity for its own sake, it is suggested that they not be 

provided on the initial rounds of event assessment. 



The technique of event assessment produces a substantial amount of 

evaluative statistical information. Each event may be analysed through 

probability, significance, desirability and impact scores, and the event 

set may be investigated in terms of the relationship between any pair 

of measures. Similar computations may ·be performed for trends and 

projections and in the case of projections the postulated figures may 

be compared to the existing time series and the extrapolation from the 

quantitative data. Some subjective discretion, however, is required 

in interpretation as some events may be completely, or partially, outside 

the decision maker's range of influence and other events may have scores 

unduly influenced by the wording of the event statement. It is our 

experience that except in very tightly controlled and monitored situ­

ations, e.g. within a single organisation, it is almost impossible to 

get unanimity in the interpretation of the event statements. The option 

to search for clarification always exists. 

On completion of event assessment the option exists to move directly 

to scenario generation and then to systems impact analysis. In this 

study the events and trends were grouped in a nlllllber of ways to provide 

information about pertinent developments within the health care en­

vironment. 
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CHAPTER 3 

FRAMEWORK OF STUDY 

The original intention of the project was to undertake a full 

subjective information modelling exercise over a six to seven month 

period. The proposed activity work plan, including a critical path 

analysis is shown in Table 2. After some discussions with 

the Standing Cormnittee on Health Manpower Training of the HHSC it was 

decided to increase the emphasis on event generation and to undertake 

this part of the study by way of group sessions rather than mail 

questionnaires. Subsequently, it was agreed to expand the event assess­

ment phase and to eliminate the later stages (i.e. Activities 10 to 17 

in Table 2). It should be recognised, however, that as the necessary 

information for these later tasks has been collected such a develop­

ment could be readily undertaken. 

The remainder of this chapter outlines the steps which were 

undertaken in the study. Detailed discussion of the approach and the 

findings are the subjects of later chapters. An indication of the total 

time to complete each major section is enclosed. Note that it was 

possible to undertake some tasks concurrently. 

A. Preliminary Activities (1 month) 

(i) Conduct a pre-test of the total project in a workshop 

situation in the A.C.T. Pertinent findings of this work­

shop are contained in Appendix 1. 

(ii) Discuss with the Standing Committee an appropriate frame­

work for selection of participants for the study. 

(iii) Determine the members of the first sample, i.e. the event 

generation, using the sample frame. 

(iv) Outline a tentative framework for processing and evaluating 

findings of event generation and assessment. 

B. Preparation of Event Generation Seminars (1 month) 

(i) Contact each of the health care personnel selected for 

participation in the event generation seminar and ascertain 
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willingness to participate in this and/or later phases 

of the project. 

(ii) Set up venues for half-day event generation seminars in all 

capital cities. 

(iii) Prepare a list of events from the findings of the pre-test 

for use in a pilot test of the event assessment procedure. 

C. Conduct Event Generation Seminars (6 weeks) 

(i) Outline aims of project. 

(ii) Request participants to complete pilot event assessment, 

the results of which are summarised briefly in Appendix 2. 

(iii) Undertake brainstorming/issue generation exercises. 

(iv) Discuss the findings of the exercise with the participants. 

D. Process Event Generation Information (1 month) 

(i) Refine the framework against which issues and comments 

may be processed. 

(ii) Extract all single concept ideas and issues from the written 

input of the issue generation. 

(iii) Classify items in terms of the suggested framework. There 

were three types of items: issue which related to the un­

certainty context or future health manpower and training 

environment (the focus of the study), issues which were in 

the form of policy recommendations and issues which related 

specifically to the present "problem" situation. Condensed 

statements of all findings are contained in this monograph. 

(iv) Prepare a list of issues (events, trends and projections) 

for the event assessment exercise. 

E. Event Assessment (2 months) 

(i) Select participants for event assessment. 

(ii) Conduct event assessment by way of a mail questionnaire. 

(iii) Collect, code and process responses. 
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(iv) Relate findings to specific aims of project as specified 

by the HHSC; namely, as an input to the deliberations of 

the Williams Connnittee1, to enable the Standing Committee to 

obtain some firm ideas of what Australian health care experts 

believe to be the more likely trajectories of Australian 

health care and, to answer a number of specific questions 

posed by the Committee. 

The Committee of Inquiry into Education and Training established by 
the Comrnonwealth of Australia under the chairmanship of Professor 
B.R. Williams (University of Sydney). 
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TABLE 2 

PROPOSED ACTIVITY WORK PLAN 

Activity 

Determine sample for event generation and 
decide on final sample. 

Prepare initial event list, print and mail 
questionnaire for event generation. 

Response to event generation. 

Analyse responses, prepare Event lists (for 
event assessment), print event lists, approval 
and acceptance by client (H.H.S.C.). 

Organise familiarisation seminars in some 
capital cities. 

Undertake half-day seminars and distribute the 
event assessment questionnaire. 

Response to event assessment. 

Preliminary analysis of event assessment 

Further analysis of event assessment, pre­
paration of event assessment report. 

Prepare cross-event analysis, print questionnaires, 
approval and acceptance by client. 

Response to cross-event. 

Prepare policy generation and outcome questionnaire 
discussions with client, print and mail. 

Response to policy generation. 

Analysis of policy alternatives, Report. 

Approval of policy alternatives and outcomes. 

Analysis of cross-event, generate scenarios, 
construct first set of causal models. 

Report on Phase 1 of Proposal A. 

Critical events. 

Expected time 
to complete 
activity (weeks) 

2 * 

2 * 

2 * 

3 * 

3 

2 * 

2 * 

2 * 

4 

3 * 

3 * 

4 

3 

3 

3 

5 * 

3 * 
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CHAPTER 4 

STRUCTURING THE STUDY AND SELECTING PARTICIPANTS 

The aim of this Chapter is to outline the basic sampling framework 

adopted in the project. 

Expert opinion polling, delphi and other related techniques have 

been subjected to criticisms because of the sampling procedures, or lack 

of such procedures, adopted by the investigators. As such it is im­

portant that the methodological basis of this aspect of our study be 

clearly and openly stated. First, the "population" from which the 

participants were selected is defined, second, the procedure for select­

ing participants for event generation is discussed and third, the 

principles of sample selection for event assessment are outlined. 

Definition of population 

By way of introduction, it needs to be stressed that the aims of 

the study are first, to seek some firm ideas of what Australian health 

care "experts" believe to be the more likely and more desirable (and 

undesirable) trends of health care in Australia over the next two 

decades and second, to use this information to assess future health 

manpower and training needs in Australia over that period. Given these 

objectives, the population for this study is defined to encompass those 

who have informed opinion about health care and training policies and 

those who have a significant probability of being able to influence the 

direction of health care and training during the next twenty years. Such 

a vague definition is extremely difficult to operationalise and it would 

be difficult to completely enumerate this population. On the other 

hand, it does suggest a broad class of people who are identifiable within 

the health care system, and we believe that it is possible and meaningful 

to roughly stratify this class - notwithstanding the fact that every 

individual has a different set of opinions and a different perspective 

of the future and that any stratification procedures is itself less then 

clear cut. 

To some extent, however, one must be careful not to draw inferences 

which exceed the limitations of the proposed methodology, as Helmer (1977) 

observes: 
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"A Delphi inquiry is not an opinion poll, relying on drawing a 

ranom sample from 'the population of experts'; rather, once a 

set of experts has been selected (regardless of how), it provides 

a communication device for them, that uses the conductor of the 

exercise as a filter in order to preserve anonymity of response." 

This, however, is insufficient reason to ignore fundamental principles 

of survey design in this form of social survey research. 

Participants for Event Generation and Event Assessment pilot test 

Event Generation is primarily an exploratory search for relevant 

issues for subsequent assessment. As with any survey design the input 

may come from a variety of sources or be prescribed by the client or 

analyst. It is axiomatic that in this study specific information for 

use in the event assessment questionnaire was to be collected from a sample 

of health care personnel. 

Three broad criteria for selecting such personnel were adopted: 

first, it was felt necessary to be able to identify possible geographical 

(in particular, state) influences and differences, second, it was believed 

important that major interest groups in the policy process - health 

administrators, health professionals and health educators and researchers -

be represented and third, it was thought to be desirable to include in 

the sample people in positions of influence in determining health policy. 

Given those criteria, the people approached to participate in this 

aspect of the study were selected by State members of the Health Manpower 

and Training Standing Committee of the HHSC and the sample was adjusted 

for balance, breadth and variety of outlook by ourselves (the researchers). 

The HHSC used a structural classification to stratify the population, 

and selection within the cells was based on Committee members' knowledge 

of participants in these areas. The areas were: 

(i) 

(ii) 

(iii) 

(iv) 

(v) 

(vi) 

Organised medicine and organised health . ~ofessionals; 

Universities; 

Education authorities; 

Organised labor in health; 

Hospitals (stratified by size and category); 

CAEs; 



(vii) 

(viii) 

(ix) 

(x) 

(xi) 

(xii) 

(xiii) 
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State Health Authorities; 

Private Practitioners; 

Connnunity Health Services; 

Consumers; 

Industrial Relations Personnel; 

Politicians, and 

Federal Public Servants. 

Our own classification was a functional one and selection, in ad­

dition to those selected by the HHSC, was based on lists of professionals 

and registered health organisations. The classification scheme we adopted 

and used throughout the study is as follows: 

(a) Practitioners -

(b) Education and 
Research 

(c) Administrators -

(d) Other 

(i) medical; 

(ii) nurse; 

(iii) other, i.e. general paramedical, 

dentist. 

(i) hospital teaching only; 

(ii) university (teaching, research 

and practice); 

(iii) CAEs; 

(iv) primarily medical research. 

(i) health care institutions, e.g. 

hospitals, health centres; 

(ii) government departments of health 

and health authorities; 

(iii) government department of education 

and education authorities and boards; 

(iv) professional organisations/asso­

ciations. 

(i) social "experts" (university and 

non-university); 

(ii) politicians; 

(iii) other. 

As the objective of the brainstorming or event generation exercise 

is to generate ideas it is neither necessary nor desirable to select 

random samples. Coverage or scope and diversity of opinion are the main 
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selection criteria at this stage, and details of the sample are shown 

in Tables 3 and 4. 

Participants for Event Assessment 

Two general approaches were adopted to select participants and as 

such - there are two "distinct" samples, referred to as Sample 1 and Sample 2. 

Sample 1: 
The aim was that the first group should be selected from those health 

professionals, health educators and researchers, health administrators 

and social experts who by their personalities and abilities have risen to 

positions of responsibility within their respective organisations. The 

criteria for selection, i.e. knowledge of future developments and their 

impacts and influence within the system, are virtually impossible to 

operationalise. As a result we have derived, as priori, a sample frame 

which reflects our perceptions, and the perceptions of a small group 

with whom we consulted, of the relative knowledge, influence and im­

portance in policy making of the respective groups. It is not possible, 

nor intended, to claim that the sample is statistically random. It is, 

however, fair to connnent that the sample is representative and does 

contain members of all major groups, associations and professions involved 

in the delivery of health care in Australia. 

There are three stages in the selection of participants of the 

first and primary group. Brief connnent is offered on each stage. First, 

it is assumed that the sample should be stratified by states and weighted 

approximately proportionally to population size. The usual sampling 

problem of minimum critical sample size requires that the small states be 

over sampled and the large states undersampled although the final 

weighted estimates will reflect the "true" situation. The framework 

is shown in Table 5. The proposed sample size, of some 300 has been 

selected so that differences in average estimates of the order of 0.1 

may be identified. (The results of a series of pilot tests of event 

assessment procedures suggest that the standard deviation of an estimate 

of the average probability of occurrence of an event ranges from 0.05 

to 0.30 and thus with a sample of n=300 the standard deviation of the mean 

ranges from around 0.005 to 0.02). 

Second, the sample seeks to reflect opinions of four broad classes 

of personnel: health care practitioners, health educators and researchers, 
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TABLE 3 

EVENT GENERATION SAMPLE INFORMATION 

Invited to Number 
State* Participate Attended Seminar Percentage 

N.S.W. 63 21 33% 

Vic. 54 24 44% 

Qld. 43 14 33% 

S.A. 48 22 46% 

W.A. 41 19 46% 

Tas. 43 12 28% 

N.T. 36 19 50% 

* There was no event generation seminar conducted in the A.C.T. 

but the pre-test, which included an event generation component, 

was conducted in Canberra. 
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TABLE 4 

EVENT GENERATION - DETAILS OF ACTUAL PARTICIPATION 

(a) Classification of Participants 

State/ 
Practitioners Educators Administrators Other 

Territor "Social Ex er ts" Total 

N.S.W. 12 1 7 1 21 
Vic. 8 4 6 6 24 
S .A. 6 7 7 2 22 

Qld. 2 4 3 5 14 
Tas. 2 2 7 1 12 

W.A. 5 7 6 1 19 
N.T. 10 2 4 3 19 

Total 45 27 40 19 131 

(b) Further Details of the Functional Classification 

Practitioners* Number Administrators* Number 

Medical 11 HeaLth Care Institutions 16 

Nurses 10 Government Departments of 20 
Health 

Other 24 Government Departments of 4 
E ucation 

Total 45 Tot 1 40 

Educators Number Other Number 

Hospital Teaching 3 Social "experts" 18 

University 9 Politicians 1 

C.A.Es 14 

Medical Research 1 

Total 27 Total 19 

*Representatives of associations were classified within their prof essional 
grouping at this stage. 
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TABLE 5 

STATE REPRESENTATION OF PARTIC:IPANTS FOR EVENT ASSESSMENT - SAMPLE 1 

Population Participants, Percentage of Actual Percentage 
State Participants Sample of Actual 

(%) Approached Approached (Responded)* Sample 

N.S.W. 36 54 18 28 17 

Vic. 27 46 15 25 15 

Qld. 15 37 12 21 13 

S .A. 9 37 12 26 15 

W.A. 8 36 12 16 10 

Tas. 3 29 10 15 9 

A.C.T. 1.5 37 12 24 14 

N.T. .5 29 10 13 8 

Total 100 305 (101) 168 (101) 

* Responded and completed or at east partially completed the questionnaire. 
There were an additional 27 respondents who declined to participate in 
the study. 

There is no statistically significant difference between the actual responsE 
distribution and the expected mistribution given that response is proportiot 
al to number approached. 

I 
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health administrators and social expert.sand relevant political 

personnel. Our arbitrary allocation of· personnel across the sample is 

shown in Table 6. 

Third, within each of these broad classes an attempt has been made 

to further stratify the sample into par·ticular professional work groups. 

It should be stressed that this classification is imprecise and certainly 

poses allocation problems in that the c.ells are not perfectly mutually 

exclusive. It should also be noted tha.t whilst the politician is ulti­

mately responsible for legislation we b,elieve that knowledge about the 

health care system and the possible treinds and developments is primarily 

located within the amorphous "mass" of health care professionals. 

Even at this disaggregated level it is still impossible to select 

the sample in a purely statistically ra:ndom fashion. We have sampled 

organisations, professional lists, tele·phone directories, university and 

college handbooks, registration boards and the like in accordance with 

the above criteria. We do not pretend that the final sample is random 

but would claim that it is representative and that the findings may be 

used, at least as a first approximation, to identify what are perceived 

by a number of Australia's senior healt.h professionals to be possible 

future developments of the health care system. Details of the actual 

sample size are contained in Table 7. 

Clearly there are other groups whose members may have opinions which 

are more varied but nevertheless may in.fluence or form the basis for 

future policy. Members of the groups are included in a second and 

separate sample "selected" by way of puiblic invitation. No attempt is 

made to constrain the composition of th.is group. As such it includes 

a broad spectrum of health care users and interested persons. 

Sample 2: 
The approach adopted to select this second sample was to advertise 

in the national press for interested gr ups to participate and to place 

advertisements on ethnic radio stations. It is important that all 

interested groups and individuals be given the opportunity to participate 

and provide insights and opinions. It is also a way of involving the 

general public, although most responses came from various professional 

groups and associations. It should be stressed that responses from this 

group were processed separately from the main sample but statistical 

testing revealed that there were no significant differences between the 
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TABLE 6 

FUNCTIONA. REPRESENTATIONN OF SAMPLE I 

I 

Hypoth~sised Particiiwants Approached Actual Response* 
"Ideal' Pro-

Class portim of Number · Percentage Number Percentage 
Sam>le 

Health care 0 .30 87 29 46 27 
practitioners 

Educators and 0.30 74 24 38 23 
researchers 

Administrators 0.30 111 36 70 42 

Social and 0. LO 33 11 14 8 
political 
experts 

Total l.JO 305 100 168 100 

*There is no statistically significant dii.fference between the actual response 
distribution and the exr,ected distribut::i.on given that response is pro-
portional to number approached. 

_. 
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TABLE 7 

DETAILED SAMPLE SCHEME FOR EVENT ASSESSMENT- SAMPLE I 

Participants Actual Respondents 
Category Sub-Category Approached 

Number Percentage Number Percentage 

A. Health Medical 38 44 12 26 
Practitioners Practitioners 

Nurses 19 22 11 24 
Other health 30 34 23 50 
professionals 

Total A: 87 100 46 100 

B. Educators & Hospital and 2 3 2 5 
Researchers teaching staff* 

University staff 44 59 23 61 
CAE health care 24 33 13 34 
personnel 

Primarily medical 4 5 0 0 
research 

Total B: 74 100 38 100 

C. Administrators Hospital, health 50 45 26 37 
centres & health 
care insti.tu-
tions 

Government Depart- 49 44 38 54 
ments of health 
or health 
authorities 

Government Depart- 1 1 0 0 
ments of Educ-
ation** 

Professional 11 10 6 9 
Organisations 

Total C: 111 100 70 100 

D. Social and Academic socio- 27 82 12 86 
Political logists, econ-

omists 

Other 3 9 - 0 

Politicians*** 3 9 2 14 
Total D: 33 100 14 100 

* Most educators in fact do not belong to this sub-category. 
** The small number of people approached were in fact on secondment from a 

health department or collllllission. 

*** All Ministers for Health and Shadow Ministers were invited to participate 
in the study. Those approached represent the number who agreed to parti­
cipate in this phase of the studv. 
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two sets of average responses. As such, the findings were amalgamated 

with those of the first group. Table 8 provides details of this group 

of participants (referred to as Sample 2). 

A final issue is that of non-response. Unfortunately the elaborate 

procedures to maintain anonymity mitigate against any successful telephone, 

field or mail follow-up. The extent of non-response bias is, therefore, 

unknown and virtually impossible to estimate. 
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TABLE 8 

PUBLIC INVITATION PARTICIPANTS FOR EVENT 

ASSESSMENT - SAMPLE 2 

(a) State Distribution 

State Replied to the Advertisement Completed 

N.S.W. 17 

Vic. 21 

Qld. 3 

S .A. 2 

W.A. -
Tas. 2 

A.C.T. 2 

N.T. -

Total 47 

(b) Professional Distribution 

Replied to the 
Advertisement 

A. Health Practitioners 15 

B. Educators & Researchers 2 

c. Administrators 16 

D. Social & Political 14 
(including consumers) 

Total 47 

a Questionnaire 

13 

11 

3 

1 

-
2 

-
-

30 

Completed a 
Questionnaire 

10 

2 

9 

9 

30 
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CHAPTER 5 

EVENT ASSESSMENT AND EVENT GENERATION 

Event Generation 

The first phase of the study was to conduct workshops in all 

capital cities to generate possible future issues and changes thought 

to be of significance for health manpower and training over the next 

two decades. This phase of the subjective modelling approach is critical 

for the success of later stages. A face to face group situation was 

used in preference to either a structured or unstructured mail question­

naire format as it is imperative that participants be adequately briefed, 

understand the task to be performed and be motivated to provide input. 

A detailed discussion of the pros and cons of alternative approaches to 

structuring group sessions is contained in A.L. Delbecq et al (1975). 

Event generation may be discussed in terms of first, the event 

generation pre-test seminar, second, the aim of the workshops in the 

capital cities, third, the selection of participants, fourth, the venue 

of workshops, fifth, the conduct of the workshops and sixth, the findings. 

Event Generation pre-test seminar 

As part of a series of policy evaluation seminars conducted for 

the Centre for Continuing Education, A.N.U., it was possible to test 

out the various steps in the methodology in terms of an exercise on 

Health Manpower and Training Needs. 

In this exercise the aim was to expose participants to an approach 

to evaluation and not specifically to solve a problem. The event 

generation aspect of the seminar was undertaken in small interacting 

groups - the intention being to encourage open discussion and involve 

all members. This method of idea generation was assessed as being in­

appropriate for the major sessions. First, it allowed individuals to 

control, dominate or determine the direction of the discussion, second, 

it disadvantaged participants who were not prepared, or were reticent 

to engage in vocal dialogue and third, it allowed for a large degree 

of influence in terms of ideas to be included or rejected. The approach 

which was adopted is based on the nominal group technique outlined by 

Delbecq (1975). 
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The findings of this preliminary workshop are included in this 

report (Appendix 1) and many of the lessons learnt have been used to 

improve the actual application of the subjective modelling method. The 

most significant direct input to the other sessions was a list of issues 

and events deemed to be significant by the pre-test participants. This 

provided an initial prime for the event generation workshop participants 

and the results are shown in Appendix 2. 

Aim of the event generation workshops 

The aim of the workshops was to collect Australia-wide information 

from participants in the health care system about: 

current and future problems in the health care system; 

perceived trends (technological, social, attitudinal, 

professional, etc.); 

changes in professional and social attitudes; and 

any other future developments which were thought to be 

relevant to health manpower and training over a twenty-year 

time horizon. 

The information collected at the workshops was used to identify 

possible futures for health manpower training in Australia against which 

health educators, practitioners and administrators can develop and 

evaluate alternative strategies for the education and training of health 

care personnel. 

Selection of participants 

The objective, as stated in Chapter 4, was to involve a wide 

cross section of people with knowledge of the health care field. Some 

were in a position to influence health care policies and others offered 

comments about likely developments and changes as they perceived them. 

The functional classification outlined in the previous chapter was 

used as a guide to participant selection. 

Health and social professionals were invited to participate in 

seminars which were scheduled to last for about three hours. A general 

letter of invitation which was sent to those health care personnel 

who were approached is contained as Appendix 3. Although there is no 

substantial evidence on optimal group size for face-to-face encounter 
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sessions it was found that some fifteen to twenty participants was 

a manageable size with which to work. 

Venue of workshops 

The search for venues in the various capitals proved to be an 

exacting task and one which would not have been possible without the 

support of state health personnel. The venues actually chosen are 

shown in Table 9. 

Conduct of the workshops 

Each workshop was conducted over a three hour period with a program 

similar to the following: 

(i) Introduction, explanation of problem and approach to be used 

(30-40 minutes). 

This session was primarily to introduce participants to the 

problem, the approach and the overall aims of the research. It 

was found that many people did not understand the nature of the 

contract research program established by the HHSC and were un­

certain, at the time of arrival, as to the intentions of the 

researchers. There was also a healthy scepticism among some par­

ticipants about the value of any further health manpower planning 

either at the national or state levels. 

(ii) Trial Event Assessment (15-20 minutes) 

Some twenty-eight events were selected from the findings of 

the Canberra workshop. This set of events served not only for 

illustrative purposes but also provided a control in relation to 

the subsequent proposed event assessment, in that responses from 

the workshops could be compared with the assessments from an 

augmented list of participants invited to complete the mail event 

questionnaire. 

This trial assessment illustrated the purpose of event 

generation and the problems and difficulties of event statement 

formulation. The responses provided preliminary information from 

which differences among the various groups of participants could 

be assessed. 
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TABLE 9 

WORKSHOP VENUES 

City Venue Date 

Sydney Carslaw Lecture Room, 26 August 1977 
University of Sydney 

Melbourne Clunies Ross Memorial Foundation, 24 August 1977 
Royal Parade, Parkville 

Brisbane The Executive Building 10 August 1977 
George Street 

Adelaide Eden Park Training Centre, 17 August 1977 
The Crescent, Marryatville 

Perth Perth Medical Centre, 15 August 
Verdun Street, Shenton Park 

Hobart Royal Hobart Hospital 22 August 1977 

Darwin Department of Health Conference 23 September 1977 
Room, Smith Street 



- 38 -

(iii) Individual Event Generation (30-45 minutes) 

Participants were now at a stage where they were aware of 

the aims of the study and had assessed a small number of general 

events. They were then given a prompting chart (see Table 10) 

and asked to record on paper their perceptions of the future. 

As some care had been taken to invite people from a multitude of 

health related disciplines it was stressed that the input of 

prime value was that which individuals could offer as a result 

of their position in and perspective of the health care system, as 

it related to their discipline. It was realised that this is a 

difficult but critical step in the approach hence a number of 

alternative complementary ways of formulating the task were sug­

gested. In addition to verbal representations, pictorial displays 

were also offered. In Table 11 for example, the aim was to in­

fluence participants to contemplate those issues which were both 

future oriented and outside the health manpower training system 

but of relevance to the system if they occurred. No attempt was 

made to coerce participants in any way and consequently much of 

the information related to both present problems which were 

estimated would continue and possible alternative training strategies 

which could be adopted. This information, although not the prime 

aim of the session, provided a useful input for a general discussion 

with participants on perceived current problems in the health care 

system and possible adaptive strategies for health manpower and 

training. The findings have been processed and are included in 

this monograph. 

During this idea generation phase, discussion with neighbours 

"buzzing" was encouraged to stimulate thinking. In addition, it 

was hoped that by having a wide cross section of participants, 

each of whom was briefed to look at aspects of the future relevant 

to their own areas of expertise, the exercise would produce a 

considerable array of useful input on large number of health and 

health related issues. 

(vi) Group Discussion (60-75 minutes) 

After a short coffee break, participants were randomly 

allocated into two groups, each under the supervision of one of 

the researchers, and a round robin approach was adopted to discuss 
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TABLE 10 

PROMPT CHARTS FOR EVENT GENERATION 

(i) Possible Structure for Idea Generation 

1. Economic/Political/Administrative/Legal. 

2. Social/Attitudinal. 

3. Professional and Industrial attitudes. 

4. Practice of health care. 

5. Training/Education for health care. 

6. Technology of health care. 

7. Other, e.g. International. 

(ii) Aspects to consider within the framework 

1. 

2. 

3. 

P bl d 'ff' 1 . <current ro ems or i icu ties f uture 

Perception of trends <exiS t ing>changes 
new 

might 

Events which< might not >occur. 
should 
should not 

4. Possible future developments and changes. 

(iii) A way of thinking about the study 

1. What is wrong now? 

2. What do you see as likely future developments? 

3. What do you see as desirable future developments? 

4. Write a future oriented history i.e. It is now 1995, 

describe the health care system as you see it, OR 

5. Prepare a judgemental forecast. It is now 1978, 

describe the health care system as you believe it will 

be in 1995. 
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TABLE 11 

FRAMEWORK FOR EVENT GENERATION PROCESSING 

Future Oriented Information 

Other 

Level of total expenditure. 

State/Federal 
Financial control and accountability< Private/Public Insurance 

Program Evaluation; 

Efficiency and Effectiveness 

Degree of nationalisation (salaried vs. private) 

Staffing and Operation 

Mode of health care delivery (institution vs. community 

health care centres). 

Roles of health professionals (paramedicals, doctors, 

personnel mix). 

Community use, demand, expectations and atti tudes to health. 

Emphasis (focus) of health effort (curative, preventive; 

rural and city; migrant, aboriginal). 

Technological developments. 

Structure of workforce (male vs. female). 

Political. 

Legal (retraining, etc.). 

Ethical. 

training strategies, alternative policy options for health 

manpower. 

Current issues and problems. 
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the findings generated in (iii). This provided the members of 
the seminar with a chance to interact and discuss issues with 
their colleagues. It also provided the analyst with a further 
source of information as many new ideas were generated at this 
stage. The decision to encourage and promote discussion after 
the initial brainstorming was intentional. It was an attempt to 
minimise the influence of dominant members of the group and to 
maximise the chance that all participants would contribute. 

The discussion demonstrated that perceptions of both current 
problems and future trends by various health personnel differ 
drastically in terms of nature, cause, magnitude and direction of 
impact. Choice of appropriate strategy to develop and least cost 
options to reconnnend were also the subjects of considerable 
diversity of opinion. 

The findings of the sessions were then collected and process­
ing was undertaken in Canberra. 

Findings of Event Generation Seminars 

The detailed input from each seminar participant was processed 
and transformed into a set of general event statements. These were 
classified roughly into, first, those events and issues which related 
to the uncertainty context in which health manpower and training policy 
is being developed - the specific focus of event assessment, second, 
current issues and problems in the health care system and third, possible 
training strategies. Categories two and three, whilst being extremely 
interesting and relevant to the total project, are not the stated con­
cern of the event assessment exercise. The information has, however, 
been analysed and the results are included in this report. 

An attempt was made to classify the processed information into 
discrete event statements i.e. that an issue would either occur or not 
occur by the end of the time period. It was found that the concept of 
event did not capture the richness of the subjective information. As 
such two other categories were included - trends and projections and 
brief definitions of the three classes (events, trends and projections) 
are offered below. A more detailed description is contained in Chapter 2. 

An event is defined as an outcome which may occur within the stated 
time period of two decades or a situation which may exist at the end of 



the period. A trend is defined to be an aspect or characteristic of 

the situation which may change in magnitude over the period but for 

which no precise measurement has been found. A projection is defined 

to be an aspect or characteristic of the situation which may change in 

magnitude over the period and for which the amount or level of the change 

can be approximately "quantified". 

A list of the events, trends and projections which have been 

extracted and were processed in the event assessment are contained in 

Appendix 4. Current probl~ms as perceived by participants and pro­

posed training strategies are the subjects of discussion in later 

chapters. 

The significance of event generation is that information has been 

extracted from a wide cross section of members of the various profes­

sions in the health care field. The discussion which accompanied the 

event generation seminars proved a valuable forum for cross-fertilisation 

of ideas among these professionals. Although our list provides a 

general rich picture of the situation, many specific items have been 

omitted at this stage as they appeared to be inappropriately detailed 

given the broad context of the study. 

Event Assessment 

The conceptual framework for event assessment follows that outlined 

in Chapter 4. Those invited to participate were sent a list of issues 

for evaluation (Appendix 3), a set of instructions (Appendix 4) and a 

questionnaire to complete (sample pages of which are contained in 

Appendix 5). 

The questionnaires were distributed during November, 1977 and replies 

were collected during December and coded during January and February, 1978. 

Details of participation rates are shown in Chapter 4. The overall par­

ticipation rate was 56%. The response rate was somewhat higher as a 

number of people replied but declined to participate (8), some had changed 

addresses and were not easily contactable, e.g. overseas (6) and others 

were away during the survey period (9). Thus, the overall response rate 

was 63%. The inability to incorporate any follow-up procedures, because 

of the emphasis on anonymity of response, may have contributed to the 

relatively low response rate. 
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A summary of the findings are contained in Chapter 6 and the three 

subsequent chapters contain a detailed discussion of information col­

lected from the event generation seminars, information analysed from the 

event assessment and policy suggestions for health manpower and training 

needs, respectively. 



- 44 -

CHAPTER 6 

GENERAL FINDINGS OF STUDY 

The remainder of this report contains the general findings 

of the study and some interpretive comment is offered. In 

Chapter 7 an attempt is made to outline the broad problems in 

the present health care system as perceived by the participants 

in the event generation seminars. In Chapter 8, the findings 

of the event assessment are evaluated in terms of the theme of 

the study - health manpower and training needs o ver the next 

two decades. Policy initiatives for health manpower and training, 

sug·gested at event generation seminars, are discussed in some 

detail in Chapter 9. Finally, a critical evaluation of the 

approach to analysis is outlined in Chapter 10, in whi ch the 

difficulties discussed are those proffered by participants in 

the event assessment mail questionnaire. 

The issues contained in the event assessment study have 

been grouped in appropriate ways for the discussion in Chapter 

8. However, in order that this report may be used in general health 

care planning a complete listing of all of the issues is included 

in this Chapter. This listing contains the overall assessment of 

the major characteristics. Table 12 contains the set of events 

and for each event the average probability of occurrence, the 

average desirability of occurrence and the average weighted 

impact measure. In Table 13, the set of trends are included; 

each trend being accompanied by the measure of average movement 

and a measure of the desirable direction of movement (as assessed 

by the participants) . Table 14 contains the average "low", "likely" 

and "high" estimates for each of the projections. 

The assessments have also been analysed by professional 

groupings, namely, health practitioners, health educators, 

health administrators and others (social "experts" and 

representatives of consumers). A complete listing of all 
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information derived from the analysis for each professional 

grouping and for the population as a whole is contained in 

Appendix 6. For events, there are a number of respondents, 

averages, standard deviations and rankings (1-99) for the 

four basic or primary measures probability, confidence in 

probability estimate, significance and desirability and similar 

details for the desired measure, impact. For each trend, 

frequency distributions of direction and magnitude of movement 

and desirable movement are computed. In the case of the former 

measures an average measure of movement and a standard deviation 

are computed for each trend and in the case of the latter an 

average directional desirability measure is calculated. Finally, 

for each projection an average and standard deviation is computed 

for the low, likely and high estimates . 
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TABLE 12 

EVENT ASSESSMENT SUMMARY 

Probabi- Desir- Impact 

No. Events lity2 abilityl 2 
---------------

1. Reduced working hours by health pro- .56 

fessionals results in a restriction 

of availability and accessibility of 

health services. 

2. Present health insurance replaced by .57 

universal health insurance financed 

by income tax levy. 

3. Health care professionals oppose con- .61 

sumer participation in health care 

planning and operations. 

4. Salaried health services are princip- .57 

ally hospital based. 

5. Fee-for-service system resists ex- .65 

ternal evaluation of any kind, e.g. 

private doctors refuse to be account-

able to governments. 

6. Severely handicapped people will cease .61 

to be regarded as a family or individ-

ual responsibility. 

7. Community attitudes to health remain .63 

illness oriented, demanding mainly 

curative services. 

8. Establishment of day care centres linked .71 

to small community hospitals. 

9. The community accepts registered pro- .67 

fessionals other than doctors for pri-

mary health care. 

10. Group collectives funded to run health .46 

services on a self-help basis. 

11. Inexpensive, motel-type 'para-hospitals' .54 

for ambulatory and convalescing patients 

will handle at least half of all those 

requiring care in an institution (exclud-

ing mental patients). 

12. Legal responsibilities of health pro- .72 

fessionals defined. 

13. Cost-effective considerations influence .63 

the decision on the access of individ-

uals to expensive health services. That 

is, patient need or medical consideration 

cease to be the only criteria for such 

decisions. 

-.45 .28 

.13 . 23 

-.35 .28 

-.13 .26 

-.52 .36 

-.05 .29 

-.56 .37 

.53 .35 

. 44 . 38 

.18 .15 

. 50 . 25 

.53 .37 

. 00 . 34 

. .. /4 7 
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No. Events (cont'd) 

14. Community nurses are given and accept 
responsibility for performing medical 
treatments, i.e. nurse uses judgement 
as to when a referral to doctor, etc. 
is necessary. 

15. Introduction of regular re-registrat­
ion. 

16. Evidence of post-graduate training 
a mandatory prerequisite for re­
registration. 

17. People from ethnic minorities (e.g. 
aboriginals and migrant groups) are 
trained to provide health services to 
those groups. 

18. There will be significant involvement 
of the consumer in decisions effect­
ing the provision of health care. 

19 . Private practitioners trade hours of 
work for increases in gross income. 
That is, they choose to do less work 
rather than earn higher gross income. 

20. Peer group cost-efficiency reviews 
by health professional groups. 

21. Financial incentives are used exten­
sively to encourage medical practit­
ioners to areas of under-supply. 

22. Horne visit system substantially re­
places the existing institutionally 
based outpatient system. 

23. Individuals who need health services 
will continue to e~pect the best 
possible treatment regardless of cost. 

24. Outpatient clinics established out­
side hospital complexes. 

25. Computerised health records will be 
held centrally with privacy safe­
guards. 

26. Working conditions (hours of work, 
health hazards, etc) will become a 
major industrial issue for health 
professionals. 

27. Increased emphasis on the cost-effic­
iency of health services leads to a 
reduction in resources allocated to 
health services with outcomes which are 
difficult to measure. For example, 
services for which there are long term 
effects such as health education and 
preventive services, and services prom­
oting mental and social well-being. 

Probabi­
lity2 

.73 

.66 

.59 

.70 

.61 

.64 

.63 

.65 

.36 

.84 

.64 

. 70 

.67 

.62 

Desir- Impact 
ability1 2 

.45 .41 

.54 .36 

.39 .31 

.58 .37 

.41 .29 

-.10 .31 

• 50 .32 

.35 .29 

.03 .15 

.08 .49 

.33 .31 

.35 .36 

.07 .36 

-.37 .34 

. .. /49 
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No. Events (cont'd) 

28. Indemnity insurance becomes a major 

cost item, e.g. in some American 

States private practitioners pay 

25% of salary for insurance. 

29. Aspiration for higher salaries/status 

for some professions (especially 

nursing) will lead to fewer jobs for 

these professionals. 

30. Medication records systems estab­

lished to monitor drug intake of 

individuals. 

31. Emergence of coordinated mental 

health care teams. 

32. Establishment of "centres of excell­

ence" in health education. 

33. Method of health care delivery for 

different health programs determined 

on a cost effectiveness basis rather 

than by traditional medical roles, for 

example, different health teams are 

appropriate for infant welfare pro­

grams, school medical service, general 

community health, intensive hospital 

care, health education, and ill 

health prevention. 

34. Medical practitioners used to lead 

health care teams. 

35. Health studies becomes recognised 

discipline in secondary schools. 

36. Medicines such as analgesics and 

indigestion remedies restricted to 

pharmacies. 

37. Registration of the major health pro­

fessions remains a State rather than 

Federal responsibility. 

38. There will be common initial education 

of two years for all health professionals 

followed by specialised training. 

39. Development of group occupational health 

centres. 

40. Salaried system proves inappropriate 

for dental services. 

41. Powerful health consumer groups will 

develop. 

42. General reviews and audits for health 

institutions. 

43. Health records available to all regis­

tered health professionals without need 

for patient approval. 

Probabi­
lity2 

.60 

.59 

.61 

.73 

.57 

.65 

.68 

.69 

.60 

.64 

.42 

.60 

.45 

.63 

• 79 

.43 

Desir- Impact 
ability1 2 

-.57 .26 

-.37 .28 

.40 .27 

.58 . 39 

.34 .27 

.37 .32 

.09 .32 

.62 .33 

.41 .27 

-.16 .25 

.18 .17 

.37 .22 

-.20 .14 

. 12 .28 

.65 .45 

-.29 .19 

. .. /49 



- 49 -

No. Events (cont'd) 

44. Health records available to all regis­

tered health professionals nominat_ed 

by the patient. 

45. "Major health decisions will continue 

to be made mainly on the basis of 
idealogy and for immediate electoral 

advantage rather than on sound econom­
ic arguments." 

46. Travel costs for health care treatment 

incurred by rural dwellers included 
in health insurance schemes. 

47. Rotational system among health care 
professionals adopted to provide health 

services in remote outback areas. 

48. Multidisciplinary health care develops 
primarily in community health centres. 

49. Cost effective considerations form the 

basis of capital works allocations in 
health. 

50. Registered paramedical personnel act 

as first contact practitioners. 

51. Emergence of privately financed 
conununity health centres. 

52. Programs of education and conununity 
self-support implemented in remote 

rural areas. 

53. There will be a compression of the 

salary scale differentials in the 
health care field. 

54. Health care services monitored and 

evaluated at regional levels. 

55. Health care of a defined population to 
be the responsibility of an individual 
or specified group of health profess­

ionals, e.g. introduction of health 

maintenance organisations. 

56. Private sector proves to be more cost 

effective in providing health care 

than the public sector. 

57. Significant technological breakthrough 

in telecommunications and telemetering, 

e.g. so as to allow remote diagnosis 

and monitoring. 

58. Emergence of community health nurse 

trained in social medicine. 

Probabi­
lity2 

• 72 

• 72 

.60 

.56 

.69 

.62 

.62 

. 53 

.63 

.55 

• 71 

.52 

.54 

.73 

.76 

Desir- Impact 
ability1 2 

.53 .37 

-.63 . 39 

.41 .22 

.45 .25 

.44 .38 

.39 .30 

.30 .32 

.08 .19 

.55 .28 

.22 .22 

.53 • 36 

.26 .21 

.03 .25 

. 49 • 34 

.58 .42 

. .. /50 
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No. Events (cont'd) 

59. Recurrent or continuing education 
becomes an accepted part of the car­
eers of all health professionals. 

60. Significant technological breakthrough 
in patient transport services, i.e. 
ambulance, air transport, etc., poss­
ibly with intensive care. 

61. There will be financial sanctions for 
people who .choose ill health life 
styles, e.g. smokers, heavy drinkers. 

62. Redistribution of duties within the 
nursing workforce results in reduced 
demand for professional nurses. 

63. Hospitals designed to deal with acute 
medical cases only, i.e. trend to­
wards non-hospital based services. 

64. Non acceptance of "diploma" profess­
ionals by degree trained profession­
als. 

65. Legislation introduced compelling 
individuals to participate in many 
preventive programs, e.g. annual check 
ups, screening for cancer. 

66. Malpractice suits heard by normal court 
system. 

67. Malpractice suits heard by lay tribunals 

68. Malpractice suits heard by peer groups. 

69. Rejection of reliance on technological 
solutions to health problems, i.e. a 
greater emphasis on personal, human 
care and the "art" instead of the 
"science" of medicine. 

70. The community will regard the quality 
of care in the salaried medical service 
as inferior to that in private practice. 

71. Self help programs for health mainten­
ance are developed. 

72. Self help programs for curative services 
are developed. 

73. Substantial increase in demand for 
dental services caused by the inclus­
ion of dental benefits in basic or levy 
health insurance. 

74. The introduction of new technological 
developments will be subject to strict 
cost-benefit criteria. 

Probabi­
lity2 

.79 

.70 

.41 

.49 

.69 

.52 

.35 

.63 

.30 

.47 

.48 

.51 

.68 

.53 

.67 

.64 

Desir- Impact 
ability1 2 

.79 

.57 

.14 

-.14 

.50 

-.43 

- . 10 

.19 

-.42 

-.08 

.24 

-.51 

.61 

.24 

• 2 7 

• 45 

. .. /51 

.51 

.35 

.16 

.22 

.39 

.21 

.13 

.21 

.08 

.16 

.23 

.24 

.33 

.22 

.31 

.34 
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No. Events (cont'd) 

75. Widespread use of paramedicals re­
sults in a decline in the standard 
of patient care. 

76. Significant breakthrough in rehabil­
itation technology, i.e. in the main­
tenance of independence of the chron­
ically ill and disabled. 

77. No shortage of recruits for health 
professions. 

78. Continuation of the relative scarcity 
of medical manpower in rural areas. 

79. All major nurse education moves to 
Colleges of Advanced Education. 

80. Consumers compile directories of 
health services which contain details 
of location, availability and type of 
service. 

81. Health planning and administration 
undertaken mainly by non-health profess­
ional personnel. 

82. Professional registration mitigates 
against successful multi-disciplinary 
team approach to health care, i.e. 
obliges people to work in narrow frame­
works. 

83. Health education becomes part of 
basic primary education. 

84. Health care diagnosis becomes less 
judgemental, i.e. more mechanised. 

85. Clinical encounters reoriented to 
emphasise prevention as · much as cure. 

86. Mass media used for health education. 

87. Government introduces a medical audit to 
control activities of health profess­
ionals (i.e. quality and efficiency). 

88. Fee-for-service will be replaced by 
health maintenance organisation. 

89. Health care system makes increased use 
of "aide" type categories. 

90. Health records will be computerised. 

91. Free occupational healt..~ services pro­
vided by employers. 

92. Formal links established between solo 
practitioners and community health 
centres. 

Probabi­
lity2 

.30 

.54 

. 75 

.67 

.69 

• 70 

.51 

.44 

• 71 

.65 

.63 

.74 

.63 

• 40 

.75 

.81 

.59 

.68 

Desir- Impact 
ability1 2 

-.42 .14 

• 68 • 26 

.37 .43 

-.63 .34 

-.03 .39 

• 49 • 30 

-.33 

-.52 

.66 

-.05 

• 71 

.63 

.30 

.11 

.35 

.44 

• 49 

.61 

. .. /52 

.24 

.18 

. 36 

.31 

.35 

.39 

.30 

.16 

• 40 

.47 

.23 

.34 
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No. Events (cont'd) 

93. As the proportion of aged grows the 

health care system will provide them 

with less care but nonetheless an 

increasing proportion of total health 

care costs. 

94. New health problems caused by general 

environmental deterioration. 

95. The academic criteria for admission to 

medical schools will be modified by 

criteria based on motivation and person­

ality. 

96. It will be established that all patients 

have the right to know their medical 

diagnosis, prognosis and proposed treat­

ment. 

97. Health professionals will organise strong 

militant unions. 

98. Appropriate, legislation gives some 

health professionals other than doctors, 

limited pc,r,,ers to prescribe drugs , e.g. 

community nurses and pharmacists. 

99. Health care institutions organise to 

accept permanent part time health 

staff including shared jobs. 

1 Ranges from -1 to +l 

2 Ranges from Oto +l 

Probabi­
lity 2 

.59 

.68 

.56 

• 69 

.66 

.58 

• 71 

Desir- Impact 
ability1 2 

-.43 .27 

-.64 • 36 

.52 .28 

.52 .35 

-.19 .33 

.16 .24 

• 46 .33 

... /53 
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1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

ll. 

12. 

13. 

- 53 -

TABLE 13 

TREND ASSESSMENT SUMMARY 

Trends 

Government involvement in health adminis­
tration and planning. 

The proportion of health costs met direct­
ly by the consumer, i.e. the gap between 
payment and rebate. 

Role of local government authorities in the 
control and coordination of health services. 

Dual funding, i.e. Joint Federal and State 
control of health care. 

Public sector health expenditure as a 
proportion of budget. 

Medical research funding from all sources 
as a proportion of gross domestic product. 

Percentage of general practice which is 
fee-for-service. 

Percentage of health professionals who are 
salaried. 

Percentage of married women health profess­
ionals returning to workforce as soon as 
possible after child bearing. 

The rate of development of medical tech­
nology. 

The level of political and bureaucratic 
control of the health care system. 

Malpractice suits against individual 
practitioners. 

Demand for domiciliary services. 

14. Level of "institutionalisation", i.e. 
extent to which care is located in 
hospitals (as opposed to homes, community 
health centres). 

15. Psycho/behavioural/social disorders. 

16. Proportion of treatments for psycho/ 
social disorders performed by registered 
professionals other than GPs. 

17. Individual responsibility for own health. 

18. Acceptance and use of natural food diets. 

Average 
Movement1 

.75 

.19 

.16 

.22 

.48 

.14 

-.07 

.so 

.56 

.61 

.64 

.51 

.68 

-.10 

.65 

.60 

.25 

.29 

Desirable 
Movement2 

.52 

-.06 

.27 

.05 

.28 

.70 

-.29 

.57 

.52 

.46 

-.43 

-.24 

.74 

-. 77 

-.84 

. 60 

.88 

.54 

... I 54 
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No. Trends (cont'd) 

19. Prescribed drug taking (in proportion 

to population). 

20. Non prescribed drug taking (in propor­

tion to population). 

21. Road accidents (in proportion to pop­

ulation). 

22. Crime and violence (in proportion to 

population) . 

23. Financial sanctions for services given 

other than in normal working hours. 

24. Length of stay in hospital. 

25. Hospital size (new hospitals). 

26. Degree of specialisation in hospitals. 

27. Relative demand for expensive hospital 

services. 

28. Emphasis on "community care", provided by 

the community for the community. 

29. Acceptance by the community of community 

health centres . 

30. Variety of services offered by community 

health centres. 

31. Interdisciplinary team delivery of care. 

32. Group practices supported by private para­

medical staff. 

33. Institutional care for mentally retarded. 

34. Role of the pharmacist in prevention and 

correction of drug misuse. 

35. The coherence of the family unit, i.e. will 

it increase to reach the extended family 

concept or decrease requiring social support 

for children. 

Average 
Movement1 

.25 

.46 

.39 

.59 

.41 

-.38 

-.12 

.52 

.44 

.44 

. 62 

.61 

. 57 

.41 

.00 

.40 

-.22 

36. Social status of doctors. -.32 

37. Proportion of elderly people cared for in non- .28 

institutional environment (i.e. not in hos-

pitals or old people's homes). 

38. Specialisation amongst health care profess­

ionals. 

39. Proportion of health care resources allocated 

to rehabilitation. 

40. Proportion of health care resources allocated 

to domiciliary care. 

41. Proportion of health care resources allocated 

to community health services. 

42. Proportion of health care resources allocated 

to preventive health services. 

43. Proportion of health care resources allocated 

to health education. 

.47 

.39 

.45 

.54 

.43 

.36 

Desirabl~ 
Movement 

-.80 

-.86 

-. 91 

-.96 

-.19 

-.74 

-.42 

.14 

-.50 

.81 

. 85 

. 85 

.91 

.60 

-.12 

. 80 

.68 

-.42 

.57 

.00 

.84 

.91 

. 86 

.90 

. 88 

. .. /55 
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Average 
Trends (cont'd) Movement1 

Desirable 
Movernent2 

-------------
44. Proportion of health care resources allocated .37 • 85 

to health education in schools. 

45. Proportion of health care resources allocated .36 .87 
to accessible community psychiatric facilities 

46. Proportion of health care resources allocated .31 • 83 
to occupational health programs. 

47. Proportion of health care resources allocated .34 • 72 
to child care services. 

48. Proportion of health care resources allocated .37 .78 
to handicapped (including accidents). 

49. Proportion of health care resources allocated .37 -.27 
to administration. 

50. Acceptance of the role of paramedical staff .40 .92 
by community medical practitioners. 

51. Size of health care workforce relative to .42 .29 
total workforce. 

52. Paramedical services for disadvantaged groups. .39 • 79 

1 
Range -1 to +l 

2 
Range -1 to +l + increase desirable 

- decrease desirable 

... /56 
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TABLE 14 

PROJECTION ASSESSMENT SUMMARY 

Average Estimate 

No. Projections Low Likely High 

1. 

2. 

3. 

4. 

5. 

6. 

Total cost of health service as a 6.9 

percentage of Gross Domestic Product 

(current value is approximately 6~%). 

Total cost of education as a percen- 5.5 

tage of Gross Domestic Product 

(current value is approximately 5~%). 

Percentage of women trained in trad- 26.7 

itionally male professions (1975 

graduates in medicine and dentistry 

combined contained 23% female). 

Percentage of men trained in trad- 6.9 

itionally female professions, (1974 

estimated workforce in nursing, phys­

iotherapy and occupational therapy con­

tained 4% males). 

Hospital accommodation per capita, i.e. 5.2 

bed ratios (current value is stated to 

be about 6.5 beds per 1000). 

Average length of stay in hospital 6.3 

(current value is estimated to be 

around 10 days) . 

7. 1Health services research expenditure 

as a percentage of total health care 

expenditure (current value is around 

.06%) . 

8. 2General practitioners/population 

ratio ( current value is estimated to 

be around 1 doctor per 700 people). 

553 

9.2 11. 8 

7.0 8.8 

36.5 45.5 

12.9 19.3 

6.5 8.2 

7.9 10.4 

682 881 

1. Respondents had difficulty with the basic unit of measurement 

(.06%) and hence the results are not useful. 

2. Some respondents pointed out that the ratio of "l per 700" 

refers to "total number of doctors" not just "general 

practitioners". '!hose who based their response on the 

G.P. ratio (roughly 1 per 1400) and those who expressed 

their response as the inverse ratio (roughly .0014) were 

excluded from these analyses. About 14 respondents were 

involved out of about 160 who answered the question at all. 
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CHAPTER 7 

CURRENT PROBLEMS IN HEALTH CARE 

Although the focus of the study was health manpower and training 

needs over the next two decades, some comment was also offered by 

participants on the current climate in which health care resources 

are being allocated and utilized. The theme which emerges in one of 

high cost, inappropriate use and misdirection of resources. A major 

contributing factor is the lack of information both for the public 

on availability of health services and for decision makers concerned 

with planning and rationalising health services. 

The issues raised during the seminars have been processed and are 
discussed ~ithin a general framework. Whilst an attempt has been made 

to distinguish among current problems, future changes and developments 

and policy initiatives or responses, the boundaries are not easily 

demarcated. As such there will be some overlap and some future develop­
ments may be merely manifestations of existing problems, for example, 

a critical shortage of physiotherapists within two decades may be 

imminent already. Current problems, as perceived by participants, are 

discussed as follows. First, the health care environment is considered 

in te.rms of (a) the social-political climate and (b) financial and 

economic characteristics. Second, some comment is offered on the train­

ing and qualifications of existing health professionals~ Finally, 

present health services are discussed in terms of type of service, 

availability and usage of services. 

Social-Political Climate 

· The major comment related to the "short-term quick result" planning 

syndrome advocated by politicians. Not only does this approach mean 

that many valuable projects are not commissioned but also it is 

accompanied by a stop-go attitude to health care. The obvious mis­

allocations of resources, e.g. hospitals in marginal electorates, 

were raised. The major deficiency of such an ad-hoe approach to plan­

ning was seen to be the lack of political support for health promotion 
and prevention. It was argued that without a change in political attitude 

the present situation of a curative based system was likely to continue 
to the detriment of the user. 
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Important social dimensions of the present society included the 

concern with the increase in stress related disease, the increase in 

the number of one parent families and the increasing number of aged 

persons. It was felt that the present health training system and the 

existing resources were not sufficient nor appropriately directed to 

cope with these problems. 

Financial-Economic Climate 

Comment was directed towards cost of services and cost of training, 

method of payment of professionals and funding of programs. The acknowledge­

ment that health costs, including costs of training health professionals, 

posed a major problem was frequently contrasted wi t h comment on 

misuse of resources and lack of both personnel and facilities in many 

critical areas, for example, homes for the mentally ill and geriatric 

facilities. Within the public sector of the health care system the 

affect of seemingly arbitrary staff ceilings was considered to have some 

bearing on present recruitment and morale. The use of a one year funding 

program was also seen to be disruptive for planning and likely to result 

in inappropriate short-term allocations of resources. 

Comments were divided on the desirability of a dual private and 

public funding system. There was concern, however, at the earning 

expectations of health professionals and the fee-for-item method of 

payment. 

Health Professionals - Training and Qualifications 

The health profession was portrayed as one in which there was a 

lack of coordination between professional groups and an increasing 

occurrence of demarcation disputes over health tasks. Insufficient 

determination of the roles of various professional categories was assessed 

as being a contributing factor to the latter issue. Much of the current 

legislation regarding professional responsibility was seen as being 

outmoded and thus in need of updating. 

The most serious problem area was seen to be that of designing 

relevant training courses. The claims were made that, in general, 

health care training is not appropriate for the existing problems of 

society, that there are too many overtrained practitioners(e.g. too 

many surgeons)and that vocational training has not taken off because of 
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both a desire for high salaries and a lack of commitment by personnel, 

(for example, insufficient staff support from universities for vocational 

teaching). 

A general comment was that there was a lack of skilled health 

administrators and that too much emphasis was placed on the medical 

qualifications of the administrators. Concern was also expressed at the 

lack of opportunities for training connnunity health educators. 

Health Services - Type, Availability, Usage 

A predominant issue was that of the general inequality of the 

distribution of health services. Particular concern was expressed for 

non-metropolitan residents for whom it was argued the "market mechanism" 

did not work,for oppressed minority groups including migrants and 

Aboriginals, and for the general problem of caring for the elderly e.g. 

home verse institution. 

Turning to the physical services, the broadest issue raised related 

to the problems of having a fragmented-curative-oriented health care 

service (rather than a coordinated preventive system). Specific items 

included cutbacks in after-hours services (because of high incomes), 

misuse of drugs by health professionals, mal-distribution of hospital 

beds, over use of health services by practitioners and community e.ge 

X-ray, pathology, and unnecessary referrals to specialists. 

The basic problems of administering health services were also dis­

cussed. The macro problem was seen as one of lack of coordination at 

various levels in the system (region/state/federal) and between the 

various health services. Absence of planning for health staff and lack 

of uniformity for a wide variety of procedures contributed to the 

perceived problems at the operational level. Finally, the task of 

administering multi-disciplinary health care teams was seen to be 

extremely complex within the present system. 

Much of the argument advanced in this Chapter supports increased 

level of involvement of government or at least "controlling bodies" 

to regulate the market. The alternative free market view in which the 

role of governments is to aid equity considerations not efficiency 

allocations was also expressed. Although one may be tempted to think 
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that the above problems may be solved, or at least alleviated in part, 

by an increase in health care expenditure, there is no evidence which 

suggests that either life expectancy or quality of life is increasing 

with increased expenditure. 
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CHAPTER 8 

THE HEALTH CARE SYSTEM 1980-2000 

If correct health manpower and training decisions are to be 

made and planning is to be adaptive or flexible it is important 

to anticipate the possible directions and magnitudes of changes 

in the general health care system. It is not necessary to stress 

the need for planning to take account of possible changes in the 

health care environment - the question is what are the likely 

future developments? 

This chapter contains a structured report of the general 

findings of the · event assessment ·study. 

(a) Health Care Environment 

The general picture which emerges over the next two decades 

is one of a high cost, illness oriented, government dominated, 

urban based health care system in a society in which general 

social "illnesses" are increasing. It is viewed as both 

desirable and likely that general reviews and audits for 

health institutions will be initiated and that recurrent 

education will become an accepted part of the careers of all 

health professionals. There is no perceived shortage of 

recruits for health professions. The size of the government 

share of the health care system is estimated as being likely 

to increase both relatively and absolutely with dual funding 

(some Federal, some State) and local government authorities 

becoming more involved. In particular, the trend towards 

government control of health administration and planning is 

expected to increase markedly. 

Participants in the study expressed a general cynicism about 

the possibility of health care decisions being made on the 
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basis of sound economic arguments rather than the present 

situation where they are made by politicians on the basis of 

ideology and for immediate electoral advantage (Event 45). The 

maintenance of the existing system of decision making was assessed 

as being very likely to continue, highly undesirable (ninety-eight 

out of ninety-nine on a desirability rating) and highly significant 

for the health care system (fifth in the overall set of rankings). 

A number of specific issues are discussed in terms of social, 

technological and legal dimensions of the health environment. 

(i) Social/Industrial Relations 

Many dimensions of the social environment were assessed as being 

likely to deteriorate over the next two decades (Table 15). 

Increases in the levels of crime and violence, road accidents, 

psycho/social disorders and drug taking (both prescribed and 

non prescribed) were postulated, although naturally such changes 

were assessed as being highly undesirable,and it was estimated 

that .there would be a continuing decline in the coherence of 

the family unit. Further, it was thought likely, that a general 

environmental deterioration would cause a range of new health 

problems. On the positive side, it was seen as both likely and 

desirable that individuals would take on responsibility for their 

own health and that there would be an increase in the acceptance 

and use of natural food diets. 

As mentioned above, it was assessed that the rate of psycho/ 

social disorders would increase over time. In addition, it was 

thought likely that the proportion of such treatments performed 

by registered personnel other than GPs would increase and such an 

increase was deemed as being desirable. Analysis of the views on 

desirability, disaggregated by professional groups, showed that 

whilst all professional groups supported this trend in treatment 

delivery, the average responses of health care practitioners and 

health care educators were significantly higher than those of 

administrators and social scientists. 
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TABLE 15 

HEALTH CARE ENVIRONMENT - SOCIAL/INDUSTRIAL RELATIONS 

( a) Trends Average Trend Desirable 
Movement3 Movement1 

15 
16 

Psycho/social disorders. .65 
Proportion of treatments for psycho/ .60 
social disorders performed by registered 
professionals other than GP's. 

17 
18 
19 

Individual responsibility for own health .25 
Acceptance and use of natural food diets .29 
Prescribed drug taking (in proportion to .25 
population). 

20 

21 

22 

Non prescribed drug taking (in proportio .46 
to population) . 
Road accidents (in proportion to populat .39 
ion). 
Crime and violence (in proportion to .59 
population) . 

23 

35 

Financial sanctions for services given .41 
other than in normal working hours. 
The coherence of the family unit, i.e. -.22 
wi 11 it increase to reach the e~tended 
family concept or decrease requiring 
social suppor t for children. 

(b) Events 

26 Working conditions will become a major 
industrial issue for health professional 

29 Aspirations for higher salaries/status 
for some professions will lead to fewer 
jobs for these professionals. 

61 .Financial sanctions for people who chaos 
ill health life styles. 

91 Free occupational health services 
provided by employers. 

94 New health problems caused by general 
environmental deterioration. 

96 It will be established that all patients 
have the right to know their medical 
diagnosis, prognosis and proposed 
treatment. 

97 Health professionals will organise 
strong, militant unions. 

1 
Range -1 to +l 

2 
0 +l Range to 

3 
Range -1 to +l + increase desirable 

- decrease desirable 

Probabi-
lity2 

.67 

.59 

.41 

.59 

.68 

.69 

.66 

-.84 
.59 

.88 

.54 
-.80 

-.86 

-.91 

-.95 

-.19 

.68 

Estimated 
Signifi-
cance2 

.68 

. 70 

.62 

.65 

• 77 

.74 

• 71 

Desir-
abilityl 

.07 

-.37 

.14 

.49 

-.64 

.52 

-.19 
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The industrial relations issues, perhaps predictably, implied 

a system in which costs would increase and services would decline. 

It was assessed as being likely that working conditions would 

become a major industrial issue for health professionals and that 

professionals would organise militant unions; the former issue 

being assessed as neither desirable nor undesirable and the latter 

as marginally undesirable (although significant in a statistical 

sense). . In addition it was assessed that the trend towards 

financial sanctions for services given other than in normal 

working hours would increase, a move which was assessed as 

undesirable and that it was likely and undesirable that the 

aspirations for higher salaries would lead to fewer jobs in 

some professional areas. 

{ii) Technology 

Participants were reasonably optimistic that a number of 

significant technological breakthroughs would take place 

but no evidence was requested to support such assertions. 

Dimensions which were assessed as being fairly likely {i.e. 

about three chances in four of occurring or odds of about three 

to one on) were first, breakthroughs in telecommunications and 

telemetering which would allow remote diagnosis and monitoring, 

second, breakthroughs in patient transport services e.g. ambulance 

and air transport and third, the use of mass media for health 

education. (Table 16) 

A general theme, that of accountability, recurred throughout 

the questionnaire and in this area the relevant event related 

to the strict use of cost-benefit criteria for assessing new 

technological developments. This development was assessed as 

being both likely to occur and desirable for the health system. 

Participants were uncertain as to both the likelihood and 

desirability of a rejection of the reliance on technological 

solutions to health problems in return for a greater emphasis 

on the "art" of medicine. 
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TABLE 16 

HEALTH CARE ENVIRONMENT - TEOINOLOGY 

( a) 

10 

(b) 

57 

60 

69 

74 

76 

86 

Trend 

Rate of development of medical 
technology. 

Events 

Significant technological breakthrough 
in telecommunications and telemetering 
e.g. to allow remote diagnosis and 
monitoring. 

Significant technological breakthrough 
in patient transport services. 

Rejection of reliance on technological 
solutions to health problems i.e. 
greater emphasis on the "art" rather 
than the "science" of medicine. 

Introduction of new technological 
developments will be subject to strict 
cost-benefit criteria. 

Significant breakthrough in rehabil­
itation technology. 

Mass media used for health education. 

1 
Range -1 to +l 

2 
0 +l Range to 

3 
Range -1 to +l; + increase desirable 

- decrease desirable 

Average Trend 
Movement1 

Desirable 
Movement3 

.61 

Probabi­
lity2 

.73 

• 70 

.47 

.64 

.54 

.74 

.46 

Estimated 
Signifi­
cance2 

.68 

.69 

.73 

. 76 

.78 

.74 

Desir­
ability1 

.49 

.57 

.24 

.44 

.68 

.63 
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(iii) Legal 

The next two decades are likely to be periods in which 

individual rights, both professional and patient, are more 

clearly enuniciated. The implications range from a perceived 

increase in the number of malpractice suits against individual 

practitioners to the likely introduction of legislation which 

enables some health professionals, other than doctors, to prescribe 

drugs and which restricts the sale of analgesics and indigestion 

remedies to pharmacies. (Table 17) 

The general impression of participants was that malpractice 

suits are more likely to be heard by the normal court system 

than either by lay tribunals or peer groups and that such an 

outcome is marginally desirable. (the other two outcomes being 

assessed as undesirable). Some differences among professional 

groupings exist, for example, whilst all groups assessed the 

event that malpractice suits would be heard by lay tribunals as 

being very undesirable, the social experts and consumer 

representatives were significantly less extreme, i.e. their average 

response was closer to zero, than their counterparts. 

Legislation which informs the patients as to diagnosis, prognosis 

and proposed treatment and thus increases basic rights of the 

individual was assessed as being very likely to be introduced and 

very desirable. On the other hand, legislation which compels 

individual participation in preventive programs was estimated to 

be unlikely to occur and marginally undesirable. 
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TABLE 17 

HEALTH CARE ENVIRONMENT - LEGAL 

( a) Trend Average Trend 
Movementl 

Desirable 
Movement3 

12 

(b) 

12 

36 

65 

66 

67 

68 

96 

98 

1 

Malpractice suits against individual 
practitioners. 

Events 

.51 

Probabi­
lity 2 

Legal responsibilities of health . 72 
professionals defined. 

Medicines such as analgesics & indiges- .60 
tion remedies restricted . to pharmacies. 

Legislation introduced compelling indiv- .35 
iduals to participate in many preventive 
programs. 

Malpractice suits heard by normal court .63 
system. 

Malpractice suits heard by lay tribunals 

Malpractice suits heard by peer groups. 

It will be established that all patients 
have the right to know their medical 
diagnosis, prognosis & proposed 
treatment. 

Appropriate legislation gives some 
health professionals other than doctors 
limited powers to prescribe drugs. 

.30 

.47 

.69 

.58 

Range -1 to +l 

2 
0 Range to +l 

3 
Range -1 to +l; + increase desirable 

- decrease desirable 

-.24 

Estimated 
Signifi­
cance2 

. . 71 

.65 

.64 

.58 

.57 

.63 

.74 

.68 

Desir­
ability1 

.53 

.41 

-.10 

.19 

-.42 

·-. 08 

.52 

.16 
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(b) Characteristics of Professionals 

(i) General Observations 

There are a number of general themes which emerge from the 

study. Some of the relevant issues are summarised in Table 18 

and other issues related to particular professions are covered . 

in more detail in later sections. 

The first theme envisages an increased level of teamwork, 

involving recognition and acceptance of the role of the various 

health professions. This is seen directly in Trend 31, and also 

implied by a perceived increase in specialisation amongst health 

professionals and the likely acceptance by the community of 

registered professionals other than doctors for primary health 

care. It is also a recurring theme in the following sections, 

illustrated by a number of other assessments . 

The second theme relates to the development of various forms 

of professional monitoring, Recurrent or continuing education is 

seen as very likely and desirable, possible becoming a requirement 

for continued registration. Although, on balance, respondents would 

prefer Federal registrations of professionals, State control is seen 

as likely to continue. Peer group cost-efficiency reviews by health 

professional groups is seen as fairly likely and fairly desirable 

and in conjunction with similar checks in at.her parts of the health 

care system will mean substantial changes in the outlook of 

p~ofessionals. The idea that professional registration might 

mitigate against effective team approaches was thought to be 

unlikely and undesirable. 

There was seen to be a rroderate increase in the percentage 

of health professionals who are salaried (Trend 8). Group 

collectives and some form of health maintenance organisation were 

both seen as about an even money chance and were judged, on 

balance, to be just desirable. (Social experts were more in 

favour of salaried professionals than other respondent groups). 

An implication of Trends 7, 8 and 31 is that the increase in 

salaried staff will be in the paramedical members of the team, 

rather than in doctors. 
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TABLE 18 

CHARACTERISTICS OF PROFESSIONALS - GENERAL OBSERVATIONS 

(a) Projections 

3 Percentage of women trained in trad­
itionally male professions (1975 
graduates in medicine and dentistry 
combined contained 23% female)• 

4 Percentage of men trained in trad­
itionally female professions, (1974 
estimated workforce in nursing, phys­
iotherapy and occupational therapy 
contained 4% males). 

(b) Trends 

8 Percentage of health professionals 
who are salaried. 

9 Percentage of married women health· 
professionals returning to work 
force as soon as possible after child 
bearing. 

31 Interdisciplinary team delivery of 
care. 

38 Specialisation amongst health care 
professionals. 

( c) 

1 

9 

10 

15 

20 

26 

37 

Events 

Reduced working hours by health 
professionals results in a re­
striction of availability and acc­
essibility of health services. 
The community accepts registered 
professionals other than doctors 
for primary health care. 
Group collectives funded to run 
health services on a self-help 
basis. 
Introduction of regular re-regis­
tration requirements for major 
health professions. 
Peer group cost-efficiency reviews 
by health professional groups. 
Working conditions (hours of work, 
health hazards, etc) will become 
a major industrial issue for health 
professionals. 
Registration of the major health 
professions remains a State rather 
than Federal responsibility. 

Low 
Estimated 

Likely High 

26.7 36.5 45.5 

6.9 12.9 19. 3 

Average Trend 
Movement1 

Desirable 
Movement 3 

.50 

.56 

. 57 

.47 

Probabli­
li ty2 

.56 

.67 

.46 

.66 

.63 

.67 

.64 

.52 

.91 

.oo 

Estimated 
Signifi­
cance2 

.74 

• 77 

.55 

.75 

.68 

.68 

• 60 

Desir­
ability1 

-.45 

.44 

.18 

.54 

.50 

.07 

-.16 
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47 

53 

55 

59 

64 

82 

84 

85 

97 
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Events (cont'd) 

Rotational system among health care 

professionals adopted to provide 

health services in remote outback 

areas. 
There will be a compression of the 

salary scale differentials in the 

health care field. 

Health care of a defined population 

to be the responsibility of an 

individual or specified group of 

health professionals. 

Recurrent or continuing education 

becomes an accepted part of the 

careers of all health professionals. 

Non acceptance of "diploma" profess­

ionals by degree trained profess­

ionals. 
Professional registration mitigates 

against successful multi-disciplinary 

team approach to health care. 

Health care diagnosis becomes less 

judgemental. 
Clinical encounters reoriented to 

emphasise prevention as much as cure. 

Health professionals will organise 

strong, militant unions. 

1 
Range -1 to +l 

2 

3 
Range 0 to +l 

Range -1 to +l; + increase desirable 

- decrease desirable 

Probabi­
lity2 

.56 

.55 

.52 

. 79 

.52 

.44 

.65 

.63 

.66 

Estimated 
Signifi­
cance2 

.68 

.63 

.62 

.82 

.61 

.66 

.70 

.79 

.71 

Desir­
ability1 

.45 

.22 

.26 

. 79 

-.43 

-.52 

-.05 

.71 

-.19 
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Possible "industrial" issues which were raised, indicate 

that the health professions will move further away from the 

"selfless dedication" previously expected. Unionisation is 

considered likely but on balance undesirable. (Health practitioners 

in the sample were significantly more in favour of unionisation, 

registering a small positive desirability rating on average for 

Event 97). Working conditions are considered likely to become 

major industrial issues. The undesriable outcome, that reduced 

hours of work by health professionals would result in a restriction 

of availability and accessibility of health services,was not 

thought unlikely,with administrators giving this outcome a higher 

probability. Compression of salary scales for health professionals 

was considered likely, especially by educators and researchers. 

Social experts thought this was less likely but more desirable than 

other groups. Rotational systems for providing health services 

to remote areas was considered fairly likely and, in general, 

desirably al though the health practitioners were less e.nthusiastic 

about the possibility. 

The study suggests that there will be a significant alteration 

in the traditional sex distinction in the health profession with 

substantially more women entering medicine and dentistry etc., and 

more men entering nursing and the therapies. Although it is 

envisaged that increasing numbers of women will return to work 

after childbearing, there are nevertheless important implications 

for the system in these changes both in terms of training provisions 

and in the increased staff turnover that would result. 

( ii) Doctors 

Within the general trends discussed above, doctors stand 

apart in some aspects. A summary of relevant issues is contained 

in Table 19. 

Firstly, whilst a general increase in the salaried system 

is envisaged, the percentage of general practice which is fee­

for-service is only likely to decrease slightly. Health practitioners 

and administrators are fairly evenly divided as to which direction 

of change would be desirable with educators and social experts 
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TABLE 19 

CHARACTERISTICS OF PROFESSIONALS - DOCTORS 

( a) 

7 

12 

32 

36 

50 

(b) 

5 

34 

59 

78 

85 

88 

92 

1 

Trends 

Percentage of general practice which 
is fee-for-service. 

Malpractice suits against individual 
practitioners. 

Group practices supported by private 
paramedical staff. 

Social status of doctors. 

Acceptance of the role of paramedical 
staff by community medical practit­
ioners. 

Events 

Fee-for-service system resists exter­
nal evaluation of any kind. 

Medical practitioners used to lead 
health care teams. 

Recurrent or continuing education be­
comes an accepted part of the careers 
of all health professionals. 

Continuation of the relative scarcity 
of medical manpower in rural areas. 

Clinical encounters reoriented to em­
phasise prevention as much as cure. 

Fee-for-service will be replaced by 
health maintenance organisation. 

Formal links established between solo 
practitioners and community health 
centres. 

Range -1 to +l 

2 Range 0 to +l 

Average Trend 
Movement1 

Desirable 
Movement3 

-.07 

.51 

.41 

-.32 

.40 

Probabi­
lity2 

.65 

.68 

.79 

.67 

.63 

.40 

.68 

-.29 

-.24 

.60 

-.42 

.92 

Estimated 
Signifi­
cance2 

.77 

.63 

.82 

.76 

.79 

.67 

• 71 

Desir­
ability1 

-.52 

• 09 

. 79 

-.63 

• 71 

.11 

.61 

3 Range - 1 to +l + increase desirable, - decrease desirable 
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favouring a reduction in fee-for-service. A similar indication 

of little significant change in fee-for-service is evident in 

responses to Event 88, where health maintenance organisations 

are not seen as likely, nor very desirable. 

Secondly, in the area of evaluation of performance, it is 

considered likely that the fee-for-service system will resist 

external evaluation, although, presumably may submit to peer 

group reviews as discussed earlier. This resistence was felt 

to be more undesirable by educators and other social experts 

than by health practitioners and administrators. The social 

status of doctors was seen to be declining marginally with a 

decline being thought to be desirable by most respondents 

(especially educators and researchers). The level of malpractice 

suits against individual practitioners was seen to be increasing 

moderately perhaps reflecting a reduction in the prestige of the 

profession. 

Along with the general trend, it is envisaged that doctors 

will make more use of paramedical staff either through group 

practices supported by private paramedicals or by links with 

community health centres. Doctors' acceptance of such staff 

will increase and it is likely that doctors will lead health care 

teams. One obvious implication is that doctors will, in general, 

need to acquire managerial and personnel relations skills and be 

increasingly part of a team. The provision of these skills could 

be one of the purposes of the recurrent education seen as very 

likely to become an accepted part of the careers of all health 

professionals. An emphasis on prevention as much as cure in 

clinical encounters is seen as fairly likely and desirable, and 

this may also be an appropriate area for continuing education. 

The medical profession will also be affected by the general 

trend for more women to enter traditionally male professions. The 

concept of a woman president of the AMA will become a real 

possibility. More importantly, higher turnovers, short term 

absences of women doctors for child bearing and possible difficulties 
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with male patients will have to be contemplated. 

(iii) Nurses 

In addition to the themes evident in the earlier general 

observations, there are a number of issues of particular relevance 

to nurses, who constitute a significant proportion of the 

professional health workforce. These are surranarised in Table 20. 

The next two decades are perceived as being a time of major 

changes for the nursing profession. There are likely to be 

changes in the role and responsibilities of nurses and in their 

training and qualifications. 

As discussed in other sections, nurses will share in the 

general team approach to health care. It is seen as very likely 

that community health nurses will play a large role with some of 

these being trained in areas of social medicine. Community nurses 

are likely to be given (and to accept) responsibility for performing 

some medical treatments and nurses in general are among those likely 

to be given limited powers to prescribe drugs. 

Control of training for nursing is considered likely to nove 

from hospitals to Colleges of Advanced Education - most probably 

in the form of three year degree programs. Some difficulties in 

the acceptance of earlier trained nurses by these "degree" nurses 

is expected (especially by administrators) and this is considered 

undesirable. Redistribution of duties within the nursing workforce, 

probably with increasing use of aides, is given an even chance 

of reducing the demand for professional nurses. A similar effect 

is considered likely from the aspiration of nurses for higher 

salaries and status. 

Nurses will also be involved in the general trends towards 

recurrent education, re-registration, peer review and an increasing 

proportion of male professionals. This latter issue may have 

implications for the number of nurses required to be trained and 

for the career structures of the nursing profession. 
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TABLE 20 

CHARACTERISTICS OF PROFESSIONALS - NURSES 

Events 

14 Community nurses are given and accept 
responsibility for performing medical 
treatments. 

15 Introduction of regular re-registration 
requirements for major health profess­
ions. 

29 Aspiration for higher salaries/status 
for some professions (especially 
nµrsirig) will lead to fewer jobs for 
these professionals. 

58 Emergence of community health nurse 
trained in social medicine. 

59 Recurrent or continuing education 
becomes an accepted part of the 
careers of all health professionals. 

62 Redistribution of duties within the 
nursing workforce results in reduced 
demand for professional nurses. 

64 Non acceptance of "diploma" profess­
ionals by degree trained professionals. 

79 All major nurse education moves to 
Colleges of Advanced Education. 

98 Appropriate legislation gives some 
health professionals other than 
doctors, limited powers to prescribe 
drugs. 

1 
Range -1 to +l 

2 
Range Oto +l 

Probabi­
lity2 

.73 

.66 

.59 

.76 

• 49 

.52 

.69 

.58 

Estimated 
Signifi­
cance2 

.76 

• 75 

• 70 

.73 

• 82 

.67 

.61 

• 75 

Desir­
ability1 

.45 

.54 

-.37 

.58 

• 79 

-.14 

-.43 

-.03 

.16 
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(iv) Professionals Other than Doctors and Nurses 

Although the many groups of professionals covered by this 

group were well presented in the various respondent classes, the 

issues covered by the study were largely restricted to those 

broader than any one profession. In many event statements the 

word "paramedical" was used in an attempt to briefly describe 

this group of health professions. Relevant findings are summarised 

in Table 2L 

The picture that emerges is one of increasing importance 

and acceptance of paramedicals in the delivery of health care. 

It was considered fairly likely that paramedical personnel would 

be given limited powers to prescribe drugs and act as first contact 

practitioners, although these developments were not enthusiastically 

viewed in terms of desirability. Wider and more positive use of 

such personnel in mental health care teams, for disadvantaged 

groups and (for example for the pharmacist) in prevention and 

treatment was seen as likely and desirable. These developments 

will be accompanied by a marginal increase in the acceptance of 

the role of paramedical staff by community medical practitioners 

and are unlikely to result in a decline in the standard of patient 

care. 

Respondents saw as likely and marginally desirable that the 

health care system make increased use of "aide" type categories. 

This, together with the above picture implies a shift of manpower 

away from doctors and nurses and towards sub-professional and 

allied health professionals. 
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TABLE 21 

CHARACTERISTICS OF PROFESSIONALS -

OTHER THAN NURSES AND DOCTORS 

(a) Trends Average Trend 
Movement1 

Desirable 
Movement3 

34 

50 

52 

(b) 

31 

50 

75 

89 

98 

Role of the pharmacist in prevention 
and correction of drug misuse. 

Acceptance of the role of paramedical 
staff by community medical practition­
ers. 

Paramedical services for disadvantaged 
groups. 

.40 

.40 

.39 

Events Probabi-
li ty2 

Emergence of coordinated mental .73 
health care teams. 

Registered paramedical personnel act .62 
as first contact practitioners. 

Widespread use of paramedicals results .30 
in a decline in the standard of 
patient care. 

Health care system makes increased .75 

use of "aide" type categories. 

Appropriate legislation gives some .58 
health professionals other than 
doctors, limited powers to prescribe 
drugs. 

1 
-1 +l Range to 

2 
0 +l Range to 

3 
Range -1 to +l; + increase desirable 

- decrease desirable 

Estimated 
Signifi-· 
cance2 

.74 

.73 

.73 

• 72 

.68 

.80 

.92 

. 79 

Desir­
ability1 

.58 

.30 

-.42 

.35 

.16 
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{c) Organisation of The Health Care System 

(i) General 

The findings in this section must, of course, be read in 

conjunction with Section (d) on Mode of Delivery, with Section (c) 

on Administration and to some extent with (b) on the Characteristics 

of Professionals. Some relevant issues are summarised in Table 22. 

Whilst no dramatic change is perceived in the organisation 

of the overall system, the respondents see a health care delivery 

system less dominated by the hospital and the doctor but being 

based closer to the people in health centres, group practice s, 

self help programs etc., making more use of (and giving more 

responsibility to) health professionals other than doctors. 

However, it is considered unlikely that a home visit system 

would substantially replace the existing outpati ent system, nor 

that health maintenance organisations would replace the fee-for­

service system. Some form of contractural health care system is 

nevertheless given about an even chance of occurring, with reasonable 

support for the possibilities of occupationally based health 

services. The provision, by employers, of free occupational health 

services is considered likely and would provide a form of salaried 

service which would be an alternative to the generally hospital 

based salaried services. 

More involvement with the community is likely to lead to 

consumer involvement in health care, (see also Section (e)) and 

i.n this regard non-health personnel are given a fifty-fifty chance 

of taking over health planning and administration. (The likely 

monitoring of health care services at regional levels might be 

associated with this development). The use of non-health 

professionals in this way is considered by educators to be more 

likely than fifty-fifty but much more undesirable than the mildly 

undesirable overall response. Social experts on the other hand 

consider the development to be less likely and more desirable. 
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TABLE 22 

ORGANISATION OF THE HEALTH CARE SYSTEM - GENERAL 

2 

4 

22 

39 

40 

54 

55 

81 

88 

91 

Events 

Present health insurance replaced by 
universal health insurance financed 
by income tax levy. 

Salaried health services are princip­
ally hospital based. 

Home visit system substantially re­
places the existing institutionally 
based out-:-patient system. 

Development of group occupational 
health centres. 

Salaried system proves inappropriate 
for dental services. 

Health care services monitored and 
evaluated at regional levels. 

Health care of a defined population 
to be the responsibility of an 
individual or speci fied group of 
health professionals. 

Health planning and administration 
undertaken mainly by non-health 
professional personnel. 

Fee-for-service will be replaced 
by health maintenance organisation. 

Free occupational health services 
provided by employers. 

1 
Range -1 to +l 

2 
Range Oto +l 

Probabi­
lity2 

.57 

.57 

.36 

.60 

• 71 

.52 

.51 

.40 

.59 

Estimated 
Signifi­
cance2 

.73 

.67 

.65 

.57 

.59 

.69 

.62 

• 70 

.67 

.65 

Desir­
ability1 

.13 

-.13 

.03 

.37 

-.20 

.53 

.26 

-.33 

.11 

• 49 
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The return to a universal, taxation funded, health financing 

scheme is considered likely by educators and social experts and 

given a less than even chance by health practitioners and 

administrators. Social experts considered such a move as more 

desirable than the barely positive overall desirability rating. 

The recent experience with Medibank, when properly analysed, should 

provide a basis for decision making in this regard at a later 

time and the implications for the organisation of the health care 

system should be more predictable. 

(ii) Allocation of Resources 

Further perceptions of the likely changes in the organisation 

of the health care system can be found in the likely trends in 

the allocation of resources to various activities in the system. 

Some of these issues are summarised in Table 23. 

The total cost of the health care system is seen to be rising 

relative to other areas of the economy (Projection 1, see Section 

(f) for discussion), but within this increasing sum there are 

expected shifts in spending patterns. A nrnr~er of areas are seen 

as likely to increase their proportion of the total health budget 

- some more than others. Moderate increases are envisaged for 

community health services, domiciliary care and preventive health 

services. Marginal increases are expected in the following areas 

(in order) : rehabilitation, the handicapped, health education in 

schools, health education generally, accessible community 

psychiatric facilities, child care services and occupational 

health programs. These changes are consistent with the findings 

in (i) above and imply that spending in traditional areas 

(especially hospitals) is likely to decline slightly as a 

proportion of all health care expenditure. 

The increased proportion of spending in above areas and the 

increased use of paramedicals (largely salaried) as discussed in 

Section (b) is consistent with the expected moderate increase in 

the public sector health expenditure as a proportion of government 

budgets. This is also reflected in expected moderate increase in 
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TABLE 23 

ORGANISATION OF THE HEALTH CARE SYSTEM -

ALLOCATION OF RESOURCES 

(a) Trends Average Trend Desirable 
Movement1 Movement3 

5 Public sector health expenditure 
as a proportion of budget. 

6 Medical research funding from all 
sources as a proportion of gross 
domestic product. 

39 Proportion of health care resources 
allocated to rehabilitation. 

40 Proportion of health care resources 
allocated to domiciliary care. 

41 Proportion of health care resources 
allocated to community health 
services. 

42 Proportion of health care resources 
allocated to preventive health 
services. 

43 Proportion of health care resources 
allocated to health education. 

44 Proportion of health care resources 
allocated to health education in 
schools. 

45 Proportion of health care resources 
allocated to accessible community 
psychiatric facilities. 

46 Proportion of health care resources 
allocated to occupational health 
programs. 

47 Proportion of health care resources 
allocated to child care services. 

48 Proportion of health care resources 
allocated to handicapped (including 
accidents) . 

49 Proportion of health care resources 
allocated to administration. 

(b) Events 

49 Cost effective considerations form 
the basis of capital works alloc­
ations in health. 

71 Self help programs for health main­
tenance are developed. 

72 Self help programs for curative 
services are developed. 

1 
Range -1 to +l 

2 
0 +l Range to 

3 
Range -1 to +l; + increase desirable 

decrease desirable 

.48 . 28 

.14 .70 

.39 .84 

.45 . 91 

.54 .86 

.43 .90 

.36 .88 

.37 .85 

.36 .87 

.31 .83 

.34 • 72 

.37 .78 

.37 -.27 

Estimated 
Probabi- Signifi- Desir-
lity 2 cance2 ability1 

.62 .75 .39 

.68 . 70 .61 

.53 .62 .24 
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the level of political and bureaucratic control of the health 

care system (Trend 11, see Section (f)) and the marginal increase 

expected in the proportion of health care resources allocated 

to administration. This increased emphasis on administration 

is a consequence of the perceived increase in accountability, 

with its attendant evaluations and reviews. 

Medical research is not seen as a major growth area with 

only a slight improvement expected in funding as a proportion 

of gross domestic product. 

Self help programs, which may be one way of trying to 

contain health costs, are seen as quite likely and desirable 

in the health maintenance area but not so likely nor desirable 

in the area of curative services. On each of these issues the 

average probability and desirability estimates were higher from 

health practitioners and social experts than those from health 

educators and administrators. Other issues relating to 

consumer involvement are contained in Section (e). 

(iii) Information and Health Records 

'rhere has been a fairly consistent improvement in the field 

of health records over the past decade but the developments 

foreseen by the respondents in the future (see Table 24) will 

require substantial changes in training and practice, not only 

for health records staff but for all health professionals. 

The computerisation of health records is seen as very 

likely and reasonably desirable. It is regarded as quite likely 

that these computerised records will be held centrally with 

privacy safeguards, although this was considered as less desirable. 

The desire for safeguards on the use of such information is seen 

dramatically by comparing the events 43 and 44. Access to health 

records by health professionals nominated by the patient was 

considered likely and desirable whereas general access to 

professionals without the need for patient approval was 

considered unlikely and undesirable. 

The less embracing and perhaps preliminary step of a 



25 

30 

43 

44 

80 

90 
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medications record system was considered likely and desirable. 

To be effective such a system would need to be held centrally 

or at least at a regional level. 

A possible development arising from increased consumer 

participation and awareness could be the development of 

directories of health services which contain details of location, 

availability and type of service. This development, coupled 

with increased emphasis on health education should lead to a 

more informed and discriminating consumer. Section (e) contains 

other relevant issues relating to the role of consumers. 

TABLE 24 

ORGANISA'I'ION OF THE HEAL'l"'H CARE SYSTEM -

INFORMATION AND HEALTH RECORDS 

Events 
Probabi­
lity2 

Estimated 
Signifi­
cance2 

Desir­
ability1 

Computerised health records will be 
held centrally with privacy safequards. 

Medication records systems established 
to monitor drug intake of individuals. 

Heal t.ri rec0rds available to all regis­
tered health professionals without 
need for patient approval. 

Health records available to all regis­
tered health professionals nominated by 
the patient. 

Consumers compile directories of 
health services which contain details 
of location, availability and type of 
services. 

Health records will be computerised. 

.70 

.61 

.43 

• 72 

. 70 

.81 

.70 .35 

.65 .40 

• 72 -.29 

.74 .53 

.60 .49 

• 72 .44 

1 
Range -1 to +l 

2 
Range Oto +l 
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(d) Mode of Health Care Delivery 

This area has been divided broadly into hospital and non­

hospital based health delivery (Tables 25 and 26). On the 

hospital side participants are optimistic that there will be a 

gradual decline in the level of institutionalisation but not 

accompanied by any reduction in demand for expensive services. 

This is manifest in terms of an expected stabilisation of per 

capita hospital accommodation (bed ratios) and a decline in the 

average length of stay in hospitals (the latter estimated by 

means of both a projecti on and a trend). It is estimated and 

believed to be desirable that there will be a trend towards 

smaller hospitals with a high degree of specialisation which 

have outpatient clinics located outside the general hospital 

complexes. In addition there is support for the development of 

day care centres linked to small hospitals and for the estab­

lishment of inexpensive motel-type 'para hospitals' for 

ambulatory and conval escing patients . On the other hand, there 

is estimated to be, on average, a less than even money chance 

that the existi ng outpati ent system wi ll be replaced by a home 

visit system and in any event this development is assessed as 

being neither desirable nor undesirable . 

Two generally undesirable developments are first, the 

belief that there wil l be an increase in the present level of 

demand for expensive hospital services and second, that salaried 

health services will be principally hospital based (this being 

estimated to have a better than even money chance of occurrence). 

Non-hospital health services, primarily health centres and 

group collectives, are estimated to be the desirable growth areas 

(Table 26). There is, however, no evidence that this development 

will be accomplished other than by the present predominantly fee­

for-service system (although there is general support for the 

introduction of health maintenance organisations as an alternative 

to fee-for-service). 

There is perceived to be an increase in the trends towards 
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TABLE 25 

MODE OF DELIVERY - HOSPITAL BASED 

Estimated 
(a) Projections 

5 Hospital accommodation per capita 
(bed ratios with a base of 6.5 beds 
per 1000) . 

6 Average length of stay in hospitals 
(base value 10 days) . 

Low Likely High 

5.2 6.5 8.2 

6.3 

(b) Trends Average Trend Desirable 
Movement3 Movement 1 

14 Level of "institutionalisation". -.10 

24 Length of stay in hospital. -.38 

25 Hospital size. -.12 

26 Degree of specialisation in hospitals. .52 

27 Relative demand for expensive hospital .44 
services. 

(c) Events 

4 Salaried health services are prin­
cipally hospital based. 

8 Establishment of day care centres 
linked to small community hospitals. 

11 Inexpensive, motel-type 'para-hos~ 
pi.tals for ambulatory and conval­
escing patients will handle at least 
half bf all those requiring care in 
an institution (excluding mental 
patients) . 

22 

24 

63 

99 

1 

Home visit system substantially 
replaces the existing institution­
ally based outpatient system. 

Outpatient clinics established out­
side hospital complexes. 

Hospitals designed to deal with 
acute medical problems. 

Health care institutions organise 
to accept permanent part-time 
health staff including shared jobs. 

Range -1 to +l 
2 

0 +l Range to 
3 

Range -1 to +l; + increase desirable 
- decrease desirable 

Probabi-
lity2 

.57 

• 71 

.54 

.36 

.64 

.69 

. 71 

-. 77 

-.74 

-.42 

.14 

-.50 

Estimated 
Signifi- Desir-
cance 2 ability1 

.67 -.13 

.67 .53 

• 72 . 50 

.65 .03 

.64 .33 

• 77 .50 

.65 .46 
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interdisciplinary team delivery of care, group practices supported 

by private paramedical staff and an emphasis on "community care" 

provided by the community for the community. It is believed that 

the community will accept the concept of the health centre as 

a major provider of primary care and such acceptance is deemed 

highly desirable. The variety of services offered by community 

health centres is also expected to increase. In each of the above 

trends the increase was assessed as being highly desirable. 

One particular area in which the level of non-institutional 

care is expected to increase is in the care of the elderly, 

although the size of the movement away from institutional care 

was not assessed as being 100re than a marginal increase. The 

direction, however, was assessed as being desirable by all 

groups but the social scientists were significantly less supportive 

of the desirability of such an increase in non-institutional care. 

A number of non-mutually exclusive options were assessed as 

having at least an even money chance of occurrence within the time 

horizon. These included: 

inexpensive 'para hospitals' being established and 

handling at least half of all institutional care 

cases; 

multi-disciplinary health care teams being developed 

primarily in community health centres; 

the emergence of privately financed community health 

centres; 

development of self help programs for both health 

maintenance and curative services; and 

the establishment of formal links between solo 

practitioners and community health centres. 

In the case of privately financed community health centres, all 

professional groups except the social scientists and consumers 

assessed the outcome as being desirable; this latter group 

suggesting the outcome would be undesirable. A further event, 
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group collectives being funded to run health services on a self 

help basis,was assessed as having a little less than an even money 

chance of occurrence and was viewed by the total group as being 

neither desirable nor undesirable. 

These general developments in the mode of health delivery 

indicate a somewhat different system to the one currently in 

operation. Clearly, such issues as integrated training, small 

team management, health centre management and community involvement 

need to be explored. Health training at present is still 

primarily oriented towards institutional care and the bulk of 

both labour and capital resources end up in the hospital system. 

The implications for the user are not insignificant and will 

require some degree of acclimatisation or familiarisation. 
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TABLE 26 

MODE OF DELIVERY - NON-HOSPITAL 

(a) Trends 

7 Percentage of general practice which 
is fee-for-service. 

28 Emphasis on "community care" provided 
by the community for the comrnuni ty. 

29 Acceptance by the community of 
community health centres. 

30 Variety of services offered by 
community health centres. 

31 Interdisciplinary team delivery of 
care. 

32 Group practices supported by private 
paramedical staff. 

37 Proportion of elderly people cared 
for in non-institutional environment. 

(b) Events 

10 Group collectives funded to run 
health services on a self-help 
basis. 

11 Inexpensive 'para hospitals' handle 
at least half of all those requiring 
care in an institution (excluding 
mental patients). 

48 Multi- disciplinary health care 
develops primarily in community 
health centres. 

51 Emergence of privately financed 
community health centres. 

55 Introduction of health maintenance 
organisations. 

71 Self help programs for health 
maintenance developed. 

72 Self help programs for curative 
services developed. 

88 Fee-for-service will be replaced by 
health maintenance organisations . 

92 Formal links established between solo 
practitioners and community health 
centres. 

1 
Range -1 to +l 

2 
0 +l Range to 

3 
Range -1 to +l; + increase desirable 

- decrease desirable 

Average Trend Desirable 
Movement1 Movement3 

-.07 -.29 

.44 .81 

.62 .85 

.61 .85 

.57 .91 

.41 .60 

.28 -57 

Estimated 
Probabi- Signifi- Desir-
lity2 cance 2 ability 

.46 .55 .18 

.54 • 72 .50 

.69 .72 .44 

.53 .57 .08 

. 52 .62 . 26 

.68 .70 .61 

.53 .62 .24 

.40 .67 .11 

.68 • 71 .61 

1 
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( e) Consumers 

(i) Involvement in Health Care, Expectations and Attitudes 

The participants viewed the next two decades as being a 

period in which the involvement of the consumer in the planning, 

administration and provision of health care services would increase 

but that overall consumers would remain illness oriented and they 

would expect the best treatment irrespective of cost. The 

health care professionals would oppose the participation of the 

consumer in health care planning and operations (Table 27). The 

emphasis on "community care" at the non-institutional level was 

deemed likely to increase, an increase which was assessed as 

being highly desirable. 

A number of desirable and significant developments for 

consumers were postulated including, involvement in the provision 

of community care, acceptance of registered professionals other 

than doctors for primary health care, involvement in the decisions 

affecting the provision of health care and the compilation of 

detailed directories of health services. The formation of 

powerful consumer groups, although likely, was not assessed as 

being desirable by professional groups other than the social 

scientists and consumer representatives (the other groups assessing 

the development as being just numerically positive but in a 

statistical sense as neither desirable nor undesirable). 

A number of other developments suggested that the high 

cost, illness oriented, fee-for-service primary health care 

system may remain (the juxtaposition of high cost, illness 

oriented and fee-for-service cannot be construed from this study 

as being casually related). First, it was assessed as extremely 

likely that individuals who need health services will continue to 

expect the best possible treatment regardless of cost - an outcome 

which was assessed overall as being neither desirable nor undesirable 

with health administrators being the only professional grouping 

with a negative average response. Second, it was deemed very 

likely, although undesirable, that community attitudes to health 

would remain illness oriented. Third, the possibility of 
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TABLE 27 

CONSUMERS - INVOLVEMENT IN HEALTH CARE, 

EXPECTATIONS AND ATTITUDES 

( a) 

13 

28 

29 

(b) 

3 

7 

9 

18 

23 

41 

65 

70 

80 

1 

Trends 

Demand for domiciliary services. 

Emphasis on "community care" provided 
by the community for the community. --
Acceptance by the community of 
community health centres. 

Events 

Health care professionals oppose 
consumer participation in health care 
planning and operations. 

Community attitudes to health remain 
illness oriented. 

The community accepts registered pro­
fessionals other than doctors for 
primary health care. 

Significant involvement of the con­
sumer in decisions effecting the pro­
vision of health care. 

Individuals who need health services 
will continue to expect the best 

possible treatment regardless of cost. 

Powerful health consumer groups will 
develop. 

Legislation introduced compelling 
individuals to participate in many 
preventive programs. 

The community will regard the quality of 

care in the salaried medical service as 

inferior to that in private practice. 

Consumers compile directories of health 

services which contain details of 
location, availability and type of 
service. 

Range -1 to +l 
2 

0 +l Range to 
3 

Range -1 to +l; + increase desirable 
- decrease desirable 

Average Trend 
Movementl 

Desirability 
Movement3 

.68 

.44 

.62 

Probabi­
lity2 

.61 

.63 

.67 

.61 

.84 

.63 

.35 

.51 

• 70 

Estimated 
Signifi­
cance2 

.66 

.81 

• 77 

. 70 

.76 

.67 

.64 

.67 

.60 

.74 

.81 

.85 

Desir­
ability l 

-.35 

-.56 

.44 

.41 

.08 

.12 

-.10 

-.51 

. 49 
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legislating to compel individuals to participate in many 

preventive programs was deemed unlikely to occur and its 

occurrence was assessed as marginally undesirable by all 

professional groups. Finally, it was assessed as being a 

fifty-fifty chance that the community will regard the quality 

of care in the salaried medical service as inferior to that in 

private practice, an outcome which was uniformly assessed as being 

undesirable. 

(ii) Minority Groups 

A small number of issues relating to isolated communities, 

elderly and handicapped and ethnic minorities were raised in the 

study. ( Table 28) 

Although it was assessed as being both likely and desirable 

that ·financial incentives would be extensively ·used to · encourage 

medical practitioners to areas of under supply, that a rotational 

system among health care professionals would be adopted to provide 

health services in remote outback areas and that travel costs 

incurred by rural dwellers would be included in health insurance 

schemes it was also assessed as being likely and very undesirable 

that there would be a continuation of the relative scarcity of 

medical manpower in rural areas. There was support for the 

development of education and community self-support programs in 

remote rural areas; a scheme which may be used to balance the 

perceived long term shortages of medical manpower. 

The possibility that people from ethnic minorities are 

trained to provide health services to those groups was assessed 

as very likely and desirable. The implications of such a develop­

ment are significant for health manpower and training schemes. 

Responsibility for the care of the elderly, severely 

handicapped and mentally retarded were issues addressed in this 

section of the study. The level of institutional care for the 

mentally retarded was assessed as being likely to remain at present 
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levels, the proportion of elderly cared for in non- institutional 

environment was assessed as being likely to increase (an increase 

which was deemed to be desirable) but it was believed to be likely 

that the family or individual responsibility for the severely 

handicapped would cease. There was no marked level of desirability 

(or undesirability) for this latter event although for the 

professional groups, there was a significant difference between the 

social scientists and consumer representatives (who assessed the 

outcome as marginally desirable) and the health educators (who 

assessed the outcome as marginally undesirable). 

The implications of an aging population in Australia were 

considered in terms of amount of care for and proportion of total 

health costs directed towards the elderly. It was assessed as 

being likely that the quantity of care would decrease but that the 

proportion of total costs would rise - an obviously undesirable 

development. 

Finally, the role of paramedicals in providing services for 

the disadvantaged was perceived to be one of increasing involvement 

in terms of level of service; a role which was assessed as being 

highly desirable. 



(a) 

33 

37 

52 

(b) 

6 

17 

21 

46 

47 

52 

78 

93 

1 
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TABLE 28 

CONSUMERS - MINORITY GROUPS 

Trends 

Institutional care for mentally 
retarded. 

Proportion of elderly people cared 
for in non-institutional environment. 

Paramedical services for disadvan­
taged groups. 

Events 

Severely handicapped people will 
cease to be regarded as a family 
or individual responsibility. 

People from ethnic minorities are 
trained to provide health services 
to those groups. 

Financial incentives are used ex­
tensively to encourage medical 
practitioners to areas of under­
supply. 

Travel costs for health care treat­

ment incurred by rural dwellers 
included in health insurance schemes. 

Rotational system among health care 
professionals adopted to provide 
health services in remote outback 

areas. 

Programs of education and community 
self-support implemented in remote 
rural areas. 

Continuation of the relative scarcity 

of medical manpower in rural areas. 

As the proportion of aged grows the 
health care system will provide them 
with less care but nonetheless an 
increasing proportion of total 
health care costs. 

Range -1 to +l 
2 

0 +l Range to 
3 

Range -1 to +l; + increase desirable 
- decrease desirable 

Average Trend 
Movement1 

Desirable 
Movement3 

.00 

.28 

.39 

Probabi­
lity2 

.61 

.70 

.65 

.60 

.56 

.63 

.67 

.59 

-.12 

Estimated 
Signifi­
cance2 

.74 

• 71 

.64 

.63 

.68 

.68 

.76 

.73 

.57 

.79 

Desir­
ability1 

-.05 

.58 

.35 

.41 

.45 

.55 

-.63 

-.43 
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(f) Administration - Cost, Efficacy, Accountability and Control 

* 

The broad picture of the health care system in terms of 

cost, accountability and control is one of increasing costs, 

an increase in the level of government involvement in the 

provision and control of health services and a transfer of 

emphasis from "cure at any cost" to a cost-effectiveness based 

approach to resource allocations. (Table 29). 

General projections of total cost of health services as 

a percentage of gross national product were estimated as being 

likely to increase substantially on the present base figure. 

Further, public sector health e xpenditure as a proportion of 

the budget was assessed as being likely to increase. The 

proportion of health costs to be met directly by the consumer 

was estimated as being likely to increase* but on average the 

participants did not see that either an increase or a decrease 

was a desirable movement for the size of the "gap". One specific 

item of cost which was assessed as being likely to increase, 

although undesirable, was indemnity insurance . Such an increase 

in cost may be a consequence of the introduction of some of the 

many professional accountability measures suggested. 

At the general level of control it was assessed as very 

likely and desirable that government involvement in health 

planning and administration increase.The level of political and 

bureaucratic control of the health system was also perceived to 

be likely to increase significantly, although this movement was 

deemed very undesirable. Joint Federal and State control of 

health care was a trend which was perceived to be increasing 

although the desirable direction for change was not at all 

evident from the study. At the next level of government there 

was perceived to be an increase in the role of local government 

in the control and coordination of health services. The monitoring 

and evaluation of health services at regional level was also 

deemed likely and desirable to increase. 

This study was conducted in December 1977 - well before the 

Federal Government announced an increase in the "gap" in 

May 1978. 
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A number of specific professional controls and sanctions 

were assessed as being likely to occur. Those that were assessed 

as desirable included: evidence of post graduate training to be 

a mandatory prerequisite for re-registration, introduction of 

financial incentives to encourage medical practitioners to areas 

of under supply and the introduction_, by the Governrrent of a 

medical audit to control activities of health professionals. 

An undesirable development, which is in fact an extension of 

the status quo, is the likely situation that registration of the 

major health professions will remain a State rather than Federal 

responsibility. 

Finally, a number of issues relating specifically to cost­

effectiveness of the health care system and professional account­

ability are offered. Basically, a focus on cost-efficiency and 

cost effectiveness was assessed as being likely to develop but 

a general trend on desirability of such a development was not 

evident. In Section (e) (i) comment was made that individuals 

are likely to expect the best possible treatment regardless of 

cost (Event 23) but it is also believed that cost-effective 

considerations will influence the decision on the access of 

individuals to expensive health services. A decidedly undesirable 

development was that an increased emphasis on cost-efficiency would 

lead to a reduction in resources allocated to health services 

where the outcomes are difficult to measure. The use of cost­

effectiveness criteria for capital works allocations and health 

care delivery were assessed as being generally desirable. A final 

issue on cost-effectiveness was the assertion that the private 

sector will prove to be more cost effective than the public sector 

in providing health care. This was assessed as having a little 

more than fifty-fifty chance of being proven and although there 

was no perceived overall direction of desirability, the administrators 

and the practitioners assessed the outcome as being marginally 

desirable whereas the educators and social scientists assessed the 

outcome as marginally undesirable. (No professional group had an 

average desirability significantly different to zero). 

Two broad issues on accountability were assessed. First, 

it was assessed as likely but very undesirable that private doctors 
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would refuse to be accountable to governments i.e. external 

evaluation would be resisted by the fee-for-service system and 

secondly, it was assessed as very likely and very desirable that 

general reviews and audits for health institutions be introduced. 

TABLE 29 

ADMINISTRATION - COST, EFFICACY, ACCOUNTABILITY, CONTROL 
Estimated 

(a) Projections 

1 Total cost of health service as a% 

of GDP (base figure 6.5%). 

2 Total cost of education as a% of GDP 

(base figure 5.5%) 

Low 

6.9 

5.5 

Likely High 

9.2 11.8 

7.0 8.8 

(b} Trends Average Trend Desirable 

1 Government involvement in health admin­

istration and planning. 
2 Proportion of health costs met directly 

by the consumer, i.e. the gap between 

payment and rebate. 
3. Role of local government authorities in 

the control & coordination of health 
services. 

4 Dual funding, i.e. Joint Federal & State 

control of health care. 

5 Public sector health expenditure as a 

proportion of the budget. 

6 Medical research funding from all 

sources as a proportion of GDP. 

11 The level of political& bureaucratic 

control of the health care system. 

23 Financial sanctions for services given 

other than in normal working hours. 

( c) Events 

Movement1 

.75 

.19 

.16 

.22 

.48 

.14 

.64 

.41 

Probabi­
lity2 

5 

13 

Fee-for-service system resists exter­

nal evaluation of any kind, e.g. priv­

ate doctors refuse to be accountable 

to governments. 
Cost-effective considerations influence 

the decision on the access of individ­

uals to expensive health services. That 

is, patient need or medical consideratiors 

cease to be the only criteria for such 
decisions. 

.65 

.63 

Movement3 

.52 

-.06 

.27 

.05 

.28 

.70 

-.43 

-.19 

Estimated 
Signif­
cance2 

Desir­
ability1 

• 77 -.52 

.79 .00 



( c) 

16 

21 

27 

28 

33 

37 

42 

46 

49 

54 

56 

82 

87 

1 
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Events (cont'd) 

Evidence of postgraduate training a mand 

atory prerequisite for re-registration. 

Financial incentives are used exten­

sively to encourage medical practition­

ers to areas of under-supply. 

Increased emphasis on the cost-effic­

iency of health servic~s leads to a 

reduction in resources allocated to 

health services with outcomes which are 

difficult to measure. 

Indemnity insurance becomes a major 

cost item. 
Method of health care delivery for diff­

erent health programs determined on a 

cost-effectiveness basis rather than by 
traditional medical roles. 

Registration of the major health pro­

fessions remains a State rather than 

Federal responsibility. 

General reviews and audits for health 

institutions. 
Trave 1 costs · for health care treatment 

incurred by rural dwellers included in 

health insurance schemes. 
Cost effective considerations form the 

basis of capital works allocations in 

health. 
Health care services monitored & eval­

uated at regional levels. 
Private sector proves to be more cost 

effective in providing health care than 

the public sector. 
Professional registration mitigates 

against successful multi-disciplinary 

team approach to health care. 

Government introduces a medical audit 

to control activities of health pro­

fessionals. 

Range -1 to +l 

2 
0 +l Range to 

3 
Range -1 to +l; + increase desirable 

- decrease desirable 

Probabi­
lit 2 

.59 

.65 

.62 

.60 

.65 

.64 

.79 

· .60 

.62 

. 71 

.54 

.44 

.63 

Estimated 
Signifi­
cance2 

.69 

.64 

• 80 

.69 

• 72 

.60 

.75 

.63 

.75 

.69 

.68 

.66 

• 72 

Desir­
abilit l 

.39 

.35 

-.37 

-.57 

.37 

-.16 

.65 

.41 · 

.39 

.53 

.03 

-.52 

.30 
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(g) Health Education and Training 

The findings from the study on this topic are discussed 

extensively in Chapter 9. The events in Table 30 may be classified 

broadly into professional and institutional. With respect to the 

former it was deemed highly desirable, very significant and very 

likely that recurrent or ,continuing education would become an 

accepted part of the careers of all health professionals, a 

development which may have radical implications for manpower 

planning, health training and design of courses for re-training. 

By way of reinforcement, it was assessed as likely and marginally 

desirable that a mandatory prerequisite for re-registration would 

be evidence of post graduate training. It was also assessed 

as being very likely that there would be no shortage (in total) 

of recruits for health. professions although the distributional 

imbalance, discussed earlier, may not be alleviated. 

The following institutional developments were all assessed 

as being likely (at least a better than fifty-fifty chance of 

occurrence) and desirable: health studies becoming recognised 

disciplines in both primary and secondary schools, use of mass 

media for health education, modification of academic criteria 

for admission to medical schools based on motivation and personality, 

introduction of programs of education and community self support 

in remote areas and the establishment of "centres of excellence" 

in health education. The possibility of a common initial education 

of two years for all health professionals was assessed as being 

unlikely to occur but its desirability was assessed as being 

marginally positive. The information on professional groupings 

revealed that the practitioners and the social scientists assessed 

the outcome as desirable (i.e. average responses statistically 

greater than zero) whereas for the other two groups, educators 

and administrators, the average assessments were neither desirable 

nor undesirable with the average response for educators being just 

negative (but not statistically). 
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TABLE 30 

HEALTH EDUCATION AND TRAINING3 

16 

32 

35 

38 

52 

59 

77 

83 

86 

95 

Events 

Evidence of post-graduate training 
a mandatory prerequisite for re­
registration. 

Establishment of "centres of ex­
cellence" in heal t'l-i education. 

Health studies becomes recognised 
discipline in secondary schools. 

There will be common initial educ­
ation of two years for all health 
professionals followed by special-
ised training. · · 

Programs of education and community 
self-support implemented in remote 
rural areas. 

Recurrent or continuing education 
becomes an accepted part of the 
careers of all health professionals. 

No shortage of recruits for health 
professions. 

Health education becomes part of 
basic primary education. 

Mass media used for health education. 

The academic criteria for admission 
to medical schools will be modified 
by criteria based on motivation and 
personality. 

1 
Range -1 to +l 

2 
Range 0 to +l 

Probabi­
lity 2 

.59 

.57 

.69 

.42 

.63 

. 79 

.75 

• 71 

.74 

.56 

3 This topic is the focus of study in Chapter 9. 

Estimated 
Signifi­
cance 2 

.69 

.63 

• 72 

.65 

.68 

.82 

.75 

• 72 

074 

.78 

Desir­
ability1 

.39 

.34 

.62 

.18 

.55 

• 79 

.37 

.66 

.63 

.52 
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Conclusion 

An attempt has been made to summarise the substantial amount of 

information produced in the study. The framework used to present the 

findings is in some sense arbitrary but it does represent a structure 

which emerged during the event generation seminars and the processing 

of the event assessment information. Some care has been taken to avoid 

inferential comment on the findings and there has been no attempt in 

this Chapter to link the findings to specific manpower policies. It 

is important that the perceptions and judgements of those participating 

be accurately recorded. 

It may have been possible to search for consensus and to establish 

areas of disagreement had there been a further round of event assessment 

supplemented by participant conunent. This was outside the scope of 

this particular study. 

In Chapter 9 some specific events and trends relating to health 

manpower and training policies are discussed in the context of general 

information collected at the event generation seminars. In that Chapter 

there is some attempt to be interpretive and inferential. 
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CHAPTER 9 

HEALTH TRAINING POLICY OPTIONS 

The focus of the study was the collection of subjective 

judgements for structuring a context for health manpower and 

training. A by product, however, was the collection of a 

considerable amount of information on health training policy 

options. This information on possible policy developments was 

a response to both the perceived current problem situation and 

the postulated future developments and changes in the health 

care system. The policy suggestions, which were extracted from 

both the written input of participants in the event generation 

seminars and the issues finally assessed, are classified broadly 

as follows: 

Manpower composition and the magnitude of the 

provision of health training facilities 

Type of training 

Responsibility, control and finance 

Institutional base 

Content, style and emphasis of training, and 

Accessibility of training facilities 

The policy suggestions have not been evaluated nor do they 

constitute a "package" of recommendations. They do, however, 

indicate possible responses and initiatives for consideration 

by health decision makers at federal and state levels. Issues 

referred to in this Chapter which have been formulated as events, 

trends and projections are summarised in Attachment 9 .1. 
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1. Manpower Composition and the Magnitude of the · Provision 

of Health Training Facilities 

Determining health manpa.-.rer composition and the magnitude 

of the provision of health training facilities are perhaps more 

important than the corresponding problems in other fields. This 

is due to the fact that if ~here is an oversupply, graduates can, 

in most health fields, set up in private practice, generate work 

and thereby raise the community's health costs. On the other 

hand, shortages can lead to reduction of health services and 

attendant suffering. The problem is complicated also by the 

relatively long lead time in the training program for many fields 

and the narrowness of the expertise of most health professionals 

which makes career re-orientation very unattractive. 

Respondents saw several developments which could signif­

icantly influence the number of health professionals required 

and the relative size of the various professions . Some of these 

related to the amount of work that would be done by an individual 

in the future. It was considered likely that private practitioners 

would choose to do less work rather than earn high gross salaries 

(Event 19), a move that may result in a reduction in service 

(Event 1) and moderate increases in cost penalties for after 

hours work ( Trend 2 3) . An implication is that more practitioners 

will need to be trained. A similar conclusion can also be drawn 

from the finding that there will be an expected increase in the 

proportion of women in the medical and dental. fields (Projection 

3); the consequence being that many are likely to leave the work 

force for family purposes. This may be offset to some extent by 

a fairly significant increase in the proportion of women who will 

return to the work force after childbearing (Trend 9) although it 

is likely that some of those may wish to take advantage of the 

strong possibility of permanent part-time work (Event 99). 

The reverse may be likely, however, for the traditionally 

female professions such as nursing and the therapies. An in­

crease in male participation here (Projection 4), coupled with 
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more women returning to work after childbirth, could imply 

reduced training provisions. 

Personnel mix might also be effected by expected changes 

in the roles and responsibilities of doctors in relation to 

other registered professionals. Events. 9, 14, 50 and 98 and 

Trend 16 all suggest the reasonable likelihood and desirability 

of added responsibility for other professionals in primary c a re, 

drug prescription and psycho/social treatments. Increased use 

of 'aide-type' categories of staff is envisaged (Event 89) and 

would need appropriate trained provision. But it is not thought 

likely that this and other changes in workforce structures would 

lead to a reduction in the need for existing professionals 

{Events 29, 62) . 

An emerging area which is seen to be of increa.sing im­

portance is the field of health records. In particular 

computerisation is expected (Events 25, 90) with access 

possible by health care professionals nominated by the patient 

(Event 44). These changes would require a significant develop­

ment of this area of training. 

'Ihe general issue of recurrent education would also have 

significant implications for the magnitude of educational 

facilities that will need to be provided. It was suggested 

that on-going surveys of both consumers and health profession­

als be undertaken to assess demand and to better structure the 

health manpower composition. Resolution of a related issue, 

geographical imbalance of health professionals, was suggested by 

way of the introduction of mobility incentives. 

Although it seems to be basically agreed that the 

provision of facilities for health training should be as closely 

related as possible to the need for such personnel, some of 

the findings do indicate changing preferences of recruits to 

the health professions. 
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The first area is the expected change in the sex balance 

in some areas. Projection 3 indicates a possible increase in 

the proportion of women in traditionally male professions ranging 

from a low of 27% to a high of 45% with 37% being most likely 

proportion of women. Projection 4 indicates a possible increase 

in the proportion of men in traditionally female professions 

ranging from a low of 7% to -a high of 19% with 13% being the 

most likely value. No difficulty is seen in these changes, 

apart from possible implications for the numbers of people 

trained, and no shortage of recruits for the health professions 

is envisaged (Event 77). 

The second area related to more general demands by the 

community for health education and consumer participation. 

Consumer action is seen as likely (Events 18, 41, 80) although 

not always very desirable (Event 41 in particular). Although 

direct involvement of consumers in treatment is not thought very 

likely nor desirable (Events 10, 72), participation in prevent­

ative activities is seen as likely and desirable (Event 71 and 

Trends 17, 42). '!he educational implications of these changes 

can be seen in the fairly likely development of health education 

in primary and secondary schools (Events 35, 80 and Trends 43, 

44) and the use of mass media in health education (Event 86). '!he 

need to train teachers and others to reflect these consumer 

preferences is obvious. 

2. Type of Training 

The policy themes in this area suggested professional 

training at university or college degree levels for many 

professional health groups, greater emphasis on post-graduate 

training for professionals, training courses for community health 

educators, recurrent education programs (of various types) being 

mandatory for re-registration for members of all professional groups 

and for women and men returning to the workforce, an increased 

emphasis on patient contact in the early years of medical training 

and the introduction of health care team training at particular 

institutions. A number of specific recommendations were offered 
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and these have been classified as ·follows: 

(a) Direction of Training 

(i) Development of multi-purpose course designs e.g. 

common first year course for all professionals. 

(ii) Pre-service teacher training concept introduced 

for all nurse training courses. 

(iii) Specialised training courses for medical students 

in non-metropolitan areas. 

(iv) Structured nurse training courses, rather than 

in-service courses. 

(v) Introduction of "sandwich courses" for professional 

training of pharmacists. 

(b) Length 

(i) General practitioners training program reduced 

by 20%. 

(ii) Training period for nurses increased by 25%. 

(iii) Length of training course for dentists to be 

geared to professional work to be undertaken on 

completion of the course. 

(iv) Short basic courses introduced as part of formal 

re-education for career enhancement. 

( c) Emphasis 

(i) Post-graduate vocational training made 



- 106 -

compulsory for general practitioners. 

(ii) Pharmacists required to undertake regular 

training (e.g. every three years) to be 

allowed to continue in practice. 

(iii) Psychologists required to undertake vocational 

courses at undergraduate level. 

(iv) Aides trained under the supervision of the 

profession for whom "aiding" is to be undertaken. 

The future development judged to have the highest impact on 

the health manpower and training system, is related to recurrent 

education. ~he respondents felt that it is very likely and very 

desirable that recurrent education become an accepted part of the 

careers of all health professionals (Event 59). 'Ihey also felt 

that some such updating might well become required for continued 

professional registration (Events 15, 16). 

Some of the implications of this development have been 

mentioned elsewhere and include: 

(a) an increase in the number of trained 

personnel (to allow some to be engaged 

in retraining) 

(b) the provision of retraining facilities, and 

(c) the need for professionals working in non-urban 

centres to have access to retraining facilities. 

3. Responsibility, Co-ordination and Control of Manpower 

Training 

The general climate was assessed to be one in which costs 
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for graduate training were increasing and further education for 

professionals was deemed necessary (but to be undertaken at their 

own expense). It was believed that formal co-ordination ought to 

be encouraged between both educators and consumers and between educators 

and employers of skilled labour. Specific reconunendations included: 

(a) Entrance to Training Rrograrns 

(i) Introduction of a quota system for entrance 

to medical programs; 

(ii) Size of the quota to be determined on the basis 

of formal manpower projections. 

(iii) Introduction of vocationally based input 

criteria for all medical schools. 

(iv) A combination of motivation and tertiary 

performance adopted as input criteria for all 

health degree programs. 

(v) Reservation of places in medical schools for 

relevant foreign language students. 

(vi) Use of manpower planning to 'allocate' students 

to various professional health care areas; and 

(vii) Open entry to all programs {compared to the 

quota system reconunended earlier). 

(b) Coordination and Control 

{i) Formal means to monitor the relevance of course 

objectives and course contents introduced e.g. 

independent educational authority. 
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(ii) Undergraduate dental program financed out of 

a ''client paying" graduate program. 

(iii) Formal evaluations of professional health care 

training costs undertaken as part of an overall 

cost-effectiveness approach to health manpower 

training e.g. D~ntal therapist costs $29,000 

and has a work expectancy of from 2 to 8 years 

service whereas a dentist has a 30 - 40 year 

work expectancy and costs, on average, $45,000. 

4. Institutional Base for Training 

The education of health professionals is conducted mainly 

in universities, colleges of advanced education and in teaching 

hospitals. The only major change in the existing pattern 

envisaged by the study was the movement of nurse education from 

hospitals to colleges (Event 79). Respondents felt that this 

move was fairly likely but were evenly divided about the 

desirability of such a move. 

On another issue (Event 32), respondents felt that the 

establishment of "centres of excellence" in health education 

was moderately likely and that this specialisation was fairly 

desirable. 

In regard to the total demand for health care personnel, 

answers given to projections 1 and 2 imply that health training 

may need to occupy an increasing proportion of the education 

system. Respondents felt that the proportion of GDP spent on 

health is likely to increase by 41% whilst the proportion of 

GDP spent on education is likely to increase by only 27%. This 

is supported by the response to Trend 51 which indicates that 

there will be a moderate increase in the health care workforce 

relative to the total workforce. 

A number of specific, and in some cases conflicting, 
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policy recommendations were offered. The broad thrust of the 

recommendations is detailed below: 

(i) Involve universities in training of all health 

professionals. 

(ii) Switch from universities to CAE 's for training 

higher and specialised degree personnel e.g. 

chiropodists, paediatricians. 

(iii) Reduce hospital based training for all health 

professionals in favour of (i) a switch in academic 

institutions, in particular CAE's and (ii) a move 

to regional training centres and community centres. 

(iv) Recognise small rural hospitals for post graduate 

qualifications i.e. breakdown the traditional 

concept of urban based large teaching hospitals. 

5. Content, Style and Emphasis of Training 

The study has revealed numerous possible developments 

which will require some change in the content of health 

professionals' training courses in order to properly prepare 

them for their work. Two major thrusts can be discerned from 

the results. 

Firstly, the respondents predict a move from institutional 

care to more community based services. This is shown in an 

expected and desired decrease in institutionalisation (Trend 14); 

an expected and desired increase in domiciliary care (Trend 13) 

and in the proportion of health care resources allocated to 

domiciliary care, community health services and preventive 

health services (Trends 40, 41, 42). An emphasis on prevention 

(Event 85) in clinical encounters is also seen, despite the 

likely continuation of an undesirable illness orientation of 

community attitudes (Event 7). This change of emphasis in type 
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of service seems to be related to an expected increase in 

psycho/social disorders (Trend 15) and the likely emergence 

of coordinated mental health teams (Event 31) and community 

nurses trained in social medicine (Event 58). 

Secondly, the respondents predict a desirable increase in 

the use of interdisciplinary teams (Trend 31) based in community 

health centres (Event 48) or group practices (Trend 32). Increased 

acceptance of the role of paramedical staff by community medical 

practitioners is seen as desirable and likely (Trend 50) and 

this may well be related to the increased responsibility predicted 

for such staff and discussed under Section 2 above. In 

this regard, the role of the doctor as team leader (Event 34) 

and as the person held responsible for the cost efficiency of 

the health care system (Events 20, 33, 42) suggest the need for 

doctors to be suitably prepared in administration techniques. 

Both of these major developments may require substantial 

re-thinking of traditional curricula if the educational system 

is to continue to adequately prepare health professionals. 

Two positive suggestions made for changes in the educational 

system as part of this phase of the study did not receive great 

support. The introduction of a two year common initial education 

period was not considered likely or very desirable (Event 38) 

whilst the modification of academic criteria for admission to 

medical schools by criteria based on motivation and personality, 

was only assessed as moderately desirable (Event 95). 

A number of other policy suggestions were offered but not 

evaluated. These included: 

(i) Core training (not necessarily two years) for all 

health care personnel. 

(ii) Corporate management taught as a fundamental 

dimension of health training. 
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(iii) Community practice dimension introduced into all 

medical practitioner training courses. 

(iv) Curriculum design undertaken jointly by educators, 

students, users, practitioners and employers; and 

(v) Educational administrators involved in compulsory 

field practice ,on a regular basis. 

Finally, a number of specific recommendations on course 

emphasis and content were offered for particular professional 

groups. 

(a) Content of Courses 

(b) 

(i) Pharmaceutical training to include basic 

elements of diagnosis. 

(ii) Training in occupational health for physicians; and 

(iii) Dietetics and nutrition part of the training of 

all health workers. 

Emphasis of Training 

(i) Increased emphasis on health prevention, exercise 

and physical training as part of basic medical 

degree. 

(ii) Increased emphasis on counselling skills, preventative 

medicine and socio-psycho medicine; and 

(iii) Increased emphasis on work experience in health 

professional training. 

6. Accessibility of Training Facilities 

Geographic accessibility to educational facilities by both 

health professionals and their families is a growing problem. 
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The study indicates the likely continuation of the relative 

scarcity of medical manpower in rural areas (Event 78) which 

is obviously undesirable. Although we have assessed several 

possible developments which might alleviate the problem in 

regard to the delivery of health care, the situation is 

likely to worsen if recurrent education becomes required 

for continued registration. This latte·r event was considered 

fairly likely and desirable ,(Events 15, 16) but it raises the 

need to make provision for recurrent education for practitioners 

in remote areas. 

In regard to special groups generally, it was considered 

quite likely and desirable that people from ethnic minorities 

(e.g. aboriginals and migrant groups) be trained to provide 

health services to those groups (Event 17). This may require 

special quotas to be established in appropriate institutions. 

One specific policy recommendation was that migrant doctors 

be encouraged to come to Australia to fulfil the need for 

adequate collection of patient histories and approp r i ate 

diagnosis. 

Conclusion 

Subjectively based procedures, such as those employed in 

this study provide a means for collective policy initiatives. 

The inputs in no way comprise a complete set of policy options. 

They do, however, provide a range of alternative possibilities 

which may be assessed and evaluated within a wider policy framework. 
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Attachment 9.1 

This attachment contains a list of events, trends and 

projections referenced by number in Chapter 9 and summary 

tables of aggregate assessments for the particular issues. 
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TABLE 9. 1 ( a) - EVENT STATEMENTS 

1. Reduced working hours by health professionals results in 

a restriction of availability and accessibility of health 

services. 

7. Community attitudes to health remain illness oriented, 

demanding mainly curative services. 

9. The community accepts registered professionals other than 

doctors for primary health care. 

10. Group collectives funded to run health services on a 

self-help basis. 

14. Community nurses are given and accept responsibility for 

performing medical treatments, i.e. nurse uses judgement as 

to when a referral to doctor, etc. is necessary. 

15. Introduction of regular re-registration requirements for 

major health professions. 

16. Evidence of post-graduate training a mandatory prerequisite 

for re-registration. 

17. People from ethnic minorities (e.g. aboriginals and migrant 

groups) are trained to provide health services to those groups. 

18. There will be significant involvement of the consumer in 

decisions effecting the provision of health care. 

19. Private practitioners trade hours of work for increases in 

gross income, That is, they choose to do less work rather 

than earn higher gross income. 

20. Peer group cost-efficiency reviews by health professional 

groups. 

25. Computerised health records will be held centrally with 

privacy safeguards. 

29. Aspiration for higher salaries/status for some professions 

(especially nursing) will lead to fewer jobs for these 

professionals. 

31. Emergence of coordinated mental health care teams. 

32. Establishment of "centres of excellence" in health 

education. 

33. Method of health care delivery for different health 

programs determined on a cost effectiveness basis rather 

than by traditional medical roles. 
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34. Medical practitioners used to lead health care teams. 

35. Health studies becomes recognised discipline in secondary 
schools. 

38. There will be common initial education of two years for all 
health professionals followed by specialised training. 

41. Powerful health consumer groups will develop. 

42. Gene r al reviews and audits for health institutions . 

44. Health records available to all registered health 
professionals nominated by the patient. 

48. Multi-disciplinary health care develops primarily in 
community health centres. 

50. Registered paramedical personnel act as first contact 
practitioners. 

58. Emergence of community health nurse trained in social 
medicine. 

59. Recurrent or continuing education becomes an accepted part 
of the careers of all health professionals. 

62. Redistribution of duties within the nursing workforce 
results in reduced demand for professional nurses. 

71. Self help programs for health maintenance are developed. 

72. Self help programs for curative services are developed. 

77. No shortage of recrui ts for health professions. 

78. Continuation of the relative scarcity of medical manpower 
in rural areas. 

79. All major nurse education moves to Colleges of Advanced 
Education. 

80. Consumers compile directories of health services which 
contain details of location, availability and type of 
service. 

85. Clinical encounters reoriented oo emphasise prevention as 
much as cure . 

86. Mass media used for health education. 

89. Health care sys tern makes increased use of "aide" type 
categories. 

90. Health records will be computerised. 

95. The academic criteria for admission to medical schoo ls wi l l 
be modified by criteria based on motivation and pe r s on a lit y . 
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98. Appropriate legislation gives some health professionals 

other than doctors, limited powers to prescribe drugs, 

e.g. community nurses and pharmacists. 

99. Health care institutions organise to accept permanent 

part-time health staff including shared jobs. 
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TABLE 9. l(b) - TREND STATEMENTS 

9. Percentage of married women health professionals returning 
to workforce as soon as possible after child bearing. 

13. Demand for domiciliary services. 

14. Level of "institutionq.lisation", i.e . extent to which 
care is located in hospitals (as opposed to homes , 
community health centres). 

15. Psycho/behavioural/social disorders. 

16. Proportion of treatments for psycho/social disorders 
performed by registered professionals other than GPs. 

17. Individual responsibility for own health. 

23. Financial sanctions for services given other than in 
normal working hours. 

31. Interdisciplinary team delivery of care. 

32. Group practices supported by private paramedical staff. 

40. Proportion of health care resources allocated to domiciliary 
care. 

41. Proportion of health care resources allocated to comrnuni ty 
health services. 

42. Proportion of health care resources allocated to preventive 
health services. 

43. Proportion of health care resources allocated to health 
education. 

44. Proportion of health care resources allocated to health 
education in schools. 

50. Acceptance of the role of paramedical staff by community 
medical practitioners. 

51. Size of health care workforce relative to total workforce. 
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TABLE 9 .1 (c) - PROJECTION STATEMENTS 

1. Total cost of health service as a percentage of 

Gross Domestic Product (Current value is approximately 

6~%) • 

2. Total cost of education as a percentage of Gross Domestic 

Product (current value, is approximately 5~%). 

3. Percentage of women trained in traditionally male 

professions (1975 graduates in medicine and dentistry 

combined contained 23% female). 

4. Percentage of men trained in traditionally female 

professions, (1974 estimated workforce in nursing, 

physiotherapy and occupational therapy contained 4% males ) . 



Event No. 

1 
7 
9 

10 
14 
15 
16 
17 
18 
19 
20 
25 
29 
31 
32 
33 
34 
35 
38 
41 
42 
44 
48 
50 
58 
59 
62 
71 
72 
77 
78 
79 
80 
85 
86 
89 
90 
95 
98 
99 

Scales: 
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TABLE 9.l(d) - EVENT ASSESSMENT 

Average Average Average 
Probability Confidence Significance 

.56 .64 . 74 

.63 . 70 .81 

.67 .68 • 77 

.46 .51 .55 

.73 • 70 . 76 

.66 .67 .75 

.59 .66 .69 

. 70 .65 • 71 

.61 .63 . 70 

.64 .64 .66 

.63 .64 .68 

. 70 .66 . 70 

.59 .61 . 70 

.73 .63 .74 

.57 .58 .63 

.65 .62 • 72 

.68 .69 .63 

.69 .60 • 72 

. 42 .60 .65 

.63 .58 .67 

. 79 .69 .75 
• 72 .65 .74 
.69 .69 • 72 
.62 .65 .73 
. 76 .68 .73 
. 79 .74 . 82 
.49 .60 . 67 
.68 .60 . 70 
.53 .56 .62 
.75 • 72 . 75 
.67 .65 .76 
.69 . 70 .75 
. 70 .61 .60 
.63 .66 • 79 
.74 .65 .74 
. 75 .68 • 72 
.81 .73 • 72 
.56 .63 .78 
.58 .57 .68 
. 71 .62 .65 

Probability, Confidence, Significance Oto 1 

Desirability -1 to +l 

Average 
Desirability 

-.45 
-.56 

.44 

.18 

.45 

.54 

. 39 

.58 

.41 
-.10 

.50 
• 35 

-.37 
.58 
.34 
.37 
.09 
.62 
.18 
.12 
.65 
.53 
.44 
.30 
.58 
. 79 

- . 14 
.61 
.24 
.37 

-.63 
-.03 

.49 
• 71 
.63 
.35 
.44 
.52 
.16 
.46 



Trend 
No. 

9 

13 

14 

15 

16 

17 

23 

31 

32 

40 

41 

42 

43 

44 

50 

51 

Scale: 
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TABLE 9. 1 ( e) - TREND ASSESSMENT 

Expected 
Movement 

.56 

.68 

-.10 

.65 

.60 

.25 

.41 

.57 

.41 

.45 

.54 

.43 

. 36 

.37 

.40 

. 42 

Expected} . abl Movement: 
Desir e 

Desirable 
Movement 

.52 

.74 

-. 77 

-.84 

.59 

.88 

-.19 

.91 

.60 

. 91 

. 86 

.90 

.88 

. 85 

.92 

.29 

-1 (significant decrease) 
to 

+l (significant increase) 
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TABLE 9.l(f) - PROJECTION ASSESSMENT 

Projection Average Average Average 

Number Lower Bound Most Likely Value Upper Bound 

1 6.9 9.2 11.8 

2 5.5 7.0 8.8 

3 26.7 36.5 45.5 

4 6.9 12.9 19. 3 
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CHAPTER 10 

GENERAL COMMENTS ON THE STUDY 

As part of the overall approach to research, participants were 

invited to comment on the various aspects of the study. Structured 

subjective assessment is not an inherently easy task to undertake 

without a careful operational definition of every concept so that 

they have the same meaning for all participants. Nevertheless, on 

balance, the response to the study and the comments offered were 

encouraging. We have in no way attempted to conceal the lirni tations 

of such an approach. It should be stressed, however, that there are 

alternatives to involvement of practitioners, users, consumers and 

administrators in discussions of the health care system and its 

future developments- They include approaches to 

assessment which are partisan and likely to overlook significant 

developments because they happen to be outside the expertise of the 

particular group of analysts . . 

A fundamental assumption in the approach is that forward thinking 

and thus adaptive planning are valuable tools; This is not universally 

accepted and I quote from a non-participant "In my view bureaucratic 

planning is little more than formalised wishful thinking. As I credit 

my fellow citizens with sufficient self-interest and intelligence to 

wish to make important decisions regarding their own health care free 

of government-imposed paternalistically planned for their own good, I 

prefer not to be associated with your survey, 1984 is already only 

seven years away." It is important to recognise that a futures study 

of the kind conducted is no way an attempt to advocate a government 

imposed future for health care. It is a search for developments and 

changes which may assist those involved in the health care system to 

better i.e. more effectively, meet the needs of these "citizens". 

Brief comment is offered on the major issues of concern raised 

by participants. 
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(a) Approach to Selecting Participants 

The study does not rely for its validity on selecting 

a random sample of members of the Australian population and 

the basic rationale for selecting participants is outlined 

in Chapter 4. 

Detailed analysis and comparison of pilot study responses 

and total survey responses suggest that in any further studies 

it would be possible to trade the size of the respondent 

group for number of approaches to them. There were no 

differences between average responses from the various 

states and a very small number of significant differences 

among professional groups. More rounds of assessment may 

be a more effective use of the time and resources available. 

(b) Issue Description 

This problem was · the issue most frequently raised by 

the participants. In the case of projections many respondents 

felt that quantitative percentages were too difficult to 

assess and that such assessment was meaningless. (Two 

projections in particular caused some concern; the first, 

projection 7, because the percentage figure was so small and 

the second, projection 8, because we inadvertently wrote 

General Practitioner for Doctor). A related point was that 

some of the trends could have been reformulated as projections 

and then subjected to usual extrapolation procedures. In 

any further studies it would be our intention to provide 

more than just a base current figure (for instance, a time 

series and possibly a graph to depict growth or change 

over time) , but still to seek subjective trend and projection 

assessments. There is nothing sacrosanct about forecasting 

models and their performance is sufficiently variable to 

warrant, or at least not preclude the use of, other sources 

of estimates. 
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The ares in which there was most comment was that of 

event statements. Comments included: bad wording, ambiguous 

statement, presupposition of another event, tense of questions, 

double barrelled and negative questions, implied bias because 

of the direction i.e. occurrence or non-occurrence of the 

event and too many ideas in a single event statement. The 

process of event formulation is certainly not an easy task 

despite the fact that we had a pre-test and a pilot study 

as a result of which many items were reformulated. The 

generality of the context contributed to the variety of 

inte:rpretations placed on issues. The problems of bad 

wording and ambiguities in event statements are entirely ours, 

although an attempt was made to limit these. Perceived bias 

in the direction of the questions was certainly unintended as 

almost every issue has a converse and most events could have 

been reformulated as trends. '!he inclusion of conditional 

statements was undertaken with some reluctance as it is clear 

that participants can more easily answer a single idea event 

statement. On the other hand, it is the causal or other links 

which are important and in these cases in which a link was 

seen as being the significant issue the two items were 

combined into one event. This should not change the validity 

or method of assessment as it is the total statement which is 

being assessed for likelihood of occurrence, desirability 

of given occurrence etc., and not the various parts. Our 

inability to stress this may have contributed to this misunder­

standing. 

(c) Evaluation of Events 

A number of participants were concerned that the method 

of assessment used was foreign to their way of thinking, a 

problem with which we have some sympathy. The concept of 

probability or likelihood of occurrence was especially 

worrying for some. It is worth noting in passing that many 

of the issues considered in this study as "uncertainties" 
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are either totally excluded or discussed as though they will 

not occur in many descriptive (and quantitative) expositions 

on the health care system. The method of expression used 

in the study is the simplest and best we have found. 

Some comments were directed to the irrelevancy of some 

of the measures (in particular desirability) for some of the 

events. This problem is acknowledged and in current 

methodological developments, a "not relevant" alternative is 

provided. 

A further comment related to the length of the 

questionnaire the inclusion of redundant items. With 

respect to the length it is worth noting that there were a 

significant number of additional more detailed or specific 

items which were omitted. Careful scrutiny of all the items 

reveals differences, sometimes subtle, between all event 

statements. A small number of trend issues duplicated event 

statements so that comparative measures may be investigated. 

One final comment was that there was no opportunity for 

participants to argue. In any more specific or directional 

follow-up studies it is imperative that each item be assessed 

and discussed either by written or oral communication . 

(d) Coverage and Scope of the Study 

Although there were comments on the length of the study 

there were equally many comments on areas which were not 

adequately treated in the questionnaire. Considerable 

effort was directed towards reflecting issues that were 

raised at the event generation seminars and many of the items 

not included would be input to any further study. 

A worry of a more general nature was as follows: whilst 

assessments of individual items may reflect my perceptions in 

total the questionnaire does not seem to reflect my 

perspective of the future i.e. the "trees and wood" dilemma. 
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It is our belief that a synthetic picture emerges from 

the set of items, assisted by the prompting of possible 

structure which was undertaken during the event generation 

seminars. 

Conclusion 

None of this discussion will satisfy the health care professional 

who requires statistically valid objective information. Unfortunately 

the track record in the areas of manpower forecasting and general 

system prediction using formal procedures is abysmal to say the least. 

If the subjective input of this study coupled with the more formal 

quantitative projections gives decision makers a better perspective 

of the implications of their alternative resource allocations then the 

study will have achieved some of its aims. 
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CHAPTER 11 

CONCLUSION 

An attempt has been made to study the health care system, present 

and future, with a particular focus on health manpower and training 

needs over the next two decades. The information contained within 

this monograph reflects the views and judgements of those who 

participated in the various aspects of the study. To the extent that 

the participants form a broad cross-section of influential and senior 

health care practitioners, educators and administrators, the findings 

do imply or at least infer a perspective of the health care system 

which is reasonably widely held. 

The report is not an attempt to reinforce a number of self­

fulfilling prophecies. It is an attempt to use judgemental information 

of those providers, designers, administrators and users of the health 

care system to identify desirable and undesirable possible future trends 

and occurrences, to highlight perceived likely and unlikely developments 

and changes and to offer some limited suggestions for health manpower 

and training. 

The detailed picture of the health care future is discussed in 

Chapter 8 of this report, but it might be useful to further summarise 

the general findings here 

The health care system will have to deal with a general 

situation in which there is a deteriorating physical and social 

environment. The population will be, on average, older with 

significant increases in the porportion of aged people. Psycho/ 

social problems are likely to increase. The community will 

continue to be mainly concerned about illness (as opposed to 

health) and will tend to demand the best curative services 

available. 

It is expected that a higher proportion of the nation's 

resources will be spent on health, with a figure of over 9% 

of gross domestic product considered likely by the year 2000. 
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Government at all levels will become increasingly involved in 

health care in planning, administration, control (audits and 

reviews) and in the employment of salaried health professionals. 

The proportion of government budgets devoted to health will 

increase markedly. 

Health care delivery will shift gradually away from central 

institutions towards more community and urban based care. 

Connnunity health centres both public and private, will become 

the major focus of primary health care. The role of doctors 

will change from one of omnipotence to one of team leader or 

director. Even solo practitioners will make use of allied 

health professionals. The role of these other professionals 

will be wider and more responsible taking over some of the 

doctor's functions in diagnosis and treatment. 

Health professionals will become more accountable to the 

public and to their colleagues. Systems of peer reviews of 

individuals and cost effectiveness studies of treatments and 

procedures will be implemented. Recurrent education will 

become an accepted part of the careers of all health professionals 

and continued registration as a practitioner will not be automatic. 

It is likely that health professionals will become more militant 

and that industrial issues such as working conditions may lead 

to industrial action. 

Consumers of health care will become more involved and more 

critical. This will be assisted by an increase in the level of 

health education in schools and in the community generally. 

Involvement may be at the level of planning health care provisions 

and programs or at the operational level in the form of self 

help programs. 

The participants in this study were sceptical about the ultimate 

usefulness of trying to better understand the future, because they 

considered it likely that "the allocation of resources will continue 

to be on an ad hoe basis, motivated by political opportunism counselled 

by economic superstition".* we believe that futures studies are 

* This issue was submitted as.a possible event for evaluation but 

was dropped in favour of Event 45. 
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essential if this situation is ever to be changed, for without such 

investigations, national planning is not even possible. 

The uncertainty in which health care resources are being allocated 

necessitates that an adaptive approach to planning be undertaken. The 

very nature of uncertainty limits the usefulness of formal quantitative 

procedures. Analysis of the future using subjective information is 

not a means of simplifying complex problems, rather it seeks to better 

understand and represent the complex, uncertain environment in which 

health planning takes place. By its very nature the future is unknown 

but if carefully designed subjective information procedures can be 

added to the more traditional extrapolation approaches then, hopefully, 

the quality of decision making and planning will improve. The 

alternative is clear cut:"we can either throw up our hands in despair 

and wait until we have an adequate theory enabling us to deal with 

socio-economic and political problems as confidently as we do with 

problems in physics and chemistry or, we can make the most of an 

admittedly unsatisfactory situation and try to obtain the relevant 

intuitive insights of experts and then use their judgements as 

systematically as possible" . . (Helmer (1967)) 
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APPENDIX 1 

Pre-Test of the Project 

In May 1977, as part of a series of seminars on Policy Evaluation 

conducted under the auspices of the Centre for Continuing Education, 

Australian National University, a two day seminar was held on Alter­

native Futures and Training Needs in Health Care 

The aim of the seminar was to apply a rational systematic approach 

to resource allocation decision making in a health education and training 

context by way of a hypothetical case study. 

The problem was to identify and evaluate a number of alternative 

health training policies given a series of objectives for the health 

care sector and an uncertain future environment. Aspects of the seminar 

included the derivation of an uncertainty context and the specification 

of a set of objectives. 

The workshop, which involved some nineteen health administrators, 

educators and practitioners, provided an ideal setting in which to test 

and refine the methodology. ~he information derived from the workshop 

was of value in priming the event generation exercise and subsequent 

event assessment pilot test. 

The findings of the workshop in three general areas have particular 

relevance to this study: event generation, event assessment and health 

training policy formulation and some comment is offered on each. 

The group was divided into two syndicates and allowed to operate 

in an unstructured way in order to identify possible changes in the 

health care environment which may occur over the next ten years and 

which may be relevant to health manpower and training. Very little 

prompting was offered although all members of the syndicates were en­

couraged to offer verbal or written comment. 

Issues which were raised were sorted broadly into the framework 

used in the major study and then a subset of 23 items were arbitrarily 

selected and evaluated using the event assessment procedures outlined 

in Chapter 3. (Table 1.1). A framework in which alternative health 

training and education policies may be generated was derived during the 



- 133 -

seminar sessions. The framework which is outlined in Table 1.2 provided 

a context in which to evaluate the training recommendations which were 

derived from the input of the major study. 

By way of illustration seven policy options for health training 

suggested by participants of the pre-test are outlined in Table 1.3. The 

pre-test provided valuable information on the relative merits of approaches 

to information collection and indicated that, except in very rare situ­

ations, the confidence measure, whilst of interest in its own right, 

did not significantly alter the impact measure. Some knowledge about 

likely amount of information which may be collected in a session was 

also attained. 
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TABLE 1.1 

Events selected for assessment by workshop participants 

1. Control of and responsibility for training of doctors, nurses and 
most paramedical personnel vested in ministers of education. 

2. Increased participation of women in workforce. 

3. Increased relative funding of preventive and curative services 
within working environment. 

4. Increase in drug abuse. 

5. The development of a computerised data bank for medical diagnosis. 

6. Legalisation of euthanasia. 

7. Continuing reduction in GP/population ratio in rural areas (towns 
up to 3000). 

8. Increased postgraduate training in health professions. 

9. Increased relative emphasis on recurrent as distinct from one-off 
training. 

10. Common core curriculum for all health professionals. 

11. Increased emphasis on e~hnic-city medicine, e.g. on Aboriginals. 

12w Reduced emphasis on institutional health care. 

13. Approximately doubling of medical costs/person because of structural 
rearrangements. 

14. Two million people covered by HMOs. 

15. Increase in use of fee-for-service payment for allied health 
professionals. 

16. Fee-for-service will cease to be predominant mode of payment to 
doctors. 

17. The health budget will be stabilised as a proportion of total public 
spending. 

18. Increased importation of medical practitioners. 

19. Increased emphasis on "aide-type" manpower training. 

20. The introduction of "motivation" as a major criterion in determining 
admission to medical school. 

21. An increase in demarcation disputes between medical practitioners. 

22. Legalisation of abortion on demand. 

23. Increased consumer participation in health services planning. 



Health Policy Profile 

1. 

2. 

3. 

4 

5. 

6. 

Manpower composition 
(mix and quality) 

Type of training 

Responsibility, control 
and financing 

Institutional base 

Content, style and 
emphasis of training 

Source of manpower 
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TABLE 1.2 

Balance of professional skills 

Demand - supply 

Rate of entry 

Qualifications 

Length 

Continuing vs one-off 

Entry to requirements 

Source of$ 

Workplace 

Academe 

Role 

Purpose 

Curative/Preventive 

Overseas/local 



Dimension 

Manpower 
composition 

Type of 
training 

Responsibility 
control 
finance 

Institutional 
base 

Policy 1 
Status Quo 

Doctors 15% 
Nurses 50% 
Others 35% 
Males 20% 
Females 80% 
Prof. Orient'n 
Poss. Surplus 

Emphasis on 
basic training. 
Tendency for 
increased con­
tinuing educ'n. 

Public financ­
ing, content 
controlled by 
professional 
organisations 

Doctors -
Tert. Ed'n. 

Nurses -
Hospitals 

Others -
Mainly tert. 

TABLE 1.3 

Seven policy options suggested at the pre-test 

Policy 2 

Less Exclu­
sively Pro­
fessional Focus 
Iner. Particip­
ation by con­
sumers 
Improved train­
ing of teachers 
in health. 

Policy 3 

50-75% of cost 
of training 
each individual 
financed by a 
public loan 
scheme 

Policy 4 

Reduced req't 
for 'hospital 
only' clinical 
experience 

Policy 5 

Increased em­
phasis on 'aide 
type' manpower. 
Increased% of 
nurses in work­
force 

50% of Nurses 
trained in CAEs 

Policy 6 

Re-entry 
education 

National 
(Government) 
Registration 
of all profes­
sionals.+ Re­
registration at 
fixed periods 
of time. 

Policy 7 

Increased Gov't con­
trol over entry to 
all health profes­
sions in line with 
national manpower 
projections and 
policies. 

I-' 
w 
°' 
l 



Table 1.3 (contd.) 

Dimension Policy 1 Policy 2 
Status Quo 

Content, style, Technological, Change ratio 
emphasis Biological, of curative~ 

Clinical,cura- preventative. 
tive. Roles less 
Vocational institutionally 
specialisation constrained 
Non-recog. of 
fringe practi-
tions . 

Policy 3 Policy 4 

Increased em-
phasis on 
social, psych-
ological, 
managerial 
dimension 

Policy 5 

Increased em-
phasis on 
social, be-
havioural con-
tent 

Policy 6 Policy 7 

..... 
w 
--.J 
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APPENDIX 2 

Pilot Study 

As part of the event generation seminars a small event assessment 

questionnaire entitled, Study of Health ·Manpower and Training Needs 

for the Next Two Decades, was distributed and completed. The items, 

all events, were derived from the Pre-Test held in the A.C.T. 

The purposes of the small questionnaire were: 

(i) to seek comment on question format and questionnaire layout; 

(ii) to provide preliminary information on likely and desirable/ 

undesirable developments; 

(iii) 

(iv) 

to investigate if there are major differences among profes­

sional groups; and 

to compare responses on a number of issues in the pilot 

study with the responses in the overall study to get some 

estimate of the criticality of sample size. 

A summary of the findings are displayed in Table 2.1. A comparison 

with the outcome of the total study suggests that, in general, there 

are few significant differences among the average responses of the 

various professional groups. In fact, a computation of the overall 

ratings for each group (as opposed to average values) suggests that there 

are no significant differences among professions. An additional observ­

ation, again with hindsight gained from the total study, was that the 

average sample size could be much lower and would still reflect the same 

set of signals i.e. average likelihood and desirability rankings, 

(Table 2.2). 

The set of issues used in the pilot study were suitably modified 

in the major questionnaire and the method of event assessment was modified 

marginally in the light of the pilot study findings. 
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TABLE 2.1 

Pilot Study Results 

Event Average Average Average 
No. Statement Probab- Rank Signif- Rank Desirab- Rank 

ility icance ility 

1. An increase involvement .706 11 • 672 25 .654 8 

in the particular pro-
blems of aboriginal 
health. 

2. Inexpensive, motel-type .492 25 .682 22 .514 11 
'para-hospitals' for 
ambulatory & convalesc-
ing patients will handle 
at least half of all 
those requiring care in 
an institution (exclud-
ing mental patients). 

3. Recurrent or continuing .763 2 • 843 4 .808 2 

education becomes an 
accepted part of the 
careers of all health 
professionals. 

4. Switch from Australian .293 28 .482 28 .173 26 
to overseas training 
for expensive health 
care specialities. 

5. There will be more op- .704 12 .805 6 .508 12 
portunity for para-
medical staff to deal 
directly with patients, 
without referral to 
doctors, with an asso-
ciated increase in 
legal accountability. 

6. General practitioners • 724 9 .617 26 • 339 17 
within group practices 
develop minor specia-
list emphases. 

7. An increased proportion .733 5 .879 1 • 339 1 
of resources for health 
care directed towards 
preventive and health 
promotive services. 

8. There will be common .412 27 .676 23 .309 18 
initial education for 
all health profes-
sionals followed by 
specialised training. 
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Table 2.1 (Contd.) 

Event Average Average Average 
No. Statement Probab- Rank Signif- Rank Desirab- Rank 

ility icance ility 

9 All health training .702 13 .767 9 .674 7 
contain a significant 

11 

proportion of social/ 
psychological/manag-
erial content. 

10. Introduction of re- .513 24 .702 19 .504 13 
registration require-
ments for all health 
professionals at fre-
quent intervals. 

11. An increase in con- .517 23 .767 10 . 689 6 
su.mer self sufficiency 
in regard to health. 

12. Health professionals . 635 19 .575 27 .113 24 
will cease to be re-
garded as vocationally 
altruistic. 

13. Health care diagnosis .692 16 .674 24 . 091 23 . 
becomes more mechanised. 

14. Health care system .752 3 • 779 8 . 392 16 
makes increased use 
of sub-professional 
staff, i.e. "aide" 
type categories. 

15. The proportion of • 727 7 .746 14 .186 20-
health services con-
trolled by the public 
sector will increase. 

16. Health education be- .647 18 .759 11 . 722 5 
comes a recognised 
discipline in high 
schools. 

17. Continuation of the .709 10 .750 13 .570 28 
relative scarcity of 
medical manpower in 
rural areas. 

18. Fee-for-service con- .696 15 .705 18 .147 25 
tinues to be the pre-
dominant mode of pay-
ment of doctors. 
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Table 2.1 (Contd.) 

Event Average Average Average 

No. Statement Probab- Rank Signif- Rank Desirab- Rank 
ility icance ility 

19. Greater community .551 21 .815 5 .748 4 
awareness of the 
health system leads 
to a more efficient 
use of health care 
services. 

20. Health maintenance .573 20 .697 20 .487 14 
organisations estab-
lished in major urban 
areas. 

21. Non-reimbursable cost .682 7 • 716 16 . 362 27 
of health care con-
tinues to increase. 

22. Health personnel will .724 8 .846 3 .767 3 
be trained to work as 
part of a multi-dis-
ciplinary team~ 

23. Patient medical hist- .529 22 .686 21 .115 21 
ories held on central-
ised computer banks 
and available to re-
gistered health pro-
fessionals. 

24. Misuse of non-prescribed .751 4 .802 7 .022 22 
drugs by the community 
will bec.ome a major 
concern of the health 
care system. 

25. Legislation will be .727 6 .708 17 .517 10 
passed for the regis-
tration and licensing 
of all health profes-
sionals. 

26. Nurse education moves .700 14 • 737 15 .207 19 
to Colleges of Advanced 
Education. 

27. An increased community .791 1 .851 2 .580 9 

need for mental and 
social rehabilitation. 

28. The academic criteria .468 26 .759 12 .466 15 
for admission to medi-
cal schools will be mod-
ification by criteria 
based on motivation 
and personality. 
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TABLE 2.2 

Comparison between Pilot Study and Major Event Assessment 

of Average Probability Responses for Comparable Events* 

Pilot Event 
Study Assess­
No. ment No. 

2 11 

3 59 

8 38 

13 84 

14 89 

16 35 

17 78 

26 79 

28 95 

Event Statement 

Inexpensive, motel-type 'para­
hospitals' for ambulatory and 
convalescing patients will 
handle at least half of all 
those requiring care in an 
institution (excluding mental 
patients). 

Recurrent or continuing educ­
ation becomes an accepted part 
of the careers of all health 
professionals. 

There will be common initial 
education for all health pro­
fessionals followed by 
specialised training. 

Health care diagnosis becomes 
more mechanised. 

Health care system makes 
increased use of sub-profes­
sional staff, i.e. "aide" 
type categories. 

Health education becomes a re­
cognised discipline in high 
schools. 

Continuation of the relative 
scarcity of medical manpower 
in rural areas. 

Nurse education moves to 
Colleges of Advanced Education. 

The academic criteria for 
admission to medical schools 
will be modification by 
criteria based on motivation 
and personality. 

Average Response 

Pilot Study Full Study 

.49 .54 

.76 .79 

.41 .42 

.69 .65 

.75 .75 

.65 .69 

• 71 .67 

.70 .69 

.47 .56 

* There were nine questions in the pilot study which were replicated 
identically in the Event Assessment questionnaire. These are included 
above. 



APPENDIX 3 

Letter of Invitation to Event Generation Seminars 

28 July 1977 

The Standing Committee on Health Manpower Training of the Hospitals and 
Health Services Commission has commissioned a research and evaluation project 
with clearly defined objectives, viz. to assess future manpower needs in Australia 
in the next decade. This study seeks to obtain some firm ideas of what Australian 
health care experts believe to be the most likely and most desirable trends of 
health care in Australia, includinp the needs both for different types of manpower 
and for efficient an<l effective manpower training programs involvinr health 
professionals. The project also seeks to obtain expert inputs on possible social, 
economic, political and technological changes which influence the direction of 
health care in Australia over the next decade~ .. 

He are writinR to you as a person involved in health care or a related field, 
whose independent judgements and opinions are vital if these important decisions 
are to be 'fllade on the best . possible . basis. 

It is proposed to conduct the study as follows: first, a half-day seminar 
workshop will be undertaken in each of the capital cities at which our research 
will be outlined to a small number of health care personnel chosen from a variety 
of fields. They will be invited to attend and to identify or generate likely 
future socjal chanp,es, likely changes in the process of health care, and likely 
chanP,es in methods of financing, planning and co-ordination in the next decade. The 
findinRS of this phase of the study will form the core of the input to the second 
stage, which will involve a mail questionnaire asking participants to evaluate the 
possible changes identified. Finally, a follow-up seminar will be conducted in 
which the information from the earlier stages will be related specifically to the 
present health care system and ideas sought on existing and proposed health manpower 
and traininr, schemes. 

All aspects of the study which involve individual assessments will be treated 
with strict confidence. Anonymity is essential in our research approach, and we are 
going to some lengths to maintain anonymity of response. A summary of the aggregate 
findinr,s will be made available to you on completion of the study. 

We seek your assistance in this pro;ect and invite you to participate in the 
workshop to be held at Clunies Ross Memorial Foundation, Auditorium No. 3, Ground 
floor, 191 Royal Pde., Parkville, Melbourne, from 2.00-.5.00 p.m. on Wednesday, 
24 August 19 77. 

If you wish to participate in the workshop and are able to do so, please 
indicate on the enclosed slip. If your attendance is not possible you may nevertheless 
like to be involved in the evaluation by mail 0uestionnaire. This will requi.re 
approximately two hours of concentrated effort an~ should be conducted in about 6-8 
weeks from the date of this letter. 

Thanking you in anticipation of your support for this project. 

~~-
John Tydeman 

Encl. RESEARCH DIRECTOR 



- 144 -

APPENDIX 4 

Evertt Assessment Instructions 

Instructions to participants 

General 

The information contained in this phase of the study has been 
derived from a series of seminars which were held in all capital cities. 
Some five hundred people have been invited to contribute in this aspect 
of the project and we estimate that completion of the enclosed questionnaire 
will require about one hour of concentrated effort. 

You will observe that your questionnaire has been coded. Although 
individual responses are totall anonymous we are interested in the views 
of different groups of participants. Thus, we have classified people 
(on the basis of information they have provided or we have obtained) 
according to state and broad occupational area. If you disagree with this 
classification please amend the Event Assessment Return. 

Even if you choose not to complete the questionnaire please send 
the Event Assessment Return in the enclosed envelope. 

Specific Instructions 

As you are aware the broad context of the study is health manpower 
and training needs over the next two decades. The questionnaire comprises 
three sections: Events, Trends and Projections, and separate instructions 
are included for each. 

Section 1 - Events 

This is by far the most detailed section and as such requires the 
most comprehensive set of instructions. 

For each of the events which are included on the questionnaire you 
ar~ asked to give your individual judgement in respect of the following 
measures: probability of occurrence within twenty years, confidence or 
reliability in your estimate, significance or importance given that occur­
rence takes place, and desirability of occurrence. 

A. Probability of occurrence 

Give your own assessment of the likelihood of the event occurring 
within the next twenty years. There are seven categories from which to 
choose ranging from the lowest probability (or likelihood) to the highest 
probability. The categories are: certain not to occur, very unlikely, 
unlikely, about fifty-fifty chance, likely, very likely and certain to 
occur. 

B. Confidence of probability estimate 

Give your assessment of the degree of confidence or reliability you 
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would place on your subjective probability estimate for each event. 
Five categories are provided which range from lowest reliability to 
highest reliability. The categories are: 

(i) very unreliable 

(ii) unreliable 

(iii) unknown reliability 

(iv) reliable 

(v) very reliable 

your response is little better 
than a guess - no real knowledge 
of the area. 

area is of general interest but 
you have little confidence in 
your response. 

informed layman but no special 
knowledge. 

some positive confidence, some 
supporting evidence. 

- very confident, informed judgement. 

C. Significance of the event 

Give your view as to the importance of each event for health 
manpower and training if it occurs within the next twenty years. This 
is not related to the probability nor the desirability of its occurrence. 
The following categories are available: 

(i) 

(ii) 

(iii) 

(iv) 

(v) 

Event unimportant - no measurable effect. 

Event of little importance but not a decisive factor. 

Event of some importance - is relevant to the question. 

Event important - very relevant - widespread consequences. 

Evertt very important - will cause major changes and serious 
repercussions if it occurs. 

D. Desirability 

Give your view as to the desirability of each event for the health 
care system if it occurs within the next twenty years. The following 
scale will be used: 

(i) very undesirable 

(ii) undesirable 

(iii) neither desirable 
nor undesirable 

(iv) desirable 

(v) very desirable 

will have a major negative 
effect, be extremely harmful. 

- will have a negative effect, 
harmful. 

- will have equal positive and 
negative effects or desirability 
is an irrelevant criterion. 

- will have a positive effect, of 
some value. 

- will have a major positive 
effect, be extremely valuable. 

You need not respond to those questions about which you feel 
totally unqualified to answer but for all other events please reflect 
your knowledge of the question in your confidence rating. 
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Please record your judgements on the Event Assessment Return forms 
provided. Note that each event is coded down one column of the sheet. 
You may find it helpful to use the enclosed template to focus on the 
correct column. 

Section 2 - Trends 

For each of the statements on general trends included on the 
questionnaire you are asked to give your individual judgement with respect 
to first, the direction of the stated trend (i.e. decrease, stay the 
same or increase) and second, the desirability of an increase in the 
trend. 

As with Events you are requested to record your judgements on the 
forms provided. 

Section 3 - Projections 

A small number (eight in total) of statements are included for which 
you are asked to provide a range of estimates (as to the likely value 
in twenty years time). The current value is stated in each case and we 
have suggested that you provide three estimates: a lowest estimate of 
the value in twenty years, your best estimate, i.e. the value which you 
believe is most likely and a highest estimate of the required outcome. 
Your best estimate may coincide with either of the "extreme" judgements. 

Additional Comments 

At the end of the questionnaire we have enclosed a blank page on 
which we encourage you to add any comments you wish to make either about 
the events, trends or projections which have been included or more 
desirably (from our point of view) about other future changes which you 
perceive to be of significance to health manpower and training but which 
have not been included. 

Thank you again for your participation. 
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APPENDIX 5 

Sample Pages of Questionnaire* 

EVENT ASSESSMENT RETURN 

YOUR CLASSIFICATION CODE 

(Please amend if you wish) 

A. Health Practitioners 

Al Doctors 

A2 Nurses 

A3 Other Health Professionals. 

B. Health Educators and Researchers 

Bl Hospital Teaching only 

B2 University Staff 

B3 C.A.E. Staff 

B4 Pri.mari.ly Medical Research. 

C. Administrator 

D. Other 

STATE 

Cl Hospital, Health Centres, etc. 

C2 Government Departments of Health 

C3 Government Departments of Education 

C4 Professional Organisations. 

Dl Academic Sociologist, Economists, Planners, etc. 

D2 Consumers and other members of the public 

D3 Politicians. 

2 N.S.W. 6 A.C.T. 
3 VIC. 7 W.Ae 
4 QLD. 8 TAS. 
5 S .A. 9 N. T. 

PLEASE RETURN BY 

* A complete list of all items included in the study is contained in 
Chapter 6. 
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EVENT ASSESSMENT RETURN 

EVENT No. 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

PR0[3A8 I L ITV 
Won't 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Occur 
Very 

□ 
I ! 

Unlikely □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Unlikely □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ ,, 
Fifty-

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 0 11 Fifty 

Likely □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Very 

□ □ □ □ □ □ □ D □ □ □ □ □ □ □ 0,, Likely 

Certain □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □; 
CONFIDENCE 

Very 
□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Unreliable 

Unreliable □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Unknown 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Reliability 

Reliable □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Very 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Reliable 

SIGNIFICANCE 
No 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Importance 
Little 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Importance 
Some 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Importance 

Important □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Very 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Important 

DES IRAB I L ITV 
Very 

□ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ Undesirable 

Undesirable □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Neither· □ □ D □ □ □ □ D □ □ □ □ □ □ □ □ 
Desirable □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 
Very 
Des1rable □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ □ 

-



SECTION 2 TRENDS 

For this trend, which 

Your Estimate of the Trend direction (if any) is 

No. Item 
DESIRABLE 

Decrease Decrease No· Increase Increase Decrease Neither Increase 
Significantly Marginally Change Marginally Significantly 

1. 
Government involvement in health 

□ □ □ □ □ □ □ □ administration and planning. 

2. 
The proportion of health costs met 

□ □ □ □ □ □ □ □ directly by the consumer. 

Role of local government authorities in 

□ □ □ □ □ □ □ □ 3. the control and coordination of health 

services. 
I 

4. Dual funding. □ □ □ □ □ □ □ □~ 
I 

5. Public Sector health expenditure as a □ □ □ □ □ □ □ □ proportion of budget. 

6. 
Medical research funding from all source~ 

□ □ □ □ □ □ □ □ as a proportion of gross domestic product 

7. Percentage of general practice which is 

□ □ □ □ □ □ □ □ fee-for-service 

. 
8. 

Percentage of health professionals who 

□ □ I I □ □ □ □ □ are salaried. · 

Percentage of married women health pro-

□ □ □ □ □ □ 0 □ 9. fessionals returning to workforce as soon 

as possible after child bearing. 
. - -• -•· - -- ---- ~ -·· 



No. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 
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SECTION 3 - PROJECTIONS 

ITEM 

Total cost of health service as a percentage 
of Gross Domesti~ Product (current value is 
approximately 6½%). 

Total cost of education as a percentage of 
Gross Domestic Product (current value is 
approximately 5½%). 

Percentage of women trained in traditionally 
male professions (1975 graduates in medicine 
and dentistry combined contained 23% female). 

Percentage of men trained in traditionally 
female professions, (1974 estimated work­
force in nursing, physiotherapy and occupa­
tional therapy contained 4% males). 

Hospital accommodation per capita, i.e. bed 
ratios (current value is stated to be about 
6.5 beds per 1000). 

Average length of stay in hospital (current 
value is estimated to be around 10 days). 

Health services research expenditure as a 
percentage of total health care expenditure 
(current value is around .06%). 

General practitioners/population ratio 
(current value is estimated to be around 
1 doctor per 700 people). 

Your estimates of the value 
reached in 20 years 

Lowest Most Likely Highe 

□ □ [! 

□ □ C 

□ □ □ 
□ □ [i 

□ □ 
□ □ 
□ □ L 

□ □ L 
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APPENDIX 6 

DETAILED ASSESSMENT LISTINGS 

Part 1. Average assessments from all respondents. 

Part 2. Average assessments from health practitioners (Group A). 

Part 3. Average assessments from health educators and researchers 
(Group B) . 

Part 4. Average assessments from health administrators (Group C) . 

Part 5. Average assessments from other social experts and consumers 
( Group D) . 

Each part contains listings of the 99 events, 52 trends and 8 

projections assessed giving various statistical measures for each issue. 

Explanation of Terms 

( a) Events 

For each measure, i.e., probability, confidence, 

significance, desirability and impact, the table shows 

No. = the number of respondents 

Ave. the arithmetic mean or average responses 

SD the sample standard deviation 

Rank = the ranked position out of 99 in decreasing 
order of magnitude (1 is largest). 

(b) Trends 

For each trend the movement frequencies and corresponding 

state probabilities for each of the five categories : 



- 152 -

DS = decrease s igni fi can tly 

DMA decrease marginally 

NONE = no change 

IMA = increase marginally 

IS increase significantly. 

An average movement (AVE) and standard deviation of the 

movement (S.D.) is shown. 

The desirable movement frequencies are shown for each 

of the categories 

DECR 

NONE 

INCR 

= decrease desirable 

= no change desirable 

= increase desirable. 

An average desirable movement (DES. AVE.) was also 

computed. 

(c) Projections 

For each estimate, low, likely and high, the table 

shows : 

NO. = number of respondents 

MEAN = arithmetic mean or average estimate 

S.D. the standard deviation of the estimates. 
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~l 1Y4. 0,654 0,221 JY,U 1Y4, U,624 0,185 5o.o 194, 0,640 0,230 80,5 lY4. O~l48 0.464 46,0 194. V,291 o.214 )),O 

tl lVO, O,l~S 0,261 96.0 190• U,606 0,109 6t.O 189 0 0,648 0,204 78,0 190, 0,032 0,561 08,0 189, 0,154 0,181 94,0 

~J lY), 0,~16 0,191 1,0 lY4, Ue/07 0,204 4.0 195, 0,760 0,219 t•,o 193, 0,080 0,602 65,0 194, 0,485 0,282 2,0 

~- 192, 0,643 0,25J 4J,0 l9l• U,6]Y 0,207 l7,5 193, 0,637 0,239 ij2,U 193, O,J34 0,497 48,0 191, o.308 0,24) •s.o 

~~ lV2, 0,7~2 Oo252 2u,O t9Jo U,661 0,212 20,0 193, 0,699 01254 49i5 193, O,J50 0,563 45,0 192, 0,361 0,211 22,0 

..... 
l/1 
w 



HlALTH H•~~U~[~ ~~S[SSHLNT. HU~ 1 • ALL STAllS, ALL GROUPS 196 H[SPUNO[NTS 

l Vl ,ff ,..,, Pt< :J ➔ A 13 l LI TY 
~u. AV(, s~ ~A~~ 

CU~FlO[NC[ 
NUo AVE• SU HA ◄ K 

S l \i ~H f l CAN C [ 
NU, AVl, SU RANK 

OESlRAt!lLl TY 
NO, AVl, SU HANK NU, 

IMPACT 
AV(o ~0 tUtuc 

,o lY>, 0,673 O.218 Jl,O 1Y4o U,6f> 0,197 14,O 19), Oe678 0,222 63,0 195. OeO72 0,601 67,0 194, 0,355 O.26~ i5,O 

,, 1v1. O,619 o,248 s~.o 111, u,631 0.209 4J,O 1vo. o,795 o,197 3,O 191, •o,J66 O,666 65,o 190, o,JJo o,244 J5,o 

,o 189, 0,611 o,2J7 61,O 190, u,551 O,244 s1.o 190. v,667 0,242 ss.o 190. -o.s11 O,449 96,O 1av, O,2,s 0.213 6&,o 

,1 194, 0,518 Oe26O 6/,0 19), U,6O6 V•2l3 62,0 19~, O,7O4 U,216 47,0 191. •O.J7O 0,464 66,O 194, Oe28O 0,232 59,Q 

S~ lYJ, Oe6'18 0•246 5YeO l~l• U,559 0,238 65.5 19J, Q,652 0,249 76,O 192, O,4O4 0,52) 38,O 112, O,267 O,228 6.,0 
Jl l~d, O,713 O,lYl ~,U 1AH, U,6J4 O,24j 41,0 168, O,138 0,210 27,O 187. O,56O 0,392 1O,O ld8, O,388 0,257 1O,0 

s, lf2, 0,570 O,251 fl,O 174, U,576 U,241 77,0 172, O,628 0,262 86,0 171, O,339 00480 47,O 172, 0,266 0,257 6),0 

JJ 101. o.6~• 0.22, Jo,v 1sr, u,61> u,2O9 54,0 1s1. o.r1s o,198 37,O 1sr. o,374 o.,J6 •1,0 1s1. o,321 o,22) •2.0 

J4 1~2, 0,677 O,2US Jl,O 1~J, U,69O U,179 deO l9J, 0,628 O,2S8 85,O 193, O,O88 0,536 64,0 192, 0,316 0,228 43,0 

S> l~q, o.6~7 0.201 2,.v 1?4• u,)9, 0.211 11.0 194, o,715 o,235 41,O 194, o,621 o,J72 7,O 194, o,J32 o,l29 J7,o 
Jo 1V), 0,610 0,263 62,U 19), Ue614 u,2O1 55.O 195. O,646 0 0257 79,O 194, O,4O7 0,562 J7,O 1~5, 0,269 0,228 6J,O 
J( 1~~. 0,61) O,2J4 q2,U lY), U,6O9 0,222 59,0 19). o,,95 0,264 93,0 194, •O,162 0,579 19,0 li5, O,24O 0,206 10,0 

S~ 1V6, O,41i Oe246 9i,U l~Oo U,6O3 0,214 66,0 196, O,654 0,234 74,0 196, 0,184 0,59] )7,0 196, 0,172 0,162 90,0 

S1 

41J 

lfd, Oo5?9 O,21O OJ,O 1dlo U,~21 0,252 93,0 178, O,57O 0,226 96,0 180, O,369 O,J7O ~3,0 17~, 0,224 0,203 79,0 

119, 0 •• ,1 0,246 9O.O ldlt u.~Ol O,2q9 97,0 178. o,591 0.220 94,O 175, -0.200 0,450 et,O 178, 0,14O O,152 V6,O 
41 1Y4 1 O,6?f O,2Jl SJ,~ 1Y4o U,~f) U,199 79.O 193, o.672 O.226 66,0 193, O,122 0,580 O2,O 1Y3, U,?.83 0,216 )6,0 

•l 1~9. O,7~d O,173 q,O 19l• Ue685 Ue222 9,0 192, Oe754 0,197 17,5 192, Oe654 O,J24 5,0 189, 0,451 O,l62 4,0 
4J lYJo 0,476 O,2!2 9l.O 194, U,O13 U,2OO 56,0 19). O,715 0,240 42,0 193, •Q,266 O,06) ij2,O 192, 0,193 O.17J ~7,O 

44 lY5, O,ft5 O,215 14,0 ly)o U,64) 0•205 34.O 194, Oof38 0,223 26,O 195. O,533 O.424 16,0 194, U,365 O,241 19,O 

4) lYJ, Oe716 O,2Q7 lJ,O 19Jo U,6J7 U,233 40,0 192. O,f90 O.21O S,O 192, •Q,625 0,487 97,0 192, 0,390 0,256 9,0 
,o 110, o,,~8 0,222 64.~ 19u. u,s21 0,21, 92,0 190, o,63O o.239 84,O 190. o,413 o.•46 35,o 190. u,222 o,174 ao,o 
4/ 1Y2, 0,5~1 0,242 7,,u 19l, U,~59 0,224 85,5 192, O,66O O.2O~ 6O,O 192. O,448 0,38~ JO,O 1~2, U,253 O,214 69,O 
40 1Y5, O,6?1 o.219 2J,U lY>• U,685 v,213 10.0 194, O,719 0,210 36,0 195, O,438 0,484 34,O 1~4. 0,380 o.2~9 14,0 

-~ 109, O,6~2 O,255 ~4,0 l9U, O,6O5 0,216 64,0 188, O,749 0 0201 2O,O 188. O,386 0,554 4O,O 188, O,299 0,20& )l,O 
)~ 1Y1, 0,617 0,232 56.O 19J, U,65O 0,218 26,0 192. o,728 0,189 31,0 191. O,304 0,501 49,O l~o. O,323 0,232 ~,.~ 

I-' 
Vl 
+:--

1 



~LALT~ MANPU~[H ASSES~~l~r, HU~ 1 • ALL 51ATlS* ALL GROUPS 196 HESPONOENTS 

L °'t. ,f I 
,.. ,J. 

P~O~AB lLI T 'I' 
~u. Avr. ~u RA~~ 

CONt l1i(,-.CE 
;1U I A vE.. s 11 tUNK 

S[GNlflCANCl 
NO, AVE. SO RANK 

OESIRAIHLllY 
NO, Ayf, SO HA~K riO I 

IMPACt 
AV[, SO HANK 

)l 1~1. 0,5to J.23] dl,0 1~l. U,53, 0,20~ 90.0 lYl. o,567 0.222 97~0 191. Q,076 0,489 66,0 191, 01160 0.1~~ B&,o 

)i lB~, 0,612 0.205 47,0 18ij, U,56C U ■ 2J2 ~4.0 ld7. 0,679 0,192 61,0 187. 0,>51 o.341 14,0 1d7. 0,277 o.2i1 61,0 

)J 1v1. 0,5~3 o.25d 76,0 19l, U,516 d,21i 16,0 191, Q,634 0,212 8l,O 191. 0,223 0.492 55,0 191, 0,217 o.181 b2,0 

)4 lYJ, 0.113 0.203 16,0 194, u.646 0.226 12.0 193, o,687 o,229 56,o 193. o,526 o.J44 19,o 193, o,360 o.~•o ~•.o 

)) 1Y2, 0,5,1 0,227 83,0 19J, 0 ■ 519 0,230 94,0 192, ~.615 0,228 90,0 189, 0,257 0.~06 52,0 lY2, 0,205 0,1Yl 06,0 

)b 1~0, 0,541 0,270 77,0 191, U,609 0,218 60,0 190, 0,684 0,2ll 58,0 i89, 0,026 0,511 b9,0 1d9, 0,245 0,220 12,0 

)( lY2, 0,732 0.210 10.u 19J, U,611 0,244 57,0 192, 0,684 o.247 59,0 192, 0,487 0,440 26,0 1~2. 0,341 O,l.5l Jl,O 

)o 195, 0.1~2 o.11~ j,O 1~), u.677 u,225 13,0 195, o,727 0,201 32,0 !94, 0,)77 0.320 12,0 1~,. o,416 o,273 6,0 

)~ 194, 0,7~3 0,175 J,0 \9)1 U,738 U,160 1,0 19~, 0,822 0,193 1,0 195, 0,790 0,281 1,0 1~4, 0,512 0,26J 1,0 

0~ lCi, 0,7~4 0.21a 1Y,0 1901 U,6lH 0,213 ~3.0 ld9, O,b8) 0,224 57,0 189, 0,)71 0,362 13,0 169, 0,345 o,20d 30,u 

01 1v1, 0,413 o.266 Y~.o 19i, u.;30 0,221 11.0 191, o,624 o.274 88,0 191, 0,136 0,643 oo,o 191, 0,155 o,188 V3,o 

o~ 1~1, u,4,> o,264 oa,v 19li u,hOl 0.221 ~7,5 190, o.672 0,220 65,0 190, •0,139 o.506 78,0 190, o,219 0.211 ~1,0 

OJ lY3, o.6~6 0,211 20.u 19l, U,671 O,lij0 16,0 192. 0,166 o,189 12,0 192. 0,497 0,469 13,0 1~2. 0,385 0,240 13,0 

0'6 

0~ 

lC~, 0,5~2 0,259 dl,U l6Y1 Uo626 0,210 45,0 188, 0,613 0,236 91,0 18~, •0,434 0,515 YO,O ld6, 0•211 0,184 04,u 

1v;, o.1•s 0.251 97.u 19), u,,64 o.21Y &1.0 194, 0,6•0 0.2,, 80,5 194, •0.101 o.641 7o,o li4, 0,131 o,143 va,o 

~o lid, 0.6~9 0.221 5v.o 1s2. u,493 u.2~2 98,0 178, o,577 o,261 95,o 178, 0,191 o.~22 56,0 178, 0,201 u.212 8),u 

or 116, o,2Q6 o,195 9Y,v 1a1. u.452 0.214 j9,o 1r1. o,569 0.281 9s·,o 111. •0,424 0,494 88,0 176, o,oso 0.088 99,0 

00 lie, 0,4~7 0.2~1 80,0 l~l• 0,50~ U,224 96,0 179, 0,620 O,lSO 81,0 179. •0,084 0,613 (4,0 1,e. 0,103 o.1~8 V1,0 

~1 lY2, 0,477 0,256 81.0 19l• Ue603 U,205 67,5 192, 0,725 0,210 3le0 192, 01240 0,571 53,0 192, 0,226 0,197 70,0 

~~ lY4, o,516 0.2~1 aj,O 194• u.64/ 0,192 29.0 192. o,671 o.247 67,o 1v2. •0.,10 0,468 92,o 112, 0,210 0.21) 7~,o 

fl 1Y2, u.6~4 0,169 ld,O l9l, u.59y 0,210 70,0 192, 0,696 0,22~ sz.o 192, 0;012 0,360 6,0 192, 0,325 0,241 40,0 

fi 1Yl, 0,513 0,234 8v.o 191• u.562 0,176 8J,0 190, 0,622 0,232 89,0 191, 0,236 0,536 ;4,0 l~~. 0.215 0,184 8l,O 

fJ lYO, 0,6~6 0•2l7 J),0 191• U,>94 0,231 72,0 188, 0,690 0,2~8 53,5 187, 0,267 0,502 ~1,0 186, 0,308 0,23• 46,0 

,. 1v2. o,641 o,2)2 44,0 19,. u,6JJ 0,194 42,0 192, o,159 0,181 15,o 192, 0,445 o,538 11,0 192, o,335 o,234 36,0 

I> 1Y2, 0,314 0,206 90,0 192• 0,651 0,196 25,0 188, 0,729 0,200 30,0 183, •0,415 0,503 87,0 188, 0,139 0,128 97,0 

I--' 
Vl 
Vl 



~lALfM NANPU~E? ,~~[S5Ml~r, ~UN 1 • ALL SfAf[S, ALL G~OUPS 196 RlSPUNOENTS 

t. ~l ,'1 f 

"'". 
Pr10 :Aflld I 'I' 

~u. AvF. ~u WA~~ 
1:UNf(Oi:NC[ 

, .. u. Avl, !>i) HA ,~t,; 
Sl\iNirJCAHCE 

NU, AVE, SO RANK 
OlSIRAHILl TY 

NO, AVl, SO HANK NO, 
I._PACT 

AVE, SO !Uhl( 

/6 lYl, 0,51~ 0.2~2 7Y,J 1Yl• U,SfY 0,234 76,0 lVO, o,774 0,180 8,0 190, 0,682 0,363 l,O 190, 0,26V o.21~ 67,0 
~) 

II 194, 0,716 Q,249 6,0 194• U,720 0,216 3,0 1Y4, Q,7~9 0,207 19,0 1Y4o 0,374 0,5J6 42,0 194, 0,431 0,2&0 )eO 

lo lY4, o.~11 0.221 )4,0 194, 0 ■ 64Y 0,1Y7 27,5 1Y2. 0,760 0,182 13,0 l9l, •0,627 0,402 98,0 192, 0,344 o,211 ,1.0 

I~ lYl, 0,6~~ 0,2?4 2,.u 1Y4• U,104 0,189 5,0 192, 0,754 0,203 17,5 192, •0,031 0,661 71,0 1~2. 0,3~7 o.234 11,0 

OJ lY4, 0,697 0,223 21,0 194, 0,610 0,232 58,0 1Y4, 0,601 0,270 92,0 194, 0,490 0,366 25,0 1i4, 0,298 0,241 )2,U 

01 1Y2, 0,5tO 0,2~4 84.U 19J, U,626 0,197 46,5 193, 0,699 0,227 49,5 192, •0,331 0,534 63,0 l~l, 0,238 0,195 74,0 

o, lYO, 0,4lo 0,228 Yl,v 18Yt 0,601 0,1~4 69,0 189, 0,655 0,216 73,0 187, •0,521 0,456 93,0 168, 0,177 0,148 ij9,~ 

OJ lY2, 0,7\] 0,209 1~.J 19lt 0,625 U,217 46,5 1Y2, v,717 0,242 3d,O 192, 0,664 0,386 4,0 lj2, 0,363 o.2~l ll,O 

04 16d, 0,652 0,216 41,U 18~• U,606 U,213 6),0 188, 0,696 0,192 51,0 188, •0,048 0,556 72,0 1~8, 0,307 0,2lij 47,Q 

., 1e9, 0,614 o.226 4o,O 19Vt U,663 U,117 19,0 lYO, 0,768 0,178 6,0 190, 0,705 0,366 2,0 ld9, 0,349 0,215 29,Q 

00 1Y3, 0,742 0,195 o.O 19J• Uo6)2 U,211 24,0 193, 0,742 0,213 24,0 193. 0,630 0,36, 6,0 1~3, 0,387 0,242 12,0 

0/ 1v1, 0,6,9 Q,235 ,1.0 1Ylt 0,588 0,211 74.0 191, 0,720 0,213 35,0 191, 0,301 0,563 )O,O 191, O,l03 0,232 ~o.o 

Od 1v1. u,411 0,2l7 9),J 191, U,563 0,214 62,0 191, 0,668 0,235 68,0 190, 0,105 0,550 63,0 191, 0,159 0,162 92,Q 

Oil 

""' 

1YO, 0,74) 0,161 f,0 lYV• U,683 u,lij8 11,0 190, 0,717 0,198 39,0 190, 0,353 0,44Y 44,0 l~O, 0,39~ 0,228 8,0 

1Y2, 0,ij~ff 0,180 2,J t9l, U,72d U,202 2,0 1~2. 0,721 0,228 34,0 192, 0,440 0,439 33,0 1~2, 0,465 0,27& 3,0 

Yl ldY, O,SQO 0,222 66,0 l8Y• U,542 0,201 88,0 189, 0,653 0,220 75,0 189, 0,487 0,376 l7,0 168, 0,232 0,17Y 77,U 

v, lYl, 0,6~2 o,195 lu.o 19J, u,646 0.1~9 10., 192, 0,110 o,215 45,0 1Y2, 0,609 0,320 9,0 192, o,338 o,216 J4,0 

YJ 106, 0,5~, 0,24~ 6d,0 lij~o U,>6> 0,214 75,0 164, 0,732 0,183 28,0 184, •0,432 0,469 ij9,0 ld4, 0,270 0,200 62,0 

Y4 lYl, 0,6~2 0,237 2Y,0 191• U,605 U,220 65,0 lYl, 0,767 0,205 10,0 191, •0,641 0,461 99,0 l~l, 0,355 0,262 26,0 

~> 1Y2, 0,5~2 0,251 ,~.o 19Jt U,626 U,231 46.5 192, 0,779 0,204 7,0 192. 0,)16 0,5J7 21,0 1~2. 0,280 0.202 ~u.~ 

YO lY~. 0,6~7 0,25d 24,0 19>• U,644 0,201 35,0 195, o,744 o.235 22, 0 195, 0~523 0,527 20,0 195, 0,352 0,250 27,0 

Yf 1Yl, 0,6~0 0,226 l7,0 19J, U,631 0,205 44,0 193, 0,709 0,234 46,0 190, •0,187 0,541 ijQ,O 192, 0,326 0,2l9 J9,0 

Yo 1~3. o.,~2 0,222 6Y,O 194, u,567 0,203 ao.o 193, o,679 0,211 62,0 194, o,162 o,543 59,o 192, o,242 o.ae5 7l.o 

Yi 1~,, 0,7~9 O,lYO ld,U 16~• U,620 0,224 >1,0 164, 0,651 0,232 77,0 l&l, 0,459 0,360 28,0 164, O,l3l 0,240 J8,0 

I--' 
\Jl 
Q'\ 



~lALf" "A~~u~(H 4SSl5~~l~r. HIJN 1 • A'-.l. STAlt:S. ALL liROUPS TH(NO ANALYSIS 

',tt.,'1 J MUil~ENT fR(QUlNCl(~ ~TAf( PROdAdlLJfllS MOVEMENT OE~,MUVl,fHlQo Ol S • 

NIJ • us 1114A 'iJIH. l "4A IS. u:, llrU ~01'4( 1,0 IS AVE, s.o. DlCH r.ONE lr.tk A Vl t 

2 6 a 41 ll8 OoVlJJ OoiJ308 O.tJ4lO 0.2103 0.1011 0 • 7·5 l l O • 4 l 8 6 27 40 127 o.51~> 

2 l4 3l 13 76 46 oollJf Oo1f01 o.o6ro 0,3918 002474 0.1902 0.6209 70 64 S9 •0,0~70 

j 11 22 57 TA 214 l)oU5fJ O,il46 0.2909 0,4063 Otl250 O.t5S2 0.4529 41 57 93 o.212J 

4 16 21 3d 50 4~ OoU94l 0,1235 o • .?2J5 o.2941 0 • 264' 0.221d o.5893 H 59 59 o.o.,, 

> 4 16 14 78 77 OoU21l 0o0d47 0.0741 o.•121 0,4074 0,4847 0.4883 44 47 97 o.2au 

0 12 24 41 93 17 Uo\Joil~ 0, ll!jJ 0.2193 o.4973 000909 0.1374 0,4388 12 31 143 o,704l 

22 68 44 H 17 0 ol 1 )t, o. J'.>79 0.2316 c.2osJ 0.0895 •0.0721 0.5001 95 55 40 •0.201>5 

0 l 11 9 9':, (5 \)oUl:,:, 0,0'>70 0.0466 o.4922 o,3866 o.5036 o,4471 18 47 127 o.':,6lf 

" 2 3 12 92 '14 OoU1U4 0.0155 0 • 0622 o.4767 Ot4l52 0,5632 0.4156 23 46 123 o.520.s 

10 0 11 11 73 )'I l.)oUOUV 0 • 0':>67 0.l)567 0, J76j 0.5101 0,6062 O,tt264 2V 41 117 0.4560 

l1 2 j 16 67 · 106 I)• V l UJ 0,0155 0,08l5 0,34'>4 0,5464 o,6351 o.4l1t 120 34 38 •0.4271 

1..: 0 1 2l 96 68 O• UIJIJU o,ousl 0.1223 0,5106 0.3617 o,5133 o.Ho3 69 91 25 •0,2370 

lJ v 5 14 bO 115 o.vouv 0,02!>8 0.0122 o.Jo9J o.5928 (),6776 0.4043 8 H 151 o.7409 

14 J l 75 16 46 20 OolbJl o. 31147 0.0947 0,2421 Oe1053 -o.10H o.5612 t~9 17 ll -0.112:, ~ 
V, 

l:, 0 3 6 82 101 \)oUJJU 0.0156 0.0313 0.4271 0,5260 o,649:> o.3796 169 1J 9 -o.,u,, -.....J 

IO 0 j 10 89 tH o.uvuo 0,0151J 0.0529 0,4709 004603 0,5966 O.l846 19 37 129 o. !-~46 

1( 7 17 4} '14 32 o,uJoJ OoOIHll 0.2228 o.•aro 0,1658 0 • 2492 o. 4 319 4 15 173 0,6802 

10 1 9 50 106 27 o,uo:,.! O.Oq66 0.2591 o. !)q1J2 Ool399 o.2ss, o,3423 1 7 54 120 o.539J 

lit 5 43 27 75 44 OoUl:i>U 0,2216 0-1392 O.J866 0,2268 0.2505 0,4945 166 15 12 •0,191'1 

',J 2 22 21 71 77 OoUlU4 0, 1140 0 o1068 o. 3679 0,3990 l).464d 0.4665 176 5 11 •0,6)94 

..:1 2 32 25 66 66 0 • ll 1 U!> 0.1075 0 ol 309 O,J455 0 • 3455 o,1eas o.so13 162 1 8 •0.911'1 

ll l 5 20 71 9':, o,uu:,i 0,0260 0,1042 o.l69it 0,4948 o.5927 o.4293 187 0 4 •o. 951H 

lJ 2 0 34 89 )2 0,Ul0'I o.oJ28 0,1858 0,4863 0,2842 o.4093 o.4175 74 10 l9 •0.l91J 

..:-. 40 124 20 7 2 Oo.!iJfJ o.6i.25 0.1036 o.OJ6J o.01c4 •o,3788 o.J678 153 29 10 •0.74 4 1S 

t::> J5 !>7 39 44 16 0•l6J4! 0,2Y8• 0,2042 0.2104 0,0818 •0,1199 0,5479 112 4) l2 •0.4;l.)j 

~o 1 11 13 88 71t o.uo::ii o.o~76 0,0681 o.4607 0,4064 0,5241 0,U08 •5 7J 71 0,1376 



11t.AL. T" ~A:11'U W[ ri 4 SS t. ~ !) :1 ENT • RUN 1 • ALL SiATES, ALL GROUPS TREND ANALYSIS 

IHt. ••J MUJEM[NT rR(~U(~ClE~ STATE PHOdABlLITlES MOVE.MC:NT U[So14ilVt.oF'HlQ 0 OLSo 

,."· U!, IJ~A "ONE ld I~ U!, DMA NONE IMA IS AVE• s.o. OlCf< NONE lNCR AVE• 

u '> 18 11, 80 (0 OoO.!6l OeO<t42 O.1)942 0,4188 O.3665 0,4377 O,4Y73 l l 0 65 l 5 •O,!IOOU 

46 1 5 24 106 55 o,uv,l 0,0262 0.1257 0,)550 0,2880 o.4414 o.3t182 1 21 161 0,6140 

'H 2 0 11 85 ~6 O,UlOJ 0.0000 0,0567 0,4181 004948 o.1iuo o.4O64 4 21 168 O,849/ 

J11 0 4 7 y l H OdlOOO 0.0207 0,0363 o."715 OoH15 o.6O67 o.1a43 6 16 170 o,e:,4i 

J1 1 1 10 99 81 o,vo,~ 0,0052 O,v52l o.5156 O,4219 o . s69tS o.1864 3 l l 177 0,9110 

u 1 4 31 106 46 o,uo,, 0,0209 0,1675 0,5550 0,2513 o.4O63 o. 3786 23 30 137 O.6OO'1 

JJ 17 62 32 63 17 OoUd~U o. 3l46 o. 1675 o.129e 000890 0.0010 0,4867 8~ 42 62 -0.1217 

... 4 5 34 97 )4 o.u2uo 0,0258 0.1753 o.sooo 0,2784 0,4000 o.4J16 " 21 163 O,797Y 

J:, Jj 85 40 29 7 O,1/vl 0,4J8l O.2O62 0,1495 O,OJ6l •0.2206 0,4587 11 2tl 147 0,6771 

JO J7 104 41 8 4 u,lYvl o.5J6l 0.2113 o.ou2 O,O2O6 •0.3186 0,4023 95 82 15 •0,4167 

JI lu 27 21 86 . II~ v, U J l l Ool4O6 0 ol OY4 0,4':>83 Oe2l96 o.2e2e o,5154 J4 15 142 0,5054 

Jd J 7 to 111 (,j o.u1:,, O,OJ61 o.vSlS O,H22 0 .3247 a.Hot o.u11 6J 66 6J o.ooov 

JI 0 6 21.l 121' JCS O,Vi)UU OeOJ13 O.tO42 O,6667 Ool979 o,388, o.3313 6 18 167 O,8429 

4U 0 8 18 11; 55 I)• VJVU 0.0412 0.0928 0,5825 0•2835 o~u59 o.Hsl 4 10 176 o.9ooj I-' 
\J1 
00 

41 0 5 14 .. ,, ;"6 0• Vi)VIJ O,O2~tl o,u72:t o.s1OJ OoHU 0.5111 O,3159~ 6 14 171 o,o•J" 

44! l 9 24 104 56 O, UU'.;,l OeO1461t 0.1217 O,5361 O,2887 O.43O4 0,4012 2 15 175 0.9010 

4J l 11 26 115 '40 Q,UU)l 0.0~10 0,\347 O,5959 Oe2O7l o.3631 o.3721 3 17 17 l o.&79o 

4'6 1 5 4 l 102 44 l) • \)l).>l 0,025-9 o • .!124 o.s2a, O,228O OoHH 0,3786 4 20 167 0,8:,H 

4> 0 b 38 110 )7 O, Oi)UU O,OJ14 0,1990 0,5759 Ool937 0,3571 O.3471 5 14 170 0,67JO 

40 1 6 44 11 l ld OoUJ>l o.OJll 0,2292 o. 5tJ85 Ool458 o.1O11J O.3348 4 24 162 O,6J16 

4( 1 15 3J 104 40 O,UU>l 0.0111 0.1710 o.>189 O,2O73 o.34O4 o,3899 9 36 146 0,717.3 

40 2 5 l7 107 '64 Q,UllJJ O,J2!>6 0.1897 o.,-s, 0,2256 o. 372J 0, Jtl6O 6 Jl 156 0.1112 

41 2 19 35 81 )4 OoVlJ:, o.o ·n5 o . 1s:n 0,4241 O,2827 0,3696 0 ,4513 90 61 39 •O,2684 

>\I 2 2 28 11 7 45 OoUlOJ 0.0103 0.1443 , o. 6031 O,232O 0.3995 0,3713 2 11 179 0 0'/219 

)l 0 12 31 '16 56 o,uuuu 0,0615 0.1590 o.o2l O,2872 0,4164 0,4045 25 87 81 0,2902 

,, 0 4 29 116 3V o.uouu 0,0211 0.1526 0.6211 o , 2os:. o. 385.3 o. 3l86 5 30 153 o.1a12 



rlEALfH MAN~U~ER ASSES~MENr, RUN 1 • ALL STATES, ALL GROUPS PROJECTION ANALYSIS 

t-1HUJE.C TIUN Lflrl lS I !MAT£ Ut<ELY ESTIMATE. HIGH ESTIMATE 

:'40. NO. MEAN s.o. NO. r.\[ Al~ ~.u, NO, MEAN s.o. 

1 .1 ':J 3, 6,922 1 • 8':> 4 1:)6. 9, 1 '.> 0 2,ftsl 155, 11 ,d07 4,672 

2 154, 5 • ':J07 1,324 1 '.) 4 • 7,011 2,191 1s2. 8,763 3.310 

J 163, 26,748 o,668 lb6. Jo!'5a~ 8c.d~9 164. 45,457 11 • H9 

4 163, 6,4J33 , • 172 1 o 6 • 12,993 9,896 164, 19,250 14.t 14 

5 156, 5,249 1 • 627 16 .3 • 6,467 · 2.519 154, 8,205 3,923 

6 1~9. 6,299 1,729 loJ, f,923 l,7tJO 160, 10,428 2,278 

7 1 lj8. 101. 158, 

t,2 144, 552,778 U 3. 74':> 1 ,., • 681,803 289,610 142, 880,845 444,230 

1. Respondents had difficulty with the basic unit of measurement (.06%) and hence the results 

are not useful. 

2. Some respondents pointed out that the ratio of "l per 700" refers to "total number of 

doctors" not just "general practitioners". Those who based their response on the G.P. 

ratio (roughly 1 per 1400) and those who expressed their response as the inverse ratio 

(roughly .0014) were excluded from these analyses. About 14 respondents were involved 

out of about 160 who answered the question at . all. 
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l vt. ,,n 
IIU, 
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111 

11 
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lJ 

14 
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10 

l / 

10 

11' 

'/.,J 

<I! l 
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<i!J 

4!4' 

jt::, 

PHO~AR(L(Tf 
~u. Ayr, Su H~N~. 

)5, o,4~5 o,295 a1.o 

)3, o,s10 u,220 ,~.o 
)4, 0,5,7 0,253 7J,J 

)), 0,543 0,263 77,0 

);, 0,617 0,266 31,0 

)4, 0,~?4 0,263 )d,0 

)5, 0,6~h 0,261 40,0 

)4, o.6~8 0.206 2~.u 

)5, 0,6~ij 0,204 2d,J 

)4, 0,4~6 O,l13 ~1,0 

:>), O,SA1 0,24) 1J.J 

),, o,7?6 0.221 21.0 

)4, 0.6~0 o.24~ 4>,o 

)), 0,7~5 0,11) d,0 

)), 0,69\ o.,~~ JJ,v 

)), 0,642 0,218 5l,O 

)5, 0,b96 0,234 30,0 

)>, 0,611 0,2J3 )J.U 

)5, 0,6'6 0,248 5/,0 

)4, 0,6~4 0,21~ 4d,0 

)S, 0,675 0,ld7 3d.O 

)J, 0,1~2 o,29J 9::,,o 

)), 0,8~2 0,152 1,0 

)4, 0,71) 0,248 20.0 

)J, o,7q9 0,201 •• u 

~o .• r lOENC[ 
NU, Ay(, Sll RA~K 

)), 0,664 0,145 Jt,S 

54, o,~26 0,190 94,0 

5), o,691 o,165 20.s 

54• V,706 0,185 13,0 

5::,. u,,oo 0,187 16,0 

54, U,657 0,139 37,0 

5), U,745 0,1)9 2,0 

5::,, U,o77 0,195 25,5 

5::,, V,709 0,110 11,0 

54, V,514 0,201 96,0 

)), U,577 0,171 71,5 

)), u,632 0,212 51,0 

~J• U,6lJ 0,2J4 57,0 

5), V,709 0,201 11,0 

,~. u,723 Oal6l ~.0 

54, U,7ld O,ldO 7,5 

5::,. u,655 0,254 40,0 

)), U,6lJ 0,157 55,5 

5)• V,67J J,238 27.5 

54• V,h48 0,228 4),0 

5::,, u.021 0,1~7 53,5 

SJ, U,61b 0,236 60,0 

5), v,736 0,181 l,O 

5)1 V,673 0,207 27,5 

5J, u,,ol 0,212 15,0 

196 RESPUNU[NTS 

~lGNlFICANCl 
NO, AV[, SO RANK 

55. o,736 0,19J ll,l 

53, o,731 0.216 l7,o 

55. 0,636 0,260 84,5 

54. 0,657 0.222 11.0 

55, o,77J 0.204 9,5 

54. 0,755 0,223 15,0 

54. 0,833 0,173 2.0 

55. 0,686 0,203 63,0 

55, 0,786 0,175 5,5 

53. 0,561 0,247 98,0 

55, o,r2r o,186 J&,o 

55, 0,732 0,22J 36,0 

)4, o,769 0.119 12,5 

55. 0,741 0,190 27,5 

s,. 0,782 0,185 7,0 

54, 0,704 0.241 49,0 

55, 0,71b 0,234 41,5 

)::,. o,ros o.20J ,s.o 

54, 0,676 0,211 68,0 

54, u,685 0.216 64,0 

5::,, o,641 0.242 s1,o 

52, o,o7b 0,216 67,o 

55, o,786 0.216 s,s 

55. 0,695 0,212 52,0 

53, o,745 o,264 26,0 

OESIRABILlTY 
NO, AVE, SU HAhK 

55, -o.4oo 0,499 90,o 

53, 0,075 0,696 67,0 

55, •0,227 0.602 bJ,O 

54. -0.120 0,593 19,0 

54, •0,435 0,561 93,0 

54. •0,065 0,707 76,0 

54, •0,630 0,5J7 98,0 

55, 0,)09 0,543 23,5 

55. O,J64 0,599 42,0 

51, 0.104 o.544 62,o 

55. 0,518 0.476 22,0 

55, 0,509 0,4bl l3,5 

54, 0,046 0.662 71,5 

55, 0,400 0,591 37,0 

),, o.,ss o.•6• 1,.0 

54. o.398 0,494 1e.o 

55, 0,600 0,471 12,0 

55, 0,336 0,548 47,) 

55, •0,018 0,504 74,5 

54, o.519 0,160 21,0 

55, 0,291 0,502 51,0 

53, Oa094 0.615 64,0 

55, 0,136 0,657 )8,5 

55, 0,455 0,4Yd 28,0 

53. o.J68 o,576 41,o 

(MPACT ,w. AV[• SO RAIO( 

55, 0,248 O,lOJ 72,0 

53. 0,221 0,168 ij4,0 

54, 0,272 0,212 63eO 

54. 0,265 0,205 6).~ 

55. o,395 0.211 19,0 

54, 0,121 0.201 46,0 

54, 0,4lv 0,234 ll,O 

54, Ue37u 0,236 l9,0 

SS, 0,417 0,22) 9,v 

53, o,14e 0,11a 97.o 

~s. o,256 o,1so 06,0 

ss, u,J7o o,242 2e.0 

53, o,34l 0.212 Je,o 

55, o,.44 o,26& 6,o 

,~. o,•10 o,2o• 14,0 

54, o.3~6 o.2J1 J4,o 

55. o,J9> o,Jo2 20,0 

i5, Oo300 O,ldl ::,J,o 

54, 0,322 0,260 44,0 

54, 0,333 0,23~ 40,0 

55, 0,296 0,202 55,0 

52, 0,204 0,260 OY,O 

ss. 0,533 0,219 2.0 

54, 0,381 o.251 l1,0 

53, 0,.68 0,302 3,0 
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t.Vt.,• r 
Nu. 

~o 

u 

"" ,.., 
JU 

J-1 

u 

JJ 

j4 

J> 

Jo 

JI 

JO 

JY 

•u 

41 

"' 
4 J 

44 

4> 

40 

41 

"" 
41' 

)II 

PNIJ 1U81Ll TY CO,ff lOENCE SluNIFICANCE 
NU, AV[, SO ~A~~ · NU, AVE, SO RANI< NO, AVE, SO RANK 

,s, 0,6~1 0,23~ 4l,~ 

)J, 0,6?0 o,226 6u,o 

51, 0,609 0,225 6lo0 

5;, Oo616 0,262 63.~ 

)5, Oo6t3 0,244 61,0 

,3, o.7~6 o,td6 v,o 

•l, o.s,d o,249 81.0 

,2, 0,71) o.l26 25,U 

)4• Oo6Q6 0•220 4~.0 

55, o.7~2 Q.206 ll,v 

)S, 0,6~1 o.246 4~o5 

)>, 0,6~4 0,2l5 40,0 

)~o 0,5~5 0,24~ 8d,0 

ey. Oo620 0,207 )Y,O 

)1, 0,5~7 0,2)0 oo.v 

, ... 0,6~0 0.229 44,0 

)4, 0,777 Oelbd 5,0 

)4, 0,4•; 0,293 ~l.O 

)>, o.1Q3 0.1~1 11.0 

,4, 0.110 o.1va 2l,O 

,,. u,616 o,184 so.o 

)4, o,543 0.221 10.u 

)), 0,67Y 0,223 J6,0 

)4o 0,6?Y 0,26T So,0 

)4. 0,6~3 0,234 41,0 

,,. 0,682 0,210 24,0 

SJ• U,637 00165 48,0 

51• 0,591 0.212 66,0 

5,. u.~so o.1as 42,0 

5), U,550 0,250 83,0 

SJ• U,656 0,253 39,0 

4), U,5J9 0,221 87,0 

Sl, U,630 U,211 52,0 

54• Uo699 O,lT6 17.0 

5~• Ue6~~ Oo2l7 44.5 

5)• V,623 0,228 55,5 

~,, 0,~27 Oo242 53,5 

5)• V,~16 Uol96 )8,5 

51, 0,)29 0,274 9],0 

5lo U,)JU Oo28l 68,0 

5~• v.S9f 0,176 66.5 

)4, U.662 U,216 lJ,5 

,~, U.653 0~1~9 41,0 

5), Uo66d 0,1~1 30,0 

5~, u.~eJ u,2Jt 10,0 

55, o,6)9 0,210 76,o 

5J, o,788 o,t91 4,0 

52, 0,692 0,262 57,0 

55, o,741 0,202 2i.s 

5s. o,636 0.273 8~,s 

53, 0,722 0,198 40,0 

4l, o,581 0,26l 97,0 

52, O,fl6 0.210 35,0 

54, 0,667 0,255 72,0 

5), 0, 7)5 Oe236 16,0 

55, 0,691 0el0l 58,5 

55, 0,600 0,272 95,0 

5), 0,67J 0,2J3 69e) 

49. 0,602 0,188 94,0 

51, Oo6ll 0,229 91,0 

54. Q,662 0.251 74,5 

54. o,745 0,213 21.0 

)4, 0,750 0,231 18,5 

54. 0,759 0,231 14,0 

53, 0,774 0,244 6,0 

5Jo U,5JJ 0,212 90,0 53, Oo6l2 0,255 87,0 

)4, U,556 0,229 81,0 54, 0,648 0,223 80,0 

5,, U,691 0,196 20,5 54, 0,741 0,215 30,5 

54• Uo56) 0,237 77,0 . 54, 0,741 0,225 30,5 

S4t Uo7ll 0,183 9,0 54, 0,741 0,210 30,5 

DESIRABILITY 
NO, AVE, SU HANK 

55, 0,209 0,545 57,0 

53, •0,189 0,754 82,0 

52, •0,538 0,469 96,0 

54. •O,l24 0.562 d6,0 

55. OoJ7J o.524 ~0,0 

53, 0,623 O,J62 8,0 

42, 0,286 0,410 ,2.0 

)2, 0,423 0,556 J6,0 

54 1 0,056 0,575 69e5 

55, 0,691 0,350 3,0 

55, 0,536 0.4&6 18,0 

)5, •0,073 0,591 77,0 

)5, O,JJ6 0,523 47,5 

41, 0,378 0,372 l9e0 

so. •0,180 0.498 81,0 

54, 0,102 o.588 63,o 

54. 0,657 0,269 7,0 

54, •0,287 0,704 84,0 

55, 0,536 0,425 18,0 

54. •0,648 0,468 ~9,0 

53. 0,443 0,452 31,0 

54, O,l4J 0,417 46e0 

55, 0,445 0,537 30,0 

54, 0,306 0,604 49,0 

54~ 0,352 0,550 45,0 

IMPACT 
~o. AVE, SO RAHi( 

55, o,354 o,269 36.o 

53, O•lll 0,182 49e0 

,1, 0,21• 0,201 62.o 

55, 0,302 0,201 )loO 

55. 0,246 0,217 74e0 

53, o,J98 o,242 17,o 

43, 0,215 0.211 86,0 

52e Oe3b7 o,250 Jl.~ 

54, 0,122 0,232 45.o 

55, 0,403 o.2)7 1s,0 

55, o,332 0.211 112.0 

,s. 0,212 0,22• &4,0 

55, 0,221 o,\99 ~s.o 

49, o,2s2 0,202 69,o 

51e 0,194 0,212 Yl,~ 

54, 0,307 0,216 so.o 

54, 0,448 0,280 5,U 

54, 0,226 o.199 a2,o 

s,. o,396 0.22a 1a.o 

53, 0,359 o.2;J JJ,O 

53. Oe250 0,176 71,0 

;4. 0,240 0,206 77,0 

54, 0,383 0,22b ,s.o 

54, Ue290 Oe22J 57.0 

54. o.1a1 o.2s9 21.0 
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PriQ4Aq{LITY 
NJ, AVE. SO HAN~ · 

,3, o,s,3 0,22s 7j.o 

)J, 0 ■ 617 0,211 5),0 

,4, o,5Q9 o,252 66,v 

:,5, 0,113 0,201 11.v 

)4, 0,5~0 0,223 76,0 

)), 0,6~7 0,261 65.0 

,,. 0,1,9 0,211 20,0 

:,;, 0,114 o,166 6,v 

)4, 0,816 0 ■ 161 l,O 

)4, 0,1,1 0,175 1>,0 

:,5, 0,409 o,219 i~,o 

)J, 0,5~3 0.210 6},0 

)~, 0,6~9 0 ■ 2Jl J'l,U 

)J, 0,5~6 0,251 87,0 

)5, 0,371 0,24~ Yl.0 

)1, 0 ■ 6,5 0,212 4f ■ O 

)1, O,l~o O,lYO 9'1,0 

:,1, Q.s,2 0,221 a,,o 

,4. o,st2 o.2ss 84,0 

)4, 0,5?7 0,244 02.0 

, •• 0,6?3 0 ■ 193 32,0 

)~, 0,5~2 0,214 71.0 

)l, 0,7~7 0,217 2J,O 

54, 0,595 0,249 69,0 

)), 0,321 0,238 9d,0 

CQ1-4f [O[NCE 
NU, ~~£, SO HAiiK 

54, U,532 0,187 91,5 

5J, U,547 0,233 84,0 

54, U,560 0,209 60,0 

5:,, v,677 0,206 25,5 

54, U,532 0,215 91,5 

54• U,634 0,234 49,5 

5:,, U,568 0,231 76,0 

S), U,709 0,207 11,0 

5), U,782 0,166 1,0 

54, U,644 U,234 46,0 

,,, U,491 0,248 98,0 

5J, U,599 0,235 65,0 

54, Uo662 0,193 33,, 

5Jo U,670 0,187 29,0 

5:,, U,545 0,224 85,0 

~l, U,510 U,290 97,0 

)l, U,433 0,260 99,0 

5l• U,543 0,2 12 66,0 

54, u.~02 0,228 63,0 

54, V,6d5 0,199 2J,O 

)4, V,597 0,212 66.S 

54• U,569 0,189 75,0 

SJ• U,590 0,271 69,0 

S>• U,555 0,222 82,0 

S), U,69S 0,195 19,0 

196 H[SPONO[NTS 

SlGNlflCANCl 
NU, AVE, SO RANK 

53, o,585 o,243 96,o 

53, 0,693 0,210 56,0 

54, 0,630 0,224 88,0 

55, 0,673 0,242 69,S 

54, 0,616 0,224 89,0 

54, 0,690 0,220 60,5 

55, Q,668 0,248 11,0 

55, o,716 0,208 41,5 

>5, 0,859 0,183 t,O 

54, 0,694 0,234 54,0 

55, 0,609 0,260 92,0 

)3, 0,689 0,200 62,0 

54, o,745 0,201 21,0 

52, 0,639 0,266 82,> 

S5, 0,682 0,245 65,5 

51, 0,608 0,266 93,0 

51, Q,559 0,283 99,0 

52, 0,639 0,22, 62,> 

54. 0,745 0,189 23,0 

54, 0,694 0,234 54,0 

54, o,roa 0,234 47,0 

54, 0,662 0,236 74,> 

51, o,716 0,192 45,0 

54, 0,750 0,192 18,5 

53, 0,726 0,224 39,0 

OESlRABILllY 
NO, AiE, SO kAhK 

53, 0,132 0,4)7 61,0 

53, 0,013 0,Jll ll,O 

54, 0,222 0,476 56,0 

55, 0,527 0,362 20,0 

52, 0,260 o,.75 54,0 

51, 0,057 0,462 68,0 

55, 0,~27 0,471 32,5 

)5, 0,573 O,J08 13,0 

55, 0,673 0,218 1,0 

54, 0,620 0,Jl8 9,5 

55, 0,091 0,626 65,0 

53, •0,160 0,463 60,0 

54, 0,472 0.466 26~0 

53, -0.121 0,5)9 65,0 

55, •0,018 0,625 74,5 

52, 0,135 0,536 60,0 

52. •0,423 0,513 91,5 

53, 0,085 0,605 66,0 

54, 0,361 0,573 43,5 

54, •0,360 0,544 ij],O 

54, 0,620 0,384 9,5 

54, 0,296 0,540 50,0 

51, 0,265 0,518 53,0 

>4, o,426 o,539 34,5 

52, •0,423 0,575 91,5 

IMPACT 
NO, AVE, SO HANI( 

53, 0,19~ 0,153 90,0 

,1. o,2e1 0,211 sw,o 

54, 0,221 0,162 83,0 

55, 0,361 O,l58 26,0 

54, 0,212 0,181 68,~ 

,3, 0,290 0,256 ~8,J . 
55, 0,301 0,222 )Z,~ 

55, o,429 0.2~, a.o 

54, 0,584 0,258 l,O 

~4. U,370 0,265 lU,O 

55, U,136 v.16( 91,0 

53, 0,231 0,203 &0,0 

54, 0,362 0,243 J2,0 

52. 0,231 0,201 re,o 

55, 0,151 0,172 Y),O 

51, o,243 o,2JJ 1,,0 

51, 0,065 O,OY6 99,0 

)lo 0,167 0,137 Y2,0 

54, o,253 0.201 ~ij,u 

54, o,276 o,254 01.u 

>4, 0,332 0,24) 41,0 

54, 0,247 0,192 ll,u 

,1. 0,12s 0,229 4l,u 

54, 0,2eJ 0,2JO 60,~ 

53, 0•148 0,127 96,0 
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ritt.l'fJ "D~l~ENT FREQUENCIES STATE PHOHA~lLlfllS MOVEMENT DES,HOVE,F'HEQ, OU>, 
IIU, u:. lJMA 'ION[ IMA IS U!) 0"1A l't0N£ l"4A lS AH, s,o. DlCk ~ONE INCH AV[• 

0 l 3 10 41 OoUUJU Ot01B2 0,0545 O,ldlB 0,7455 0,7945 0,3635 7 12 36 0,5273 

i. 7 9 6 16 14 U • 1 lj6 o,it>67 0.1111 O,Hll 0,2593 0.1796 0,6337 18 16 20 0,0310 

J 4 6 11 31 3 o.u,,, o. 11)91 0.2000 0,5636 0,0545 0,118.2 0,4170 12 15 28 0,290'11 

4 1 J y 17 18 O• Ull)IS 0,0625 0.1875 O,J542 0,3750 0,4417 0,ll881 9 18 21 0,2500 

) l 4 6 23 .20 o,vld~ 0,0/41 0dl11 o.4259 0,3704 o,4574 o.4740 10 15 29 0,3~1'11 

6 4 7 14 'l2 4 Q' \J/lj4 OtlJ73 0,2745 0.11314 0,0164 0,0862 0,4475 1 6 u O,UJl 

4 21 11 12 s o,u,,~ O,B62 0,2075 0,2264 0,0943 •0,0321 0,4742 21 18 u •O,ll2l 

0 2 4 2 25 22 O,UJ64' 0, 0 727 0 , 0364 0,4545 0,4000 0,4782 0,5051 6 17 32 0,4727 

" 0 0 2 24 'J.j U,Ul)JU 0,0000 0,0364 0,4J61t 0,5273 0,6582 0,3652 8 12 35 0,4YOY 

l \I 0 1 4 19 JI) O,UvvO ;J,018) 0,0741 o. l,19 0,5556 0,6556 O,JY89 7 17 30 o. 42!»'11 

11 0 0 4 22 2d I.lo UOvU 0,0000 0,0741 0,4074 0,5185 0,6407 0,3603 36 11 1 •0,!>370 

1 i. 0 0 s l6 ld o.uovu 0.0000 0.0980 o.5490 0,3529 0,5176 0.3666 20 25 7 •0,2500 

lJ 0 2 , 16 J1 o,uuuu 0,0J70 0,0926 Oe2963 0,5741 0,65111 O,lt2J3 J 11 40 0,66).t I-' 
0\ , .. 10 20 6 14 4 o,ld,.t 0.3704 Oollll 0.2,93 0,0741 •0,1444 0,5432 44 7 l •o,759J ~ 

ll 0 0 0 24 JO o,uuuu 0,0000 0.0000 0,4444 0,5556 0,6869 0,3478 46 J s •o,7S~l 

10 0 1 1 2J 29 O,UvUU 0,0185 0,0185 0,4259 o,5370 0,6593 0,3774 J 7 44 o,7593 

l / 2 9 \j 21') 10 O•UJ/U U,1667 0,2407 o. Jf04 0,18'.>2 0,2093 0,4762 l 2 5l 0,925'1 

1cS l 2 16 26 9 O• U 1 c,) O,OJ70 0,2963 0,4815 0,1667 0,281'.> 0,3907 2 14 36 0,6667 

IY 0 17 8 18 12 o,uuuu 0.3091 0.1455 0, 32 7 3 0,2182 0,2236 0,4748 47 4 4 •O, TBU 

"" 0 8 1 17 2l O,UO\JU 0.14)5 0.1273 o.Jo91 0,4182 0,46°73 0,4907 52 0 l •0,8909 

ll 0 7 11 15 21 o,uuuu 0,1296 0,2037 0.20a 0.388Y 0,4333 0,4876 52 l 2 •0,90Y1 

u. l l J 20 29 O,Uld) 0,0185 0,0556 0,3704 0,5370 0,6241 0,4464 52 0 2 •0,92!,Y 

~J l 3 9 27 11 0,01~0 0,0588 0,1765 0,5294 0,2157 0,3373 0,4177 lJ 2) 14 0,0192 
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lo 0 2 4 24 25 OoUOOU O,OJ64 0,0727 0,4JU 0,-545 0,5745 0,4086 16 19 20 0,0727 
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rict. ,"l ·J "UilH[NT FREQUENCIES STATE PHOSABILlrIES MOVt.H(NT UES,HOVE,F'MEQ, U[S, 

"". us IJMA ~llN[ 1M4 IS u::i 011A ,◄ ON[ l 14A IS A~[. S,O, OlCI< NONE lNCR AYl, 

'I.I 2 4 6 23 19 0,UHU 0,0741 0, 1 l 1 t o.,.2'H 0,3519 0,420/f 0,5071 29 20 5 •0,4444 

~d 0 3 7 n 16 0o lJl)i)U 0,0')45 0.1273 0,5273 0,2909 0,4327 0,3950 0 8 47 0,8545 

~" 0 0 2 25 26 o.uouo 0,0000 o.u3614 o.4545 0,'5091 0.645S 0,3652 2 6 47 o.au2 

JI} 0 0 2 2'l 28 o,vvvu o,ouoo 0.0364 0.11•;45 0,5091 o,6455 o.3652 l , 47 0. 8364 

H 0 1 2 26 20 o.ovuu 0,0162 O.Olb4 0,4727 0,4727 o.6091 o.3t120 0 4 51 o.927J 

J~ 0 0 9 34 11 o.uuvu 0,0000 0.16(,." 0,62Y6 0,2031 o,3926 o.3259 4 10 40 o.666f 

JJ 4 15 0 23 6 0 • V f If l 0,2ff8 O,llll 0.4259 Od 111 0.0815 o.4916 21 tJ 20 -0.018) 

J4 1 0 8 27 19 OelJldl o,ouoo 0.1455 0,4909 0.3455 0,4745 0,4273 2 6 47 0,8182 

J> y 19 16 6 l J,lbJ0 0.J4'.>5 0,2909 0,1455 0,0545 •0,1691 0.4635 l 12 40 0,6727 

JO 8 32 1 J 2 v o. 141:.>) 0,5&18 0,2364 0.0364 0 , 0000 •O,J091 0,3249 28 24 3 -o.454) 

JI J 6 4 24 lo 0• V:.>14'.> 0,1455 0,0727 o.4364 0.2909 0.3236 0,5414 l1 s 39 0,5091 

Jd 3 l 2 JO 19 Q,U.>4) U,0162 0,0364 0,,115 5 0,3455 0.4491 0.4990 16 lY 20 0.0121 

J'I 0 2 d 35 10 0,Ui)UU 0,0364 o.111~, 0 , 6J64 0,1818 O,l6ld 0,3338 l 8 46 0,6182 1-4 

°' \Jl 
411 0 2 5 n \Y 0,UvUU 0,0Jo4 0.0909 0,5273 0 • 3455 0.4927 0,3Yl7 2 l 50 o.a,21 

41 0 l 6 25 ll l),UUUO 0,0162 0, l 09 l 0.4)4) 0,4182 0,5491 o.3990 2 4 48 0.851Y 

4t 0 J d 31 13 i),UUUU 0 ,0'.>45 0el455 0,5636 U,2364 0.3691 0,3750 0 4 51 0 • 921 l 

4.t 1 1 6 33 13 0o v 1 d) 0,0185 Oollll 0, 6111 0,2407 0.4000 O,J949 l 2 51 o,92~'1 

416 l 2 10 26 16 0•vldc 0,0364 Oel816 0,4727 0,2909 0,4036 0,4382 1 4 so 0 0 891.lll 

4:, 0 l 12 27 l) o.uuuu o.Olt!2 0,21tl;? 0.119011 0, 27 27 0,414) 0,3830 2 4 49 o.&54) 

40 0 2 12 29 11 Q,VU\JU O,OJ70 0.2222 o.5370 o. 2037 o.J5J7 o.3609 0 5 49 0,9074 

4f l 4 7 n \4 0,Ulfic 0,0/27 0,1273 o,s2TJ 0,2545 0,3727 0,4JJ4 l 11 43 0,76J6 

40 2 0 11 27 \5 OeUJo4 o,ouoo 0.2000 0.4"09 0,2727 o.3636 0,11540 J 11 41 o.69011 

4'1 0 0 5 JO 18 0,00UI.! o.ouoo 0,1)943 0,)660 0, 3l96 0,5094 0,3620 16 2J 14 •0,Olfl 

)O 0 l s 29 20 OeUU\JU 0,0162 0,0909 0,527J 0,3636 O,Sl64 0,3822 0 4 51 o.927J 

)l 0 2 9 26 16 o,uuuu o.o,64 o. 163', 0,4727 Ot327l 0,4582 0,4039 8 22 25 0,3091 

)~ 0 2 9 32 10 o,uouu 0,0377 0,1698 C,6036 o, 1687 0.35&5 0,3434· l 10 42 0.11~0 



HtALTn MAN~U~E~ ASSESSM[NT. HUI~ l • ALL SlATE.S., G~OuP A PROJECTION ANALYSIS 
\ 

tJIWJ~CTlUN Lnw ESflMArE Lll\ELY ESTIM~TE HIGH lSTIMATE 
.~o • NO. MEAN s.o. I~ 0 • MEAN s.o. NO, MEAN s,u. 

1 '-'O, 7 • .188 2 • 7 'J 1 4 1 • 'i,671 J,J40 40, 1.3,463 o,l52 

2 39, 5. 'J1 l, 3 '.J 3 j I/ • 7'173 2,389 38, 9.316 4,4q9 

3 42, 27,000 b,615 4 ,, • JS,150 9,927 42, 45,690 12.~84 

4 4 1 , 8,UH 'j,777 44, 14,313 10.797 41 , 21,902 13.961 

~ 39, 5,564 1,578 '4 4. 6,881 2,C>29 36, 8,667 3.668 

6 40, 5,825 1,8l9 ,. j. 7,605 2,160 40. 10,238 2.340 

,1 41, ~J. 41, 

82 36, 572d22 206.6 1'1 J9, 719e2l1 300,345 36, 959,167 604.6.32 

. 1. Respondents had difficulty with the basic unit of measurement (.06%} and hence the results 
are not useful. 

2. Some respondents pointed out that the ratio of "l per 700" refers to "total number of 
doctors" not just "general practitioners". Those who based their response on the G. P. 
ratio (roughly 1 per 1400) and those who expressed their response as the inverse ratio 
(roughly .0014} were excluded from these analyses. About 14 respondents were involved 
out of about 160 who answered the question at all. 
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3Y, U,577 Ool6Q 7010 

31, v,669 0.193 15,5 

JY• 01615 0,1~6 51.0 

jYo U.~)5 00216 l6a0 

36. U,605 Oo24l 56,S 

jd, U,454 U.256 98,5 

3d, U,566 0,227 74,0 

JVo Uo6JS 0,225 36,0 

36• Vo566 U,238 65,0 

JYt Uo6JS 0,211 36o0 

196 R[SPUNOENTS 

SlGNirtCANCE 
NO, AVE, SO RANK 

38, 0,671 0,191 57,0 

J6, o,792 o,2oe 6,o 

38, 0,671 0,223 s,.o 
38, 0,691 0.210 46,0 

36, 0,636 0,227 74,0 

JS. o,69J o.247 45,0 

l8, 01763 0,24J 16o0 

J7. Oo676 0,192 53,v 

J9, 0,564 0,256 94,0 

39. 0,724 0,232 28,5 

JV, Oo603 0,16) 88,0 

39, Oo590 o.243 91,0 

39. 0,596 0.281 89,0 

37, . o,q80 0,167 99oU 

36, o,590 o.244 90.0 

39. o,673 01l80 55,0 

37, 0,723 0,172 Jt,S 

39. 0.112 0,216 37,0 

39. 0,756 0,200 19,5 

JS, o,s22 o.189 4,o 

J8. 0,616 o.228 84o0 

J6, 0,658 0.210 65,0 

3V, 0,705 00226 41,U 

36, 0,743 0,181 21.0 

J9. o,718 0,213 3l,O 

OlSIRA~lLITY 
Nn. Aw[. SU HANK 

38, •0.066 0,598 72,0 

36, •0,514 0,595 69,0 

38, •01645 Oc443 76,S 

38, •0.474 o,;eo ci6,0 

38, 0,289 0,592 45,5 

35. o.s14 0,4JY l~,O 

JA. 0160S o.s~o ,.o 

37. 0,405 o.sos 36,0 

39. 0,141 0,4~3 60,0 

39, 0,603 0,379 8,0 

J9o 0,231 01olV ~0,0 

39. •0,282 0,618 80,0 

39. •O,Olft 0.fll 69,0 

J7. o.lY7 o.358 43,S 

l6, •Oo167 0,486 75,0 

39. 0,090 0,553 63,0 

37, 0,527 0,385 13,0 

3;, •0,397 0,652 83,0 

39, 0,641 0,339 4,0 

37. •0,635 0,488 94,0 

)6, 0,289 0,546 45,5 

38, 0,461 0,367 25,5 

39, 0,474 0,423 ll,O 

36. o,431 o.so2 3t,o 

J9, Oo218 0.504 ~2,0 

IMPACT 
tiO, AV[, SO IUN,< 

38, 0,302 0,245 14,0 

36, o,390 0.261 r.o 

38, 0,22• 011,~ 74,u 

38, Oo27l 0123) )~.o 

38, 0,265 0,255 )8,0 

l5, O,ll5 0,247 ~J,O 

36. 0,372 0.29Y 12,0 

37. 0,294 0,201 43,0 

J9. 0,290 o.i1a 45,o 

39, o,335 0.229 2•,o 

390 Oo2l8 0,149 76,0 

39. 00246 0,20tJ 67,0 

390 U,llV 0 0 147 94o0 

37. 0,110 o,14& ae.~ 

36, 0,117 0,115 Y6,0 

39, 0,258 0 0 167 60e0 

37, 0,383 0,211 10.0 

39, 0,203 0,166 62,0 

39, Oo367 0,263 9,0 

18, Oel90 0,255 6,0 

38e Oo18u 0.11~ &60~ 

36, 0,231 0,222 71,0 

J9, 00355 o.267 16,0 

36. 0,301 0,210 4le0 

39, 0,282 0,211 49,0 

I-' 
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OIJ 

01 
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OJ 
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00 
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OY 
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fl 

,, 
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P~OqABlLirY 
l'jJ, A~~. ~U riA~~ 

Ji, o,516 o,244 7,.o 

J8, o,5q9 0,21a 01.0 

J7. 0,6,6 o.2Ql 4T,O 

J7, 0,619 0,145 13.0 

J7. 0,4q~ 0,223 81,0 

Jd, o.~,1 0 ■ 2)6 6J,O 

Ja, o.~ , a o,247 21., 

JI, G,71J O,luJ d,U 

Jj, 0 ■ 7~4 ~,216 4,Y 

JO, O,~qb 0 ■ 2)0 ~i,O 

J6, 0,3'2 0,2d~ 94.U 

Ja. o.s~y o,2)2 ,~.o 

J9, 0,6,3 Oo233 4i.O 

Jv, 0,4,S 0.2,1 ijf.> 

J9. 0.111 o.2JJ Yo.o 

JS. 0,613 Q.234 )0,0 

J,. 0. 2~1 0.164 9v.o 

J)e Oe41t O,l50 9J.O 

JY, o.4q3 o.2~a ai.u 

J9, 0,4q1 0,250 d4,0 

Jd, 0,647 0,224 JJ,0 

Ja. o.5~8 o,262 so.v 

,1. o,65~ o,244 3u.u 

Ja. 0.6~0 o,245 21>.o 

Jc1. 0.115 0.221 9c,.o 

C0 1<1f Il>ENCE 
i•iU• 4\IE, SO R4NK 

JY• U,519 00229 91,0 

JY• U,~26 0,218 89,0 

Jd• 0,625 0,197 43,5 

)d, U,553 0,264 79.5 

3d• U,474 0,215 95,0 

J~• V ■ S86 0,19) 65.0 

]Y, U,62~ 0,246 •1,5 

j9o U,667 Vo222 17,0 

JY• U ■ lf6 0,168 2,0 

)d, u.s,2 0,1B9 72,0 

)Yo U.54~ 0,220 84,0 

)Yo U,~90 0,208 62 ■ 0 

3Y, U,~7J 0,129 11,0 

3Y• U,62l 0,187 46,S 

JY, U,~8J 0,199 67.0 

30. u.suo 0,220 92,5 

jo. u.45~ 0~217 97.0 

JO, U,47Y u,216 94,0 

lY• V,64f 0,176 26.0 

3Y• U,6UJ 0,210 60.0 

Jd, U,612 0 , 227 52,0 

3do U,SJJ U,244 87,5 

]/* U,581 0,240 68,0 

3ij• U,664 Ool84 18.5 

JU, U.671 0,191 13,0 

lY6 HESPONuENTS 

SIGNIFICA~CE 
NO, AVE, SU RANK 

39, 0,520 0,21d 96,0 

J8. 0,638 Oo17Y 74•0 

37. 0,662 0,195 62t0 

37, 0,682 0,215 49,0 

37, 0,588 0,211 92,0 

38, o.664 o.265 61,0 

J8, o,61& 0.273 84.o 

J9, 0,705 0,218 41,0 

3Y, 0,840 0,174 1•0 

38, o,625 0,213 a1~0 

38, o.651 0,254 66,S 

Jd, 0,678 0,214 50,S 

3Y, o,763 o,160 11,0 

39, Oo)45 0,211 95~0 

39. 0,615 0,232 86i0 

35. o,629 0,249 78i0 

JS. 0,636 0,263 76.0 

35, 0,643 0,248 72,0 

39, o.756 0,215 19,S 

39, 0,660 0,268 63~) 

J8, 0,704 0,266 43~0 

38. 0,632 0,228 77~0 

37, 0,655 0,187 66i5 

38, o,796 o,1eo 5.o 

37, 0,743 0,221 22.0 

Ul)i?,dlLllY 
NO, AV[. ~U HAhK 

39, 0,051 0,541 66,0 

38, 0,467 0,334 19,5 

37, Q,25T 0,488 47,0 

J7, 0,45~ 0,316 27,S 

37, 0,203 0,563 54,0 

JA. •0,013 0,493 67,0 

18, 0,434 Oo46Y 30,0 

3Y, 0,526 0,375 14,0 

39, 0,821 0,265 1,0 

36, 0,474 0,380 22,S 

36, 0,250 0,615 46,0 

JA, •0 ■ 09Z 0,-96 73,0 

39, 0,333 0,570 41,5 

l9, •0,449 O.~Y7 85,0 

l9. •o.256 0,619 77,0 

35, o,143 o,,68 ,9,o 

35. -o.~s1 o.•10 91,o 

35, •o,114 0,108 74,0 

39, 0,128 0,607 62,0 

J9. •0.~77 0,460 92,0 

38, 0,592 0,457 9,0 

38, 0,132 0,581 01,0 

37, 0,243 0,515 49,0 

lft, 0,42t 0,602 l2,0 

35. •0,614 0,449 93,0 

IMPACT 
NOo AVE, SU HANI( 

39, o,176 o,167 a,,o 

J8, 0,22& 0,164 73,0 

l7, U,279 0.199 ,1,0 

37, 0,317 0.211 J2,0 

37, 0,173 0,179 89,U 

38, 0,18) 0,16~ b)oO 

l8, 0,313 0.267 36,0 

39, 0,389 0,263 b,O 

l9, 0,526 O,l69 3.~ 

J6, 0,250 0,228 65,0 

16, 0,141 0,151 YJ,~ 

38, 0,221 0,196 7),0 

19, 0,343 0,203 ll,O 

39, O,l~l 0,119 91,0 

19, 0,11• 0.101 v~.o 

35, 0,210 u.179 77,o 

JS, 0,076 o.Of2 99,0 

JS. o,149 0.1•0 v2.o 

39, 0,256 0,221 61,0 

J9. 0,199 0,181 83,0 

J&, 0,311 o,274 i,,o 

38, 0,206 0,207 00,0 

37, 0,297 0,257 42,0 

3&, o,398 o,265 ~.o 

11, 0,152 o,1ae 90,o 

t--' 

°' \D 
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PR~~ABlLllY 
N~, AV~. SU ijA~~ 

J8. 0,4~q 0,206 60.0 

J9, 0,772 0,283 J,O 

J9. o.6~; 0.201 1,.0 

J9, 0.616 0,213 37.U 

Jc,, 0,645 0,221 ):>,; 

Ja, o,6,5 u,2j8 54,u 

Jo, o,o,y o,234 9v,0 

Jc,, 006~6 00245 2d.U 

JO, 0.613 0,236 4J,0 

Ju, 0,517 0.2,4 ,o.s 
Jd, 0,712 0,2l? 11,0 

JI, 0,6?4 0,204 4~.u 

Jo, 0.019 o,2q7 81.~ 

J7, o.7~4 o,144 >,0 

Jd. o.8t~ o.176 l,O 

Ja, o,570 0,244 60,0 

Jo, 0,6~, 0.1~8 1,., 
J5. o.5~~ o.i,J 6>,o 

Jo, o.6~5 0.210 ,J,O 

J9, o.o~s 0.21a a,.o 

J~, 0,~?1 0.2~6 10,U 

JY, 0,673 Oo219 2:>,0 

J9. 0,5Q7 0.202 57,0 

J6o 0.6~6 0,179 lCl,O 

CtJNf"lOlNCE 
l◄ U, 4V£, SIJ IU1'4K 

Jd• U,SSJ 0,258 79,5 

311, 0,801 Oo206 1,0 

JY• U,6Jj 0,11, 36,0 

)V, 0,666 v,135 6,0 

Jd, U,5JY U,240 65.5 

JO, U,65d 0,20'- 23,0 

JO, 0,639 U,161 32,0 

Jd, 0,618 U,220 50,IJ 

Jd, U,60, U,l27 56,5 

)d, U,6~~ U,169 28,0 

JO, U,~Jl U,188 39,0 

J/, U,Sol 0,1~6 76,5 

Jd, U,546 U,206 8],0 

3/, U,642 U,1~9 30,5 

)d, U,14J 0,186 4,0 

Jd, U,520 0,\45 90,0 

)d, V,60~ 0,187 56,5 

3~• V,564 0,192 75,0 

)o, O,~v, 0,17A 56,5 

JY, U,744 0,183 3,0 

3Y• U,622 0,226 46,S 

)Y, 0,62d Otl87 41,5 

JY, Uo551 Otl98 81,0 

30, U,556 0,205 78,0 

196 HlSPUNOENTS 

SIGNIFICANCE 
NU, AyE, SO RANK 

JA, 0,783 0,174 10,0 

J9, 0,7U6 0,216 6,0 

39, 0,776 0,158 12,0 

38. 0,743 0,203 21,0 

Jij, o,s13 0,262 97,o 

36, 0,697 0,231 44,0 

J6, o,646 0,2J8 ro,o 
J8, 0,111 o,276 34,5 

J8, 0,711 0,l0l 38,5 

J8, 0,7U3 0,174 10,0 

)8, 0,770 0.210 13,~ 

11. o.676 o,246 s1.o 
36, 0,645 0,261 71,0 

J7, 0,716 0,176 36,0 

38. 0,678 0,214 50,5 

38, o.636 0,220 74,o 

)6, 0,730 0,2)2 26,5 

35. o,743 o,174 24,0 

)8, 0,783 0,200 10,0 

39, o,769 0,222 15,0 

39, o,724 0.210 28,) 

39, o.667 0,268 60o0 

39, 0,660 0,215 63,) 

36. 0,625 0,19} 81,0 

DiSI~ABlll TY 
NO, AYE, SO HA~K 

38. 0,724 0,318 2,0 

39, 0,333 0,663 41,5 

IMPACT 
NO, AV[, SO RAhl( 

36, 0,205 0,199 81,0 

J9, o,532 o,331 2.0 

J9, •0,744 0,318 Y9,0 . 39, 0,359 0,219 15,Q 

36. •0,263 0,646 f8,5 

Ja. o.4oa o.378 34,0 

3~. •0,)39 0,387 90,0 

36. •0,639 0,325 95,0 

1a. o.579 o,466 10,0 

3~, •0,039 0,6l2 70,5 

38, 0,658 0,460 l,0 

J8, 0,632 0,392 5,0 

J7, 0,230 0,528 51,0 

38. 0,066 0,552 65,0 

37, 0,297 0,472 ~3,5 

38. 0,461 0.370 25,5 

36, 0,513 0,353 17,0 

38. 0,018 0,33) 6,0 

JS, •0,400 0,571 84,0 

J8, •0,645 0,525 Y6,5 

39, 0,372 0,657 40,0 

J9, 0,)13 0,512 18,0 

39, •0,295 0,540 ~1.0 

39, 0,154 0,521 57,0 

36, 0,514 0,363 16,0 

38, 0,320 0,150 Jl,0 

38, 0,233 O,lJ4 6Y,O 

J8, u,302 o,219 40,0 

36, 0,209 0,192 79,0 

38, 0,355 0,27Y 17,0 

J8, 0,328 0.211 ie,) 

J8, 0,328 O,l25 ~8,5 

38. o,354 o,19> 1e,o 

37, 0,251 u,176 04,0 

38, 0,187 0,226 6t,U 

37, Ool7& 0,21~ 11,0 

38, 0,456 U,2H2 4,~ 

36, 0,210 0.1,s 16.0 

38, o,314 v,210 JS,o 

JS, u.216 o.i2e )2,o 

36, Oo)Ol 0,225 JY,O 

39, o,281 o,249 5o.o 

39. 0,351 0,267 19,0 

39, o,307 o.2l5 J6,J 

39. 0,232 0,1&4 10.0 

36, 0,275 0,187 >4,0 
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Hl-~IH H-N~U~[" •sS(SSMENr. 1Wli .t • IILL HATES, GROuP ~ lR(NO ANALYSIS 

T Ht. ,iJ M~il~ENT rR[QUlNClEi STATE PRQBA~ILlflES "40VEHENT LJES,MOVE,FHlQ, U(S, ,..J, u~ LJMA '41JNE 1144 [ s tJ;, UMA ,iOti[ l "4A [S AVl, s.o. OlCH NON[ lNCR AV[, 

lf 0 3 2 16 18 o.uouo 0,0769 0,0513 0,4103 0,4615 0,561'> 0,4J60 19 l 7 3 •0,4lUJ 

Lo 1 l tl 16 11 O,Ul/U 0,0270 0.2162 0,4324 0,297] 0,391Y 0,4605 2 6 29 o,7297 

'/.'I 1 0 2 14 22 O, U2::,0 0.0000 O,U':>13 O,hYO 0,5641 0,61162 0,4523 0 ) l4 0,1!718 

j\) u l l 18 18 o,uvou 0,0263 0,0263 0,4737 0,47l7 0,6079 0,31162 l 2 35 0,894f 

Jl 1 0 0 20 17 0 • U.lC>J 0,0000 0,0000 0,)263 0,4474 0,5789 0,4311 1 2 35 0,8947 

H l 2 " 18 ll O,Ult>J 0.0,26 0,1053 0,4731 0.3421 0,4421 0,4694 5 4 29 0,6316 

Jj 1 15 It 12 J O• U'/.)0 0,3846 O,l0)1 O,J077 0,0769 0,0282 0,4051 ltl 1 14 •0,1U2C> 

J4 'l l It 24 " u' u, 1J 0,0256 0.20~1 0,6154 0 , 1026 0,2282 0,3993 l 5 ll 0,717'1 

J, 10 ld 4 6 l O,:i!:,C,4 o, .. 615 0.1026 0,1538 0,02'.>6 •0,3231 0,41tl28 l .. 32 0,7430 

J~ 9 22 6 l l O,lJJIS 0,5641 0,1538 0,0256 0,0256 •0,3667 0,4184 22 16 l •0,!il85 

J( 1 9 t, 14 6 0 • \J.lb J 0,2368 0.2105 O,J684 o, l'H9 a. 171 l 0,4'>76 1 4 2' 0,5263 

Jd 0 0 2 22 l':> l),U\JUU 0,0000 0.0513 0, 5_6'11 0.3646 0,5536 O,J51t7 1 16 l6 0,2JU8 

J'I () l 5 24 'I o,uuvu 0,04156 0,1262 0,615' 0,210ft 0,4077 0,3496 1 2 36 0,6Y74 I-' 
'-J 
N 4U 0 2 j 26 6 O,VvU\l 0,0513 0,0769 0,7179 Ool538 0,3536 0,3128 0 2 37 0,94di 

41 0 1 2 24 12 o,uvvu 0,0256 0, 1)513 0,6154 0,3077 0,4846 0,3613 l J 35 o,8718 

4;t 1 J 5 1 7 1l o,oi,o 0,0769 0.121:12 0,4359 O.JlH 0,4154 0,462] 2 1 JO 0,7179 

4J 0 5 ':, 19 10 o,uuou O.tlH2 0 .1262 0,4672 0, 2':>64 0.3641 0,4233 1 ~ 3l 0,820!> 

4 .. 0 1 11 l 13 9 O,\IUVU 0,0256 0,2621 0,4615 0,2308 0,]615 0,3793 3 6 JO 0,6112J 

4:> 0 1 ' 21 a O,VUU\J U,0270 Ool892 0,'>676 0,2162 0,3784 0,3558 1 2 34 0,8919 

46 0 l 12 21 5 o,oovu 0,02)6 O,J077 O,>J1'5 0,1282 0.2821 0, H 53 0 10 29 0,7436 

4( 0 .. 6 21 1 (), \Jv\JV 0.1053 0-1519 0,5526 Oel842 o.3184 o,3769 3 4 31 0,7368 

110 0 2 8 20 i O,UiJUV 0, 0> l l 0,2051 0, !> 128 o,2108 0,3692 O,J61t 1 6 32 0,7VllY . ., 0 3 J 17 16 O,IHJl)V 0 , 0769 0,()769 0,4]5~ 0 , 4103 0,5179 0,4338 27 5 7 •0,!>128 

)II 1 \J 4 23 11 0,0.1,0 o.ovoo 0,1026 0,5897 o,2a21 O,Ull 0,4159 1 J l5 i),8710 

>1 0 2 6 19 12 o, uouu 0,0513 0,1518 0,4872 0.3077 o.4385 o.4049 4 te 17 o,llll 
:,, 0 1 l 22 12 o,uouu 0,04!63 0,0789 0,5789 O, 31S6 o.uu o.3719 0 9 29 o, 7632 



~lALfM MANPU~ER 4SSESSMENT. RUN J • ALL STATES, GROuP 8 ~ROJECTION ANALYSIS 

PHUJEC TlUN L'lW tSTIMATE LIKELY ESTIMATl HIGH ESTIMATE 
.~Q. NU, t-1EAN S • D • NO. t◄ EA~ s.u. NU. i-tE.AN s.n. 

JS, 6 • 6':, 7 1.Jt;d J5. 8.486 2.6~8 36. 10,793 .3,01/9 

2 j 4. 5.206 1,2'0 J5. 6.957 2,514 35, 8,400 2,664 

j 36. 27.750 1.112 J6. J7, 16( 6,040 37, 46,757 11,806 

4 36, 1.uoo 7. 3 /1 .i6. 11.557 9 • 184 37, 17.162 12,879 

s 34, 5,1J2 1.2111 JS, 6,357 1,412 34, 7,691 1,465 

6 .34. 6,279 1,666 J4, 7,956 1,447 35. 10,700 1,829 

/ l 35, J5, 36, 

ti 2 J6. 46/.~00 1d3,0IJ6 J5, SY7.t43 196,739 3;. 747,143 25Ytl79 

1. Respondents had difficulty with the basic unit of measurement (.06%) and hence the results 

are not useful. 

2. Some respondents point out that the ratio of "l per 700" refers to "total number of 

doctors" not just "general practitioners". 'lbose who based their response on the G.P. 

ratio (roughly 1 per 1400) and those who expressed their response as the inverse ratio 

{roughly .0014) were excluded from these analyses. About 14 respondents were involved 

out of about 160 who answered the question at all. 
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1 .. 
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16 

11 
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;>RO'iABlLl TY 
NU, AVE. ~D RA~~ 

79, 0 ■ 6Qq 0 ■ 269 4J.O 

19, 0,541 0,226 7d,O 

1a. o,6,8 0.2~~ 5o,o 

18, 0,5~3 0,27~ 74,0 

19, 0,6~4 0.290 2~.u 

79, 0,615 0,204 60,0 

19, 0,6?0 0,275 54,U 

fH, 0,7Q6 0,174 11.,0 

Id, 0,674 0,7.20 J1,0 

11, 0,475 0,236 ~6,U 

la, 0,517 0,254 dl,U 

1y, 0,114 0,190 1,,u 

11. 0,615 o.2d5 ~~.o 

19. 0.111 0.200 1u.o 

·Id, 0 ■ 6'13 0,227 2'4 ■ U 

17, 0,5,4 0,2~5 fJ,0 

rs, 0,119 0.222 10.0 

ly, 0 ■ 592 0,241 6T.O 

18, 0,6,5 0,23~ 2,.0 

I~. 0,6?d 0 ■ 251 4d,0 

(6, 0,6~3 ij,232 j/,0 

17 ■ 0,3~~ 0,250 9o,O 

IY, 0,~42 0,1d7 1,0 

re, o,616 o,253 4o,u 

Id, 0 ■ 6,4 0,2dl 53,0 

CO~FIOENCE 
NU, AVl, SO RA~K 

Ti, U,6,2 0,204 31,0 

TY, U,536 0,187 93,0 

7d, U,651 0,213 33,0 

70, U,66J U,207 21,5 

7~, U,661 u,222 24,S 

7Y, U,617 0,198 61,0 

7Y, U,6b/ 0,1~0 13,0 

fd, U,667 U,119 18,5 

71, U,679 0,175 15,0 

TI, U,5J6 0,155 94,0 

/do U,6Jd U,191 46,0 

7Y, U,671 0,171 16,5 

7(, U,666 0,176 20,0 

7Y, U,134 0,166 1,0 

7do U,667 0,199 16,5 

7f, Ue62J U,219 56,0 

7d, U,663 0,222 21,5 

7Y• U,623 0,113 55,0 

/7, U,6J6 0,211 47,0 

7Y, U,646 0,197 37,5 

7d ■ U,647 0,194 35,5 

71, V,640 0,173 45,0 

7d, U,692 0,223 9,0 

71, U,64l 0,199 40,0 

/Yo 0,630 0,221 50,0 

,96 RESPONDENTS 

SIGNIFICANCE 
~0, AVl, SO RANK 

79, 0,775 0,181 15,0 

/Y, 0,737 0,254 26,5 

77, 0,662 0,237 63e0 

78, o,686 0,224 62,0 

77. 0,766 0,222 17,0 

7Y, 0,7l4 0,196 32,0 

r,. o,813 0,176 1,0 

78, 0,676 0,227 67,5 

77, 0,789 0,176 5,0 

77, 0,558 0,213 97,0 

78, 0.12, o,21e 37.~ 

79, 0,680 0,245 64t0 

11. 0,162 0.21a 7,5 

79, Oof82 0,166 9,~ 

re. 0.1•0 0,224 26,5 

,1. 0,688 0,206 59,0 

78. o,728 0,231 35,5 

79, 0,668 0,241 72,5 

,,. 0,669 0,240 70,5 

19. 0,693 0,221 55,0 

78, 0,054 0,231 76,5 

77, 0,636 0,211 83,5 

79, 0,759 0,164 19,5 

77, 0,640 0,2J7 81,0 

l9, 0,709 0,256 47,0 

OlSIRA~lLITY 
NU, AYE, SU ~ANK 

79, •0,467 0,457 Yl,O 

76, 0,059 0,612 66,0 

77, •0,357 0,575 85,0 

78, •0,045 0,584 72,0 

78, •0,449 0.5ij6 89,0 

79, •0,006 0,677 70,0 

79, •0,551 0,543 95,0 

78, 0,545 0,410 18,0 

77, 0,526 0,469 21,0 

77, 0,182 0,4Y6 55,0 

78, 01462 0,458 Jl,5 

79, 0,)25 0,449 22,5 

77, •0,013 0,668 ,1,0 

79, 0,525 0,405 22,5 

78, 0,551 0,471 ll,O 

77, 0,396 0,499 36,5 

78, 0,628 0,396 6,5 

77, 0,357 0,4d9 44,0 

77, •0,169 0,494 79,0 

79, o~s3e 0,412 19,o 

78, 0,Jl4 0,447 45,0 

11, 0,026 0,540 68,0 

19, •0,051 0,5fl 74,0 

77, 0,2Y2 0,479 49,5 

79, Oa304 0,60J 48a0 

IMPACT 
.. o. AVE, f»O NANI( 

79. 0,345 0,231 33,0 

79, 0,214 0,151 dl,O 

77. Oa293 0,232 55,0 

78, 0,272 0,211 67,0 

11, o,381 0,21a io,o 

79, 0,284 0.212 )9,0 

79, o,364 0,254 ~4.o 

78, 0,382 O,l52 18,0 

77, 0,388 o,233 15,o 

77, 0,158 V,150 Y2,0 

78, 0,259 U,198 70,0 

79, v,370 o,234 ~,.o 
77, 0,345 0,255 34,0 

79, 0,460 0,261 4,0 

78, 0,382 0,242 19,0 

77, 0,281 0.210 61,0 

78, 0,405 0,268 13,0 

79, 0,284 0,227 60,0 

77, 0,337 0,24d 36,0 

79 1 0,324 0,236 lY,O 

78, 0,312 0,226 46,0 

77, 0,153 0,1Q9 Y4,0 

78, 0,472 0,271 2,0 

,1. 0,302 0,247 )2,0 

78, 0,311 0,244 .,.o 

~ 
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40 
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40 
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PHO~Aij{LlTY 
NU, Avr. SU ~·~~ 

rv. o.6~7 0.201 JJ.o 

f9, o.6to o.268 s,.o 

ra. o.6~9 o.2~s ,,.a 
ly, 0,596 Oo262 66.0 

,,. o.6,s 0.231 ,2.u 

t8, 0.113 0.162 ,.~ 

fJ. o.S?Q o.251 6d.O 

15, 0.619 Oo2J4 ~•.o 
,,. 0.6?4 o.20~ 2j.u 

fTo Oo6ld 0.210 4t.v 

Id. 0,611 0.272 61.0 

Id, 0,651 0•227 jy.~ 

11, Oo4lv n.2q0 Y2.0 

fl, 0.5~6 0•216 ~).U 

fO, Uo416 0,2J9 ~J.U 

Id, o.6~3 0.214 01.0 

,a. 0,119 0.1,~ 2.0 

,,. 0.1?7 0.201 9•.u 

fdo 0,67q o.245 Jv.u 

18, 0,715 Oel22 lY,O 

16, 0,616 0.212 .,.o 
IT, 0,5?9 Oo24~ 6q,O 

15, 0,115 0.204 ~o.o 

76, o.s,, 0.206 ,o.o 

16, o.6,6 Oo209 ~1,0 

C Olff l Ot.NC( 
.~•J. •VL• Si> RANK 

7Ya Uo66l 00207 24,5 

7Yo v,627 .0,235 ;2,S 

7da U,54d U,247 88,0 

TY• U,627 0,22) 52,5 

11, Uo56l Oo228 82,0 

76, Uo660 U~22) 27,5 

7J, u.541 u.211 92,0 

7~• U,60J 00216 68.0 

7f• U,711 ~.156 5.0 

7f, U,Sq, u,,96 ff9o0 

7do Uo619 Oo20] 60o0 

(do U.612 U,207 6Jo0 

7Y• Vo,5l UolU6 6~.0 

,~. u,556 J.211 a~.o 

71• U,504 v-232 Yo,O 

7Uo Uo564 ~ ■ 217 80.0 

(Yo U,696 00227 ~,0 

7d, Uo60J 0 ■ 213 u?,0 

7u. u.651 0.211 JJ.O 

7d• U,679 0,2J3 14,0 

,o. u.~43 0,208 90.0 

Tf, Uo581 0,215 76.0 

7~, Oo716 00209 J,O 

70, U,6q~ 0ol91 l9,0 

7u, 0 ■ 651 0,226 lJ,0 

196 R[SPUNUENTS 

SlGNlrlCANCE 
NO, AVlo SO RANK 

79, 00667 0,240 61,0 

76. 0,795 0.207 J,O 

76, 0 ■ 696 0,249 54,0 

TY, o,,oJ 0.229 s1.s 

77, o.679 0,246 6S,5 

1a. o,766 0.197 1a,o 

73. Q.596 0,257 92,0 

75. 0,737 0ol91 31,0 

,,. 0,636 0,269 83,5 

11. o.679 0.21a 65,5 

ra. o,6)• 0,241 76,5 

76. o,622 o.2s2 e9.o 

79, 0,66~ 0,217 72,) 

72, 0,560 0,253 94,0 

70, 0,~7Y 0,196 95,0 

77. Q.669 0.2Jl 70,5 

79. o.782 o.1ac 9,5 

rr. o.714 o,241 45,0 

,a. o.,so 0.212 22,0 

,a. o,eo1 0.22a 2,0 

76. Oo65l 0.219 78,0 

77. 0.121 0,111 39,o 

76. o.706 0,210 46,0 

76. o,776 o.1a~ 12,0 

77. o,7l1 0,149 ll,O 

OESIR4HlLlTY 
NO, A~[, SU HANK 

79, 0.011 0.600 69,0 

79. •0,405 0,627 67,0 

78, •o.ss1 0,457 96,0 

79, •O,J46 0,473 ~4,0 

11. 0,455 0,504 35,0 

77, 0o604 O.J~4 6,0 

73, 0,267 0,446 ~2.0 

75. O,J73 0,511 41,0 

77, 0,110 0,5J2 6l,O 

11, 0,565 O,Jd9 15,0 

77, 0 ■ 396 OoSY4 36,5 

78. •0.154 0,5YO 77,0 

79, 0,156 0,577 5d,O 

13. o,377 o.J77 •o,o 

08, •0.213 o.J46 dt,o 

77, 0.011 o.ses 65,o 

19. o,o9o o.J21 2.0 

77. •Ool75 00667 ij0,0 

,,. 0 ■ 494 0,497 25,5 

78, •Q.660 0,442 Y6,0 

76. o,•61 o.J76 ,1.0 

77, 0,461 O,J7l 26,0 

76. 0,462 0,472 lla5 

76, o.487 o.5J2 21,0 

76, O ■ l09 0,460 46,0 

lMt'ACT 
NU, AV[o SO IIAt.l( 

79, o,361 0.290 26,0 

78, 0,348 0,275 JO,O 

78, 0,211 o.2J1 oe,o 

79, 00297 o.25J )l,O 

11. 0,291 o.2J2 )o,o 

76, 0,41Y o.266 lUaO 

73, o,258 0.201 71,0 

75, 0,31~ 0,21J 45,0 

77, 0,336 0,231 37,0 

77, 0,273 0,193 66.~ 

f8a 0,279 0.22v 6l,O 

78, 0,258 o.197 12,U 

79, 0,166 o.147 90,0 

72, 0,2l8 o.219 71,0 

70, 0,122 ~.116 V7,0 

77, Oe275 0.?25 6),0 

re. 0.479 0.2,~ 1,0 

76, 0,177 0,151 89,U 

78, Ool57 C.2~~ ~7,U 

,a. o,427 o.2r, e,Q 

76, o,24& 0.116 74,0 

77, 0,294 0.217 J••O 

,e. o,399 0.21, •••o 
76, 0,310 o.20~ 49,o 

75. 0 ■ 319 0.216 43,0 
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PRQ ➔ A81L1TY 
~O. A~~. SU RA~K 

ra. 0 ■ 5't o.243 6u.o 

75. 0o65t 0 ■ 192 3d.0 

78 ■ 0 ■ 5'4 0 ■ 257 7i.O 

fy, 0,7'3 0 ■ 211 ld.0 

19, v,516 0 ■ 23~ dl ■ v 

,,. o.s~4 0.211 rr.v 
,6. o.,~3 o.165 ,.s 
IJ, 0 ■ 771 O ■ ldO ~.v 
11. 0.1~1 0.100 4.J 

,~. o.r,, o.1Y7 11.u 

fo, 0,4~0 0 ■ 279 iU,O 

fd, o.453 o.268 6d,U 

re. U,7'4 U ■ lVf 1/,0 

r5, 0.611 0.2;4 6,.o 
fy. 0,3?0 0 ■ 258 9/ ■ U 

r2. o.6?6 o,231 5u.u 

fO ■ 0.2~4 0,168 9'1,U 

,2. 0,4~2 0 ■ 2)7 89,0 

fT, 0,460 0,268 d/.v 

/Yo 0o513 0,267 6J,O 

16, 0,6~5 0,16~ 2d,0 

,,. o.s,s 0,224 6),0 

ry, o.6~6 0,21a 34,0 

78, 0,649 0,250 4lo0 

79, 0,311 0,187 9do0 

C0 11f l0t: i1CE 
Nvo -'~E ■ SO HANK 

78, u.561 0,205 83.0 

74 ■ U,605 0 ■ 22S 65,0 

f6, U,577 U,217 77,0 

7Yo U,671 0,205 16,5 

7Y, U ■ 532 0 ■ 231 95o0 

71, 0 ■ 620 0,216 59.0 

78 ■ Uo63l 0,246 49 0 0 

7Yo U,6YU 0,229 10,0 

7Yo U,109 0,168 6,0 

(Oo U,641 0,238 41,0 

76• u,S49 0,21; 87,0 

,u. 0 ■ 641 0 ■ 213 35,5 

/do 0 ■ 669 0,1~3 11 ■ 5 

7:,, U ■ 640 0,213 43,5 

7Y, U,5oJ 0,234 61,0 

74 ■ U ■ SOJ 0 ■ 23~ 97,5 

7J ■ U,469 0 ■ 223 99,0 

74, 0 ■ 503 0,231 97,S 

77, u.s17 0.206 7t,O 

7Y, u.661 o.trff 24.5 

78, U,567 0,20) 75 ■ 0 

7fo U,556 0,160 84,0 

TY, U,604 0,213 66,5 

7~, U1660 01165 27,5 

TY, U,627 0,1~4 5215 

196 RtSPUNOtNlS 

SIGNIFICANCE 
NO. AVl 1 SO RAN~ 

7&. o,59 0 0.212 91,0 

74, o.70J o.1rs so,o 

78. 0 ■ 615 0,211 90,0 

79. 0,(26 0,204 34,0 

79. o,623 012J8 86,o 

11. o,686 o,239 59,0 

78. 0,705 0,236 49,0 

79. 0,737 0,190 28,5 

79, o,794 0,202 4,0 

75, 0,717 0,209 •J,O 

76, 0,661 0,2?7 74,0 

76, 0,67l 0.234 69,0 

78, ~.785 0,191 6,0 

75. o,633 0,239 es,o 
76. 0,638 0,27J 82,0 

72, o,54Y o.249 98,0 

11. 0,542 0,294 99,0 

72. 0 ■ 625 0,260 87,0 

,1. 0,701 0,228 53,0 

77, o ,656 o.255 75,o 

,a. o.676 o,197 67,5 

76. 0,572 0,221 96,0 

78. 0,692 0 ,226 56,0 

76, 0,756 0,165 21,0 

79, 0,715 0.177 44,0 

O(SlHABlLITY 
NO. AV(, SU HANK 

76. 0,128 0,477 61,0 

74, o,534 0,311 20,0 

78. 0 ■ 154 0.496 59,0 

79, 0,576 0,299 11,0 

76, o.2ea o.4YO 51,v 

77, 0,084 0.,12 64,0 

78, 0,513 0,406 24,0 

7~1 0,596 0,300 910 

79. 01722 0.306 1,0 

75. 0,560 0.374 16,0 

76, 0,178 O,o37 56,0 

78, •01160 0,546 78,0 

78, o,571 o.437 12,s 

75. •Q,493 0.404 92,0 

78. •0,096 0,661 75,0 

72, 0,257 0,471 )3,0 

71, •0.423 0,433 88,0 

12. •0.111 o.567 76,0 

11, 0 . 115 o.568 57,o 

7 7. •0,,526 0,426 94,0 

78, 0,)83 0,2Yl 10,0 

77, 0,214 0.525 54,0 

77. 0,292 0,465 49,5 

78. 0,494 0.463 25,5 

78i •0,359 0,554 86,0 

IMPACT 
NO, AVl• ~0 ~ANI( 

78, 0,197 0,164 66,0 

74, 0,311 0,237 48,0 

78, 0,199 0.113 as.a 

79, 0,380 0,261 16,0 

79, 0•213 0,196 ti2,0 

11, o,267 0.22a 69,0 

78, o,36~ o,255 22.0 

79, 0,433 0.270 600 

79, 0,4(1 0,25l l,O 

75, 0,384 o,2fl 17,0 

7o. 0,194 0.224 67,0 

78, o,226 0.229 oo,o 

1a, o,429 o.2s1 7,o 

75. Uo2S4 0,195 /3,0 

76, 0•119 0,133 Y6,0 

72, U,206 0,224 83,0 

70. 0,077 0.069 ' Y9,U 

72, U,156 0,176 Vl,O 

77, 0,204 0,189 64,0 

11, o,2Jo 0.21) T8.o 

76, 0,305 0,224 )l,0 

76, o.1e• o.1ss 86,o 

76, 0,320 o.239 •1~0 

78, 0,340 0,20Y 35,0 

79, Oolll 0,101 Y6,0 
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l yt.,"fT 
r.J. 

lo 

If 

Id 

'., 
01.1 

Ol 

o, 
OJ 

Cl~ 

O:> 

oo 

Of 

C,I) 

01' 

't,J 

Yl 

Yi. 

YJ 

.,,. 
Y, 

YO 

Y( 

YO 

Y'I 

P~U1AijJLl1Y 
.. o. Avr. so RA~K 

11. 0,557 o,244 7o.o 

78, o,7,4 o,229 o,o 

19, 0,6l7 0.248 45,0 

78, 0,716 0,21d 2l,U 

19, o,67o 0.2~0 Ji,o 

19, 00519 0,249 oQ,U 

16, 0,0,7 0,22~ Yl,0 

to, 0.113 o,183 21.u 

14, 0,6~1 0,196 li,O 

16, o,616 0,220 ~o.o 

f~. 0,116 0,172 1J,U 

,,. 0,6~8 0.2~2 qJ,Q 

rv, o.3~5 o,2L6 ~,.v 

Id, 0.1,0 v,l~l ~.v 

16, 0,716 O,ld9 J,0 

(ij, 0,5QO 0,227 6'1,0 

loo 0,6~Y 0,197 2~.~ 

fb, 0,5~6 0,247 fl,0 

77, 0,65A 0,22~ 16,0 

78, O,S~b 0,23? ll,Q 

19, 0,6,1 0.210 4uoo 

ftJ, o.6~8 0.21s 20.u 

7/o o.s~1 0.221 ,,.u 

(5, 0,717 0,155 14,0 

l:ONF" IUENCE 
NU, AVE., SO HANK 

71, U,5Y7 U,206 71,0 

70, U,108 0,217 1o0 

7Yo ij,661 0,187 24,5 

7Y, Uof25 Ool81 2,0 

7Yo U,604 0,2Jl 66,5 

(Y, U,6J6 0,181 48,0 

7ft U,594 0,19] 73,0 

(d, U,60~ 00214 64o0 

7qo Uo622 00202 ~6,0 

Tio U,653 Ool62 30,0 

7Y. U,6l7 0,217 s2.s 

7/, Uo61/ U,204 62,0 

7Y, U,566 U,220 7~,0 

70, u,689 Uol~7 11,5 

7d, U,712 0,220 q,O 

ftlo U,542 0,161 9to0 

7d, U,657 0,175 29,0 

(6, U.622 0,205 ,7,0 

77, u.~91 0.235 71.0 

7~. UoJYO 0,221 74,0 

7Yo Uo646 0,193 J7,5 

,~. u.641 0,221 42.0 

7~• U,574 0,201 T~oO 

7~• U,640 00232 4),5 

196 HESPUNO[NTS 

SlGNirICANCE 
NO, AV[, SO RANK 

77, 00782 o,173 7,5 

76, o,744 0,208 24,5 

79, 0,759 0,175 19,5 

76, 0,776 0.190 14,0 

79, 0,614 0,272 91,0 

79, Oo718 0,216 41,0 

76. 0,628 0,207 86,0 

/8, 0,728 0,209 )5,5 

74, o.689 o,196 57,o 

77, Q,776 0,174 tl,O 

79, 0,11a 0.2~0 41,0 

77. 0,711 0,206 46,0 

79. 0,(03 0,20J 51,) 

78, o.744 0,192 24,5 

78, 0,740 0,213 26,5 

7&. o,641 0.221 ao,o 

78, o,724 o,199 37,5 

75, 0,747 0,166 23,0 

77, 0,(69 0,201 16,0 

16, ooT19 o,196 11,0 

79, 0,718 0,2~Y 41,0 

78, 0,737 0,22l lOoO 

77. 00688 0,210 59,0 

74, Oo649 0,246 79,0 

0£~1HA~1LITY 
NO, AVE, SO ~ANK 

11. o,669 o.J~7 3,o 

1a, 00359 o.s12 43,o 

790 •0,601 Oo40l 97,0 

78, 0,038 0,674 b7,0 

79, 0,475 o.389 29,o 

79. •o,234 o.569 e2,o 

77, •0,519 00406 93,0 

7d, 0,667 0,317 4,0 

74, •0,047 0,5>2 73,0 

11. o,662 Ool73 s,o 

79, Oo570 0,353 14,U 

77, O,J05 0,576 47,0 

79, 0.114 o.557 62,o 

78, 0,372 0,477 42,0 

78, 0,417 00434 37,0 

78, 0,468 0,361 J0,0 

78. 0,628 0,325 6,5 

1s. •Oo460 0,4J6 90,0 

77. •0,682 0,402 99,0 

78, 0~>71 0,492 12,5 

79, 0,456 0,547 34,0 

77, •O,l12 0,•90 6l,O 

18, 0,147 0,555 60,0 

74, 0,426 0,346 36,0 

l~PACT 
~o. AVl o SO MAh,< 

77, 0,276 0.211 64,0 

78, 0,413 0,258 11.0 

79, o,331 0.205 J&,o 

78, 0,424 0,239 9,0 

79, 0,290 0,257 57,0 

79, 0,244 0,1Y4 76,0 

77, 00168 0,138 91.~ 

78, U,347 0,233 31,0 

74, 0,308 0,192 )0,0 

f6, 0,320 0,18) 42o0 

79, o,l68 o.229 ~3,0 

77, 0,317 0,240 44o~ 

79, 0,148 0,llU 95,U 

78. 0,406 0.210 12.~ 

780 0,458 0,2&J ),~ 

78, 0.210 o.174 7~,o 

78, 0,353 0,216 28,0 

75, 0,280 0.1~5 )6,~ 

11, o,34b 0.200 12,0 

76, o,ieu o,lijf 62,o 

79, O,l21 o.2ll 40,0 

78, O,J63 0,254 25,0 

76, o,246 o,179 75,u 

74, 0,352 0,259 ,9,0 

..... 

........ 

........ 



"lALf" HA~~U~(R As~[SSM(Nr. RU:'i 4 • ALL SfATES, GROUP C TREND ANALYSIS 

l Hl ,i J "O~lM[NT f~E~Ul~C(ES STATE PROUAblLlTIES MOVEMENT IJ[S,'4UV[,fHlQ, O[S, 
""'- U!) UMA .. nli( IMA IS us O;U, NONE lMA IS AVE, s.o. DlCk r.oNE INC~ AVE. 

Cl 5 3 22 49 O,V\JUO 0,06]3 0.0380 0,2785 0,6203 0,6846 0,4267 1) 16 45 0,.3846 

l 12 11 4 32 20 O tl '.> 1 Y 0, l 3Y2 o,u5o6 0,4051 0,2532 0.1810 0.6491 28 26 24 •v.osu 

J 5 9 27 28 9 O,UC>-41 0,1154 0,3462 0,.3590 0,1154 0.12114 0,4547 18 22 J7 0,2466 

4 lO 9 17 14 20 0,14211 0,1286 0,2429 0,2000 o, 2657 0,1643 0,6566 26 20 23 •0.04.3) 

, 2 8 2 26 J5 Q,U2o/ U,1067 0,0267 0,3733 0,4667 0,5200 0,5159 16 2J Jl 0,202' 

6 4 12 13 39 6 O,Oj~6 0,1!>79 O.t7ll 0,5132 0,1053 0,!592 0,4393 6 16 SJ 0,6267 

9 21 24 16 ' u.11011 0,27'1.1 0,3117 0,2078 0,0909 •0,0455 0,4990 ll 26 19 •0,1579 

d 0 6 J 41 27 o,uuuv 0,0'79 0,0390 0,5J25 0,3506 0,4870 0,4104 9 20 47 u.sooo 

" l l y 42 2, O,Uled 0,0128 0,1154 0,5385 0,3205 0,4654 0,4079 7 21 0 o.545~ 

llJ 0 .. ~ l1 H o,uuvu 0,0)()6 o. 0633 O,lY24 0,4937 0,5962 0,4220 12 1 IS 48 0,461) 

ll l 3 11 24 40 O,UlU U,OldO 0,1392 0,JQ38 0,506.3 0,5734 0,4700 so 15 l3 •u,•1•• 

1, 0 0 ll l9 20 o,vuvu 0,0000 0 tl 5~~ o. 506'.> 0.3377 0,4896 0.3789 26 110 10 •0,210) 

1 j I) 2 6 17 54 ()o\JUVU 0,0253 0,07'>9 0, 21 '>2 0,68JS 0,740:> 0,3960 • 11 63 0,7';64 
I--' 

lot 16 33 7 l 7 :) u,elJ~l 0, 42 ll 0,0897 0,2179 0,0641 •0,2026 0,5347 69 5 3 •0,8571 '-I 
00 

l> 0 1 j 33 41 o,uovu 0,0128 0,0385 0,4231 0,5256 0,6487 0,.3795 69 5 3 •0.8571 

10 C l (> 36 34 o,uuou 0, 0130 0.0779 0,4675 0,4416 0,5779 0,3883 11 15 48 o,soou 
1/ J j 22 41 10 C. \)Jl•U U,0380 0,2785 0,,190 0,1266 0,2329 0,4005 j s TO 0 •. 859U 

lo 0 4 2.3 42 10 0, U(}UlJ 0, 0'.106 0,2911 0,)316 0,1266 0,2709 0,3250 6 19 53 0,6026 

i,, 4 16 12 32 1s o,u~vo 0,2025 Oel519 0,4051 Otl899 0.2000 o.so52 64 6 8 •U,717V 

/.,) 1 7 ts 34 28 O, Ul.!tl O,Oii97 0,1026 0,4J59 0,lSY0 0,4500 0,4654 67 • 6 •I), 79.2"J. 

,n 2 12 0 31 24 Q,U2t1U 0el'>S8 0,tOH 0,4026 0.3117 0,3597 0,5084 70 0 6 •u,8421 

u. 0 1 7 lJ J7 o,uuoo 0,0128 0,0897 0,4231 0,4744 0,5974 0,395ft 75 0 2 •0,94tH 

'- J l 1 IS 32 26 (),UlJJ 0,0133 0.2000 0,4267 o,3467 0,4573 0,4364 JO u l6 •0,l6Y2 

, .. h 52 y 2 1 O .17'i5 U,6667 0,1154 0,0256 0,0128 •0,3590 0,3546 64 10 3 •0,79:.!2 

it:J lJ 25 22 14 3 o,lolid 0,3247 0,28H 0,1818 0,0390 -o. 1727 o. 1\728 52 16 8 •0,57cl9 

,o 0 7 4 42 25 o,uouo 0,0697 0,0513 o.~J85 0,3205 0,4551 0,4122 19 30 27 O,lOSl 
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'l(t. ,1 J Mu~lMlNT rR[QU[hC1[~ STATE PRQ~ABILlTIES HOV[MENT DES,MOVE,FRE.Q, DES, 

Nu• us OMA '40Nl IMA IS u~ 0"4A ,-.ON[ IHA IS AVE, S,O, OECI< NONE INCR Ai[, 

u 2 9 9 33 25 o,ul,~ 0,1154 0.1 l'.>4 0,4231 0,3205 O,J87l 0,4Y47 48 2J 6 -0,54,~ 

~d 0 l 7 47 23 o,ooou 0,0128 0,0697 0,61.)26 0,2949 0,4716 0,3573 4 6 66 o,e1,cs 

~., 0 0 6 37 J'> o,vJuu 0,0000 0,1)769 0,4744 o,H87 1),5910 0,3'70 2 8 67 o,tt44.Z 

JIJ 0 2 4 H .)4 O,\JOOV 0,0256 0,0513 . 0,4872 0,4359 0,57441 0,3901 4 6 67 0,8182 

Jl 0 0 6 42 JO o,uouu 0,0\.100 0,0769 O,!>J65 o,3846 0,5462 O,J67t 2 5 70 IJ,68Jl 

Jc 0 2 16 44 15 O,VUUIJ U,0260 O,l078 0,'>'14 0,1948 0.3564 0,3465 8 1s 53 0,5921 

JJ 10 25 l '> 20 7 O,llY'il O.J247 0,1948 0,2597 0,0909 "'0,0584 0,5196 JS 21 19 •o,2lll 

J4 1 J 11) 38 26 O• O 1.1" O,O.H!S 0,1262 0,4672 o.JJll 0,4551 0,4316 3 7 67 0,8312 

J> 13 J8 12 t3 2 0 elbb f 0,4df2 o.i5J8 0,1667 0,0256 •0,2372 0,4415 8 8 61 0,688.t 

Jet 15 40 17 4 2 U• 1-llJ 0,5126 0,2179 0,0'.>1.3 0.0256 •o,3os1 o.419t J5 lJ 8 •o,J55J 

H '.> 
, , 110 18 o,V64Y O,OYOY 0,0909 o. !> 1 ~5 Oe2ll8 11,2914 0,5150 10 ] . 6l i>,6974 

Jd 0 3 5 46 24 Oe \JOOIJ O,OJ8'.> 0,0641 0,'.>897 o.Jo77 0,47.31 0,3747 32 24 21 •0,1429 

JI/ 0 1 " SS 16 C,, UiJlliJ U,0132 0,0526 0, 7237 o, 2105 o.4237 o,3120 J 6 66 0,6400 
~ 

4\1 0 3 6 40 2J Oe\JiJIJiJ O.OJ/15 0,076~ o,5o07 o,2949 0,460J O,J736 1 3 72 0,934;.! 
'-.I 

"' 
41 0 2 3 40 H l),UOvU 0,0"156 O,v38S 0,,128 0,4231 0,5692 0,3841 3 6 67 0,3421 

•.t u 2 8 44 24 o,vuuo 0,02';6 0,1026 o,,641 0.3077 0,4692 0,3750 0 2 74 O,Hlf 

.. j 0 4 14 47 1 j v•UOUU O,O)lJ 0.1795 0.0026 0ol667 n,3321 o,3395 0 6 C,8 0,8947 

416 " 2 16 47 13 O, U\JUU 0,0256 0.2051 t,.60£6 0 • 1667 0,)397 0,3283 0 9 6{ 0, 8816 

4) 0 4 1 l '.>O 12 o,uuvu 0, O'.> 19 0, 11129 '),Ool914 o,1556 o.us1 o.J266 2 6 67 0,8661 

40 l 3 1) 49 ~ O• IJ 1,u 0.0390 v,194a 0,636~ 0, 1169 0, 28 31 0,3324 4 7 H 0,8000 

4( 0 5 16 42 15 o,uuuo 0.0641 0 • ;,!051 \J,>JA5 OolY23 0,3346 0,3666 5 17 54 0,644{ 

40 0 0 15 4~ l:> o,uouv O,OIJOO 0,169\1 n.~~OJ Otl699 0,3759 0,32JO 2 11 64 0,8052 

41' 1 lJ 23 26 14 v•OlJU 0.tt>88 0.2987 0,.iH/ o,1s1s 0,2195 0,4384 J6 r,6 12 •0,3l5CS 

)\J 1 1 15 49 13 0,01,r 0,0127 0 .1899 0,6203 O, 1646 0,3342 O,l,OO l 4 72 0,9221 

)l 0 6 15 H 20 o.voou 0,0759 0,1899 0,4810 0,2532 0.374' 0,4036 l l 37 29 o,2ll6 

," 0 1 14 418 14 0 o lh)UU 0,0130 0,1818' 0, 62 l4 o, 1618 o,3649 o.3254 4 t1 60 0,(461 
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PnUJc.CTIUN Lnw [STIMATE Llt<ELY ESTIMATE HIGH E.STIMATE 
. rn • NO • MEAN s.n. N l) • MUN s.u. NU. MEAN s.o. 

1 61. 6.767 t.3dQ 62. 9,129 2.30( 61. 11,475 4,Qj7 

2 63, s.~13 1.3'.>3 . b2 • be984 1.903 61, 8,795 2.9jQ 

j 65, 26eUOO 6.2u4 06. J6.242 6.5b4 65. 44.600 10-998 

4 66, 6.2tl0 J.499 06. 12,985 10.325 66, 19.356 14.711 

~ 65, 4.9d5 1,703 06. ':>, 99 7 1,989 64, 7.789 2,2H 

6 66, 6.614 1.740 o7, 8,134 ! , 774 66, 10,614 2,574 

' 1 63, C>4, 62, 

ij 2 
!) 5. 56J.636 24.3,918 :.>6. 6Y9 .t O 7 JO", 1·n ss. 921,618 3<J3,442 

, 1. Respondents had difficulty with the basic unit of measurement ( .06%) and hence the results 
are not useful. 

2. Some respondents pointed out that the ratio of "l per 700" refers to "total number of 
doctors" not just "general practitioners". Those who based their response on the G.P. 
ratio (roughly 1 per 1400) and those who expressed their response as the inverse ratio 
(roughly .0014) were excluded from these analyses. About 14 respondents were involved 
out of about 160 who answered the question at all. 

...... 
co 
0 
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11.1 

11 

1, 

l J 

14 

1, 

10 

lf 

ld 

1 " 

I.I) 

,n 
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tJ 
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PRO!~RILirY 
~u. AVF. SU HAN~ 

lJ. o.5~4 o.247 ,~.o 

lJ. o.6~1 Oe248 Jq.O 

ll. o.s,9 0.291 5Y,5 

23, o.5~7 0 . 2,1 60.0 

ll. 0,6lO Oo277 44,0 

lJo 0,61ij 0•209 31,U 

lj, u.6t1 o.2lo ~o.o 

2J, o.s13 o.246 5).~ 

lJ. Q.5?] O,l50 5),0 

ll, 0,4~H 0,220 q,J,) 

22. o.s11 0,236 7o.~ 

l2, 0,7 1 2 0,284 ld.O 

22, 0,6~0 0,2~5 >2,v 

22• 0,6~7 Q.?.31 l~.0 

ll, U,5?] o.2\~ ~,.o 
i1, o.s,6 o.Jo2 ,2.u 

2J. o,6ro 0.2,, 2,.u 

23, 0.610 0.2s, 5J.o 

22 . 0,4~0 Q.£9~ HJ.O 

21, o.5QJ 0.201 5,.J 

2J, 0,6lY 0,220 4lo0 

2J, o.3,o 0.211 98,0 

23, 0,774 0,226 ,.o 
22, o.5~4 o,233 64,0 

lJ, 0,741 0,186 f,> 

C.QNF IOE~CE 
NU, AV[, SO RA~K 

2J• U.60Y U,178 37,0 

2J, U,576 ·o,155 63,5 

2J• Uo652 U,21~ 16.0 

2J• U,609 0,19l 37.0 

2J• U,674 0,201 7 , 5 

22• U,580 U,17j 59,) 

2~• u.~qH O,l6l 18,5 

2J, u.5yij o,242 44,~ 

2J• U,663 Vo140 ll,0 

21• U,416 0,2 ~J 92,~ 

2l• Uo55l 0,260 70oS 

22, Uo580 U,276 59.5 

2i• u.s91 0.2~, 49 . 0 

22• U,625 0,!~6 27 . 0 

ll• Uo5A~ 0,216 59 . 5 

21. v.soJ u.20~ ~s.s 

2J, U,696 v.194 3.0 

2J• U,641 Uo2l1 20,5 

i2• U,591 Uo23J 49,0 

23, Uo62U 0,207 29.0 

2J• u.609 u,193 J7.0 

2.s. u.554 0,194 73 . 0 

2J• U,6,2 Ool77 16 . 0 

22, u.&02 o,209 41.5 

2J, U,66) Uol68 4,0 

196 H(SPUNUENTS 

SIGNJflCANCl 
NU, AVE, SO RANK 

23, 0,630 0,207 73., 

21. o,rso o,2JJ 1s,o 

22. u.716 0.204 38,0 

23, o,,67 0.203 67,0 

2J. 0,750 0.221 16,0 

23, 0,717 0,1,l 36,0 

23, o,793 o,1sv e.o 

2J, o,630 0,201 73,~ 

23, 0.1,0 0,209 18,0 

21, 0,619 0,251 80,5 

22. 0,121 o.167 l2,0 

22, o.739 o.219 24o5 

22. o,618 0.112 t,5 

22. 0 , 739 0,159 24.5 

21, 0.102 o.21l 44,o 

21. Q,667 0,236 60,5 

23, o,728 0,179 2A,O 

22. o,eor o.167 4.0 

21. 0.6,2 o.21e 67,o 

2l, 0,641 0,219 69,S 

ll. o.652 0,242 67,0 

23. o.se, 0.1,s er,o 

21. o.~76 0,21s 92,5 

23, 0,598 0,230 84,0 

23, 0,609 0,219 82,0 

OESlRA~lLITY 
Nn , AVE, SO HANK 

23, •o,370 0,471 64,0 

23. o.478 0,477 Jl,5 

22, •Q.682 O.J55 96,0 

21. •o.283 o.so7 63,o 

2lo •0.696 0,436 Y8,0 

23, 0,174 0,685 63,5 

23, •0.>43 o.,ov 93,o 

23, o.,oo 0,361 28,5 

2J, 0,413 0.)45 40,0 

2\, OollO 0,41, ,2,0 

21. 0,,24 o,545 2J,o 

22. o.ros 0,359 8,5 

22, -0.205 0,702 78,5 

22. 0,4j2 0.378 38,0 

21. o,619 o.J42 16,o 

21, 01238 0,610 )6,0 

21. o.~22 o,sso 26,o 

22 . o.ros 0.12s 8,5 

21. •0,152 00453 75,0 

2J. 01457 0,366 J4,0 

21. o.soo 0.,12 28,5 

23. 0,000 0.442 ~7,5 

221 0,182 0,441 62,0 

23, 0,413 0,4,8 40,0 

21. o,•11 014>8 •o,o 

lHPACT 
!'jQ. AV[, SO RAt.i< 

23, 0,199 0,1~0 ,1.0 

23, 0,294 0,188 43,0 

22. o,JOl 0.219 •o,o 

23, 0,160 O.lt> T&,O 

23, o,lJ9 01211 ~u,o 

22, 0,29J O,l7J •••O 

22. 0,ll7 0.199 23,0 

23, 0,267 O,l2, )),O 

ll, 0,335 U,i•~ 26,0 

21, 0,111 o.11J 11.~ 

22, 0.200 o.142 10,0 

22. 0,361 0.291 12,0 

22, 0,302 0.2•0 39,0 

l2, 0,319 0,228 Jl,O 

211 0,26• 0,216 ~,.o 
21, 0,251 0,24) 62,0 

23, Oo392 0,25) 8,0 

22, Oe313 0,24• J7,0 

22, 0,215 0.2., 67,0 

23, o,274 01240 ,J,u 

23, o,282 o.2l~ •e,o 

23, 01102 o.ll7 97,0 

23, 0,315 0,212 36,0 

22, 0,258 0,240 )V,Q 

23, 0,334 0,221 l9,0 

t-J 
OJ 
t-J 
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( ~l•'I f 
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JJ 

J4 

J) 

'° 
JI 

Jo 

J1' 

4;) 

41 

4l 

•J 

44 

·~ 
•o 

41 

•o 

.,, 
)U 

PROqABILllY 
NU 0 A~f. SO HA~K 

"I.Jo 0.6~7 0.2C~ 2la0 

lJ, o.541 o.2~s 6~.o 

2Jo 0,650 o.227 JT,5 

22. 0.470 0,199 84.~ 

2J. o.5~) o.2Jl 6l.O 

l2o 0,6~6 Oo217 l~.) 

18, o.s,2 0.211 ,,.u 

23. 0,610 o.194 4Jo0 

"I.lo 0,6~~ 0,203 2~.~ 

23. 0,7'4 0,172 1,.0 

lJo U,5'7 0,201 Tu,O 

2Jo Oo5~Y 0,2U~ j~.) 

2Jo Ool"l 0.2-;_r; 9).0 

lO, o.S~J 0,17~ 6).U 

21, 0,4~/ 0,2qJ 66,v 

23. 0.6~1 o.t~a J2.~ 

lu. a.a~~ u.101 2,0 

2J. Oo41Q Q.241 9u,U 

2 J • U , 7 'I l 'O • 1 '.:> 9 7 , !:> 

2J. o.6~J o,198 2v,o 

2J, 0,4~/ o.2Jo si.v 

2J, o.;,r; o.236 11.0 

lJo 0,6~3 0.2~2 Jl,5 

22. 0,6~0 0,176 2,.0 

22. 0,6~5 0,197 50,0 

CUNFIOEtiCE 
NU, AVE, Sr> RANK 

2~• U,6)9 0,178 13,0 

2J• V,567 00203 53,5 

2J. v.~oo o,255 67.0 

2J• V,500 00209 87,0 

22• U,545 0,194 76,5 

22• 00566 0,284 67.0 

1H• Oo59f Ool48 46 0 0 

2J, 0,576 00201 6J,5 

2Jo U,652 0,205 l6o0 

2Jo V,596 Oo191 44,5 

2Jo U,543 0,17~ 79,0 

2J• U,467 0,199 94,0 

2J. v.s6, o,198 69,0 

21, U,417 0,248 98,0 

21, u.452 0,227 96,0 

2J• 0,,54 0,208 73.0 

Zl• 0,121 0,1?8 2,0 

2J, u.554 0,160 73.0 

lJ• V,587 0,175 5J,5 

2J, 0,674 U,187 7 0 5 

2J• UoSlJ 0,1,J 81,0 

2J, U,478 0,220 89,0 

2J, u.641 0.219 20,5 

2l• 0,602 0,179 4lo5 

22, U,523 0,212 83,0 

196 RESPONDENTS 

SIGNtr1cANCl 
NU, AV[, SO RAN~ 

23. o,707 o.t75 40,5 

23, o,815 0.151 3,o 

22. 0,670 0,190 58,0 

22. o,636 o,196 11.s 

23, 0,620 0,220 78,0 

22. 0,750 0,199 18,0 

16, 0,563 0.220 89,5 

23, o,685 o.184 48,o 

2lo 0,620 o,201 76o0 

23, o.12e 0,201 2s,o 

23, 0,587 U,272 87,0 

23, o.soo 0,29) 98,o 

23, 0,663 0,190 62,0 

20, 0,62) 0,230 75,5 

21. 0,583 0,223 89,5 

23, Oo707 0.204 40,5 

22. 0,727 0,16J 32,0 

23, 0,641 0,274 69,5 

23. 0,620 o.243 76,0 

23. 0,719 0,250 22.0 

2J. 0,576 0,270 92,5 

23, 0,652 0,230 67,0 

2J. 0,728 0,163 28,0 

22, Oo682 0,202. 51,0 

22. 0,705 0,208 42,5 

OESIRABlLITY 
NO, A~E, SO RANK 

23, 0,174 0.636 63,5 

23. •0,413 0,602 67,0 

22. •0,591 0,267 94,0 

22. •0,386 0,451 85,0 

22. o.soo 0,426 26,5 

22, 0,500 0,477 28,S 

16, 0,194 0,413 60,0 

23, 0,217 0,587 59,0 

23, 0,000 0,,11 67o5 

23, 0,674 0,317 10.0 

23, 0,435 0,47l 37,0 

22. •0.205 o.J)9 78,5 

23, o.l6l 0,4J8 54,5 

21, 0,452 O,J42 J6,0 

21. •0,262 0,548 82,0 

21. o.J91 o,s10 4J,5 

22. 0,727 0,291 S,5 

23. •0,478 0.375 92,0 

23, 00478 0,179 ll,5 

21, •0~435 0,613 ij9,0 

23. 0,391 0,416 43,5 

23, 0o)65 0,266 22,0 

23, 0,28J 0.462 )4,S 

22. 0,159 0.486 65,0 

22, o.ll8 0,414 51,0 

I"PACT 
NO, AVE., SO ROI( 

22, o.JJo o.1s1 10.0 

23, 0,267 0,207 >6,~ 

22. 0,23a 0.190 66,o 

22, 0,176 0,191 7V,O 

22. 0,239 0,170 64,0 

22. 0,337 0,25~ 24,0 

18, 0,1V8 0,1)6 f2,0 

l3, 0,27b 0,224 >l,O 

22. 0,291 0.219 •~.o 

23, 0,357 0,215 14,0 

23, Ot109 0,162 tiO,O 

23, Ool45 0,151 89,0 

23, 0,129 o,ueo Y2.o 

201 0,192 0.212 7l,O 

21. 0,105 0,081 96,0 

23, 00299 0,219 41,0 

20. 0 •• ,1 0,223 2.~ 

23, 0,153 0,131 eo.o 

23, 0,279 0,15~ 50,0 

23, o,316 o,175 21,0 

23, 0,142 0.112 90.0 

21. o.1eo 0.180 75,o 

23, U,3)1 0,235 lti,O 

22, 0,281 o.168 ~9,0 

22, 0,254 0,200 ~l,O 

I-' 
00 
N 



~l•~r~ M•~~U~[R AsS[S~Ml~r. ~~" ) - ~Ll SIAf[S, GRO~P n 

t.Vt./11 T 
~J. 

,1 

)l 

)j 

)4 

):) 

)0 

)( 

)0 

)ii 

01) 

o, 
o, 
OJ 

04 

0) 

00 

0/ 

Oo 

Oil 

(IJ 

fl 

,, 
/j 

(4 

,, 

P~01ABlllTY 
NU, AV~. 50 HA~~ 

,1, o.4~, o,ta6 ,~.o 
22, Oo6l2 Oo196 4lo0 

22, 0.4,a 0,241 93,U 

l2, 0.6~0 Oo244 31.> 

22. o.5 7 ) O,lYO TJ.o 

22, Oo4l4 0,190 8d,0 

it, o.7~~ 0,1Y7 6,0 

l2, 0,7~1 0,142 Y,O 

i2. 0.1~2 o,164 ~.u 

22. o.~~o 0,242 2v,s 

22. o,J4S 0,261 ~,.o 

22. o.4~~ 0.2•1 a~.u 

il, O,b~h O,lvl 2J,U 

22, Oo411 0,223 ~~.U 

22. 0,4~) 0,261 ~1.0 

20, 0,61) 0,226 )1,0 

lu, 0,315 0,254 Yo,O 

2U, 0,518 0,263 77,0 

2,, 0,413 o,19~ ot,o 

22. 0,495 0,226 76,U 

,2. 0,7~J 0,169 1~.) 

22. u.s~, o,240 6f,O 

22, 0,5~4 0,244 63,U 

llo 0,6~2 0,2)7 36,0 

20, 0,2~5 0,150 9Y,0 

CONF l0lt-4C[ 
NU, AVE, SU HANK 

21• U,476 0,l~f 92,5 

2l• U,500 0,250 67 , 0 

22• U,523 0,237 83.0 

22• U,636 0,2JS 24.0 

22, U,523 0,237 83,0 

2l, U,54) 0,2J8 76,, 

21• U,619 0,251 31,0 

2l• U,566 0,228 67,0 

2l• U,670 0,158 9,5 

2l• U,55/ 0,260 70,5 

22• U,534 0,204 60,0 

22• U,477 0,237 90,5 

21• U,61Y 0,166 ll.0 

22• U,4f( 0,225 90,5 

22, U,580 0,175 )9,5 

2u, v.400 0.229 99.0 

20, U,42, 0,225 97,0 

2U• Uo46J 0,227 95,0 

22• U,54) 0,162 76,5 

2l• U,S&O 0,156 s~.5 

2lo U,625 0,196 27.0 

2l• U,602 Ool79 41,~ 

2~• U,591 0,161 49.0 

2l• U,662 U,172 5,5 

20, u,586 o,1s2 s2.o 

196 R[SPUND[NTS 

SIGNirICANCE 
NU. AVE, SO RANK 

21. o.s3o o,193 96,0 

22. 0,636 0,196 71,~ 

22. o,659 0.201 64,o 

22. 0,580 0,26) 91,0 

22. o,625 0.221 rs,s 

21. 0,690 0,152 47,0 

21, 0,762 0,196 tJ,5 

22. o,,so o,1es 1e.o 

22. o,795 o,194 6,5 

22. o,6~9 o,245 64,0 

22. 0,489 0,206 ~9.0 

21, 0,619 0,21J 80,5 

21, 0,750 O,lijY 18,0 

22, 0,602 0,179 8l,U 

22. 0,591 0,220 85,0 

20. 0,513 0,279 97,0 

20. o,s,s 0,261 94,o 

20, 0,563 0,261 95,0 

l2, 0,705 0,162 42,5 

22, 0,682 0,202 51,0 

22, 0,739 0,206 24,, 

22. o,6&2 0,22& s1.o 

22, 0,682 0,202 ~l,O 

22, 0,727 0,196 l2e0 

19, o,763 0,112 12.0 

OESlRA~llilY 
~0, AV[, SO HAhK 

21, •0,214 O,JY6 60,0 

22. o.,68 o.22e 20.s 

22, 0,409 0,466 42,0 

22. 0,4)5 0.424 35,0 

22. 0,227 0,516 )7,5 

21. •0,190 0,545 77,0 

21, o.643 0,314 14•0 

22, 0,614 0,299 17,0 

22, 0,773 0,2Yl 1,0 

22, 0,6)9 0,350 12,5 

2'-, •0,091 0,685 ,o,s 

21. -0,0~5 o,J97 12.0 

21. o,,95 o.2~u 18,s· 

21. •0,476 0,545 91,0 

22, •0,045 0,601 o9,0 

19, 0,184 0,)4l 61,0 

11, •Q,184 0,673 76,0 

19, •Ool95 0,447 86,0 

22, 0,364 0,461 47,0 

22. •0,659 0,316 95,0 

22, 0,727 0,291 5,5 

22, 0,341 0,437 50,0 

22. 0.221 0.5;9 sr,~ 

i2, O,J64 0.64l 47e0 

1e. •o.2so 0,651 a1.o 

IMPACT 
HOo AYl, SO HAN!!; 

21. 0,141 0,124 Yl,O 

22. o,238 0,20, 6).o 

22, 0,167 o,197 e1.o 

22, 0,286 0,205 47,0. 

22. 0,210 o,20J 66,o 

21, 0,166 0,101 bl,O 

21. O,l95 0,273 6,0 

22, 0,367 0,266 11.0 

22, 0,456 0.2,~ l,o 

ii!2e ·Oo316 0,27b l4,0 

22. 0,091 0,120 90,0 

21. 0,151 0,110 es.o 

21. o,J5) o,i2e 16,0 

22. 0,101 0,092 94.o 

22. 0•1•9 0.1•5 11,0 

lO, 0,106 o,101 95.~ 

20. 0,060 0,077 99,0 

20, o,146 o.159 ee.o 

l2, 0,180 0,144 f4,0 

22. 0,200 0,131 69,0 

22, O,l71 o.223 9oO 

22. 0,255 0,194 60,0 

22, 0,24• 0,169 6J,O 

22, 0,348 0,237 19,0 

19, 0,116 0,073 9leO 

t-J 
CX) 

w 



~lALfM ~-~PU~EH ~SSESSMEiT. HU~ ~•ALL srAflS, GROUP 0 

t. vt. ,i r 
H\J• 

16 

(( 

10 

I 'I 

0\1 

01 

Ol 

OJ 

04 

o, 

00 

Of 

ctct 

O'I 

Y,J 

"1 

Yl 

YJ 

Y4 

Y> 

'J 0 

y t 

Yd 

"" 

PHO~A8ILITY 
HO. AV[. SU HANK 

22. o.5?1 0.2,1 )d.o 

22. 0.119 0.204 1,.0 

i2. 0.,,3 0.103 14., 

22• Oe611 o.17~ 40.0 

22. o.7 7 ~ o.164 J.o 

20o Oo4'J 0.2JJ Yl.U 

21. o.4,8 o.l24 ou., 

22, 0.1,5 0,202 ll.O 

2le 0.6~3 Oel63 24.0 

22, o.6t8 0.225 4o.o 

22. o,r,a 0.21a 10.0 

l2, 0,6Ql n.1H9 21,0 

22, 00412 0,221 OY.0 

21, 0,7'6 o.137 11.0 

22, o.a,o o.163 1.0 

20, 0,618 O,cJf ~Y.O 

2i. 0.615 o.1as 1v.o 

21, o.s,ij 0.240 60.0 

22. 0.1,4 o.236 10.0 

22, o.6,o o.236 4,.o 

22, o.6,, 0,26, 20.0 

21. u.5~8 o,246 61.0 

22. 0,614 0,17~ 47,0 

22, 0.6~6 0,225 2Y,5 

CONF" 10lt'4CE 
NtJ, AVE, SO HA~K 

22• U,566 0,241 67,0 

22• U,659 ~•220 13,0 

22. o.614 u.1~0 34,0 

2l, 0,625 0,223 27.0 

22, .0,6)9 u.256 13,0 

21. u.~aJ o.248 55,5 

21• U,512 Ue1 6 J 85,0 

22, u.614 0.223 34.0 

21• Ue)71 Oe246 65.0 

22, u.64tt 0.222 18,5 

22• Ue662 U,2 0 2 5.~ 

22• Ue59l vel?l 49.0 

22• U,'>00 0.2 Jl 59.S 

21. u.6t9 0.147 31.0 

22, U,77J 0,167 1,0 

2u. o.6JO v,2vl 22.0 

22• U.6J6 U,2 10 24,0 

21• U,60f 0.1~6 )9,0 

2l• U,602 0,2~6 41,S 

2l• V,670 0,1/~ 9,5 

2l• V,6J6 0,223 24,0 

22. u.591 0,201 49,0 

2l• V,54> Oo2)4 76,5 

2l, U,614 0,164 34,0 

196 RESPONDENTS 

SIGNlf"ICANCl 
NU, AV[, SO RANK 

21, o.798 0,141 s,o 
22, 0,693 0, 184 45,5 

21. 0,762 0,181 11.5 

22. 0.12, o.198 32,o 

22. o.670 o,254 58,o 

21, Q.679 0,157 54, 5 

20. 0,675 0.211 56,0 

22. 0,682 0,252 51,0 

21, o.679 o,113 54,> 

22. o.1e4 o,156 9,5 

22, 0.111 0.1~1 11,0 

22, 0,784 0,156 9,5 

22, 0,659 0,233 64,0 

21. o,667 o.2cij 60,5 

22. o,739 o.11~ 21 .s 

21. 0,726 0,167 35,0 

22. o,67o ~.231 s~.o 
20. o,rso 0.1~8 1a.o 

22. 0,727 0,212 32,0 

22. O,dl6 0,167 t,5 

22. 0,795 0, 162 6,5 

22, o,716 o,189 38,0 

22, o,716 0.204 36,0 

22. 0,693 0,212 45,5 

DESIRABILITY 
hO, AV[. SO HANK 

21, 0,667 0,356 11,0 

22. Ool64 0.431 47,0 

21, •Q.690 0,44Y 97,0 

22, •0,091 0,577 70,S 

22, 0,568 0,376 20,S 

20. •0,150 0,502 14,0 

19, •0,421 0,5Yl 68,0 

22, 0,750 0.446 2,5 

21, 0,048 0.460 06,0 

22. 0.121 o.J2s s,5 

22. 0,750 0,250 2,5 

22, 0,523 0,439 24,S 

IMPACT 
i.o, AVl • SO RA!,;( 

21, 0,315 0,267 J5,0 

22, o,359 o,235 11,u 

21, o,337 o,163 ii,u 

22, O,llS 0,221 27,0 

22, o,397 o.266 s,o 

20, Ool60 0,126 03,U 

20, 0,111 u.121 16,0 

22. o,355 o.261 1s.o 

21. 0,299 0,183 ,2.0 

22, o,334 0.216 2e.o 

22, Oe394 o.~J4 7,Q 

22, u,JS2 0,221 11.~ 

22, O,J86 0,425 45,0· 22, 0,160 o.llS d4,0 

21. o.JS7 0,274 49,0 21, 0,328 O,l6f ll,O 

22, 0,523 0.319 24,S 

21. o,595 o.J66 1e,5 

22. 0,636 0,22) 15,0 

20, •0,475 0,560 YO,O 

22, • 0 ,750 0,446 YY,O 

22, 0,659 0,381 12,S 

22. 0,727 0,391 5,5 

20. •0,125 0,471 73,0 

22. 0,295 0,469 53,0 

21, 0,476 0,393 33,0 

22, Oe506 0,259 1,0 

20, 0,266 0,186 46e0 

22. 0,32U 0,172 32,0 

20, 0,274 o.1e~ ~2.0 

22, 0•402 0.31~ ••o 

22, o,335 o.166 2~.o 

22. 0,369 0,26~ 10.0 

21, Oe26l 0.187 ~&.O 

22, 0,270 0,231 , •• o 

22, 0,309 0 0 239 Jl,O 

I-' 
00 
~ 



~lALfk HA~~uA[R ASS[S~M[~f, ~iJli ) • ALL HATES, GROiJP 0 rttorn At~ALYSlS 

rtct .. •J MUJl~ENT r~lUUENC1E~ STATE PHUnA~lLITIES HOVlHENT OES,HOVE,FHlQ, DES, 

"'"· U) UMA -.o~E J 14A HI us 0"4A 1.0N( Ilo!A IS AVE• s,o. DECH NONE lr.CM A VE I 

0 I 2 u o,u4~::> 0,0000 O,v455 0,0909 0,6182 0,8000 0,4815 l l 18 0,112, 

I, 1 4 0 11 0 0,0'4':>) 0, l1H8 0,0000 0,5000 0,2727 0,3227 0,5248 12 5 s •0,3162 

J 1 2 tl 7 4 O,U4)) 0,0909 o,.,6J6 O,liCl 0,1818 0,2045 0,47U 3 e 11 0,3616 

4 2 2 4 7 3 0,1111 0,1111 0.2222 o. t889 0,1667 O,llSY 0,5509 5 
, 6 0,0556 

:, 0 J 1 10 8 Oo UOOIJ 0,\J64 0,1)4)5 0,4545 0,3636 0,4591 0,4539 6 2 14 O,J6JO 

0 0 2 • 13 l o,ouou O,Olil09 0,1818 0,590'11 0,1364 0,2864 0,3402 2 l l7 0,68U 

7 2 11 2 6 1 O, U'IIU'II 0,5000 0,0909 0,l.727 0,0455 •0,1130 0,4393 18 1 l •0,68U 

.. 0 l 2 1 l 6 OoUUUIJ 0,04)5 0,0909 0,,1109 0,2727 0,4l64 0,3736 2 l 19 0,'121 

" 0 0 0 12 1 \) 0,0\JUU o.ouoo 0,0000 0,5455 Oa4545 0,6182 0,H86 l 4 n 0,54)) 

hi 0 I l 8 12 o.uooo 0,04)5 o,,J455 0,3636 0,5455 0,6401,1 0,4141 2 6 14 0,5O5 

11 0 0 l 7 14 O,UUOll 0,0000 0,1)455 O,J182 0,6364 0,7318 0,3598 8 2 11 0,142'1 

11. 0 l 2 9 10 O,UOIJU O,Oll)~ 0,0909 0,4091 0,4H5 0,5636 0,4216 4 12 3 •0,052• 
I-' 

lJ u 0 2 9 l l o,vouo o,ouoo 0,1)909 0,4091 0,5000 0,6227 0,3860 l 5 16 0,6818 CX) 
VI 

l .. 2 12 0 3 .. o,u;), O,S714 o.uooo O, l'29 Ool905 •0,0333 0,5Y07 18 0 3 •0.7143 

1, 0 I l 10 lll o,uoou 0.0455 0, 1)455 0,4:;45 Oa -545 0,577J 0,4078 21 l 0 •0,950 

10 0 0 1 14 ' o,uvuu 0,0000 0,04)5 o.6J64 o, 3182 t,,S09l 0,3410 3 6 12 0, 428_6 

lf 0 l 1 16 " o,uuuu 0.0455 0,04)5 O,f273 o, 1618 0,3864 O,ll9S 0 l 21 0.9545 

Id 0 l 4 12 4 o,uuuu 0,0476 0,1905 O,S714 0,190) 0.3'176 O,J511t 2 5 13 0,5500 

1~ l 2 J 8 7 O,OllfO 0,09)2 0,1429 O,lato 0,.3Jll 0,3714 0,5346 u J 0 •0,8)71 

il!O 0 2 l 5 11 o.ooou 0,0952 0.1429 0,2181 o.~2.38 0,5667 0,4824 19 1 l •0,857l 

il!l 0 l 3 9 6 o,ouoo 0.1429 0 ot 42\J 0,4286 0,28H 0,3714 0,4463 21 0 0 •l,00\lU 

1.2 0 l 4 6 d O,UJOU 0,0476 0,1905 0,.)610 O,HlO 0,4810 0,4338 21 0 0 -1.0000 

,, 0 0 4 12 " o,uuvu 0,0000 0,2000 0,6000 0,2000 0,3800 O,JJll 10 7 3 •O,l)OQ 

,. 2 1 7 1 1 0 OoU'i)l 0,6095 0,0476 0,0476 0.0000 •0,3236 0,2599 15 4 2 •0,6190 

,, • " 4 7 2 O,lVO) O,lYOS 0,1905 0, JJl3 0,0952 •0,0524 0,57U u 3 3 •0,5714 

,o l 0 3 1 9 o,u~uo 0,0000 0,1500 0,3500 0,4500 0,5050 0,5258 5 y 6 o,osuu 



tit.AL TI'! M•:o'IJ4ER •ssES~MlNr. HUi◄ , • ALL srAH.S, GROuf' 0 TR[NO ~NALYSlS 

Jl,1l•1J 1140--lM[fH rRu1uE11C l[.) STATE PHOijA~lLlrllS MUVlHENT U[S.HOVEef"HlQ. OE. Se 
NUe IJS UMA "lUNE 114A lS us OHA ,WNE I14A IS AVE• s.o. OLCH NONE lNCR Avf • 

'I.( 1 2 l 6 8 OeU)UU 0.1000 o.osoo o.4000 0,4000 o.4•ou o.5490 14 5 l •0.6'.>QI) 

,, 0 0 2 14 ) 0,00\JU O,OUOO 0,1)952 0,66fl7 0,2381 0,4381 0,3258 1 l 19 0,8)71 

"'" l 0 l 9 11 o,04.>) 0,0000 o.u455 0.4091 o.sooo 0,5773 0.4990 0 2 20 0,9091 

J~ 0 1 0 10 11 o,uuuu 0.01155 0.0000 o.4)45 o.sooo o.6227 0,H65 0 l 21 o.\154!> 

Jl 0 0 2 11 8 o.uuuu o.uuoo o.o9'.>2 o.>236 0,3810 o.5381 o.H22 0 0 21 1.ooou 

u 0 0 j 10 9 o,uuuu 0.0000 o.il64 o.4'.>45 0,4091 o.545'.!> 0,lY0S 6 l 15 0,4091 

JJ 2 7 j 8 l OeUJ)l 0, Hll 0,1429 0,1610 OeOH6 •0,0333 0.4539 11 l 9 •o.09'>2 

J4 0 l 8 8 ., OeUIJUU o. 04'.>5 O.J6l6 0,3636 0.2273 0.3227 o. 3999 I 3 18 0.1,u 

J> I 10 8 2 1 O,UQ)', 0.11)45 0,J636 0.0909 0,0455 •0,1091 0,3579 l 4 14 o.s2Jct 

J~ !) 10 5 l l 0•"'-i./J 0.4:,45 0, 227 3 0.0455 0 • 04~'.> •o.304> 0.0743 10 9 l •o. llltll 

JI l 3 2 11) - 6 OeU<t:,', OelJ64 0.0909 0,454) 0,2727 0,322' 0,5169 6 l ll 0,318.t 

,IC, 0 l l l l ., o.uovu 0.1364 0,04!15 0 • '.>909 0.2211 n.3636 o,4006 8 7 6 •0,09~2 

J'I I) 2 .) 14 l OovUOU 000909 0 .t 364 o.6364 0.1364 o.looo o,3.144 1 2 19 0,8182 I-' 
00 

°' 4\,1 0 1 4 10 ' O,UUIJO 0,045~ O.t8U 0 • 45115 0.3182 O,U09 0,4108 l 2 19 0,8182 

41 0 1 ] 10 8 o.uuuo 0,04)~ 0.13b4 o. 4'.,4') o.3636 o.4864 o.4148 0 1 21 0,9~4:» 

.. i 0 1 j 12 6 o.uouu 0o014'J~ 0,1364 Oo )45'.> Oe2'27 o.422' o,3637 0 2 20 0,9091 

4J 0 1 l 16 4 o,oouu 0 ,04'.>~ 0,0455 o.121J Oel8t8 o.3864 o,.3195 l 2 19 0,8182 

44 0 0 4 11 6 o,uuou 0,0000 0 .t 905 0.)2.38 0,28H o,u2v o.3698 0 l 20 0,9524 

4> u 0 8 12 2 o,uooo 0,0000 o. j6J6 0,51155 0,0909 o.2s4, 0,2142 0 2 20 O,YOIH 

40 0 0 5 14 3 o,uoou 0.0000 0,l.273 o.6364 0ol 364 0,.327J 0,2942 0 2 20 0, 9091 

4/ 0 2 4 12 II O,UOvU 0.0909 0.1818 0 • )4 5!> 0.1818 O,lt82 0.3713 0 4 l8 o.ttui 

40 0 3 3 11 5 o,oovu 0.1164 0,1364 0, ::i000 0, 227 3 o.3364 o,4140 0 l 19 o.&o.36 

4'11 1 l 4 a 6 O• 04',) Oe1J64 0,1818 O,J6J6 0,2727 0,295) 0,5253 11 5 6 •0,2273 

)IJ 0 0 4 16 l o.uouu 0,0000 0 ol 905 o.7619 0,0476 0,2762 0,1998 0 0 21 l,OOOU 

)l 0 2 1 ll 6 0.0000 0,0909 0,1)455 0,5909 0,2727 o,422/ o.3942 2 10 10 0,J6J6 

)t 0 0 ] 16 3 o,uooo 0,0000 0,1364 o, 7273 0,1364 0,3545 0,2759 0 0 22 1.0000 



HlALTH MAHPJWEh A&SESSMlNT. RUN , • ALL SfAT[S, GHOuP 0 PROJECTION ANALYSIS 

Pt-<UJEC TI UN Lnw ESTIMATE Llt<ELY ESTIMATE HlliH ESTIMATE 
•iO • I~ 0 • ME A•~ s.o. 1'40. t~EAN s.u, NO. t-iEAN s.o. 

1 11 • 6,929 1,202 1 R • 91328 2,6d7 18, 11,278 4,tc,1 

~ 18, 'j.567 1 .1 '1'6 18, 6.861 1,C/64 i 8, ~.194 2.4;JO 

3 20. 26,ti~0 ,,7JO . rn. J8,150 6,8)0 ~o • 45,JSO 6,434 

q lO, 6,400 2,4~8 iO. 11.87~ 6,641 20. 17,.325 13,664 

~ 18, 5,739 1,77Y 18, /,369 4.480 1d. 9,639 8,767 

6 19. 6 • 2 37 1,2tll 19, 7ed42 1,089 19. 9.684 1.4'.il 

,1 19. 19, 19. 

82 17, 61 1~.,oo 23o,87Q 1 7, /13,235 335 • 642 16, 656,250 436,203 

1 . Respondents had difficulty with the basic unit of measurement (.06%) and hence the results 

are not useful. 

2. Some respondents pointed out that the ratio of "l per 700" refers to "total number of 

doctors" not just "general practitioners". 'lhose who based their response on the G.P. 

ratio (roughly 1 per 1400) and those who expressed their response as the inverse ratio 

(roughly .0014) were excluded from these analyses. About 14 respondents were involved 

out of about 160 who answered the question at all. 

~ 
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...... 
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