*
* 5 *

European

Commission
I

EU level Collaboration on Forecasting Health
Workforce Needs, Workforce Planning and Health
Workforce Trends — A Feasibility Study
REVISED FINAL REPORT

29 May 2012

Written by:

Matrix Insight

mAkro e

[ f' Lol ] “’ [

F gy ]




Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

The report has been funded by the European Commission under the Health
Programme 2008-2013. However, the views expressed in this document are
those of the authors and do not necessarily reflect the official position of the
European Commission. Neither the Commission nor any person acting on its

behalf can be held responsible for any use that may be made of the information
in this document.

Matrix Insight | 8 May 2012



Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

1.0 Introduction 8
1.1 Study Objectives 9
1.2 EU Joint Action on Health Workforce Planning 9
1.3  Structure of the Report 11

2.0 Background and Context 12
2.1 Shortage in Health Workforce 12
2.2 The Central Role of Health Workforce Planning 13
2.3 Existing Initiatives at the European and International Level 14
2.4 EU Financed Projects and Their Preliminary Results 19

3.0 Mapping Existing Data Collection Methodologies

(Deliverable 1) 25
3.1 Conceptual Overview 25
3.2 Baseline Analysis 30
3.3 Common Key Issues 49

4.0 Snapshot of Workforce Composition (Deliverable 3) 53

4.1 Health Care Expenditure 53
4.2 Overall healthcare sector workforce 55
4.3 Physicians 57
4.4  General Practitioners by Headcount 59
4.5 Medical Specialties by Headcount 61
4.6 Nurses 63
4.7  Dentists 65
4.8 Pharmacists 66
4.9 Caring Personnel 67
4.10 Students and Trainees for Health Professions 70
4.11 Possible Shortages in Health Workforce 82
5.0 Mobility Trends (Deliverable 4) 87
5.1 Conceptual Overview 87
5.2 Baseline Analysis 92
5.3 Common Key Issues 110

Matrix Insight | 8 May 2012



Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

6.0 Health Workforce Planning (Deliverable 2) 112
6.1 Conceptual Overview 112
6.2 Baseline Analysis 122
6.3 Extending the Scope of Modelling 134
6.4 Common Key Issues 136

7.0 The European Dimension of Health Workforce Planning

139
8.0  Scenarios for Collaboration under the EU Joint Action 141
8.1 Monitoring 143
8.2  Analysis 153
8.3 Strategy 160
8.4  Ensuring the Sustainability of the Scenarios for Collaboration 167
8.5  Health Workforce Forecasting at the European level 170

Matrix Insight | 8 May 2012



Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

Table 1 — Gap in Health WOrkforce SUPPIY ........eveiiiiiii e 13
Table 2 — Examples of Bilateral Agreements Across a Sample of Countries...........ccccceeeeeiinnns 18
Table 3 — StOCK and FIOW DALA ..........eeieiiiiiee et e e e 26
Table 4 — Overview of Potential Data Sources for Monitoring Health Workforce ...................... 28
Table 5 — International Stock DatabaSES ............eeeiiiiiiiiii e 30
Table 6 — Data ColleCtion INSHIULIONS..........cciiiiiiiie e 37
Table 7 — Data COVEIAQgE — SCOPE ..eviieiiiiiiiitiee i e e e iestteeee e e e e s ssste e e e e e e s s ssstraeeeeaeesassnntarereeeeesaansnes 39
Table 8 — National Data Type: Human ReSoUrces StOCK ........cccuvviveeeiiiiiiiieeeee e ciiieeeeee e 41
Table 9 — Overview of Registration PracCtiCe ............ccviiiiiiiiiiiiiiieiiiee e 42
Table 10 — Overview of License Renewal Arrangements in the EU ...........cccooveiiiiiiienns 44
Table 11 — Key Sources and Data TYpe Per COUNIIY ........ueeeiiurieeiiiiieeeiiieee e sieeee s sieee e sveeee e 45
Table 12 — National Data Type: Human Resource FIOW..........ccccccoviiiiiiiiiee i 48
Table 13 — Number of General Practitioner, 2009 ............cooiiiiiiiiiiieein e 59
Table 14 — Principal Medical Specialties within each Country ............ccccocieiiiiiiie e 62
Table 15 — OECD Definition of Caring Personnel ... 68
Table 16 — Duration of Education and Training for Selected Health Professions...................... 73
Table 17 — Number of Graduates in the Health Professions per 100,000 population (2009,

(U1 =SS = (=T ) SR 75
Table 18 — Information on health workforce shortages in selected Member States................... 83
TaADIE 19 — FIOW DALA .....eeeeieee ittt sne e e eenee s 88
Table 20 — Overview of Numbers of Health Workers entering the Professions, in a Sample of
@011 1 =SSP 93
Table 21 — Overview of numbers of health workers leaving the professions, in a sample of

[o0 10 11 =SSO PURR 94
Table 22 — Different Retirement Ages for Nurses across Seven Countries, 2010...................... 95
Table 23 — Official Retirement Ages (2010) and Average Effective Retirement Ages (2004-09)96
Table 24 — Mobility Issues across a Selection of European COUNLHes.........cceueeviiiiiiiieeeeeeeinnins 98
Table 25 — Percentage of Physicians Migrating to Another EU Country ............cccooccviiieeiaennn. 103
Table 26 — Preferred Destinations for Emigrating Health Professionals in the 2000s.............. 104
Table 27 — Common Countries of Origin for Immigrant Health Professionals..............c........... 107
Table 28 — Percentage of Foreign Trained or Foreign Born Nurses or Doctors, OECD........... 108
Table 29 — Factors that Differentiate Health Workforce Planning from General Manpower

[ F= T o T oo T TR 113
Table 30 — Institutions Responsible for Different Components of the Health Action Framework
................................................................................................................................................... 116
Table 31 — Approaches to Estimate Requirements for Human Resources for Health.............. 121
Table 32 — Methods to Estimate Requirements for Human Resources for Health (WHO, 2010)
................................................................................................................................................... 123
Table 33 — Primary Purpose of Workforce Planning ... 126
Table 34 — Workforce Planning Structure, Institutions and Mandate..............ccccccoviiiiiienneennn. 128
Table 35 — Model-based Workforce Planning across European COUNtrieS ............ccccvvvveeeeennn. 130
Table 36 — Key Dimensions of Health Workforce Planning ..........ccccceeevviiiiiieeie i 142
Table 37 — Key Challenges Of MONITOIING .......oovuviiiiiiiiieiiieeee et 143
Table 38 — Key Challenges in ANAIYSIS........cooiiiiiiiiiiiie et 153
Table 39 — Key Challenges in StrategiC Planning ..........coouiiiiiiiiiiiie e 160

Matrix Insight | 8 May 2012



Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

Figure 1 — Overview Of STUAY DESIGN......cciuiiiiiiiiiiee ittt e e e sbneeeeaaes 8
Figure 2 — Links between the Proposed Work Packages in the EU Joint Action................c....... 10
Figure 3 — The Role of WOrkforce Planning ... 14
Figure 4 — Existing European and International ACtIVItIES...........ccuveiiiiiiiiiiiiiii e 15
Figure 5 — Minimum Dataset for International FIOWS............ccoooiiiiiiiiiieeieeeee e 35
Figure 6 Health Expenditure as Percentage of GDP across European Countries ..................... 54

Figure 7 — Number of Health and Social Care Professionals per 1,000 population (2009)........ 56
Figure 8 — Physicians per 100,000 Population across European Countries, 2009 (unless stated)

..................................................................................................................................................... 58
Figure 9 — Number of GPs per 10,000 population, 2009 ..........cccueiiiiiieieiiiieee e 61
Figure 10 — Nurses per 100,000 population, 2009 (unless stated) ..........ccceeeeiiieieiiiieeeiniienen. 64
Figure 11 — Nurse-to-doctor Ratio, 2009 (unless stated)...........ccceveiieiieniiiieeiiieee e 65
Figure 12 — Dentists per 100,000 population, 2009 (unless stated) ...........cccceeviirereiiiieeeriineeens 66
Figure 13 — Pharmacists per 100,000 population, 2009 (unless stated) ...........ccccverivvereriinenen. 67
Figure 14 — Practising Caring Personnel per 1,000 population across European Countries, 2009
(0 LTSS r= LT ) TP PTTT PP 69
Figure 15 — Professionally Active Caring Personnel per 1,000 population across European
Countries, 2009 (UNIESS STAtEA) .......cuuviiiiiee e e s e e e s e e e e e e e s s st re e e e e e e s e annraneees 69
Figure 16 — Number of Graduate Doctors and Nurses per 100,000 population, 2009 (unless

L] €= L= | USSR 77
Figure 17 — Number of Graduate Midwives, Pharmacists and Dentists per 100,000 population,
2009 (UNIESS STATEA) ... uteeiee ittt st st e e e b e e s et e e e e areas 78
Figure 18 — Trend in Graduate Physicians per 100,000 population, EU average ...................... 79
Figure 19 — Overview Trend in Graduate Nurses per 100,000 population, EU average............. 80

Figure 20 — Overview Trend in Graduate Midwives per 100,000 population, EU average......... 80
Figure 21 — Overview Trend in Graduate Pharmacists per 100,000 population, EU average.... 81

Figure 22 — Overview Trend in Graduate Dentists per 100,000 population, EU average........... 81
Figure 23 — Different Directions of Professional Migration..............c..eeeeioiiiiiiiiiieie e 90
Figure 24 — Expatriation Rates for DOCtors and NUISES .......cccceoviiiiiiiiieieeiieiiiiieeeee e 102
Figure 25 — Determinants of Health Workforce Planning Systems........cccccoevcviieeeeeeeicccivnnnen. 115
Figure 26 — Human Resources for Health Action Framework ............ccccccoeviviiiiieece e, 116
Figure 27 — Link between Demand and Supply Projections ..........cccecueeeiiieieiniieee e 118
Figure 28 — Overview of Health Workforce Analysis AppProaches .........ccccoccvevevviieeeieniene e, 119
Figure 29 — Different Level of Cooperation on Health Workforce Planning ...........ccccoccceeennnen. 140
Figure 30 - Design of a forward looking health workforce planning model ............c.ccceeeninen. 171

Matrix Insight | 8 May 2012



Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

Matrix Insight | 8 May 2012



Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health
workforce trends

1.0 Introduction

This document contains the Final Report for the “Feasibility Study on Health
Workforce”. The study aimed to identify EU level actions that could support the
Member States in assessing, forecasting and planning their health workforce
needs. The terms of reference specify the following three principal research questions,
the answer to which will provide an evidence base to support the identification of
options for EU-level action:

1. Can robust and timely data to support workforce planning be obtained at EU level?

2. Can workforce planning and monitoring health workforce trends be made operational
across countries?

3. What would be the benefits and limits of EU collaboration on health workforce?

The figure below provides an overview of the study design.

Figure 1 — Overview of Study Design
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1.1  Study Objectives

The Feasibility Study on EU level collaboration on forecasting health workforce needs,
workforce planning and health workforce trends’ (henceforth the feasibility study) aims
to provide research support to the Member States, both in the preparatory and,
eventually, in the delivery phase of the EU Joint Action on Health Workforce Planning
and Forecasting (henceforth EU Joint Action) for the years 2013-2015 (further
described in Section 1.2).

The contractor (Matrix Insight Ltd) has been commissioned by the Executive Agency
for Health and Consumers (EAHC), through a Request for Specific Services'. The
content and scope of the feasibility study are defined by Tender Specifications. While
the contractor will respond to the research questions identified in the Tender
Specification, it will also aim to ensure that the feasibility study provides the necessary
research support to the EU Joint Action and the participating Member States. The EU
Joint Action participants are welcome to use the evidence provided in this feasibility
study to inform their work, as they see fit.

This final report aims to present the findings of all deliverables (1 to 5), as outlined in
the first interim report (deliverables 1 to 4) and in the second interim report (deliverable
5). The outputs of the previous deliverables and, in particular, the recommendations on
EU level collaboration have been discussed with the expert panel during a focus
discussion held on 23 January 2012. As a result of this discussion, some of the
aspects of the proposed scenarios for collaboration have been revised and developed
further. This final report also takes into consideration the comments provided by the
Commission during the draft final report review meeting, held in Brussels on 1 February
2012.

1.2 EU Joint Action on Health Workforce Planning

The 2012 Work Plan, serving as a financing decision, in the framework of the
second programme of Community action in the field of health (2008-2013)* has
defined the objectives of the EU Joint Action on Health Workforce Planning (henceforth
EU Joint Action), which include:

e Provide information and exchange best practices about planning methodologies
in use;

e Estimate future needs in terms of skills and competences of the health
workforce and their distribution;

e Advise on how workforce-planning capacities can be built up in Member States;

! EAHC/Health/2011/07 for the implementation of Framework Contract N EAHC/2010/Health/01 to Support the Health
Information Strategy (lot 1)

2 Commission Implementing Decision of 1 December 2011 on the adoption of the 2012 work plan, serving as a financing
decision, in the framework of the second programme of Community action in the field of health (2008-2013), the
selection, award and other criteria for financial contributions to the actions of this programme and on the EU payment to
the WHO Framework Convention on Tobacco Control (2001/C 358/06)
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e Develop EU guidance on how donor and receiving countries can cooperate in
order to find a mutually beneficial solution in terms of training capacities and
circular mobility (2014-2015);

e Provide information on mobility trends of health professionals in Member States
(2013-2015).

The Commission organised two preparatory meetings with the Member States in June
and September 2011 in order to launch the preparatory work for the EU Joint Action.
As part of this preparatory process, a discussion document was drafted outlining the
main objectives and work packages to be proposed in the EU Joint Action. The
document proposes 7 work packages, including 3 horizontal streams (coordination,
evaluation and dissemination) and 4 substantive vertical streams.

The figure below shows how the proposed work packages cover all three levels of
workforce planning, from collecting information and data to generating knowledge for
informed policy decisions to feeding into strategic choices over longer term direction of
the workforce planning system. This feasibility study aims to provide research support
to the Member States, both in the preparatory and, eventually, in the delivery phase of
the EU Joint Action on Health Workforce Planning and Forecasting for the years 2013-
2015.

Figure 2 — Links between the Proposed Work Packages in the EU Joint Action
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workforce

1.3

trends

Structure of the Report

The remainder of the report is structured as follows:

Section 2 outlines our understanding of the background and the policy context
to this assignment;

Section 3 presents the mapping of existing data collection methodologies
(Deliverable 1);

Section 4 provides a snapshot of the workforce composition across the EU
(Deliverable 3);

Section 5 looks at trends in mobility of health workforce, both from a
professional and a geographical perspective (Deliverable 4);

Section 6 provides an overview of health workforce planning institutions and
structures (Deliverable 2); and

Section 7 and 8 discuss the European dimension of health workforce planning,
and outline different scenarios for collaboration among European countries on
health workforce planning (Deliverable 5).

The methodological approach to the feasibility study, the country profiles, used to

collect
studies

information on the existing situation in European countries, and the case
, used to collect stakeholders’ opinions on EU level collaboration, are provided

in a separate document called ‘Appendices’.
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2.0 Background and Context

Health care systems across Europe are faced with major challenges. The needs for
health services are evolving, as demographic (age and sex structure), epidemiologic, cultural
and social profiles of the population change. The demand for services is also varying under
the pressure of factors such as changing users’ expectations, migration of populations,
technological innovations and organizational innovations aiming to improve the performance
of health care systems (Dussault et al, 2010).

Changes in the demand for health care are accentuating the need for a flexible and
responsive health workforce. Human resources for health are also evolving: socio-
demographic changes (e.g. ageing), the feminization of certain occupations and different
expectations in terms of quality of life have an impact on labour market participation and on
productivity (Dussault et al, 2010). In addition, recruitment in the health sector faces severe
competition from other sectors and from other countries, following the process of integration
of EU countries and the removal of many barriers to professional mobility (Rechel B. et al,
2006).

These challenges have been deepened by the financial pressures faced by health
systems across the world. The financial crisis of 2008/2009 and the subsequent fiscal
austerity policies introduced by many governments have created concerns that public health
and health systems will be adversely affected.® Thus, policy makers are increasingly
concerned about the sustainability of their systems. In particular, health ministers seek
evidence that can inform decision-making and negotiations at the highest political levels
about how to maximise health system efficiency during a period of budget constraint.

Policy makers should be increasingly aware of the need to assess and adjust the
supply of health workers. Taking into consideration the challenges described above, there
are reasons to believe that the future supply of health workforce might not be sufficient to
meet the demand for healthcare. Moreover, the skill mix of health workforce might not be
adequate to tackle some of the key challenges and key changes in demand for health care.

2.1  Shortage in Health Workforce

Health care is labour intensive. Approximately 10 per cent of the active EU workforce is
engaged in the health sector in its widest sense, including physicians, nurses,
pharmacists, administrative and supportive staff, researchers, teachers and trainees
(Sermeus, W and Bruyneel, L., 2010). Moreover, approximately 70 per cent of the
healthcare budgets are allocated to salaries and other charges related directly to
employment of the health workforce (Dubois et al, 2006). Nonetheless, it appears that,
taking into consideration some of the challenges described above, future supply of health
workforce will not be sufficient to meet the future demand for healthcare.

The European Commission estimates the gap in supply of human resources in health by
2020 to be approximately 1,000,000 health professionals®, including physicians, dentists,

® http://www.euro.who.int/en/who-we-are/partners/observatory/activities/research-studies-and-projects/the-impact-of-financial-
crisis-on-health-systems-in-europe
* Commission internal estimates
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pharmacists, physiotherapists and nurses. Ultimately, such a shortage would mean that
almost 15% of demand for healthcare across the EU will not be covered by the
available workforce. Table 1 below presents one of the future scenarios developed
internally by the European Commission.

Forecasting possible future shortages in the health sector is extremely challenging
even at the national level: multiple aspects and scenarios have to be taken into
consideration and comprehensive and comparable data are required. Developing such
estimates at the European level is even more challenging, due to the limited data availability
and due to the different national contexts. On multiple occasions, stakeholders have raised
doubts about the robustness of this estimate and the methodology used to calculate it.
Further research should be carried out, possibly as part of the EU Joint Action, in order to
obtain more robust estimates at the EU level on possible future shortages of health
workforce (see Section 7.5).

Table 1 - Gap in Health Workforce Supply

Health Professionals or Other Health Estimated Shortages @ Estimated Percentage
IGIES by 2020 of Care not Covered
Physicians 230,000 13.5%
Dentists, Pharmacists and Physiotherapists 150,000 13.5%
Nurses 590,000 14.0%
Total 970,000 13.8%

SOURCE: European Commission, Internal estimates

Shortages in the health workforce might be influenced and exacerbated by the
ongoing process of integration of EU countries and the removal of many barriers to
professional mobility. This poses a direct challenge to the maintenance of an adequate
health workforce because of the real potential to deprive some regions and countries of key
staff that can be attracted elsewhere by better paid jobs and enhanced working conditions
(Rechel B. et al, 2006).

2.2  The Central Role of Health Workforce Planning

Given the aforementioned challenges, human resource planning in the health sector
emerges as a key tool. However, health workforce planners have to overcome a humber of
fundamental obstacles, in order to introduce effective planning.

A set of strategic issues need to be tackled to ensure that optimal use is made of the
information available to health workforce planners. These include for instance:

- Availability of the required capacity and skills within institutions or departments in
charge of workforce planning;

- Aninstitutional set-up that is conducive to joined-up and sustainable planning across
government departments;

- Exchange with other countries that are facing similar challenges or addressing cross-
border workforce issues (e.g. mobility).

Matrix Insight | 8 May 2012
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These strategic issues might be exacerbated by recent governments’ spending cuts. In
addition, at the most basic level, methodological challenges include (Sermeus, W and
Bruyneel, L., 2010):

- Lack of sound and up-to-date and accessible data;
- Uncertainty surrounding definitions of health professions;
- Uncertainty surrounding health labour market indicators terminology; and

- Lack of comprehensive integrated approaches towards health workforce planning.

The figure below provides an overview of how some of these challenges affect workforce planning at
different levels.

Figure 3 - The Role of Workforce Planning
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2.3  Existing Initiatives at the European and International Level

In response to these concerns the European Commission and other international institutions,
including primarily the OECD and WHO, have launched various initiatives and activities.
These initiatives target one or more of the key dimensions of workforce planning (i.e.
monitoring, analysis and strategic planning) and can represent the joint effort of many
international organisations (e.g. Joint Questionnaire). The figure below provides an overview
of the key initiatives in the field of health workforce planning introduced at the European and
international level.
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Figure 4 — Existing European and International Activities
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The next sections describe the EU and the international policy context. Specific European
and international initiatives are then described in the respective sections.

2.3.1 EU Policy Context

In December 2008, the European Commission published the “Green Paper on the
European Workforce for Health” in order to increase the visibility of common challenges
surrounding the European health workforce (European Commission, 2008). The Green
Paper identified demographic changes (including the ageing of the health workforce) as key
challenges to the management of human resources for health across Europe.

To meet these and other challenges, the focus areas in the Green Paper included:
e coordination of training and education;
¢ improvement of workforce data collection;
o facilitation of health worker mobility within the EU, and,

e extra community recruitment, which prevents "brain drain”, by instead promoting
circular migration®.

In 2009 a consultation round was initiated to gather views from stakeholders on the issues
raised in the Green Paper. The 197 respondents included patients and consumers, trade
unions and employers, national competent authorities, health professionals and healthcare
managers. A strong majority of stakeholders recognised that the health workforce ‘crisis’

® The IOM World Migration Report (2008:302) defines circular migration as “the fluid movement of people between countries,
including temporary or long-term movement which may be beneficial to all involved, if occurring voluntarily and linked to the
labour needs of countries of origin and destination"
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has a European dimension. Most also agreed that EU action would add value to the work
being done by Member States.

Moreover, the results of the consultation reflected a recognition that action needs to be
cross-cutting, taking into account the development of human resources, education
and training strategies, EU employment, social affairs, the internal market and
cohesion policies. Policy initiatives should be aligned at the European and the national
level (e.g. Social Agenda, Qualifications Directive, Working Time Directive, Roadmap for
equality between women and men).°®

In November 2010, the European Commission communication on ‘An Agenda for new skills
and jobs: A European contribution towards full employment” announced the intent to
develop, in cooperation with Member States, an action plan to address the gap in the
supply of health workers. It also suggested that the action plan should be accompanied by a
Joint Action under the Health Programme® on forecasting health workforce needs and
workforce planning.

On 7 December 2010, the Council issued a statement inviting the European
Commission to include an EU Joint Action in the 2011 work plan of its Second
Programme of Community Action in the Field of Health 2008-2013°. This EU Joint Action
would provide “a platform for cooperation between Member States on forecasting health
workforce needs and health workforce planning in close cooperation with Eurostat, OECD
and WHO"°. More details on the EU Joint Action on Health Workforce Planning and
Forecasting (EU Joint Action), which this feasibility study aims to support, are provided in
Section 1.2.

In line with discussion and initiatives at the European level, on 21 May 2010, the 63rd World
Health Assembly adopted the WHO Global Code of Practice on the International
Recruitment of Health Personnel™. The objective of the WHO Global Code of Practice is
to address the challenge of increasing health worker migration. In this sense, the WHO
Global Code of Practice:

e establishes principles and represents a point of reference for a legal framework for
the ethical international recruitment of health personnel;

e provides guidance on bilateral and international legal instruments; and

e promotes international discussion and cooperation regarding ethical international
recruitment with a focus on strengthening health systems in developing
countries against the threat of a ‘brain drain’ from those countries.

® For instance, the ongoing revision and modernisation of the EU Working Time Directive (2003/88/EC) and the Directive on the
recognition of professional qualifications (2005/35/EC) concern important components in the facilitation of intra-community
mobility of health worker. The Migration Package adopted 24 May 2011 is also related as it responds to the issue of inward
migration raised in the 2008 Green Paper.

"COM (2010), 0682 final of 23 November 2010, available at: http://eur-
lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2010:0682:FIN:EN:PDF

8 0J L301/3, Decision 1350/2007/EC of 23 October 2007 establishing a second programme of Community action in the field of
health

® Decision 1350/2007/EC Establishing a second programme of Community action in the field of health (2008-13)

% Council of the European Union (2010), Conclusions on investing in Europe's health workforce of tomorrow: Scope for
innovation and collaboration, 7 December 2010, available at
http://www.consilium.europa.eu/uedocs/cms_Data/docs/pressdata/en/lsa/118280.pdf

1 WHO (2010) WHO Global Code of Practice on the International Recruitment of Health Personnel
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In order to achieve this, the Code recognises the importance of effective gathering of
national and international data and of health workforce policies and planning. For purposes
of international communication, each Member State should, as appropriate, designate a
national authority responsible for the exchange of information regarding health personnel
migration and the implementation of the Code. This national authority should be responsible
for the drafting of a data report, which provides updates on data collection every three years.

In addition, it recommends international organizations and other relevant institutions to
provide technical and financial support to strengthen health systems in developing countries
and to make international health migration sustainable.” Bilateral agreements across
countries could be conducive to the provision of this type of support.

On a regional scale, the South-eastern Europe Health Network could also be involved in
collaboration on health workforce planning, especially considering significant migratory flows
from non-EU countries.” The Network, which was setup by WHO, involves both EU and
non-EU countries in the South-eastern Europe region™. It currently carries out projects via
health development centres in each country. One of its objectives is to empower health
professionals to ensure a sustainable long-term improvement in public health and to
strengthen regional collaboration on planning for emerging priorities.*

Some Member States already cooperate on a bilateral or regional level to ensure the
sustainability of migration and to support circular migration. There are many cross-
border frameworks for steering and managing health workforce mobility but uptake varies
widely within and between countries. In this sense, it is possible to identify four broad types
of bilateral agreements (Prometheus, 2011: 58):

a) Agreements that aim to limit or exclude recruitment from countries with
workforce shortages. For instance, in 2001, the United Kingdom introduced a code
of conduct for international recruitment, aiming to prevent recruitment from countries
with workforce shortages.

b) Agreements that aim to facilitate health professional mobility by establishing
systems for mutual recognition of diplomas. For instance, France signed with a
group of African countries (Morocco, Tunisia, Central African Republic, Chad, the
Congo, Gabon, Mali and Togo) an agreement under which medical doctors from
those countries are allowed to practice in France if they have certain medical
degrees (Prometheus, 2011: 58).

c) Agreements that aim to foster international recruitment. For instance, Germany
has signed bilateral agreements with Eastern European countries to organise the
recruitment of foreign nursing aids.

2 WHO (2010) WHO Global Code of Practice on the International Recruitment of Health Personnel

3 Interview with stakeholders in Romania

4 Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Montenegro, the Republic of Moldova, Romania, Serbia and the former
Yugoslav Republic of Macedonia

'3 http://www.euro.who.int/ _data/assets/pdf file/0005/108662/SEE_present COE-WHO.pdf
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d) Informal bilateral agreements between professional bodies, like the ones signed
by associations in Tyrol in Austria and South Tyrol in Italy and those signed by
associations in Finland and Estonia.

The table below presents more information on some of the bilateral agreement among
European countries or between European countries and third countries.

Table 2 — Examples of Bilateral Agreements Across a Sample of Countries

Countries Involved Details

Bulgaria, Hungary  and | Hospitals that are located near borders communicate their
Romania needs and stocks of workforce to neighbouring institutions so
that they can be taken into consideration when addressing
shortages or excess supply of human resources for health.
Many Bulgarian doctors (for example anaesthetists) commute to
Romania (which is facing local shortages in workforce) for 24-
hour shifts.'® The cooperation between Romania and Hungary is
more extensive, as not only doctors and nurses work on both
sides of the border, but also patients can be moved from one
country to the other. This cooperation is part of the EU-funded
Cooperation Programme Hungary-Romania 2007-2013."

France and African countries | France has a number of bilateral agreements with African
countries, including Morocco, Tunisia, Central African Republic,
Chad, the Congo, Gabon, Mali and Togo. Under these
agreements, medical doctors from the countries listed can
practice in France if they have a French medical degree or one
titte mentioned in Article L431-1 of the Code de la santé

publique.
France, Switzerland and | A convention médicale transfrontaliére enables medical doctors
Monaco who work next to the French border to practise on the other side

of the border under specific conditions included in the contract.
Two agreements have been signed — with Monaco and
Switzerland (Prometheus, 2011: 200)

UK — China Only UK employers and recruiting agencies who have signed
the agreement can recruit through the Chinese recruitment
agencies listed by the Chinese Ministry of Commerce. Hence,
the bilateral agreement allows recruitment from China only if it
takes place under these circumstances. It also forbids the
recruitment of health workers from rural areas. The agreement
was launched in March 2006.

UK — India Only individual nurses that are not from the Indian states of
Andhra Pradesh, Madhya Pradesh, Orissa and West Bengal are
allowed to work in England.

Spain — Philippines Signed in June 2006, it allows entry of up to 100,000 Filipino
health workers into Spain where they are afforded the same

'8 A report on the cooperation between Romania and Bulgaria will be published soon by the EU Observatory on Health
Systems and Policies.

'7 Teleradiologia transfrontaliera in judetele Csongrad-Arad HURO/0802/013. Project implemented under Cooperation
Programme Hungary-Romania 2007-2013.
http://scjarad.ro/index.php?option=com_content&task=blogcategory&id=18&Itemid=139
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Countries Involved Details

protections as Spanish workers.

Denmark — India Facilitates labour movement of highly skilled workers and
ensures their social protection and welfare. Specifically calls for
cooperation between training facilities in both countries for
mutual benefit.

Germany and Eastern | In 2005, Germany has signed bilateral agreements with Croatia,

European countries Ukraine, Poland, Slovenia, Czech Republic, Slovakia, Bulgaria
and Romania to organise the recruitment of foreign nursing
aids.

Source: Dhillon et al (2010: 19)

Stakeholders nevertheless recognise that more can be done to expand such
agreements and ensure the sustainability of health workforce migration. For instance,
stakeholders in Romania argue in favour of a bilateral agreement to regulate the migration of
Romanian physicians to France and to ensure their return on a rotation basis. Similarly,
stakeholders in Finland have suggested that an agreement between Finland and Estonia
should be reached in order to at least exchange data on health workers migrating between
the two countries.

2.4  EU Financed Projects and Their Preliminary Results

Various research and innovation projects exploring trends in demand and supply of health workforce
and proposing new forecasting models have been financed through Framework Research
Programmes by the European Commission (FP7). The outcomes of these projects, launched in the
period 2008 — 2009 and now coming to a conclusion, should support the work of the EU Joint Action.
Below we describe three main FP7 projects and their preliminary results.

2.4.1 Nurse Forecasting in Europe (RN4Cast)

Nurse forecasting in Europe (RN4Cast) is a three year project (2009 — 2011) with the main aim of
expanding and refining typical forecasting models with factors that take into account how features of
work environments and qualifications of the nurse workforce impact on nurse retention, burnout
among nurses and patient outcomes. The objective of the RN4ACAST project is to identify innovative
forecasting methods, which address not only volumes, but quality of nursing staff as well as quality of
patient care.

The main rationale for the study is the worldwide numeric, skill and geographic imbalances in
healthcare and nursing workforce. This workforce crisis is likely to increasingly affect quality and
safety of healthcare and health system performance. The project focused specifically on nursing
workforce planning and forecasting efforts, which proved to have a poor record of accurately
predicting future nursing workforce needs and of informing policy interventions that avoid cyclical
shortages. In addition, current forecasting models do not take into account the dynamics between
nurse-to-patient ratios, skill mix, nurse education level, and nursing work environment on one hand
and nurse wellbeing and patient outcomes on the other hand.

The RN4Cast-study is one of the largest workforce studies ever conducted in Europe and is
expected to make a significant scientific contribution by shifting the main focus of nursing workforce
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planning from simple analysis of labour demand and supply to impact on patient safety and quality
(Sermeus, 2011).

Its multi-country, multi-level, cross-sector design is aimed at obtaining important unmeasured factors
in forecasting models, collected at the hospital, nursing unit, and individual nurse and patient level.
This is supported by surveys involving nurses, patients and hospitals and analysing data on hospital’s
discharge. The sample of the study included 12 countries in Europe®®, 9 sites in China'®, 6 provinces
in South Africa?® and 4 states in the USA?, for a total of 1,344 hospitals and 75,841 nurses involved.

Through this design, the project team was able to collect and analyse:
e reliable data on patient-to-nurses ratios;
e key statistics on nurses education and skills; and

e key information on perceived hospitals working environments and quality of care.

Relationships and correlations between these different statistics suggest that:
a) Hospital safety grade is higher in hospitals with better work environments;
b) Hospital nurse burnout is lower in hospitals with better work environments;
¢) Nurses and patients agree on hospitals quality of care;

d) Nurses burnout bear effects on patients’ outcomes and hospital mortality.

These key findings aim to represent the necessary scientific basis to underpin informed policy
decisions on health systems and more effective and efficient strategies of nursing workforce planning
(Sermeus, 2011). The coordination of the RN4Cast project will submit a final report to the
Commission before spring 2012. The final report will aim in particular to highlight that health workforce
planning should focus more extensively on forecasting future health needs and it should factor in an
analysis of the work environment and its impact on the retention of personnel.”?

The work environment is in fact a crucial factor that influences the supply of human resources for
health, their mobility, their performance and, ultimately, health outputs. For instance, according to the
RB4Cast research, poor working conditions and poor work environment might push personnel to
migrate. Hence, migration might be a symptom of poor work environment; thus, improving the work
environment might help controlling migration flows.*®

2.4.2 Mobility of Health Professional (MoHProf)

Launched in 2008, the general objective of the project Mobility of Health Professionals (MoHProf)
is to research current trends in the mobility of health professionals to, from and within the EU. The
objectives of the MoHProf study were three-fold:

e Analyse current trends of mobility of health professionals to, from and within the EU, including
return and circular migration;

'8 Belgium, Finland, Germany, Greece, Ireland, Netherlands, Poland, Sweden, Norway, Spain, Switzerland, UK
19°6 provinces, 2 municipalities, 1 autonomous region

% Gauteng, North-West, Free State, KwaZulu-Natal, Eastern Cape, Western Cape

%! pennsylvania, California, New Jersey, Florida

%2 Information collected through interviews with RN4Cast coordinator

2 |nformation collected through interviews with RN4Cast coordinator
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e Evaluate existing policies to address health workforce migration; and

e Develop recommendations on human resource policies in EU and third countries.

The study has analysed the current situation of and trends and developments in international
migration of health workers in 25 countries around the world, with a focus on migration within, to
and from the EU. The project looks at migration flows as well as ‘push and pull’ factors, to determine
the scope, mechanisms, impact and interactions of different types of migration on national health
systems, the global situation and the individual migrants.

The involvement of key stakeholders representing relevant organisations and sectors in

national health systems has enabled the collection of data and statistics and also the generation of

new, qualitative data. Consultation with policy makers has also represented a key component of the
. 24

project.

The outputs of the MoHProf study include:
e 25 national research reports including qualitative and quantitative findings;

e 25 national profiles on migration of health professionals;

e A book summarising key outcomes, national profiles and research findings, conclusions and
recommendations at national and EU/international level; and

e Draft conclusions and recommendations at 3 levels, country, EU and global.

The conclusions and recommendations of MoHProf are particularly relevant for the EU Joint
Action and any future EU level cooperation scenario. Key recommendations for EU level action
are currently undergoing a round of discussion and feedbacks, thus they are still preliminary. The
following draft recommendations (MoHProf, 2011) have been taken into consideration when
identifying possible scenarios for collaboration as part of this feasibility study.

a) Monitoring: in order to respond to the urgent need to improve the monitoring of stock and
flows of human resources for health, a permanent ‘umbrella’ for data sharing should be
developed under EU leadership. This ‘umbrella’ should rely on links to national contact points
with clear terms of reference and responsibilities regarding data collection and information
sharing. EU-wide information and data collection mechanisms should focus on:

e Developing common key indicators and comparable definitions;

e Collecting, analysing and reporting clear data on stock, flows, internal flows and
different types of mobility;

¢ Collecting, analysing and reporting information on education and training capacity;
e Facilitating data and information exchanges with countries outside the EU,;

e Publishing and disseminating good practices on health workforce planning
methodologies; and

e Analysing the effectiveness of specific workforce management strategies.

b) Strategic Planning:

% See http://www.mohprof.eu/LIVE/about.html
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e Member States as well as third countries should be encouraged to articulate policy
targets for the self-sufficiency of their health workforce. In this sense, countries
that still rely on foreign trained health workers should strictly implement principles of
ethical recruitment identified in the WHO Global Code of Practice. They should also
apply appropriate strategies to integrate foreign trained health workers; such
strategies could include the development of an EU-wide portal, fed by national data
collection institutions, for comparing non-EU qualifications and for enabling registrar
to verify foreign qualifications.

e Member States should be encouraged to adjust education and training to the
current and forthcoming healthcare labour market needs. For this reason, a
strategic rethinking of the health systems and of education and training for human
resources for health might be needed.

2.4.3 Health Prometheus

The Health Professional Mobility in the European Union Study, led by the European Health
Management Association (EHMA) and the European Observatory on Health Systems and Policies,
aims at understanding health professional mobility in terms of its scale, relevance and directions, the
reasons behind it, its possible implications, and the tools most adequate to respond to it.*® The
expected results of Prometheus are the promotion of networks of researchers, the proliferation of
excellence through the exchange of good practices, as well as the support of stronger policy making
and policy responses to professional mobility.?

The study, launched in 2009 for a 3 year period, covers all Member States as well as selected
neighbourhood countries and will use scientific evidence to support policy-relevant recommendations.
The study design involves:

e Gathering data on the scale of mobility and mapping gaps through an extensive network of
country informants (32 countries in the wider European region, plus selected OECD
countries);

e Carrying out 17 country case studies to provide a more detailed picture of the impact of
mobility on health systems; and

e Understanding individuals’ motivation for mobility through focus groups and individual
interviews across 3 countries, involving more than 150 individuals.

The first volume of HEALTH Prometheus entitled “Health professional mobility and health systems —
Evidence from 17 European countries” was published at the end of 2011. This book provides a
comprehensive analysis of mobility patterns, the impacts of migration on health systems and its
relevance for policy-making and policy responses across Europe. Future work within the project will
build on the milestones achieved so far and will include a focus on effective policy responses at
international, national and managerial level. Actionable recommendations and future scenarios
for collaboration will be presented in a second volume, due to be published before summer
2012.

Some of the conclusions reached by Prometheus and presented in the first volume are summarised
below (Prometheus, 2011).

% See http://www.euro.who.int/en/home/projects/observatory/activities/research-studies-and-projects/Prometheus
% See http://www.ehma.org/index.php?g=node/46
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e The magnitude of mobility is significant but diverse;

o The effects of EU enlargement on health workforce mobility are less than expected;

e Mobility flows outline clear East-West asymmetries that have been worsening in the recent
past;

e Income is the most cited factor in deciding whether or not to migrate and it influences leavers,
returnees and those who remain.

e Mobility contributes to shortages concerning the size, skill-mix and geographical distribution
of the health workforce in source countries. Thus, it has a subtle but significant impact on the
performance of the health system;

e Data on mobility are still limited and decision-makers do not know exactly who enters and
leaves their system; therefore, it is difficult to assess the implications of mobility on health
workforce and on the health system performance more in general.

On this basis, policy implications and recommendations are presented in the first volume of Health
Prometheus (Prometheus, 2011). When it comes to data, intelligence and evidence on health
workforce mobility, three main policy implications should be looked at:

a) There is a clear need for better data to improve the measurement of mobility; in this
sense, four possible options should be looked at:

e Conducting specific surveys;
e Collecting personalised data on mobile health professionals;
e Tracing health professionals in destination country registries; or

e Collaborating between registries across Europe, formulating joint mechanisms to
relay relevant data to sending countries.

b) Information on mobility needs to be contextualised with data on the general workforce
stock. Joint measures and collaboration between the European Commission and Member
States should support the sharing of intelligence on workforce policies and the training
pipelines.

c) There is a need for investment in research to evaluate workforce strategies and measure
their effectiveness. Evaluation studies can help to identify which workforce measures or
bundle of measures are most appropriate.

The study has also identified policy implications in terms of strategic planning and health workforce
strategies. In particular:

a) There is a need to improve health workforce planning in many countries. In this sense,
international collaboration should focus on:

e Improving the understanding of health workforce needs and identifying relevant
models for workforce needs assessment;

e Ensuring that mobility data are considered in the forecasting of health workforce
needs and health workforce trends; and

e Considering the development of a common European workforce planning framework
to facilitate the exchange of data sources and forecasting methodologies, reduce
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uncertainties and provide transparency supply and skill mix of the European health
workforce.

b) There is a need to improve national workforce strategies in order to strengthen retention,
raise domestic supply of health workers and optimise skills and their use.
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3.0 Mapping Existing Data Collection Methodologies
(Deliverable 1)

This section provides an overview of health workforce data collection methodologies,
relevant for Deliverable 1 of the project. In terms of the different joint action work
packages and in terms of the different levels at which the joint action can take place, this
part of the baseline refers primarily to the collection and provision of information, helping to
answer the first set of research questions:

¢ \What data do we have about the current and future health workforce?

¢ What data do we need about the current and future health workforce?

After providing a brief conceptual overview of which data support effective workforce
planning, we explore the framework for data collection activities at the international and
national level. We then outline some of the data gaps, both at the international and national
level, and the obstacles to effective data collection. Finally, we explore some of the
strategies in place to address these obstacles and other opportunities for collaboration.

3.1 Conceptual Overview

Health workforce planning is concerned with ensuring that the right number and type
of health human resources are available to deliver the right services to the right
people at the right time (Birch et al, 2009). In order to be able to deliver against this
purpose, one of the key requirements for human resource planning in the health sector are
accurate and comprehensive information systems on the actual number of health care
workers and their distribution in the health system (Rechel B. et al, 2006). The European
Commission (2008) has stressed that Europe-wide data and information is important for
provision and planning of healthcare services across Europe, especially considering the
potential impact the shortages in one part of Europe might have elsewhere (European
Commission, 2008).

Numerous countries have raised concerns regarding data availability on human resources
for health and have argued that the lack of data represents one of the main obstacles to
effective health workforce planning. While data availability can clearly be considered an
issue, it is also important to stress that it might reflect the limited allocation of financial and
technical resources to health workforce planning. Data availability will continue to be scarce
unless governments recognise this and allocate resources to health workforce planning.
Hence, there should be a sense of purpose on the basis of which national government
recognise the importance of health workforce planning to ensure the affordability and
sustainability of their health systems.

Limited investments also explain the absence of an agreement at the international level
on minimum data requirements for health workforce planning. The key dimensions of
data collection methodologies that need to be considered in such a minimum dataset are:

e The type of data that should be collected;
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e The level of granularity of data collection®’; and

e The availability of information, gaps and resource requirements to fill these gaps.

Data Type

As a first set of principles, data collection and analysis processes need to focus on a limited
and essential number of indicators that are comparable and measurable regularly
using standard data sources (Rigoli et at, 2009). The indicators retained should be
characterized by “SMART” properties: specific (measures exactly the result); measurable (so
that the result can be tracked); attainable (so that the result can be compared against a
realistic target); relevant (to the intended result); and time bound (indicates a specific time
period).

At the most basic level, there is a need to collect information and data on both stock and flow
of human resources for health. Thus, local, regional and national authorities should collect,
analyse and report data on:

a. Human Resources Stock: the number and characteristics of people employed in
the health sector;

b. Human Resources Flow: the movements inside and outside the health workforce
and across countries.

The table below reports some of the indicators that should be explored as part of health
workforce data collection.

Table 3 - Stock and Flow Data

Human Resources Stock Human Resources Flow

Workforce Flow

e Entering the workforce (from education
Density (Number of professionals per population) and training, other countries, other
Headcount sectors etc)
Age profile e Leaving the workforce (retirement or
Gender other reasons)
Geographic distribution
Distribution across sectors (public/private) Geographical Flow
Distribution across sectors (healthcare/social e Within countries (across regions;
care) urban/rural areas)

e Across European countries

e From and to non-European countries

Data Scope

Data to support health workforce planning can be collected, reported and analysed at
the local, regional, national and international level. The level of detail and granularity of
the data varies at different levels. Data collection at the local level might be able to capture
specific characteristics of individual professionals. As data are aggregate at the regional,

%" In this context, granularity refers to the extent to which data are broken down into small and more specific observations. For
instance, data can be broken down into national, regional or local level. The more detail the data, the higher the degree of
granularity.
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national and international level, some level of specificity might be lost. This is particularly the
case at the international level, where different categories of data, collected through different
sources, might have to be aggregated in order to facilitate comparison. Specificity loss might
lead to data inaccuracy and incompleteness.?® Only the introduction of a harmonised
minimum data set could prevent the loss of accuracy, as the same data would be collected
at different levels across countries.

There is no standard practice at the national or international level on which
professions are included in the data collection exercise. Countries tailor the scope of
workforce planning, and consequently of data collection methodologies, to their specific
needs and approaches. Various permutations and combinations of what constitutes the
health workforce potentially exist, depending on a given country’s situation and means of
monitoring (Rigoli et al, 2009). Therefore, some professions might be excluded while others
are included. This is also influenced by differences in health professional qualifications and
definitions across the world.

International institutions such as the WHO, ILO, OECD and Eurostat have worked
together to develop definitions for different professions in the health sector. These
definitions try to be sufficiently precise in order to allow data comparison across countries,
while at the same time capturing differences across systems. Following these definitions, a
few broad categories that are generally covered in the data collection across countries,
including:

e Physicians

e Nurses

o Midwives

e Caring Personnel

o Dentists

o Pharmacists

e Physiotherapists

e Graduates (in the health professions)

Within these broad categories, health professionals are grouped according to their
status. The joint data collection exercise carried out by Eurostat, OECD and WHO is
structured around three groups, which are not mutually exclusive:

1. Practicing Professionals, which usually includes all practicing professionals that
provide a service directly to the public;

2. Professionally Active, which includes practicing professionals and professionals for
whom their education is a prerequisite for the execution of the job (e.g. physicians
working in administration or management positions, requiring a medical education);

3. Licensed to Practice, which includes practicing and other (non-practicing)
professionals who are registered and entitled to practice as health care
professionals.

% However, it is also important to bear in mind that the purpose of data collection differs across levels, ultimately leading to
different focuses and different levels of details. At the local, regional and national level, data collection is generally instrumental
to health human resource monitoring and planning; at the international level data is generally used for benchmarking and
planning.
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As mentioned previously, the level of detail and the granularity of the data collection tend to
be higher at the local, regional and national level, compared to the data collected, analysed
and reported by international institutions. Therefore, data collected at the national, regional
or local level might distinguish more specific categories within each profession. For instance,
in the case of physicians, it would be possible to distinguish between general practice,
general paediatrics, obstetrics and gynaecology, psychiatry, etc. The number of categories
for which data are collected can vary substantially across countries.

In addition, the definitions and the grouping criteria according to which professionals
are allocated in the professional categories and sub-categories might differ across
countries. In other words, the criteria according to which professionals are included or
excluded from one category or role for data collection purposes might differ. For this reason,
ultimately, the comparability of different data collection methodology can be limited.

Data Sources

Despite a prevailing view that statistics on the health workforce are scarce, a wide variety of
sources that can potentially produce relevant information do exist (Rigoli et al, 2009). Each
of these sources has strengths and limitations to be taken into account. However, effective
and careful combination of different tools and sources can result in useful and rich

information for the monitoring and planning of the health workforce.

Table 4 — Overview of Potential Data Sources for Monitoring Health Workforce

Source
Population
Census

Strengths
Provides nationally representative
data on stock of HRH: headcount of
all occupations (including private
sector, management and support
staff, health occupations in non-
health sectors)
Data can be disaggregated for
specific subgroups (e.g. by age,
sex) and at lowest geographical
level
Rigorous collection and processing
procedures help ensure data
quality

Limitations

- Periodicity: usually only once every 10
years

- Database management can be
computationally cumbersome

- Dissemination of findings often
insufficiently precise for HRH analysis, but
microdata that would allow for in-depth
analysis often not

- Released

- Cross-sectional: does not allow tracking of
workforce entry and exit

- Usually no information on labour
productivity or earnings

Labour Force
Survey

Provides nationally representative
data on all occupations

Provides detailed information on
labour force activity (including place
of work, unemployment and
underemployment, earnings)
Rigorous collection and processing
procedures help ensure data
quality

Requires fewer resources than
census

- Variable periodicity across countries: from
monthly to once every 5 years or more

- Dissemination of findings often
insufficiently precise for HRH analysis

- Sample size usually too small to permit
disaggregation

- Cross-sectional: does not allow tracking of
workforce entry and exit

Health Facility
Assessment

Provides information on health
facility staff, including management

- Usually conducted infrequently and ad
hoc
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Source Strengths ‘ Limitations
and support staff (headcounts and - Private facilities and practices often
fulltime equivalents) omitted from sampling
- Data can be disaggregated by type | - Community-based workers may be
of facility, staff demographics (age, omitted
sex) and geographical area - May double-count staff working at more
- Can be used to track wages and than one facility
compensation, in-service training, - Cross-sectional: does not allow tracking of
provider productivity, absenteeism, workforce entry and exit
- supervision, available skills for - No information on unemployment or
specific interventions health occupations in non-health services
- Usually requires fewer resources sector (e.g. teaching, research)
than household-based - Variable quality of data across countries
assessments and over time
- Can be complemented with routine
reporting (e.g. monthly) of staff
returns from each facility (such
- statistics are frequently cited in
official publications)
Civil Service - Provides information on public - Excludes those who work exclusively in
Payroll sector employees (headcounts and the private sector (unless they receive
Registries full-time equivalents) government compensation) Depending on

Data are usually accurately and
routinely updated (given strong
government financial incentive for
quality information, which can also
be validated through periodic
personnel audits)

Data can sometimes be
disaggregated by age, sex, place of
work, job title and pay grade

the nature of the registry, may double-
count staff with dual employment or

- exclude locally hired staff not on the

central payroll

- Many countries have persistent problems

eliminating ghost workers and payments
to staff who are no longer active

Registries of
Professional
Regulatory
Bodies

Provides headcounts of all
registered health professionals
Data are routinely updated for
entries to the national health labour
market

Data can typically be disaggregated
by age, sex and sometimes place
of work

Depending on the characteristics of
the registry, it may be possible to
track career progression and exit of
health workers

- Variable coverage and quality of data

across countries and over time,
depending on the characteristics and
capacities of the regulatory authorities

- Usually limited to highly skilled health

professionals

SOURCE: Rigoli et al, 2009
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3.2 Baseline Analysis

The remainder of this section provides an overview of current data collection
methodologies across the 34 countries covered by the study. The analysis
distinguishes between international and national data collection practices, with international
approaches being presented first.

3.2.1 International Data Collection Collaboration and Initiatives
European countries and international institutions already invest resources in order to ensure
the comparability of data across borders and in order to share data on human resources for
health. This collaboration can either be proposed under bilateral or multilateral agreements
or can be driven by international initiatives.

The Joint Questionnaire on Non-Monetary Health Statistics

Eurostat, OECD and WHO have built databases reporting cross-country information
on human resources for health. The purpose of building these databases is generally to
inform comparison; the extent to which these data are used to support health workforce
planning at the national level appears to be limited. Measures should be taken in order to
ensure that the data is fed back to and used by national authorities to benchmark their data
collection methodologies or to inform health workforce planning.

The table below provides a brief overview of the main databases and the information they

offer.

Table 5 - International Stock Databases

Countries
Period
Sources

Type of data

Variables/Scope

WHO Health for All

OECD Health Data Eurostat
Database
30 53 33
From 1960 From 1970 From 1970
Mixed Ministries of Health National statistical

institutes

Numbers, density, % total
civilian employment

Practising health staff

Professionally active health
staff

Health facilities (numbers,
per million population)

Numbers, density (per
100,000 population),
FTE®, %, type (e.g.
acute care, psychiatric,
etc.)

Activity data (hospital
admissions, average
length of stay

Other demographic and
epidemiological

Numbers, density (per
100,000 population),
%, by NUTS2 regions,
by gender, by medical
specialty

Healthcare facilities
(numbers, density per
100,000 population,
by NUTS2 regions, by
hospital ownership)

indicators Healthcare activities
Medical graduates Number of physicians, Health personnel,
Registered physicians (PP*) absolute numbers and

Practising physicians: by sex,
GP/specialist

Physicians, (FTE)
density, GPs, medical

density

* Full-Time Equivalent

% physical Persons
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OECD Health Data

Foreign-trained physicians

Nursing graduates
Midwives

Practising nurses
Professional nurses
Associate nurses

Acute care nurses staff ratio

Practising dentists
Practising pharmacists

Hospitals
Hospital beds
Medical technology

WHO Health for All
Database
Surgical, obstetric &
gynaecological,
paediatric specialties:
% of physicians working
in hospitals

Physicians, nurses,
midwives, dentists,
pharmacists graduated:
PP and density per year

Nurses: (PP and FTE)
density

% of nurses working in
hospitals

Midwives: (PP and FTE)
density

Dentists and
pharmacists: (PP and

Feasibility Study on EU Level collaboration on forecasting health workforce needs, workforce planning and health workforce

Eurostat

Nursing and caring
professionals,
absolute numbers and
density

Health personnel by
region, absolute
numbers and density

Physicians by
specialty, absolute
numbers and density

Physicians by age and
sex, absolute numbers

Hospital beds

Medical Technology
Technical resources in
hospital

FTE) density
Hospital patients
Hospital: per 100,000
population

Hospital beds: per
100,000 population

Source: Information collected by Matrix during the research and Dussault et al (2012), Policy Summary 2, Assessing future
health workforce needs

In order to obtain this information, international organisations rely extensively on the
work done by national data collection authorities. Organisations like Eurostat, OECD
and WHO organise annual ad hoc data collection exercises through which they request
information from national authorities.** Since the scope and number of data collected by
international organisation has grown in the past, concerns have been raised among national
institutions about the burden of this data collection exercises. Users have also raised
concerns about data inconsistencies across databases.

As part of international efforts to promote the effective gathering of national and international
data on health workforce stocks, Eurostat, OECD and WHO (Europe) have agreed, in
2007, to develop a new joint data collection exercise. This relies on the drafting and
distribution of a ‘joint questionnaire’ on health workforce statistics, which was launched for
the first time in 2009. The joint questionnaire focuses exclusively on the collection of data on
the stocks of health workforce. Its aim is threefold:

1. Reduce data collection burden on national authorities;

2. Promote consistent use of international standards classifications and definitions
(International  Standard Classification of Occupations/ISCO, International
Classification of Health Accounts/ICHA, etc.);

3. Improve the consistency of data reported by international institutions.

* International institutions also rely on regular requests of updates of core data sets
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The joint questionnaire on non-monetary health care statistics includes two types of modules
(see Appendix 3.0 for additional information):

1. Common Modules, which cover:
a. time series related to health employment and which include:

e key occupational categories (physicians, midwives, nurses, caring
personnel, dentists, pharmacists, physiotherapists, hospital
employment);

e a clear distinction between practicing, professionally active and
licensed to practice health workers; and

e new graduates (in the different occupational categories);

b. time series related to physical and technical resources, including hospitals,
hospital beds, bed in nursing care facilities and medical technology.

2. Additional Module on both health employment and physical and technical
resources at subnational or regional level, on the basis of the NUTS2 list of
regions. This information is requested only by Eurostat.

Stakeholders in the Member States have argued that the ‘joint questionnaire’ constitutes an
important step forward for the collection of comprehensive and complete data on
human resources for health across Europe. The work carried out by WHO, OECD and
Eurostat as part of the development of the questionnaire has also led to the identification of
key definitions (of health professions) and of key indicators. These have been effectively
used for benchmarking at the national level and have, in certain cases, influenced national
data collection methodologies.* However, it still seems that data collected through the ‘joint
questionnaire’ are not used at the national level to inform health workforce planning and are
still not sufficiently accessible.

The European Community Health Indicators (ECHI)

Eurostat data have also provided the basis for European Community Health Indicators (ECHI),
which have been developed through the ECHI project. The project was carried out and financed
under the Health Monitoring Programme and the Community Public Health Programme 2003-2008.
The purpose of the project was to identify a list of minimum indicators, to ensure data comparability
across Europe. The result is a list of 88 'indicators' for the public health field arranged according to
health and health determinants. Building on that list, the project was continued by European
Community Health Indicators Monitoring (ECHIM)®.

Funded by the second Health programme (2008 — 2013), ECHIM aimed to consolidate and expand
the ECHI system towards a sustainable health monitoring system in Europe. The purpose of the
ECHIM project was to extend the list of indicators taking into consideration all data available across
European countries. The indicators developed by ECHIM include the numbers of physicians and
nurses employed in Member States and an indicator on the mobility of professionals is under
development.®

%2 For instance, data collected in Italy by the Statistical Office (ISTAT) are based on indicators and definitions defined in the joint
gauestionnaire

On-going until end of June 2012
% http://ec.europa.eu/health/indicators/echi/list/index_en.htm
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In order to ensure the sustainability of the project, ECHIM has been supported by a Joint Action for
ECHIM, which aims to support the implementation of the indicators in the Member States. ECHIM
maintains a network of national health indicator experts for data collection, monitored the data flow
between Member States and tried to implement the ECHI indicators in the Member States. The Joint
Action involved primarily health statistics institutions at the national level. As part of this Joint Action,
all participating European countries have agreed on a short-list of common key indicators, while a
smaller number of countries have agreed on a longer list of indicators. The short and long list have
been reported initially on a separate websites® and then moved on the DG SANCO website.

Multilateral Agreements

In addition to international institutions efforts to improve data collection, groups of countries
are already sharing information among them, in order to build comprehensive databases. A
multilateral agreement, for instance, has been drawn between Nordic countries
(Denmark, Sweden, Norway), where medical associations share data on present and future
supply and demand of health workforce. A report is drafted on the basis of this information
sharing exercise. The report aims to provide cross-country estimates on the evolution of
supply and demand of human resources for health. These forecasts help Nordic countries
plan their health workforce not only according to their own training capabilities and health
needs, but also according to those of neighbouring countries. Ultimately, this allows them to
overcome some of the challenges related to intense health workforce migration in the region.
Unfortunately, the information sharing takes place only every two years, raising doubts
regarding the reliability of the data.

Despite bilateral and international efforts to improve datasets, ensure consistency across
them and reduce the burden on national authorities, there still seem to be gaps in the
information available. In particular, data presented by international organisations are often
not updated (probably because ad hoc data collection requires time and relies on national
inputs) and they lack granularity.

The Minimum Data Set (MDS) on International Flows

International organisation and experts in the field recognise that data on the migration
of health workforce are missing or inaccurate (Prometheus, 2011 and Buchan and
Perfilieva, 2006: 5). Data on flows are generally not collected at the national level and thus
cannot be reported or analysed at the international level. International organisations have
recognised this deficiency and have been trying to address it.

Improving the availability and international comparability of migration data and
statistics for health personnel is crucial to help countries to develop more evidence-
based policies. Central to this is the compilation of a minimum data set (MDS) to effectively
monitor international health workforce migration. While the MDS has not been created and
its adoption is voluntary, its aim is to induce national authorities to collect and exchange
relevant data on health personnel migration (Prometheus, 2011). While national data
collection authorities are ultimately responsible to develop their own MDS, the WHO has
developed, in collaboration with the OECD, draft guiding principles for the monitoring of the
health workforce migration and the development of an MDS.

The purpose of the guiding principle set down by WHO and OECD is to provide guidance
and recommendations for data collection and to describe the possible nature and scope of

* www.healthindicators.eu
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data to be collected in the context of the MDS, Basic principles for the MDS data collection
include:

e Coverage of all health professions: data collection and monitoring should include
all categories of health personnel, including medical laboratory technologists, health
management and support workers, etc.;

e Focus on foreign trained professionals: the main priority of mobility data collection
methodologies should be to collect data on international health worker migrants
according to the country where first education/training qualification leading to a health
profession was completed/obtained;

e Monitoring both stocks and flows: Collecting data on migrant health workers is of
limited use if it is not complemented by other efforts to improve information on
domestic health workers in origin countries. Data collection for the MDS should build
on current data sets as much as possible;

e Active and non-active distinction: Distinguish immigrant health workers active in
the health sector from those who are not.

Figure 5 presents the minimum data set to monitor international migration of health workers,
based on the principles listed above. The first and most important level of priority for data to
be collected is level A - monitoring the country of first qualification of migrant health
personnel. However, such information would need, to the extent possible, to be cross
tabulated with other variables from the second level (level B) to permit a more precise and
comprehensive identification of different groups of migrant health workers as well as to
better assess the potential impact of health workforce migration on origin countries. Level C
is less essential, but would still be highly valuable to better monitor the characteristics, role
and the status of migrant health workers in the labour market of destination countries.

Thus, countries should aim to collect data on Level C, in order to effectively monitor
international flows of health workers. The MDS is however only a voluntary tool and
countries have yet to report on progress with respect to the adoption of this tool. However,
the principles for data collection presented in the guidelines for the implementation of the
MDS can effectively be used to improve data collection on health workforce mobility at the
national level.
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Figure 5 - Minimum Dataset for International Flows

Level
A

Level
B

Source: WHO, 2011b

Country where the last qualification or

specialisation was obtained / Duration

of stay in the country / Type of license
/ Working hours

Other ad hoc data collection exercises

Other international initiatives to collect, report and share data on health workforce
mobility include ad hoc multi-country studies with large scope. Researchers and
international organisations have explored the nature and magnitude of international
migration of health workforce. For instance, Buchan and Perfilieva (2006) provide an
analytical overview and highlight the key findings of five country case studies on health
worker migration in the European region (Estonia, Germany, Lithuania, Poland and the
United Kingdom). Their study reports on the current level of reported staff shortages,
assesses migratory flows of different categories of health workers and examines policies and
policy responses. The report concluded that country governments should take action in order
to ensure that they are able to make informed decisions about health workforce migration.

Similarly, the European Migration Network (EMN) (2006) has produced a report Managed
Migration and the Labour Market — The Health Sector. The report summarises and
compares findings from eleven European countries (Austria, Belgium, Estonia, Germany,
Greece, Ireland, Italy, Latvia, Sweden, the Netherlands and the United Kingdom) on the
current situation of and needs for migrant healthcare workers. The EMN report concluded
that, given the anticipated increasing importance of the contribution of migrants to the
healthcare sector across the EU, it would, therefore, seem appropriate that future data
collection methods are improved, also to ensure comparability between Member States
(EMN, 2006).

The European Union has also funded, under the Seventh Framework Programme
(FP7), specific projects on international mobility in the health sector. MoHProf*® and
Prometheus®” aim to collect, report, analyse and share international migration figures, which
outline existing trends, identify relevant data gaps and stimulate international discussion.
National and international stakeholders have praised these initiatives and their usefulness to
take stock of existing data collection methodologies and data availability. However, in their

% See Section 2.4.2
" See Section 2.4.3
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preliminary conclusions, these projects have underlined how more needs to be done in order
to improve health workforce monitoring and in order to support health workforce planning.
This suggests that, despite multilateral agreements and international efforts to overcome
existing challenges in the monitoring of health workforce flows, there is a need for stronger
support and coordination at EU level (MoHProf, 2011). Some of the suggestions put forward
as part of MoHProf and Prometheus have been presented in details in Section 2.4.2 and
2.4.3.

3.2.2 National Data Collection

In the next paragraphs we explore national data collection methodologies and data
availability at the national level. In particular, the next sections will focus on:

a) National data collection institutions;
b) Data coverage, namely for which health professions are data available; and

c) Data type, distinguishing between data on the stocks and flows of human resources
for health.

National data collection institutions
As the following table illustrates, three main data collection institutions can be identified in
Europe:

e Regional and national statistics offices;
¢ Regional and national professional associations or chambers;
e Ministries of Health (or specific bodies therein).

The overwhelming majority of European countries rely on two or more data collection
institutions for their health workforce planning; only three countries, namely Estonia,
Luxembourg and the Republic of Ireland, have a single major data collection institution. The
Ministry of Health may act as a primary data source (being responsible for registration and
licensing for example), but may also pool data from various other primary data sources
(including regional and national professional associations) as is the case, for example, in
Germany and Spain. The involvement of professional associations — doctors associations
most notably — can be explained in part by the fact that professional membership is
obligatory in many countries and that such associations are often responsible for the
registration/licensing process (as is the case, for example, in Germany, the Czech Republic,
Belgium, Bulgaria and France). Some countries also have a dedicated health statistics office
such as the National Centre for Health Informatics in Bulgaria and the Institute of Health
Information and Statistics in the Czech Republic, which might collect or collate data from
different sources.
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Table 6 — Data Collection Institutions

Member State

Regional/National

Statistics Office

Ministry
of Health

Ministry of
Education

Other Public
Institutions***

Universities

Professional
Associations

Health/Social
Security

Service
Providers

Austria
Belgium
Bulgaria
Croatia

Cyprus

Czech Republic
Denmark
Estonia

Finland

France
Germany
Greece
Hungary
Iceland

Italy

Latvia
Liechtenstein
Lithuania
Luxembourg
Malta
Macedonia (FYROM)
Montenegro
Netherlands
Norway

Poland
Portugal
Republic of Ireland
Romania
Slovakia
Slovenia

Spain

Sweden
Turkey

United Kingdom

*Hospitals

X X X X X X X X X X X X

X X X

x

X X X X X X

X X

X X X X

Insurers

*** Other public institutions involved include regional governments and accreditation bodies. See country profiles (Appendices to the report) for further information.
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Data Coverage
The scope of the data collected in European countries by the aforementioned institutions is
summarised in the table below.

In general terms, the scope of data collection across European countries can be
described as wide, covering physicians, nurses, midwives, dentists, pharmacists and
physiotherapists — six of the broad categories identified above. In only two countries,
Slovenia and Cyprus, is there no data for nurses and midwives.

Many countries, including Finland, Germany, Iceland, Luxembourg and the UK also
collect data on health care professionals falling outside of this categorisation, such as
laboratory technicians and administrative staff. The level of granularity within these broad
categories as well as the type of data collected (see Table 8) varies from country to country.
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Table 7 - Data Coverage — Scope

Total Number of

Physicians Nurses Midwives Dentists Pharmacists Physiotherapists Licensed Professions
Austria X X X X X X
Belgium X X X X X
Bulgaria X X X X
Croatia X X X X X X
Cyprus X X X X
Czech Republic X X X X X X
Denmark X X X X X X
Estonia X X X X
Finland X X X X
France X X X X X X
Germany X X X X X 32
Greece*
Hungary X X X X
Iceland X X X X X X 32
Italy X X X X X X
Latvia X X X X X X 21
Liechtenstein X X X X X X
Lithuania X X X X X X
Luxembourg X X X X X X
Malta X X X X X X 23
Macedonia (FYROM)*
Montenegro*
Netherlands X X X X X X
Norway X X X X X X 29
Poland X X X
Portugal*
Republic of Ireland X X X X X
Romania X X X X
Slovakia X X X X
Slovenia X X X X X X
Spain X X X X X
Sweden X X X X
Turkey*
United Kingdom X X X X X X

* Information not available
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Within the broad categories presented in the table above, there is substantial variation in
the type of data collected. It is, nevertheless, possible to draw some general observations
about type of data collected. Table 8 and Table 12 below give a general overview of the type
of data collected in European countries with regard to human resources stock and flow
respectively.

Data on Stock of Human Resources for Health

For stock data, headcount data are recorded across Europe and data on age, gender
as well as geographical distribution are collected in almost all European countries.
The wide selection of data collected can be largely attributed to the obligatory
registration/licensing of most healthcare professionals. Data on specialisation are captured
by most countries and in ltaly, for some professions, the additional element of skills mix is
also recorded.

In other countries however, data on specialisation are not exhaustive and often only
cover health professionals that receive specialist training in the country and not those
that trained abroad. This is the case in Iceland, for instance, where almost 90 per cent of
doctors obtain their specialist training abroad. Since there are no data on the size of the flow
of Icelandic doctor to foreign schools, it is not possible to capture significant and
representative information on doctors’ specialisation in Iceland.

Stock data on the active workforce and on full-time/part-time employment are
collected at the national level in under half of all European countries. Consequently,
only a limited number of countries develop full time equivalents (FTE) or whole time
equivalents (WTE), which would allow them to have a better understanding of working time.
Hence, only a limited number of countries are able to estimate the impacts of the
feminisation of the labour market or of the flexibility of the labour contracts on health care
provision.

Finally, it is important to stress that in most countries stock data at the national level
cover only the public sector, while it is difficult to obtain data on the number and
characteristics of health workers employed in the private sector. This has been
recognised as one of the main data gaps in most European countries and can significantly
alter the picture in countries where a large share of the health care is provided by privately.
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Table 8 - National Data Type: Human Resources Stock

Headcount Age profile Gender

Geographical Active Employment type Education

Specialisation

Distribution Workforce Qualifications
Austria

Belgium

Bulgaria

Croatia

Cyprus

Czech Republic
Denmark

Estonia

Finland

France

Germany

Greece**

Hungary

Iceland

Italy

Latvia

Liechtenstein

Lithuania

Luxembourg

Malta

Macedonia (FYROM) **
Montenegro**
Netherlands X X X X

Norway X X X X X X X
Poland

Portugal**

Republic of Ireland X X X

Romania
Slovakia
Slovenia
Spain
Sweden
Turkey**
United Kingdom X X X X X

X X X X X X X X X X X
x
x
X X X X X X X
X X X X
x
x
x

x

x
X X X X X X X X
X X X X
X X X X x

X X X X

X X X X X
x
x
x
x
x

* Hospital, doctor’s surgery, nursing home etc. See country profiles for further information.
** Information not available
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Data on Flows of Human Resources for Health

There is a general lack of accurate and comprehensive data that would allow the
monitoring of health workforce migration. Multiple national and international sources
collect data on health workforce migration, based on indicators such as stock of foreign
health workers, entry data, licensing data or the intention to migrate. Stilwell et al. (2003)
listed the potential data sources for health worker cross-border movements and stated that
the data available tend to reflect the migration systems and policies of national governments,
as there is little standardization of migration statistics. The main potential data sources
should include:

o professional registers of national regulatory bodies or professional associations;
o administrative registers, such as population registers and foreign registers;
o work and residence permit data, visa data and border statistics;

e census data; and

surveys.

The methods used to assess the magnitude of professional and geographic mobility
tend to vary across countries. One way of measuring the inflow of health workers is
looking at the number of graduates. However, the numbers of health workers entering the
health professions each year is different from the number of those graduating in health
specialties. Not all graduates in fact will automatically start working as health professionals
and others might leave and enter the labour market in another country. Similarly, not all
entrants will be new graduates: some may be immigrants moving from another country;
others will be transferring from other professions; others may even be simply moving from
one region to another and be regarded as a new entrant nonetheless.

Registration data are also often used to measure professional mobility of the health
workforce. Changes in registration numbers might provide an estimate of the number of
professionals entering the health workforce. Yet using such a measurement relies on the
assumption that registration is compulsory to work in the health sector in all countries, and
that registers are updated regularly. In practice, such conditions are not always met. For
example, compulsory registration is applied in some but not all countries and professions.
The table below summarises in which countries and across which profession registration is
compulsory.

Table 9 — Overview of Registration Practice

Country Compulsory registration yes/no ‘
Austria Only compulsory for some professions38
Belgium Yes
Bulgaria Yes
Croatia Yes
Czech Republic Yes
Denmark Yes
Estonia Yes

% No registration for professional health and nursing care personnel, medical-technical professions, nursing assistants,
paramedic assistants, paramedics, dental assistants
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Country Compulsory registration yes/no ‘
Finland Yes
France Yes

Registered with respective professional chambers, not at national
Germany .
level but at regional level
Greece Yes
Hungary Yes
Iceland Yes
Ireland Yes
Italy Compulsory for GPs, no information on other professions available

Latvia Yes
Lithuania Yes
Luxembourg Yes
Macedonia Yes
Malta Yes
Netherlands Yes
Norway Yes
Poland Yes
Romania Yes
Slovakia Yes
Slovenia Yes
Spain Yes
Sweden Yes
United Kingdom Yes

Source: Matrix country profiles

On this basis, the availability of data on inflows also tends to vary across professions.
More data is available for doctors than for nurses and other health professionals, and with
professions such as nursing and midwifery often paired together (as in Hungary and
England).

In France, the United Kingdom and Poland, there are discrepancies in the data provided,
depending on whether a health professional works in the public sector (where data is
counted in official statistics) or the private sector (where data is often not counted).
Elsewhere, there are differences in measurement, depending on whether one counts active
professionals (as Austria does) or total professionals (as countries such as France, Belgium
and the United Kingdom do) or both (as Germany does) (Prometheus, 2011: 36). Similarly,
data is more likely to be available in Western Europe than in Eastern Europe (Prometheus,
2011: 36).

A good example of measurement difficulties incurred in assessing inflows is evident in
statistics for the NHS in England, where between August 2010 and August 2011 73,790
(6.4% of the total workforce) professionals joined the NHS, compared to 96,718 (8.4%)
leaving during the same time period.* Although seemingly convincing, the figures present
several data limitations. For example, the data do not distinguish between those
professionals entering from abroad, and those entering the professions from England. The
figures fail to differentiate between those emigrating abroad, those retiring and those taking

% NHS, 2011; http://www.ic.nhs.uk/pubs/provisionalmonthlyhchsworkforce
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more temporary hiatuses. Moreover, the data counts all those leaving a strategic health
authority, which, while accurate, fails to take into consideration those that transfer into other
professions and those who choose to move to other regions.

Measuring the magnitude of outflows from the health workforce is also cumbersome.
One way of measuring outflow is to look at license renewals or revalidation schemes.
In some Member States, like Germany, physicians and other health professionals are
required to renew their license regularly to keep their permission to practise. This information
provides an indication of how many doctors stop practising and leave the health workforce.

However, data on license renewal are not available in every country, as not all countries
require health professionals to renew their license on a regular basis (Prometheus, 2011.:
34). In the UK, revalidation will be introduced in 2012 and over a five-year period, all British
physicians are expected to be re-evaluated. Spain plans to introduce a voluntary re-licensing
scheme in the near future and several other Member States are considering to introduce
revalidation schemes or to make their current revalidation programmes compulsory.
Revalidation schemes vary consistently across the EU.” The table below summarises
revalidation schemes across the EU Member States where information is available.

Table 10 — Overview of License Renewal Arrangements in the eu*

Country Time frame (years) Compulsory/non-compulsory
Austria 3 Yes
Belgium 3 No
Bulgaria 3 No
Croatia 7 Yes
Cyprus 3 Yes
Czech Republic 3 Yes
Denmark n/a No
Estonia n/a n/a
Finland n/a No
France 5 Yes
Germany 5 Yes®
Greece 5 Yes®
Hungary 5 Yes
Ireland 5 Yes
Italy 3 Yes
Latvia 5 Yes
Lithuania 5 Yes
Luxembourg n/a No
Malta n/a n/a
Netherlands 5 Yes (specialists)
Poland n/a n/a

“ Villanueva, Tiago (2010) Revalidation wave hits European doctors. Canadian Medical Association Journal 182 (10): p. 463-
464. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2900364/

“* Merkur, Sherry et al. (2008) Policy Brief. DO lifelong learning and revalidation ensure that physicians are fit to practise? WHO
European Ministerial Conference on Health Systems. p. 6-11

http://www.euro.who.int/ _data/assets/pdf file/0005/75434/E93412.pdf

2 General Practitioners and Specialists contracted by social health insurance funds

3 for National Health Service doctors
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Country Time frame (years) Compulsory/non-compulsory

Portugal n/a No

Romania 5 Yes

Slovakia™ 55 Yes

Slovenia 7 Yes

Spain n/a No

Sweden n/a No

United Kingdom 5 To be introduced in 2012

‘Intention-to-leave’ and requests for verification certificates® are also often used as
means of assessing geographical outflows, because they assess the numbers who are
planning on leaving the country. Yet such measurements assume that all health
professionals who ‘intend to leave’ actually do so, and that health professionals who request
verification certificates are successful, apply only once and decide to move abroad
(Prometheus, 2011). Moreover, not all countries request verification certificates, with the
potential implication that outflows can be underestimated (as identified by several countries,
including Belgium and Slovakia (Prometheus, 2011).

In order to collect information about geographical mobility in particular, these sources
distinguish between (Prometheus, 2011):

o Foreign-trained health workers (i.e. any health worker who was trained in a country
other than the one where he/she resides and practices)

e Foreign-born health workers (i.e. any health worker who was born in a country
other than the one where he/she resides and practices)

e Foreign-national health workers (i.e. any health worker who is not a citizen or
permanent resident of the country where he/she resides and practices)

The table below summarises the key sources of mobility data across countries and the
respective primary type of mobility data available.

Table 11 — Key Sources and Data Type per Country

Country Key sources of data Principal types of mobility data available
Austria Professional chambers; Date of initial registration; foreign registrations
regional/national statistics office;
hospitals; other public institutions

Belgium National health ministry; professional | Date of initial registration; retirements;
chambers; health/social security equivalent and good standing certificates
insurers; service providers

Bulgaria National ministries Date of initial registration; good standing

(health/education); regional/national | certificates
statistics office; health/social security
insurers

Croatia National health ministry; Date of initial registration; foreign registrations
regional/national statistics offices;
professional chambers; health/social
security insurers; hospitals; other
public institutions

“** During the interviews, stakeholders mentioned that licenses in Slovakia are issued permanently.
* Verification certificates confirm the validity of a health professional’s qualifications, and allow the health professional to
practice provided they fulfil the requirements of the destination country.
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Country Key sources of data Principal types of mobility data available
Cyprus National health ministry; Date of initial registration; foreign registrations
regional/national statistics offices;
professional chambers; other public
institutions
Czech National ministries Date of initial registration; good standing
Republic (health/education); regional/national | certificates
statistical offices; professional
chambers; hospitals
Denmark National health ministry; Date of initial registration; attrition rate;
regional/national statistics office matching registration with social security
details
Estonia Service providers Date of initial registration; good standing
certificates
Finland National health ministry; Date of initial registration; attrition rate;
regional/national statistics office; matching registration with social security
professional chambers details
France National ministries Date of initial registration; foreign registrations
(health/education); other public
institutions
Germany Regional/national statistics offices; Date of initial registration; social insurance
professional chambers contributions; professional chambers
Greece Health/social security insurers Equivalent certificates; social insurance
contributions
Hungary National health ministry; Date of initial registration; equivalent and
national/regional statistics offices; good standing certificates
universities
Iceland National health ministry; Date of initial registration; good standing
national/regional statistics offices; certificates
professional chambers; health/social
security insurers
Italy Professional chambers; universities; | Date of initial registration; retirements; foreign
other public institutions registrations; work permits
Latvia National health ministry; Date of initial registration; emigration rates

national/regional statistics offices

Liechtenstein

Regional/national statistics offices;
professional chambers

Date of initial registration

Lithuania Professional chambers; health/social | Date of initial registration; retirements; work
security insurers; other public permits; equivalent and good standing
institutions certificates

Luxembourg | National health ministry; professional | Date of initial registration; foreign registrations
chambers

Malta National health ministry; hospitals; Date of initial registration; retirements; inflows

other public institutions

and outflows from professional chambers

Netherlands

Regional/national statistics office;
universities

Date of initial registration, equivalent
certificates

Norway National education ministry; Date of initial registration; attrition rates,
regional/national statistics office; retirement rates; matching registration with
other public institutions social security details

Poland Regional/national statistics office; Date of initial registration
professional chambers; other public
institutions

Portugal Professional chambers Registrations

Republic of Professional chambers/ Service Date of initial registration; foreign

Ireland providers registrations; certificates of good standing

Romania National health ministry; professional | Date of initial registration; equivalent and
chambers good standing certificates

Slovakia National ministries (health and Date of initial registration; emigration data
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Country Key sources of data Principal types of mobility data available

education); professional chambers

Slovenia National health ministry; Date of initial registration; retirement rates;
regional/national statistical office; inflows and outflows
professional chambers

Spain Regional/national statistical office; Date of initial registration; retirement rates
professional chambers

Sweden National health ministry; Date of initial registration; attrition rates;
regional/national statistical office retirement rates; matching registration with

social security details

Turkey OECD

United Regional/national statistical office; Date of initial registration; foreign

Kingdom professional chambers; service registrations, work permits; certificates of
providers good standing

In conclusion, there is a general lack of data on the flows of human resources for health in
Europe. Table 12 provides a summary of the professional and geographical flow data collected in
European countries. With regards to professional flow, registration serves as the main data source,
providing information on both entry to (date of registration) and exit from (retirement/death) the
healthcare profession. As registration is a practice in place in most European countries, it potentially
constitutes a valuable data source for information on health workforce flows if registers are
periodically (annually) updated and contain information on registrants’ work and work location.

There are no data available for Cyprus, Liechtenstein and Montenegro. In some cases, the data were
not specific on numbers of people leaving and moving profession and this had to be ‘assumed’ or
interpreted from the data available. For example, in Estonia, the numbers of people leaving are
extrapolated from the number of mutual recognition diploma certificates issued by the Health Care
Board; Italy draws its numbers from the number of work permits granted. Some country data for the
health workforce does not always include all categories. In Romania for example there is limited
information on the number of nurses.

With the exception of the Nordic countries (excluding Iceland), there is no systematic
collection of geographical flow data in European countries. A 2006 report produced for
the WHO (Buchan and Perfilieva, 2006), comprising 5 country case studies — Estonia,
Germany, Lithuania, Poland and the United Kingdom — found that none of them could
provide accurate and complete information on international flows of health professionals.
The most common measure of flow is from certificates issued by competent authorities
("verifications"). This gives an overall annual measure of the number of professionals, who
consider moving to another country, but not all of them actually move and others may apply
more than once. For example, the Estonian country report notes that only 182 doctors
actually emigrated out of the 344 who took out certificates. Another limitation of available
information is that it is virtually impossible to track out-flow when the professional does not
take up a similar position in the destination country. For example, a Polish nurse who takes
up a post as a care assistant in the UK will not be recorded in professional registration data
(Buchan, 2005).
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Table 12 — National Data Type: Human Resource Flow
Professional flow

Austria

Belgium
Bulgaria
Croatia

Cyprus

Czech Republic
Denmark
Estonia

Finland

France
Germany
Greece*
Hungary
Iceland

Italy

Latvia
Liechtenstein
Lithuania
Luxembourg
Malta
Macedonia (FYROM)*
Montenegro*
Netherlands
Norway

Poland
Portugal*
Republic of Ireland
Romania
Slovakia
Slovenia

Spain

Sweden
Turkey*

United Kingdom
* Information not available

Matrix Insight | 8 May 2012

Inflow
Date of Registration

X X X X X X X X X X X X X X X X X

x

X X X X X X

Attrition

Outflow
Retirement

Inflow

X X X X

Outflow

X X X X

Geographical flow

Measure of Flow
Registration
Equivalent and good standing certificates
Good standing certificates
Registration
Registration
Good standing certificates
Matching registration with social security details
Registration, good standing certificates
Matching registration with social security details
Registration
Outflow data from the professional associations

Equivalent and good standing certificates
Good standing certificates

Registration and work permits

Emigration statistics from statistics bureau

Work permits, equivalent and good standing certificates
Registration

Equivalent certificates

Matching registration with social security details
Not available

Registration and good standing certificates
Equivalent and good standing certificates

No available

Matching registration with social security details

Work permits, registration, good standing certificates
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Good practices
Despite the aforementioned stock and flow data gaps, two examples of good practice can be
identified in terms of data collection, namely Finland and the United Kingdom.

e The Social Security number in Finland*® enables the national statistics office to
match data provided by the web of registers. This data can then be extracted on
demand by the country’s workforce planning unit. The data collected is
comprehensive in scope and type covering place of residence and work,
retirement, age, gender, graduates as well as detailed data on specialisation made
available by the Finish medical association.

e The Electronic Staff Record (ESR) in the United Kingdom serves as a principal
resource for NHS staff in England and Wales. Key data is extracted into a separate
database (Data Warehouse) which covers the whole NHS in England and Wales at
national, regional and organisational level. The Data Warehouse has improved
accuracy, timeliness and consistency of data and access is open to a wide range
of organisations including the NHS Information Centre for health and social care,
NHS employers, strategic health authorities and the Department for Health.*’

It is important to emphasise that whilst these data collection practices have been identified
as good, they are not best practices given the considerable variation in the size of the
budget allocated to data collection activities across European countries. The cost-
effectiveness of data collection practices should be evaluated, in order to identify best
practice examples. However, due to the limited information on the share of health
expenditures allocated to workforce planning and workforce data collection in particular, it is
difficult to draw conclusions on the cost effectiveness of data collection practices.

In addition to national data collection efforts, international organisations have frequently
stressed the importance of information systems for health workforce planning and they have
invested resources in the collection, analysis and reporting of information on the stocks of
human resources for health. Substantial data gaps still exist in the availability of data on
migration of health workforce.

3.3 Common Key Issues

This section summarises some of the common key issues related to data collection
methodologies in the different European countries, explored in the previous paragraphs.

Several European countries still lack information systems to provide comprehensive
and accurate data on the number of health care workers and their distribution in the
health system (Rechel, B. et al, 2006). Consequently, the picture of the healthcare
workforce remains incomplete and inaccurate. In particular, information in many European
countries on numbers of health workers and trainees, their specialisation, their geographical
spread, age, gender and country of provenance are not available, difficult to gather or not
reported.

6 See country profile. The matching of social security numbers also takes place in Denmark, Norway and Sweden.
47 See country profile and http://www.electronicstaffrecord.nhs.uk/esr-benefits/data-warehouse/
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Limited human, technical and financial resources contribute to the current poor
status of information and evidence on the health workforce situation. Dedicated health
information staff at the national, regional and local level is needed for data collection and
processing. In some cases, health information staff and infrastructures are limited; in others,
resources allocated to them are insufficient.

Common key issues can be identified in the different phases of data collection, analysis and
use and are presented below.

Definitions of professions and roles included or excluded from the different
professional categories are often not clearly established. Comprehensive data
on the private sector are not systematically collected and electronic systems for
registration and data collection need to be further developed in some countries (e.g.
Latvia, Austria). Italy, Ireland, Croatia, Slovakia and the UK do not collect data from
the private sector, therefore, data and information collected from different institutions
and sources might provide different pictures of the stock and flow of the health
workforce. This problem is exacerbated when comparing data and information across
different countries.

There are generally multiple sources providing information on the health
workforce (e.g. professional registries, payroll registries, labour force surveys, etc.).
In countries where multiple institutions collect data, it is necessary to ensure that data
are comparable. Cyprus, Hungary, Slovenia and Lithuania all cited the comparability
of data as a major challenge. In order to develop a comprehensive view of human
resources for health, data collected through these different sources might have to be
compared and aggregated.

Most importantly perhaps, there seems to be no sense of purpose behind
collection of data on human resources for health. Data collection is in most cases
not targeted at workforce planning and workforce planning institutions have to rely on
multiple sources in order to develop a dataset which is instrumental to planning and
forecasting. Consequently, many indicators which would be useful for planning
purposes are not covered in the data collection. Moreover, in addition to issues
around public dissemination, strict data protection laws and budgetary constraints
present further challenges for data collection.

More specifically, in terms of workforce mobility, accurate and complete data on the
migration of human resources for health are not available in most countries. There
seem to be a few possible causes for this:

Sources for migration data are limited if existent at all. Most common measures
of flow are general migration data, work permits, immigration data and, in particular,
certificates issued to competent authorities*® ("verifications"). This gives an overalll
annual measure of the number of professionals, who consider moving to another
country, but not an accurate picture of how many actually move. Data sources are
also not able to capture certain types of mobility that may be on the rise in the EU
such as returning migrants, short-term mobility, weekend work and dual practice,
commuting and training periods abroad. Moreover, most countries find it very difficult

8 This is however only a measure of migration outflows, not inflows.
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to provide time-series data, thereby hampering the ability to understand mobility
trends and monitor fluctuations (Buchan and Perfilieva, 2006).

The absence of a single definition of health professional mobility is one of the
factors leading to the existence of three different types of indicators (foreign
trained, foreign born and foreign national*) to measure mobility. Limitations in
the validity of each measure and their unsystematic use across Europe make it
difficult to assess the scale and character of mobility. It is difficult to effectively
compare data across countries and, consequently, to assess the validity of mobility
estimates. Moreover, the inaccuracy of general stock indicators makes it difficult to
assess how mobility contributes to the health workforce (Prometheus, 2011).

No country appears to have accurate outflow data, while the majority of
countries® manage to develop estimates of inflows of health workforce.
Intention-to-leave data are used to gauge emigration but, although an important
signal, their validity is disputed. Health professionals may choose to leave without
conformity certificates as they are not required by all employers; they may apply for
certification retrospectively; or may apply but never leave (Prometheus, 2011).

9 Health workers who are not citizens or permanent residents of the country in which they are registered
%0 AT, BE, HR, CY, DK, EE, FI, FR, HU, IT, LT, LU, MT, NL, NO, IE, RO, SI, SE, UK
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4.0 Snapshot of Workforce Composition (Deliverable 3)

This section sets the context in terms of the existing composition of the health workforce
across each of the 34 countries that are covered by the study.® It is based on information
collected through our country profiles, compiled through desk based research, interviews with
stakeholders as well as comparative international sources. Health staff for all 34 countries were
categorised into different professional categories and physicians, midwives, doctors and general
practitioners. Data for the nursing and midwifery professions were collected across 31 out of the 34
countries, with the exception of Luxembourg, Greece and Liechtenstein (where only midwifery data
were available).

Before describing in detail the composition of the health workforce across the 34 countries, it is
important to provide an overview of the resources allocated to the health care sector and of the total
size of the health workforce. At the end of this chapter, drawing on the information collected through
our country profiles and through the review of the literature, we present an overview of possible
shortages of health workforce across Europe.

4.1 Health Care Expenditure

The level of health expenditure varies between 5 per cent of GDP in Turkey and almost 12 per
cent of GDP in France, across European countries, according to Eurostat and WHO data (see
Figure 4). On the whole, it appears that northern and central European countries, like France,
Germany, Belgium, Denmark allocate a larger percentage of their GDP to health expenditures than
southern and eastern European countries, like Turkey, Romania, Cyprus. However, there are also
notable exceptions, like Luxembourg, where health expenditure appears to be lower than the
European average and Greece and Portugal where health expenditure is above average.

There have been significant changes in the level of health expenditures in each country in the
past few years, with most countries experiencing rising expenditure as a share of GDP, as ageing
population and other socio-demographic trends put pressure on health systems. Despite the lack of
up to date information®, it is possible to infer that a number of countries saw an increase in their
health expenditure between 2007 and 2009. The share of GDP allocated to health care in the
Netherlands, for instance, increased from 8.9 per cent in 2007 to 11.1 per cent in 2009.

An important aspect to be taken into consideration when discussing the link between human
resources for health and health expenditures is supplier-induced demand. In healthcare, supplier-
induced demand refers to the theory that a large supply of healthcare professionals (e.g. physicians)
provides incentives for competing professionals to ‘induce’ a larger-than-optimal demand for medical
services and products. This is due to the informational asymmetries between patients and physicians,
i.e. patients know less about healthcare so trust physicians’ judgment (Wennberg et al 1982).
Supplier-induced demand is a particular problem in retrospective reimbursement systems, where
physicians obtain reimbursement for conducted services (as opposed to prospective reimbursement
systems, where physicians have an allocated budget or fixed salary). As discussed in Section 6.2.2,

*! Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece,
Hungary, Iceland, Italy, Latvia, Lichtenstein, Lithuania, Luxembourg, FYROM, Malta, Montenegro, Netherlands, Norway,
Poland, Portugal, Ireland, Romania, Slovakia, Slovenia, Spain, Sweden, Turkey, United Kingdom

%2 Comparable data are only available up to 2009.
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in some contexts, reducing supplier-induced demand is one of the purposes of health workforce
planning.

Figure 6 Health Expenditure as Percentage of GDP across European Countries

2009 m 2008 m 2007

Turkey
Romania
Cyprus
Estonia
Latvia
Luxembourg
Lithuania
Poland
Bulgaria
Czech Republic
FYROM (Macedonia)
Hungary
Malta
Slovakia
Croatia
Finland |
Slovenia |
Norway
Spain
Ireland
Sweden
United Kingdom
Italy
Netherlands
Iceland
Montenegro
Portugal
Greece
Austria
Denmark
Belgium
Germany
France
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SOURCE: Eurostat (Health Database) and WHO (Health for All Database), No data for Liechtenstein
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4.2 Overall healthcare sector workforce

The total number of professionals working across the health and social care sectors was obtained for
30 out of the 34 countries™. These 30 countries, however do not report their data in a similar way and
comparability has been an issue in analysing overall trends and assumptions. The data are shown in
a variety of formats which include:

e Health and social care employees per 1000 population ratio
e Total working in hospitals

e Total working in hospitals and general practitioners

o Employees in public administration, education and health

e Employees in health services and social work

¢ Employees in health and social care as main occupation

e Employees in health and social care

Southern and eastern European countries such as Turkey, Greece, Poland and Hungary have a
smaller proportion of health and social care professionals compared with their total population.
By contrast, northern and western European countries such as the Scandinavian countries and the
Netherlands employ a higher proportion of staff in relation to their population.

%% By contrast, the OECD'’s database provides data on health and social care employees as a proportion of the population for
22 countries (OECD Health Statistics Database at http://stats.oecd.org/Index.aspx?DataSetCode=HEALTH STAT . Found
under Health— Health Care Resources—Total Health and Social Care Employment).
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Figure 7 — Number of Health and Social Care Professionals per 1,000 population (2009)
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SOURCE: OECD StatExtracts database, “Health—Health Care Resources—Total Health and Social Employment”, Found at

http://stats.oecd.org/Index.aspx

Comparing expenditure and workforce data shows that countries such as Turkey, Poland and
Hungary allocate fewer resources to health, while Scandinavian countries allocate more, which could
indicate a correlation between expenditure and staffing ratios. However, one cannot assert that lower
spending on health results in fewer staff as a proportion of the population: Greece and lItaly both
allocate a higher than average proportion of GDP to health, yet employ fewer staff members as a
proportion of their population. In con