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1. Introduction

This paper aims at promoting discussion
on the role of the public and private sectors in
university education. Privatisation direction cir-
cumscribed by civil service reform and struc-
tural adjustment in several countries prompts
researchers and policy makers to look seriously
into how to improve efficiency and quality of
manpower production while trying to achieve
social equity. To what extent the private sector
has a role to play in financing and producing
manpower and how the governments should
react in the transition period is discussed. Spe-
cial emphasis is made for health manpower is-
sue.

2. Civil service reform

In the past decade, favourable economic
and private sector growth, coupled with bureau-
cratic inefficiencies, prompted many govern-
ments to reconsider the role of the public and
private sectors in the production and distribu-
tion of goods and services. Recently, the Thai
government took a very bold step in public sec-
tor reform by advocating the target of “Jean but
efficient government”. Before 1994, the gov-
ernment adopted a policy of two percent public
employee growth. For the last few years. sev-
eral studies have been carried out to support this
direction. '

-In February 1994, the Cabinet endorsed the
Civil Service Commission’s proposal on “The

Public Sector Manpower Policy” and promul-
gated a Cabinet Resolution stating clearly that
every government Department must revise its
primary mandate‘). Activities must be prio-
ritised, unnecessal"y work curtailed. The Reso-
lution proposed a privatisation mechanism such -
as contracting out to the private sector, franchis-
ing, lifting of tuition fee controls in private col-
leges, etc. The private sector’s role in the pro-
vision of health services and education are par-
ticularly mentioned by the Resolution.

According to the Resolution, by the end of
the Seventh Five-Year National Economic and
Social Development Plan (1992-96), the total
number of public employees must not exceed
the level as of February 1994 (1.85 million or
3.3% of total population). Moreover, termina-
tion of one posthfor each retirement during this
period was strongly endorsed, namely there

‘would be around 18,000 posts terminated by the

end of 1996. New recruits are strictly contained
with some very limited exceptions (such as posts
for government fellowship students). This means
a zero or even a negative growth of public sec-
tor employees. Reallocation of posts among Di-
visions in a Department and between Depart-
ments was also advocated. A central body for
manpower management, whereby the Civil Ser-
vice Commission is the secretariat, was endorsed
1o implement the Resolution.

How much does it cost to employ an extra

.. . . . < o
civil servant? The Civil Service Commission

estimated the staff cost for a life time, on 37
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Table 1  Cost of an extra civil servant (Baht)

Year employed Annual salary Medical benefit Total Present value
1st 66,720 2,668 69,388 69,388
2nd 72,058 2,954 75,012 71,439
3rd 77,822 3,268 81,090 73,551
37th 1,065,396 80,970 1,146,366 197,928
Total 13,548,852 891,192 14,440,044 4,549,090
Pension 3,284,972 - - -

Grand Total

16,833,824 891,192

-

17,725,016 5,116,265

Source : Civil Service Commission 1994

Notes : Several assumptions were used : New recruit of a bachelor degree at the age of 23 years
old, 8% annual salary increase. Medical benefit takes 4% of the annual salary with a 0.1%
increase per annum. Discount rate of 5% was used for the adjustment of present value.
Pension is last month salary multiplied by 37 years.

years employment, at 17.7 million Baht (5.1
million Baht net present value) including pen-
sion and medical benefits, as shown in Table 1.

We believe that staff costs in Table 1 tend
to be under-estimated, as medical fringe ben-
efits have gone up in real terms 21% per an-
num‘® and constitute a substantial portion of staff
costs. The medical benefit scheme generously

covers parents, spouse and up to three children .

under 20 years of age.

The very secure and almost life time em-
ployment together with a weak performance
monitoring and evaluation system lead to sys-
tem inertia, non-responsiveness and low produc-
tivity among government employees.

According 10 the National Statistics Of-
fice Government Official Living Standard Sur-
veys,*¥ job security and generous medical
“fringe benefits are among the first two reasons
for entry and retention in the public services
eventhough the public remuneration scale is
lower than the private scale. Public Sector
Reform direction is then centred around govern-
ment efficiency and increased private sector role.

Figures from the Budget Bureau showed
that salaries and wages, excluding fringe ben-

- efits took almost one-third of the annual budget

during fiscal years 1984 to 1993%). High staff
costs and lower productivity are among impor-
tant justifications for Public Sector Reform.

Although the Resolution strongly chal-
lenges the bureaucratic-empire-building concept,
we believe that it has a major thrust on the
privatisation of the public sector. Little is known
about the privatising mechanism, especially in
manpower production.

3. State of the Art

“...The education system has both efficiency
and equiry objectives. Efficiency requires the
adoption of a system that maximises net social
benefits - that is, the greatest possible excess of
benefits over costs. These benefits take nwo main
Sforms: production benefits concerned with train-
ing the future work force, and a more diffuse
range of social benefits (externalities). The
equity objective requires the establishment of
equality of access or the guarantee of a mini-
mum standard in education.” Le Grand et al''!?

L
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Table 2 Number of graduates during 1992-1996 by source of production
Public Universities Private Universities / Colleges
Categories

1992 1993 1994 1995 1996 1992 1993 1994 1995 1996

1. Medicine 837 816 826 825 848 0 0 32 20 30
2. Nursing 3,139 3,355 3,134 3,136 3,037 295 335 322 332 356
3. Pharmacy 471 470 623 602 808 28 78 45 101 92
4. Dentistry 289 311 340 351 317 0 0 0 0 0
5. Medical technology 245 261 313 295 313 48 30 29 18 20
6. Rehabilitation 88 8 177 99 121 30 37 34 24 13
7. Public Health 2,233 2,245 2,230 2,332 2,300 0 0 0 0 0

Source : Wibulpolprasert et al (1997)

As shown in Table 2, Wibulpolprasert et
al'®® demonstrated that public universities and
colleges have a lion’s share in the production of
health manpower graduates. Private universi-
ties and colleges play an insignificant role ex-
cept for the case of nursing graduates. Private
non-profit foundations such as Seventh Day
Adventist, Chinese Overseas Foundation and
Christian Church of Thailand play a significant
role in nursing production.

Table 3 estimates a figure of 1.8 million
3aht to train a medical graduate in public uni-
versity, slightly lower for a dentist (1.6 million
Baht). For the cost of production of one medi-
cal doctor, the government could produce twice
as many pharmacists and eleven as many nurses.

Government universities are heavily sub-
sidised by general tax revenues, as tuition fees
and direct private costs borne by the trainee play

a minute role. Table 4 demonstrates personal
costs borne by trainees is a small fraction, -aver-
age 6.8% of the government operating budget.
This propox:tion is highest, 19.2%, among uni-
versities that mainly produce social science
graduates such as Thammasat and Prasanmitr
University, as cost of production is lowest. In
contrast, a similar tuition fee rate was charged
to trainees in medicine and health related cat-
egories in Mahidol University where cost of pro-
duction is highest. This makes the lowest (2.1%)
proportion of personal costs to government op-
erating costs of production. Medical students
paid a sum of 10,000 Baht for annual tuition
fees in public university whereas total cost of
production was 300,000 Baht. Private univer-
sity medical students paid a full fee of 250,000
Baht per annum. It could be said that cost of
production of health manpower was borne by
the tax payers.

Table 3  Estimation of production cost per university graduate (Baht).

Courses Public institutions Private institutions
Medicine 1,800,000 1,600.000
Dentistry 1.620,000 -
Pharmacy 500,000 299.000
Nursing 160,000 210,000

Source : Wibulpolprasert et al (1997)
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Table 4  Tuition fee and other direct private expenditure as percent of government budget subsidy

Tuition fee as % government
operating cost

All government universities
Lowest (Mahidol U)

Highest (Thammasat and Prasanmitr U)

6.8
2.1
19.2

Source : National Education Council 1985

Tangcharoensathien et al™ estimate the
cost of nursing production in the 23 MOPH
Nursing Colleges in fiscal years 1990 to 1992.
The total cost was 17,954 Baht per student per
year during this period, consisting of labour costs
53%, material costs 43% and capital deprecia-
tion 4%. Tuition fees are 9.7% of the total costs

a0fproduction and the budget subsidy is 90.3%.

The instructor student ratio is too low at 1:13 as.

compared to the standard set by Ministry of
University Affairs of 1:8. Inadequate budget,

high teaching load and little opportunity fer staff
development are among factors for lower qual-
ity nursing outputs. Another study by Wibul-
polprasert et al® estimates costs of production
for three categories of paramedics, namely rural
health workers, dental nurses and pharmacist
assistants in the MOPH Khon Kaen Public
Health College. They found that the tuition fees
borne by students were a very small fraction of
the total costs of production of the above three
categories, i.e. 3.7%, 2.0% and 4.0%

Table 5 Tuition fee and other private expenditures as percent of parents’ annual income (Baht)

Annual income Tuition fee Percent
All government universities 134,364 3,328 2.5
Lowest (Thammasat University) 155,505 . 2,455 1.6
Highest (Institute of Technology) 97,774 6,103 6.2

Source : National Education Council 1985

Tuition fees and other trainee private costs
play a minor fraction of household income as
shown in Table 5, from a study done by Na-
tional Education Council®. On average, private
costs for a university education was 2.5% of the
parents’ annual income, ranging from 1.6% for
Thammasat to 6.2% for the Institute of Techno-
logy. This reflects financial affordability if the
dee is 10 be raised.

University student social status as reflected
by father’s occupation is shown in Table 6. Fa-
thers are commonly employed in business and
civil service. Fathers who are furmers are in the

.

minority except for students who study agricul-
ture. Further, university student economic sta-
tus as reflected by paternal average monthly
income in Table 7 shows that they are in the
higher economic band compared to general Thai
who are farmers and labourers. Private univer-
sity students came from the highest economic
band, with income differential is evident at the
magnitude of 6.5 fold to the general Thai popu-’
lation. .

From the above analysis, it could be said
that university students generally come from
higher socio-economic strata but the society

.
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Table 6 Percent distribution of the occupation of university student’s fathers

Category Business Civil servant Farmer Other
Science 47 23 i1 19
Agriculture 4] 24 19 16
Medicine 55 18 7 21
Commerce 57 20 3 20
Engineer 54 17 10 19

Source : National Education Council 1985

Table 7 Average monthly earning of fathers of students in universities compared with general

population, Thailand.

Average monthly income (Baht)

Father of government university student
Father of private university student
National Thai average

Thai Farmer

Thai labourer

11,197
15,477
2,380
578
1,362

Source : National Education Council 1985

bears nearly the sole cost of production. It is
more convincing if we look closely at benefit
yield to graduates in comparison to the society
as a whole. The Education Council''? produced
fertile evidence on cost and benefit of tertiary
education in Thailand. Benefits were measured
in terms of economic and other social external
benefits (externalities) to the society and to the
graduates themselves (private benefit).

Private return was compared between high
school and university graduates. It was calcu-
lated using post tax earnings in a 46 year life
time employment period (between 23 to 65 years
old) for a university graduate and direct per-
sonal costs at the university level plus opportu-
nity costs of studying in the university (eamning
foregone for high school graduates). These were
adjusted by age-earning profile, unemployment
rate and attrition rate from university. The unit
of private rate of return is percent per annum.

Social rate of (economics) return was com-
pared again between high school and university
graduates. It was calculated based on the same
principle of private rate of return, but used pre-
tax instead of post-tax earnings. The unit of
social rate of return is percent per annum.

Table 8 shows a consistent pattern that
private rate of return is higher than social rate of
return; 16.43% versus 8.84% for overall gradu-
ates. State enterprise employees received the
highest private rate of return, 23.76% and gov-
ernment employees had the lowest, 16.74%.
Note that there is a significant sex differential
on private rate of return, biased against females.
The average social rate of return was 8.84%
ranging from 8.03% to 12.98%. The gap of
private and social rate of return ranges between
8% 10 11%. Thus, the greater the gap, the more
benefit gained privately to graduates and the less
gained to society. The gap is determined by
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Table 8  Social and private rate of economic return (% per year) from investment in University

Education, Thailand 1985

Employment Male Female Both

All types of employment

Social rate of return 10.67 6.47 8.84

Private rate of return 19.89 13.29 16.43
1. Government services

Social rate of return - - 8.03

Private rate of return 19.63 15.13 16.74
2. State enterprise

Social rate of return - - .12.98

Private rate of return 25.33 21.86 23.76
3. Private

Social rate of return 13.86 8.44 11.40

Private rate of returmn 25.60 17.70 21.52

Source : National Education Council 1985

'cost of manpower production (borne by the so-
ciety and the household) and income generated
from employment opportunities. We believe that
apart from being a university graduate, there are
other factors besides personal income, such as
parent’s wealth and post-graduate training.

Private rate of return in this study!? is
consistent with Le Grand et al') that post tax
private rate of return on a university degree in
Britain was between 18 and 24 percent, clearly
a much higher return than could be obtained on
almost any other form of investment. The pri-
vate rate of return of around 17% has been es-
timated in the US.

¢

We argue that the social rate of return
above!? is under-estimated for medical doctors,
nurses, pharmacists and dental doctors. Since
1971, the Thai Government introduced a com-
pulsory three year rural services (mainly in dis-
trict hospitals) for all medical graduates and
subsequently for dentists and pharmacists. Each
nursing student in the MOPH Nursing Colleges
were designated where to work for since the
first year. These health professionals posted in
most remote rural areas filled up the gap of social
inequity, facilitating access to professional care
among the rural poor. They are the pioneers in
the history of primary health care and district
health system establishment in Thailand.

Table 9 Social and private rates of economic return (% per year) by category of university training
assumed 43 years of employment
Total civil servant state enterprise private
Category
social private social private social private social private
Science 7.5 17.6 6.9 18.4 10.6 245 11.4 26.0
‘Agriculture 8.1 19.5 6.5 17.7 9.0 20.7 15.8 331
Medicine 4.5 154 6.0 27.7 6.0 223 7.8 24.0
Commerce 11.8 15.8 9.3 15.1 15.4 20.5 14.8 20.5
Engineer 10.7 235 9.2 223 13.4 28.8 17.1 34.8

Source : National Education Council 1985

4
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The two rates presented in Table 9 com-
pare five selected categories of graduates in three
sectors of employment. The gap of private and
social rate of return was more evident among
medical doctors (16% to 22%) and engineers
(13% to 18%). This means that for investment
in tertiary education, the society received less
and the graduate got more. The study proves
that social contributions (in terms of political,
social, religious aspect) were higher among uni-
versity than high school graduates, but the mag-
nitude is not significant. The study also esti-
mates that the government heavily subsidised
up to 88% to 93% of the total cost of tertiary

education, despite the fact that private gain was
higher than social return, and that university
trainees came from the higher socio-economic
band of the society. The study"'® concludes
“... this frankly demonstrates the inequity and
inefficiency in managing and financing tertiary
education in Thailand...”.

Unfortunately as shown in Table 10, medi-
cine, medical technology and engineering were:
categorised into the column of lower social rate
of return for both economic and social contribu-
tions in various domains. Graduates falling under
the low social rate of return comprise the major
area for university education reform.

Table 10 Social rate of return in terms of economics and social

Social rate of return high

low

.

1. Economic return
commerce, humanities.

State enterprises: fine arts,
architecture, commerce, humanities.
Private: engineering, agriculture,

commerce.
2. Social

» political aspect * Sociology and humanities

* religious aspect * -
« social aspect » medical technology
* total

Civil servant: fine arts, architecture, Civil servant: medical technology

medicine, agriculture.

State enterprises: medicine,
agriculture, education.
Private: medical technology,
medicine, education.

+ medicine
« science, commerce

+ engineering

Source : National Education Council 1989

Table.11 . Social rate of economic return (% per year), selected training categories

Countries Science Agriculture Medicine Commerce Engineer
Thailand 7.5 8.1 4.5 11.8 10.7
Philippines - 3.0 - 10.5 10.3
Malaysia - - 9.8 124 - 13.4
Brazil - 5.2 11.9 - 17.3
England 11.0 - - - 11.4 .
Sweden - - 13.0 9.0 75
Developing 14.2 8.0 12.0 15.0 15.2
Developed 9.4 22 8.2 10.3 7.5

"Source : National Education Council 1985
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Social rate of return from investment in
university education, comparing Thailand with
other countries is shown in Table 11. Social
yield from investment in physician production
ds the least, 4.5% per year, compared with 12%
in other developing countries.

The study strongly advocates reduction
of government subsidy and increase in tuition
fees (reflecting true cost) to tertiary educa-
tion run by government universities as well
as a greater role for private universities. This
should lower the private and increase the
social rate of return. Grants and loans to the
poor students who could not afford the tu-
ition fee is automatically proposed.

4. Are students in health sciences
sreally subsidized by the
Government?

As evident from the above analysis, it is
customary, in addressing the issue of financing
tertiary education, to look at the private gain
versus social benefits resulting from educational
outcome. We argue that social return from health
workers may have been under-estimated through
conventional economic analysis. Moreover the
government may not really subsidize the univer-
sity training for most students in health sciences.
Medical, dental, pharmacy and nursing gradu-
ates are assigned to compulsory public rural
services after graduation. They will be fined for

varying amounts of money if there is a breach

of contract.

If the amount of the fine is properly calcu-
lated, the government,in’ effect ends up giving
an indirect loan to those students who breached
the contract. For those who work for the gov-
ernment, they are underpaid compared to pri-
vate sector employment. Their forgone income,

~comparcd to the market price. exceeds the
amount they are expected 1o pay back to the
government if they breach the contract. This
again becomes another form of indirect loan
where graduates pay back their tuition by work-
ing in underpaid government services.

By not charging students, but by directly
obligating them to serve three years in rural areas,
the government created a hard-to-refuse condi-
tion that helps to increase the social benefits
contributed by these medical and health profes-
sionals. This type of contractual relationship
between the government, graduates and the so-
ciety at large could hardly be seen as an unjus-
tifiable subsidy, but rather a reason to invest
more. It might even be unfair to see this as a
subsidy at all. Compulsory rural services are
not enforced to other non-health graduates who
are also equally produced at the social cost.

This is not to say that such a relationship
should not continue. On the contrary, it should
be continued as it helps the country in distribut-
ing various kinds of health personnel to rural
and harsh remote areas of the country. Rather
than seeing this as an unjustifiable subsidy, it
would be preferable to charge full cost and let
the students apply for educational loans thus
freeing them from social obligations to rural
services, and losing the opportunity to more
properly distribute them to the rural areas. The
government should consider this as a highly
tactful way of building the right relationship
between graduates, the government and the pub-
lic at large.

5. Conceptual framework for reform

In this part, the emerging public and pri-
vate role in manpower production is discussed.
In a laissez faire capitalist economy the State
will not unnecessarily interfere with the market
unless the market doesn't work properly (mar-
ket failure). In cases of unilateral information,
when consumers could not exercise their sover-
eignty properly, or the people's consumption
provides excessive external benefit or cost (harm-
ful) 1o society, there is a need for government
intervention''". However, it doesn’t mean a staté
role in both financing and provision. -

We modified the framework introduced by
Bennett!'> on public private role in financing
and provision of health care. Instead of health
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Table 12 Conceptual framework on public private role in financing and production of manpower.

Provision

Public finance

Private finance

Public University/
Colleges

Quadrant 1. Government
budget for the training of health
manpower (under-graduates and
post-graduates) in government
owned universities/colleges

Quadrant 3. Household
payment for tuition fee in public
universities/colleges

Cell 1 broad opportunity

Cell 3 broad opportunity

Cell 2 narrow opportunity

Cell 4 narrow opportunity

Private University/
Colleges
« not for profit

» for profit

Quadrant 2. Government
budget is used to contract

private universities for production

Quadrant 4. Households pay
for tuition fee in private
universities

Cell 5 broad opportunity

Cell 7 broad opportunity

Cell 6 narrow opportunity

Cell 8 narrow opportunity

care provision, we adapted production of health
manpower. We classified private universities into
two small categories: for profit and not-for-profit
Foundation owned institutions, as cost of pro-
duction, profit motive and policy instruments are
quite different between the two categories.

Table 12 produces a two by two table,
showing public financing for government uni-
versities (Quadrant 1) as the dominating share.
Public subsidises, through contracting private
universities (Quadrant 2) for production of man-
power has a minor share. Household payment
for tuition fees in public universities (Quadrant
3) is common but plays a minor role, as dis-
cussed at length. Household payment for tu-
ition fees in private universities (Quadrant 4) is
quite common for most disciplines except in the
case of health manpower (see also Table 2).
We then add broad and narrow education oppor-
tunities to breakdown each of the four quad-
rants, altogether making eight cells of policy
options. Three major aspects, i.e. financing.
provision and education opportunity need 1o be
taken into account in policy analysis. In terms
of education opportunity the concern is whether
only some privileged few had advantages over
the majority of the population (narrow opportu-
nity) or the majority had equal access (broad

v

opportunity). Thus we had a matrix of eight
different possibilities in deciding how to strive
for future policies.

The first option is public financing of
public universities with narrow opportunity
(Cell 2). This seems to be the present dominat-
ing picture where most educational institutes are
publicly owned with low tuition fees and only
the economically better off would have access.

There could be the second option of pub-
lic financing public universities providing broad
opportunity for the majority (Cell 1). This would
be achieved by improving access for students
from the lower economic band in the current

"system. However increasing public financing is

a major constraint.

The third and fourth options are private
household paying for education in public uni-
versities with broad or narrow) opportunities
(Cell 3 and 4). This is the option of charging
full fare in all public institutions with very few
in private institutions. It is quite unlikely except -
for a few study fields that may require high
investment and yet not very high demand for
education. Whether this will result in narrow
opportunity if the government leaves financial
burden totally to households remains to be seen.
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It could achieve broad opportunity goals if fi-
nancial mechanisms were introduced to support
those who could not afford to pay.

The fifth option of public financing pri-
wate -universities with broad opportunity is
achievable if the government wanted to invest
more (Cell 5) through private production. How-
ever there are very few models where govern-
ment contracts private educational institutes for
manpower production.

The sixth option is public financing for
private universities with narrow opportunity
(Cell 6). This could happen if the fifth option
was not properly managed.

The seventh option is private household
paying for education in private universities with
broad opportunity. It seems to be the direction
most governments think they are heading to-

<swards, by promoting private universities and

provide educational loans to those of lower eco-
nomic status.

The eighth option is private household
paying for education in private universities with
narrow opportunity. This is highly feasible by
allowing the private sector to provide education
based on household ability to pay without gov-
emment interventions. However it may be as
undesirable as discussed in the fourth option.

From where Thailand is at present, espe-
cially with regards to education of health pro-
fessionals, the possibilities are enormous as de-
scribed above. It is therefore not necessary that
the government look only at the option of charg-
ing the full tuition fees in public institutions, or
replacing public institutions by private institu-
tions. This. will certainly reduce the opportunity
of the economically underprivileged, even though
educational loans are made available.

6. Policy options for health
“snanpower production

What else could we do to improve the situ-
ation? There are a few things that need to be
done taking into account the conceptual frame-
work introduced above.

1. Increasing opportunity for the majority
of students. This could be carried out through
various means that need to be emphasized, once
we are certain of the relationship between the
students and the government as debated above.
Two concrete measures carried out sluggishly
by the present schemes should be accelerated.
First is increasing the allocation of entrance ex-
amination quota to students in the rural areas.
Second is the provision of scholarships, not only
for the tuition fees but for daily necessary living
expenses to students from the lower socio-eco-
nomic group. )

2. Increasing efficiency of existing public
educational institutions. If we agreed that the
existence of public institutions have actually
contributed to the progress we have made, the
next step is to make them more-efficient. Dere-
gulating public educational institutes is the
mandatory next step. This is aimed not to allow
universities to charge full costs to the students
in health sciences. They may be allowed to do
so for those fields where public benefits could
not be clearly justified or private returns over-
whelm public contributions such as engineering,
etc. Deregulating educational institutions will
allow them to utilize resources more efficiently
by adopting more realistic management practices
rather than adhering only to bureaucratic rules.
It will help improving staff employment as well
as utilization and lead to lower cost of produc-
tion. This is certainly of high priority consider-

ing the fact that public institutions may not be

as efficient as their private counterparts.

3. Introducing rigorous standards as well
as proper financial supports to promote not-for-
profit private educational institutes. If the policy
is to ensure equal opportunity for higher educa-
tion in health sciences along with minimizing
improper subsidies to those who can afford to
pay. the idea of private institutions is one of the
logical solutions. However, as we have pointed
out when presenting the background data. costs )
for health sciences education is quite high.
Leaving this to pure market forces may lead 1o
substandard educational management which
eventually will impinge upon society as a whole.
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Moreover if the government sees the cur-
rent “seemingly subsidized model” as not unjus-
tifiable, the same type of arrangement could be
extended to the education offered by the private
institutions. This will be possible only when a
private institution is operated on a not-for-profit
basis. In effect, allowing the public institutions
to be deregulated is another end from which a
not-for-profit private institutions could be estab-
lished and used in the future education system,
especially for health sciences students. How-
ever this will also imply a changing role of the
government. It should then perform the func-
tion of a good referee and promoter. This in-
cludes setting rules and requirements, in collabo-
ration with professional organizations, to ensure
good educational standards as well as to estab-
lish systems and mechanisms for monitoring to
ensure that various educational institutes oper-

ate to meet the social objectives as a whole.

By relieving the government from the need
to exert tight control over public universities, it
becomes more likely for the government to take
up the new but challenging role of ensuring
equity, quality and efficiency for the society in
general rather than looking at only ways and
means to relieve itself of the financial burden
with little concern over the greater good of the
society.
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Discussion

Charles Boelen
Division of Organization and Management of
~Health Systems, WHO, Geneva.

After a critical review of the national situ-
ation regarding the cost of and returns from the
production of health manpower, the authors are
making proposals for reform.

The analysis of the comparative advantages
for the society which prepares the future genera-
tion of health personnel (“the social return”) and
for the individuals who will have benefited
from the educational programmes (“the private
return”) provides a quantifiable basis for assess-
ing the efficiency in manpower production. It is
fair to say that the social return from the educa-

-=ticnalinvestment in health manpower is notably
-underestimated. ‘

The authors rightly note that the fact that
new graduates must serve rural areas for a pe-
riod of three years is an added value of great
significance. Not only is it a social gain in terms
of manpower years given to society, it is also a
commitment of youth to dedicate some of their
best years to the interest of the nation, which
may serve as a role model for other young cad-
res outside of the health sector. It may also
contribute in reinforcing the spirit of solidarity
in favour of the disadvantaged which bring co-
herence, stability and peace in a country - all
values contributing directly or indirectly to health
development. .

The authors present the conceptual frame-
work with the eight cells of policy options as a
basis for informed decision - making in health
manpower production. The pros and cons of each
option are outlined with a particular emphasis
on “the broad opportunity™ geared towards an
equitable access to education. They wisely sug-
#gest that the government should not limit itself
lo only one option but be open to several op-
tions, to allow the economically underprivileged
to access education either in public or private
institutions.

Coming to the final recommendation, the
authors suggest three courses of action. The
first one, for increasing opportunities for the
majority of students, is straightforward and the
proposed measures are explicit. The second
recommendation for improving the efficiency of
existing public educational institutions, suggests
deregulation and adoption of management prac-
tices that are close to the ones used in private
institutions, although no explicit measures are
proposed. -

In my view, the third recommendation
for setting educational standards is the most
important one. Private and public education
institutions should equally comply with best
practices in education. Standards need to be
proposed and indicators be developed for use
for evaluation and accreditation purposes.

As the debate is primarily organized
around the notion of a fair balance between the
benefits for society and for individuals, it would
be useful to propose indicators that illustrate this
duality.

Beyond the purely economical aspects of
the benefits, the individual gains could be as-
sessed in terms of personal development and
capacity to play an active and rewarding role in
society. Standards of quality in education would
therefore apply, such as, for instance, the devel-
opment of critical thinking, the propensity to be
a lifelong leamner, the capacity to work efficiently
in groups, the ability to communicate and de-

velop leadership skills.

From the point of view of social gains,
standards should be set to assess the social ac-
countability of the educational institutions. So-
cial gains should be measured in terms of the
contribution of the institution in responding to
sociely’s priority concerns, not only through its
education (or manpower production) function,
but also through its research and service deliv-
ery functions which are interwoven with the
education function. A “social accountability *
grid” would help to assess the institution's
status against four basic values in health de-
velopment : relevance, quality, cost-effectiveness
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and equity"’ and propose a reference o improve

the way the institution contributes to people’s
health.

Standards, once adopted, must be used for
stimulating progress, either through self-assess-
ment procedures or more formal evaluation and
accreditation. The government has a special duty
in helping to set such standards, in consultation
with academic authorities and other concemed
bodies, and in proposing processes for using them
for institutional development, in both public and
private institutions. The compliance with national
standards should reduce the heterogeneity of
delivered education and spur the efficient utili-
zation of resources and talents existing in any
institution in favour of the nation’s health.

1. Boelen C. The Five-Star Doctor: An
asset to health care reform? Human Resources
for Health Development-Journal (HRDJ), 1997,
1:6-12. .

Charus Suwanwela.
College of Public Health, Chulalongkorn Uni-
versity, Thailand.

It is indeed appropriate to debate the rela-
tive public and private roles in manpower pro-
duction because of the rapid changes with an
increasing share of private providers. According
1o the present constitution, Thailand is encour-
aging more involvement of the private sector in
the provision of higher education and health care.
Thus, policy debate may be useful for the new
constitution being drafied at present.

While civil service reform. estimated cost,
and relative rate of personal and social return
from higher education have bearing on national
policy options, there are many other, perhaps
more important, factors that must also be con-
sidered. The civil service reform aims primarily
at increasing efficiency of the system. The au-
thors appropriately cast doubt on the estimation
and conclusion regarding social return from
education of health professionals. The provided
conceptual framework for reform in this article
is, in my opinion, very limited, taking only pro-

-

vision and financing into account in determin-
ing policy options for future actions. Oversim-
plification can lead us astray.

A few basic issues are offered here to widen
the debate.

1. Diversity in the complex system of
manpower production makes a gen-
eralized consideration too vague or
too specific to be applicable fo differ-
ent parts of the system. Training of
health professionals is much different
from that of engjneers, teachers or busi-
ness administrators. Even among health
professionals, medicine has different op-
erating factors in comparison to nursing
or pharmacy. The single private medi-
cal schoo! was opened only in the past
decade, while many nursing schools
have, for many years, been private. The
pharmaceutical industry is rapidly de-
veloping, and education in pharmaceu-
tical science is therefore shifting from
hospital and public pharmacies to tech-
nologies. Thus, national policies on
education of these professionals cannot
be set across the board. Perhaps, this
article can be limited to addressing
medical education in more depth.

2. For medical education, the quantity of
output is important. Overproduction
should be avoided because it has been
shown 10 produce serious negative ef--
fects on the society. Medical doctors can
create their own market and unneces-
sary expenses are the result adding to
the problem of cost escalation. In some
countries in Europe, it is a constitutional
right for students to enter medical edu-
cation. In contrast, Thailand has over
the years maintained that medical edu-
cation aims to serve societal needs, not
the desire of students. This has a seTi-
ous implication for private medical
schools because of the high investment
and operating costs. Large classes are
required in order to collect adequate



income from tuition fees. Quality is then
difficult to maintain as observed in some
countries in the region. Collection of
high capitation fees has led to the su-
preme court ruling in India limiting the
practice, because of the resuiting ineg-
uity in admission to medical schools.
The private medical school in Thailand
has been required by the Thai Medical
Council to create a non-profit founda-
tion. Subsidies to private medical
schools may be an option. Efficiency in
the management of medical schools both
public and private must be sought in
order 1o cope with the limited resources.
Student loan schemes which are opened
to students at both public and private
schools is new and may be the answer.
Debate on appropriate mechanisms for
quantity and quality of output is needed.

3. Specialization and postgraduate train-
ing has serious bearing on the quantity
of medical manpower and quality of
health care. Technological developments
and enlargement of the middle class
population create forces that must be
considered in policy options. Commer-
cialization of medical care and third
party payers complicate the system.

4. Globalization is another emerging trend
and mobility of students and profession-
als across national boundaries must be
addressed when considering national
policy options. Medical graduates from
foreign medical schools have been a
neglected option which needs better
policy consideration. Branches of for-
eign medical schools in the country and
twinning arrangements are both an
opportunity and an unavoidable com-
plexity.

“Finally, 1 agree with the notion of the
changing role of the government. Promotive
function is beyond guestion, but regulatory func-
tion through setting rules and requirements may
be outdated in the present social environment.
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Damrong Boonyoen.

Director-General, Department of Communicable
Disease Control (CDC)

Ministry of Public Health, Thailand.

The researchers and policy makers who
want to understand better on how and whether
or not the civil service reform strategy will lead
to a desirable impact on efficiency and quality
of manpower production while trying to achieve
social equity, must in the first place possess a
framework to analyze the reforms against. The
debate is therefore beginning here when the
emphasis of the analytical framework has to be
settled. Social equity may be interpreted as equal
access to core services rather than equal out-
comes or expenditures. Core services may have
different meanings within different policy direc-
tions. If the reform policy-for the health care
system of Thailand provides more emphasis on
health promotion, health protection, disease pre-
vention and control, then, the core services will
have to respond more visibly in this direction.
The analytical framework in this sense becomes
a challenge for the researchers and policy mak-
ers to agree among themselves on how they
interpret the scope of the core services. In many
instances, these have been left open and only a
few people know what to promote, what to pro-
tect, what to prevent, and how to carry out this
work technically as well as through the mix of
the public and private sectors system.

In order for this analytical framework to
be settled at the beginning of the reform pro-
cess, some essential case studies will have 1o be
carried out to obtain the required baseline knowl-
edge. If the reforms are introduced without a
defined baseline it is going to be difficult or
impossible to know with any certainty, what
would have been achieved by the reform strat-
egy or with the investment made in the process
of reform. Drawing from the experience of other
countries, the recent reform process has incurred
establishment as well as transition and ongoing
transaction costs. There was no certainty as to
what would be achieved, although there were
clear objectives of more accountability through
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the use of contracts. The introduction of con-
tractual practices and commitment between the
funder and the producer is of utmost importance
in the initial phase of the reform process. The
anticipated gain from good contractual practices
between the funder and the producer is increased
information regarding what educators and train-
ers are doing and not doing, as well as how
much their services cost. This is a social learn-
ing opportunity for both sides to have a greater

nderstanding of education and training prod-
ucts and the beginnings of the acquisition of
adequate information to reallocate or manage
resources. It is remarkable, however, that under
the concepts and good practices of contractual
services agreements, if anything should go wrong
an appropriate and prompt action must be un-
dertaken to stop the contract or to ensure that
nothing is violated.

The main concerns surrounding the cur-
rent approach in privatization are poor or in-
appropriate contract development and agree-
ment, negative reaction on the part of the gen-
eral public and the media due to problems of
perception, increased transaction costs, ele-
ments of “market failure”, conflict between
‘he State owned producers and commercial
mstitutions, service development, central
agency concerns and the inevitable political
interference. The State owned corporatized edu-
cation and training entities may have to face a
challenge of meeting desirable objectives among
management issues, especially financial, on the
one hand and professional standards. values. and
ethics on the other hand. If this challenge could
be handled correctly, the reform strategy and
procéss: will help to institutionalize student-
centred education and training processes. con-
structive relationships between managers and
professional educators or trainers, higher degree
of evidence-based teaching and learning in medi-
cine, nursing, and public health. Conversely. the
contract institutions may hold all or most of the
information on the costs and quality of their
education/training products compared with the
funders and payers (students) who may be naive
and in relative ignorance. Nevertheless,

Y

privatization, separation of the funder from the
producer, and the use of information are key
reform strategies because they enhance under-
standing of the products and they serve as an
accountability tool.

Dhipavadee Meksawan.

Deputy Secretary-General, Office of the Civil
Service Commission, Thailand. L

In a laissez faire economy, cross-subsidy
by the government should be kept as minimized
as possible. Although this premise has been
accepted by most developed and developing
nations, some argue that there is still a need for
constructive intervention by the government es-
pecially in the case of education investment.

As for Thailand, the role of the public
sector in human resource production has long
been an unsettied issue. There are controversies
on, among other things, who should be respon-
sible for human resource production or who
should bear the cost of education. Fortunately,
most of us have agreed on the purpose of edu-
cation and the principles of education, including
the principles of educational management.!”

Our education system needs a paradigm
shift. Education is an investment. The govern-
ment should provide free education only at the
compulsory levels which aim to develop wis-
dom, merit, and fundamental knowledge. For
tertiary education which aims to develop career
or professional abilities, the students make their

own choices and are the main beneficiaries, they -

therefore should bear the cost. The role of the
government is to make sure that all walks of life
have equity of access to higher education by
providing scholarships, loans, etc. and that mini-
mum standards are met. At the tertiary educa-
tion level, government subsidies should be re-
duced, wition fees increased, and the role of
private universities promoted.

This paradigm shift is supported by the
fucts that 88-93% of the total cost of the tertiary
education is subsidized by the government'®, that
the private rate of return is greater than the so-
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cial gain'®, and that university students gener-
ally come from a higher socio-economic strata.”
There is no point for a blanket subsidy for the
people who clearly can afford to pay much more.
This cost of production should not be borne by
dax payers. Besides, the government can use the
savings from subsidies in other ways such as
raising the salaries of the public personnel.

The graduates, however should pay only
the true and full cost, not the cost of ineffi-
ciency. Currently the true and full cost of edu-
cation in the public universities is known to no
one. Based on estimates, the cost of medical
doctor production per graduate in the public
universities was 1.8 million baht compared to
1.1 million baht in the private institutions.”® Two
points should be noted on these numbers. First
the public cost was not true and full since it
covered only recurrent costs, but no charges on

«capital costs. And second, the data were based
on different years. The public estimate was made

1. The purposes are 10 help people develop their wisdom,
merit, and fundamental knowledge for themselves and
society and to develop working abilities and professional
knowledge for their careers and economic development
of the country. The principles are equity for access:
balance among wisdom, merit, fundamental knowledge
and working ability; consistency with economic and
social development; and varieties in forms, content, and
methods. See: Panom Pongpaiboon. Education system
for the development of the national human re-
sources. Bangkok: National Education council. 1990;
pp- 36-40 (in Thai).

2. National Education Council. éxpcnditurc and return
on investment in university education. A Research
Report. Bangkok: Office of the Prime Minister, 1989:
244, (in thai).

for 1993-4. while the private one covered 1996.
Notwith-standing the above facts, the medical
doctor production in the public universities was
more costly than in the private sector counter-
parts. Neither the graduates nor the tax payers
should bear this effi iciency cost (see Table 1).

The deregulation of public educational
institutes is a prerequisite for effi iciency. But
it does not guarantee efficiency. Only through
the invisible hands of market mechanisms can
the cost be cut while qualities increased or at
least maintained (see Table 2). Since the pro-
duction of public health personnel is contest-
able, the private production should be promoted
and proper support be provided both to not-for-
profit and profit institutes. By nature, the pri-
vate universities are more adaptive to market
fluctuations than public ‘institutions, especially
when coping with the forecast excess supply of
medical doctors in the next 20 years.$

3. Op cit.

4. National Education Council. Expenditure and return
on investment in university education. A Research
repont. Bangkok: Office of the Prime Minister, 1985, (in
Thati).

3. Wibulpolprasen S, Jindawatara A, Rachatarom B et al.
Policy options for health manpower production in
the next two decades. A Research Report. Bangkok:
Heulth Manpower Deveiopment Institute. Health Sys-
tems Research Institute, Health Policy and Plan Bureau,
1997. (in Thai).

6. Phananiramai M. Suksirisacreekul S. The forecast on
sickness patierns and future demand for medical doc-
tors. Health Systems Research Journal 1996:4 (in Thai).
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Table 1  Cost of medical doctor production per head in the public universities

Year Cost Opportunity Cost Total Cost
B 300,000 161,587 461,587
2 315,000 129,648 444,648
3 330,750 97.581 428,331
4 347,288 " 65,325 412,612

5 364,652 32,819 397471
6 382,884 0 382,884
Total 2,040,574 486,960 2,527,534
Assumption

1. First year cost is 300,000 baht and increases 5% per year.
2. Opportunity cost is calculated based on interest rate of 9%

Number of Years for Additional Fixed Salaries for Medical Doctors if the above cost is transferred
and used up.

Fixed Additional Salaries No. of Years
15,000 14
20,000 11
25,000
30,000

Table 2 Amount of money that can be saved if the public universities can produce medical
doctors with the same cost as the private ones

Year No. of Graduates Saving 0.7 million baht per head
1992 837 58.59
. 1993 816 57.12
1994 . 826 57.82
1995 825 57.75
1996 848 59.36
Total Savings 29] million baht

Notes

1. Cost of medical doctor production in the public universities is 1.8 million baht per head and
1.1 million baht in the private institutions. (from_Wibulpolprasert and others (1997))
2. With that savings we can produce 264 additional doctors.
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Kasem Watanachai.
President, Huachiew Chalermprakiet University,
Thailand.

There are so many pertinent points in this
gpaper, and my final impression is that it is an
. excellent paper, looking at the role of the Thai

government in higher education. Although the
emphasis is on health manpower production, it
is a study model that is applicable to manpower
production in other fields as well. I wish it is
published and read widely, especially by major
policy makers of the government.

May I propose a broad set of policies con-
cerning the role of Thai government for higher
education in the coming century:

1. Set new visions and goals for higher
education in Thailand. We need visions
that are attainable and goals that can
be achieved.

2. Re-structuring government agencies
responsible for higher education into a
single agency; or if that is impossible,
into a national policy committee for
higher education. This agency or com-
mittee should be responsible for setting
policies, standardization and accredita-
tion, and budgeting guidelines.

3. Privatize all public universities and
colleges, and treat all higher education
institutions with the same policies and
practices.

4. Build up the mechanism for providing
funding to these institutions on the ba-
sis of academic performances, e.g.
numbers of annual graduates, research
results, etc.

5. Set up standards and quality assur-
‘ance system that applies equally to
every institution.

6. We already have a student loan scheme
for those from lower socio-economic
status. 1f properly administered, it will
be able 1o guarantee equity of access,
based on the academic merit system.

7. If the Ministry of Public Health needs
health science graduates, it should pro-
vide enough incentives, i.e. scholar-
ships to ensure students’ participation.
Forced or compulsory services must be
discontinued at the latest by the turn to
the next century. Forced or compulsory
services should be avoided at all cost,
except in war time.

Peter Hornby.

Programme Co-Director MA (HRH)

Centre for Health Planning and Managemént,
Keele University, UK.

The paper focused principally on two is-
sues. Firstly, it explores equality of opportunity
and a return on the public investment in tertiary
education. Secondly, it examines the means of
making the production process more efficient.

The basic argument for requiring some
form of payment from those benefiting from
tertiary education is that there is a differential
between the private and social benefit on the
initial investment. However, while the economic
returns are relatively easy to measure, the other
social benefits are both less easy to quantify and
more open to different interpretations and value
judgements. This lack of clarity, despite the
apparent precision of the economic measures,
moves the discussion from a strictly intellectual
argument into the political domain in which the
objective is to find an acceptable contribution
from the beneficiaries of tertiary education rather
than a rationally justifiable contribution. In these
circumstances, other criteria for private contri-
butions may be seen to be more appropriate to

_those offered in the paper. For instance, a fixed

percentage of actual costs for all disciplines
which imposes some equity on the input side of
the equation. :

Certainly more and more countries, devel-
oped and developing, are moving towards some’
form of charging to the individual beneficiaries.
The charges do, however, appear to be based on
arguments for extending the public parse or



Chunharas S., Tangcharoensathien V., Kittidilokkul S. » Public/Private Role in HRH Production. : 93

for maintaining the financial viability of pri-
vate institutions rather than on concepts of
private return on the education investment.
The focus in all this is not so much on the source
of the education (this, given the high capital costs
involved, is largely determined by existing edu-
cation patterns) but rather on what mechanisms
can be introduced which facilitate equality of
opportunity and widen accessibility.

The use of preferential support schemes
for those deemed to be disadvantaged has come
under “attack” as being unjustly discriminatory.
Loan schemes with deferred repayment may offer
greater opportunity for imposing charges and yet
maintaining equality of opportunity.

The need to improve efficiency, as well as
cost sharing, particularly in public sector institu-
tions, is now well recognised. Increasingly,
through a variety of reform programmes, the role
of government is changing with a separation of
its financing role from that of standard setting
and performance monitoring. This can and does
lead to significant improvements in efficiency.
However, these beneficial cﬁanges can only be
realised, without damage to quality, through the
existence of effective professional bodies, an
information system that permits meaningful com-
parisons to be made, an inspectorate that has
appropriate powers and is rigorous and fair, and
governmental policy that is consistent in pro-
moting the educational devélopmenl it wishes to
achieve.

This_paper by Dr. Somsak and his col-
leagues will undoubtedly stimulate further de-
bate in the search for new and more effective
mechanisms for improving equality and reduc-
ing costs in tertiary education.

Sara Bennett.

Health Economics and Financing Programm,
London School of Hyvgiene and Tropical Medi-
cine, England.

The paper by Chunharas et al. suggests that

the time is ripe to reconsider appropriate public
and private roles in human resource develop-

ment for health care-but that this debate needs
to be broader than one simply considering tu-

‘ition fees in public institutions. I like the frame-

work adopted by Chunharas et al, and largely
agree with their recommendations regarding
improved efficiency in public educational insti-
tutions and the need for rigorous standards in
the private sector. However I think that some of
the arguments presented about financing physi-
cian education and equity are worth unraveling
further. The discussion here focuses primarily
upon this topic. Let's start, however, by consid-
ering why government needs to intervene in the
production of human resources for health at all?

For primary education it is commonly ar-
gued that significant externalities exist: a soci-
ety benefits considerably from high literacy
rates"). If social returns to education are higher
than private returns then an unregulated market
would tend to under-produce students. However
as Chunharas et al convincingly demonstrate, at
the tertiary level private returns are much greater
than social returns. I agree that the rates of re-
turn estimated for medical graduates in Thailand
(presented in Tables 8 and 9) appear unduly low.
As we do not know the assumptions upon which
they were based, it is difficult to assess their
reliability. But even if social returns were in-
creased by a factor of two they would still be
substantially less than the private rate of return,
implying that there was no need for government
intervention in the market on the basis of exter-
nalities. '

There may be other efficiency arguments
for government intervention in the market place,
notably the quality of education may be poor
unless government plays a key role in setting
standards. However as discussed in the
Chunharas paper, standard setting and regula-
tion can be performed by governments without
direct intervention in provision or financing.

The core argument for intervention there-
fore seems 10 be equity or distributional issues.
At least two different aspects of equity are rel-
evant: first is the question of social seleciiviry in
education. The data presented by Chunharas et
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al dembnstrate that those gaining access to uni-
versity education in Thailand are considerably
more affluent than the average Thai. This is not
surprising, since evidence from virtually every
other country. industrialized and developing,
~supports this observation. Studies in the US, for
example, found that the average income of par-
. ents of public university students was 50% more
than of non-university students (Stiglitz 1988).
In Thailand the differential is much greater. Many
societies believe that individuals’ chances in life
should not be determined by family income, i.e.
there should be equality of opportunity. This is
a prime reason for government intervention in
education.

When considering the production of hu-
man resources for health there is a second strand
to the equity debate which Chunharas et al also
bring out. This relates to the potential of human
resource development policy to redistribute so-
cial services. At its most basic level this redis-
tribution occurs through the statutory three years
of service in a rural area for all health staff trained
at public expense. But is three years in a rural
area sufficient to make up for the sizable public
subsidy which each medical student attracts?
According to data collected by Chunharas et al
in 1990/®, income for a physician under thc age
of 30 in the public sector was on average about
B16,000, compared to about B37,000 in the
private sector. Even allowing for inflation it
seems unlikely that the loss of income from three
years of public service in a rural area anywhere
near compensates for the total amount of gov-
ernment subsidy per medical graduate-approxi-
mately B1,678,000.

Might there be more efficient ways to at-
tract and retain medical personnel in rural ar-
eas? One approach would be to train more
people who are accustomed to living in re-
mote rural areas. This brings into play a sec-
ond argument for reversing the social selectivity
found in Thai universities : a more balanced
profile of medical students may ultimately do
more to improve the distribution of health care
services than the three year rural service rule.

What are the key barriers preventing lower
income groups accessing university education gt
the same rate as higher income groups? This is
a question which may be worthy of further analy-
sis. Chunharas et al imply that financial barriers,
notably earnings forgone and living costs whilst
at university are significant barriers. Hence their
recommendation to increase the number ot schol-
arships for living expenses of students in lower
income groups. Evidence from elsewhere sug-
gest that although this is likely to be part of the
problem, many barriers occur at earlier stages
in the education process. Children from poorer
homes often leave school prior to completing
their secondary education. If they are fortunate
enough to complete their secondary education
then that education is more [likely to be of a
lower standard than children from more affluent
families - hence their chances of gaining access
to university are slimmer. Whilst Thailand has
excellent primary school enrollment rates (ap-
proximately 97%) enrollment rates in secondary
education in Thailand are only 30% (compared
to 42% in Indonesia, 74% Korea, 53% Malaysia
and 65% Philippines®®).

There is an opportunity cost to continuing

_to allow wealthy students highly subsidized ac-

cess to higher education. Estimates presented
by Tan suggest that the average cost per student
per annum in a university is ten times that of a
secondary level student. Courses in medicine
generally cost substantially more than the aver-
age under-graduate course. If fees for medical
education were to be increased then this policy

" should be pursued with the understanding that

savings be fed back to promote greater equity in
education at all levels of the educational system.

Creating financial mechanisms such as
educational loans is certainly a necessary comple-
mentary policy to higher tuition fees, but it is
not a sufficient one. It is generally understood
that risk aversion is greater amongst lower in-
come households™. Such households may be un-
willing to run the risk of unemployment upon
graduation or such like and therefore unwilling
to take out a loan to finance tertiary education.
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Higher cost recovery in human resource de-

_velopment therefore needs to be combined
with an aggressive program of scholarships
targeted at good students from poor back-
grounds who would otherwise not get to go to
university.
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Dr. Somsak Chunharas and colleagues de- _'

serve our warm compliments for their paper on
the roles of the public and private sectors in
health worker training. They have brought to-
gether a wealth of data and perspectives to help
policy makers address the difficult questions
facing many governments today—how far, how
fast, and by what means should they shift the
burdeh of health worker training from the public
to the private sector, and what are the potential
nisks of the various policy options. The wealth
of data they have amassed is especially wel-
come since many countries have little informa-
tion on educational costs, on who bears these
costs, and on the rate of return of different oc-
cupational choices.

The many policy options presented are
both refreshing as well as challenging. Too of-
ten countries consider only a few alternatives
and these are either little different from the sta-
tus quo or are so different as to be largely re-

jected or ignored. When the alternatives 3.
numerous and vary significantly, one from an
other, the challenge is to decide which one(s:
are worth selecting. Several observations may
be useful for Thailand and other countries as
they analyze the choices before them.

Pilot project experimentation. With so
many uncertainties as to the likely effects of al-
ternative policies, Thailand should be slow to
impose a national norm on all training programs.
During the next few years flexibility and inno-
vation should be encouraged, matched by care-
ful monitoring and evaluation to determine which
policies promote the best outcomes.

Relationship between costs and quality.
Private educational institutions seem to offer
better faculty-to-student ratios and lower total
costs, But aré public and private institution medi-
cal and dental graduates otherwise similar? What
about their relative performance on examina-
tions? And after their required three years of
public service, are their career paths similar as
regards the proportions who specialize, who work
for government, and who work in the rural sec-
tor? These and related questions will need to be
carefully studied to make sure that increased
reliance on private sector training is not detri-
mental to public sector programs.

Relative training costs of university and
technical level personnel. The nine-fold differ-
ence between the cost of a doctor and nurse is
striking but not unusual. Can a doctor “*produce”
nine times as much health? Will adequate num-
bers of doctors go to where they are needed or
are they concentrated in the cities, with the nurses
there to help them? These large differentials
highlight the importance of good requirements
workforce projections to ensure the proper bal-
ance between the various health worker catego-
ries, with special attention to favoring a lean
rather than a generous supply of doctors.

Lessons from other countries. Quite a few
other countries provide useful lessons regarding
educational reform but regrettably these are of-
ten undocumented in the international literature.
Without going into detail and at the risk of over-
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generalization, one might cite the following brief

examples:

(1) Latin America: The high degree of

o university autonomy that exists in

many countries has often resulted in
large doctor surpluses and distortions
of the national health care systems.

. (2) Japan provides an example of the dif-
ficulty of coordinating public and pri-
vate sector doctor intakes in the ab-
sence of substantial government in-

volvement in the cost of medical edu--

cation.

(3) India’s premature attempt to imple-
ment a successful pilot scheme to
strengthen rural medical services high-
lights the complexity of moving from
a small scale project to one affecting
the entire country.

(4) The USA provides a good example of
the difficulties faced by government
to modify quantitatively and qualita-
tively medical school intakes, and es-

pecially of how hard it is to reduce
intakes once the country began facing
a problem of oversupply.

With many problems to confront and many
options to consider, the most important lesson is
to make sure that one doesn’t lose sight of the
overall objectives to be sought. A useful next
step will be to develop criteria by which-each
policy option can be assessed and compared
with others. Such criteria will include assess-
ments of: relative technical and administra-
tive feasibility, costs, and political and social
acceptability; likely effects on graduate qual-
ity of care, productivity, commitment to pub-
lic service, and practice location; and on eq-
uity of opportunity. Though most criteria may
not be amenable to quantitative measurement,
qualitative judgments can be made that will al-
low one to get a sense of which options are
likely to provide the best results. And from then
on, the fun, and need for careful monitoring and
evaluation, begins!
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