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The European Commission’s 2008 green 
paper and 2009 report,1,2 as well as recent 
reports by the WHO3 and OECD4 signal the
increasing international community’s interest
in human resources for health. Planning of
the workforce has emerged as a critical issue
in this field. In the open consultation on the
Green Paper, support to health systems on
workforce planning was welcomed by 80%
of the replies.2

Work force planning

Four major arguments have been proposed
for assessing how many health workers Euro-
pean countries will need in future years, of
what type, and with what competencies and
responsibilities.5 Firstly, there are changing
needs for health services as the demographic,
epidemiological, and socio-cultural profiles of
populations change. Ageing European popu-
lations require increased services to manage
chronic conditions, mental health and long
term care and social care, and conceivably
fewer services related to infant, child and 
maternal health in some of the EU countries.
The emergence and re-emergence of 
infectious diseases, in some cases linked to 
increased immigration, has also altered the
pattern of need for health care. Secondly, 
patterns of supply and demand in service 
provision are changing in light of changing
expectations, increasingly multicultural soci-
eties, technological innovations and organiza-
tional innovations aimed at health system
performance improvement (such as shifting
to primary care and improved integration and
coordination of services). A third, related 

argument is that the health workforce itself is
changing: it grows older and rates of retire-
ment are increasing; it is increasingly femi-
nized (with increasing part-time workers);
expectations of work-life balance are chang-
ing; there is an increased focus on nursing and
allied health professionals; and there is 
increased migration of workers across coun-
tries. Finally, there is a long time lag between
making policy decisions and achieving actual
results. For example training more specialist
physicians can take years to achieve.

However, workforce planning is enormously
complex and challenging and its history 
provides many examples of the difficulties 
involved. Inadequate workforce planning
methods in England, for example, have led to
problems with under and oversupply of NHS
staff over the last few decades and a much
publicized recent crisis in allocating NHS
junior doctors to specialty training posts.6

The WHO has defined four main methods of
planning the future workforce at the national
level: needs-based approaches, utilization or
demand-based approaches, health workforce
to population ratios, and the target-setting
approach. Many methodological limitations
to these approaches have been identified:7

planning is often not sufficiently linked with
national health policy, health needs, or health
outcomes; there is inadequate data on which
to base decisions; too little attention is paid to
the qualitative aspects of planning; planning
usually only considers numbers of doctors
and nurses, ignoring teamwork, variations in
practice, the possibility of using substitute
health workers, and levels of productivity;
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methods often do not consider economic
aspects such as resource allocation among
other sectors; and the assumptions used
need to be evaluated further for relevance
and accuracy as they can result in signifi-
cant errors. Furthermore, planning has
taken insufficient account of projected
GDP and personal income which appear
to be important determinants of future
specialist physician supply.8

To these we would add the following
challenges: workforce planning at the na-
tional level can obscure large inequalities
in the geographic distribution of workers
within countries (often concentrated in
urban areas); inequity of service utiliza-
tion by different socioeconomic groups is
difficult to take into account; workforce
planning can be highly politicized, result-
ing in power struggles between health
care professionals and policy makers over
demands for increases/decreases in the
workforce; it is difficult to predict to
what degree the feminization and aging
of the workforce will alter physician
working patterns; planning methods pay
little attention to implementation strate-
gies such as incentives and regulations,
and whether these will be possible to
achieve; planning methods need to take
into account the wider determinants of
health, which suggest that the relation-
ship between the provision of health care
and incidence and prevalence of disease is
not clear; and planning methods need to
keep pace with rapid and unpredictable
technological changes which may alter
the levels of human resources needed.

A related issue is who is best placed to
conduct studies which supply the data 
for workforce planning. It has been sug-
gested that it would be most beneficial if
such analyses were independent from the
professional associations that represent
each discipline because of the potential
conflicts of interest. Consequently, a 
governmental agency, or independent in-
terdisciplinary group might be most ap-
propriate for reviewing manpower. Input
from various stakeholders would increase
the credibility of such efforts.9

The fundamental premise of planning
health care according to need also needs
to be questioned further from a concep-
tual and empirical perspective, since it

could be argued that in most circum-
stances the demand for care is not a func-
tion of ‘medical need’ but rather national
and individual economic capacity.10

Planning the specialist physician
workforce 

Given these myriad issues, a key question
facing European policy makers is
whether workforce planning of medical
specialists at the EU level would be a de-
sirable and/or possible exercise. National
data on the health workforce in the EU
are reported by EUROSTAT. The dataset
includes nurses and physicians disaggre-
gated by 24 types of specialists and 8
types of nurses. The trend in the last two
decades shows a steady increase of the
prevalence of physicians overall (not 
reported here for the sake of brevity).
However, there are subtle differences
when we look at specializations in detail:
for example while anaesthetists, derma-
tologists and gastroenterologists have
gone up in this period, levels of cardiolo-
gists and general practitioners have 
remained largely stable, with the latter
showing slight declines in Germany,
Slovenia and Estonia. 

In order to explore the issue of specialist
health workforce planning further, we
made some first steps in assessing the ex-
tent of current knowledge on workforce
planning among EU countries in two key
specializations (cardiology and neuro-
psychiatry). We analysed the patterns of
distribution of specialists per 100000 in-
habitants by the incidence/prevalence of
the disease in order to assess whether the
supply of specialists across European
countries is related to need for health
care, and also conducted a short literature
review. We chose these two specializa-
tions because they address key high bur-
den diseases which are strongly related to
the demographic and epidemiological
changes experienced in the last two
decades (ischaemic diseases account for
the highest burden of disease in the
WHO European region at 11.1% of total
disability adjusted life years (DALYs),
while unipolar depressive disorders 
account for the third highest (after cere-
brovascular disease) at 5.6%11); because
of the relatively straightforward match

between the disease event and the profes-
sional specialization; and because of data
availability for both variables. The analy-
sis presented here is intended for illustra-
tive purposes to demonstrate the need for
further research rather than to inform
workforce planning per se.

Cardiology

A study conducted on behalf of UEMS
(European Union of Medical Special-
ists),12 compared numbers of cardiolo-
gists across Europe. Data were obtained
using a questionnaire sent to professional
cardiology organizations of EU15 Mem-
ber States and selected other countries.
The number of cardiologists in western
Europe ranged from 7 per million inhabi-
tants in Ireland to 210 in Greece in 2000,
compared with a mean of 58 cardiologists
per million. The number of cardiologists
in seven EU12 countries plus Israel and
Turkey ranged from 11 (Turkey) to 120
(Lithuania), representing a mean of 62
cardiologists per million. In the western
European countries 6% to 20% of all 
certified cardiologists were women, in
contrast to the eastern part of Europe and
Israel, where the proportion of female
cardiologists ranged from 10% (Israel) to
82% (Lithuania). However, the study
found several difficulties with the data. In
particular, the definition and the activity
of a cardiologist differed considerably
across the EU.

In order to gain a better understanding of
this heterogeneity, we analysed the 
relationship between numbers of cardiol-
ogists and standardized death rates
(SDRs) for all ages due to ischaemic heart
diseases (incidence data was not available)
(Figure 1). No clear pattern can be 
derived from the analysis even after 
excluding the outlier, Greece, with 22.5
cardiologists per 100000 inhabitants.
Countries with the lowest number of 
cardiologists per 100000 inhabitants are
Portugal, Ireland and Romania; whereas
the highest concentration is in the Baltic
countries followed by Bulgaria. These
latter countries are also those with the
highest number of deaths.

Our data (Figure 1) and the results of our
study both illustrate the very large 
variation in the density of cardiologists in
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Europe, even if the outliers are not con-
sidered. Our results point to a possible
shortage of cardiologists in some coun-
tries where there is a relatively high 
burden of disease but a low number of
cardiologists, such as in Finland and 
Ireland; and a possible oversupply in
countries where there is a relatively low
burden of disease but a high number of
cardiologists, such as in France. Several
countries fall below the recommendation
of the Task Force of the American 
College of Cardiology/American Heart
Association of over 50 cardiologists per
million inhabitants.13

However, the variation in numbers of
cardiologists can also probably be partly
explained by the very large differences 
regarding the role and the tasks of the
cardiologists and of other physicians such
as internists. The UEMS study12 found
that in some countries such as Austria,
there was no real individualized speciality
of cardiology, which was still a subspe-
cialty of internal medicine, although this
was changing with increased definition of
individualized responsibility and role. In
other parts of the EU, the definition and

the activity of a cardiologist differed 
considerably. In the UK for example, 
the cardiologist was a very specialized
physician, most often attached to a large
hospital, while in other countries, for 
example France, Greece and Italy, many
cardiologists only had a private practice
and did not perform sophisticated 
procedures. In order to account for this
variation, estimates for the optimal 
numbers of cardiologists would need to
also calculate the optimal extent of the
activity of the cardiologist. 

Other important variables to include in
any workforce research are age and gen-
der. In terms of cardiology, for example,
Canadian studies14 point to the ageing of
the cardiologist workforce and a related
decline in the number of cardiovascular
specialists in relation to the population
over the next 15 years, and female cardi-
ologists opting for more flexible hours as
posing a challenge to cardiosurgery sup-
ply.15 European countries can expect to
face similar issues. For example, in the
UK, workload patterns are seen as an ex-
planatory factor for the fact that women
are underrepresented in cardiology.16

Finally, the distribution of specialists
needs to be considered. As a US study
demonstrated, cardiologists and other
specialist physicians tend to live and
work in areas where they want to live and
near where they trained, not in areas of
greatest need or highest prevalence of 
disease17; similar information would be
needed to compare the distribution of
specialists in European Member States,
since this may explain performance more
accurately than national level data.

Psychiatry

The mix, volume and deployment of 
resource inputs and services and the 
finances made available for mental health
vary widely across Europe.18 According
to a recent WHO study19 which used
surveys to collect information on policies
and practices on mental health among
countries of the WHO European region,
in many countries, clinical leadership and
the delivery of mental health care still
rely heavily on the presence of psychia-
trists. The number of psychiatrists per
100000 population varies widely from 30
per 100000 in Switzerland and 26 in 
Finland to 3 in Albania and 1 in Turkey.
The reported median rates of psychia-
trists per 100000 population are:

EU15 – 12.9

EU12 – 8.9

In our data (Figure 2), we analysed the
extent to which this variation can be ex-
plained by the incidence of mental disor-
ders. Again, the reading of this plot is
rather cumbersome with no clear trend.
The countries with the highest number of
psychiatrists for 100000 inhabitants are
Belgium, Finland and Lithuania and the
lowest in Malta. The prevalence of the
disease is highest in Estonia, Slovakia and
Romania and lowest in Bulgaria, Finland
and Malta (possibly underreported). Slo-
vakia appears to be a country with a pos-
sible shortage of psychiatrists, with high
burden of disease but low number of spe-
cialists, while Belgium appears to have a
surplus with a high number of psychia-
trists but relatively low burden of disease. 

As with cardiology, we can assume that
the variation in numbers of psychiatrists
can partly be explained by differences in
definition of the specialism. The WHO
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Figure 1. Cardiologists and SDR, all ages, ischaemic heart disease, per 100 000 population in 19 selected
European countries, 2008 or the latest available year

Source: Eurostat

Note: Countries included: Belgium, Bulgaria, Czech Republic, Denmark, Estonia, Finland, France, Germany,
Greece, Ireland, Latvia, Lithuania, Luxembourg (Grand-Duché), Netherlands, Poland, Portugal, Romania, 
Slovakia, Sweden.
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study concludes that despite the profes-
sional registration of psychiatrists in all
countries which should guarantee some
reliability and agreement on definitions,
the registration process in countries may
have included or excluded different cate-
gories of psychiatrists, such as inactive or
retired psychiatrists or those employed
outside the public sector. The incidence
data on mental disorders data may also be
affected by inconsistencies, with differ-
ences in classification across countries
and problems of underreporting. 

The variation may also be caused by pat-
terns of service provision. For example,
the Italian mental health care system re-
lies much less on inpatient care than, say,
Germany’s or Belgium’s; the Netherlands
and Finland have invested heavily in psy-
chiatric social work whereas Denmark
has given proportionately much greater
emphasis to clinical psychology; 
France has a threefold greater rate of 
psychotropic utilization than the Nether-
lands.18 These differences are all likely to
affect the number of psychiatrists needed
in the overall mix of human resources for
mental health. 

As with the cardiology case study, other
variables which need to be taken into 
account in the analysis include age, 
gender and geographic distribution of
psychiatrists, since these have been found
to have a significant impact on the 
pattern of supply of psychiatrists.20

Although there appears to be no recom-
mended number of psychiatrists, a WHO
report argues that in many European
countries there are too few trained and
available personnel, there are distribution
difficulties within countries, the available
personnel are not used appropriately and
many staff are unproductive or demoral-
ized. It recommends improved planning
of human resources to address these diffi-
culties.21 Echoing this, the Mental Health
Declaration for Europe called for action
to “design recruitment and education and
training programmes to create a sufficient
and competent multidisciplinary work-
force”.22 However, according to the most
recent WHO study,19 only nine of the
EU15 countries (60%) and only two of
the 12 countries that joined the EU since
2004 (17%) have national mental health
workforce strategies. 

While needs-based planning in psychiatry
has been promoted by some as necessary
to ensure sufficient provision of high
quality services,23 it has been opposed by
others.10 Opponents argue that it is im-
possible to project how many people will
have health problems, particularly in the
case of psychiatry, because the definition
of mental health is constantly in flux and
the range of disorders that psychiatrists
will care for in the future and how much
time this would take is almost impossible
to project. Tiny errors multiplied
through hundreds of disorders and 
encounters have a huge effect on the 
resulting demand projections. 

Conclusion

A lack of clear criteria for measuring the
adequacy of supply of physicians makes
it difficult to know whether EU countries
are ready to respond to current demo-
graphic and epidemiological trends.
Comparing the supply of the specialist
health workforce relative to the need for
health care across EU countries could 
improve planning at national levels
through benchmarking and highlighting
areas of inequality. Conceivably, coun-
tries with a low number of specialists 
relative to need would be under pressure
to grow their workforce, while countries
with a surplus may respond with a reallo-
cation of resources or reorganization of
care in order to improve efficiency.

However, the rudimentary analysis 
presented here illustrates the enormous
challenges associated with comparing
Member States in this way. Many of the
limitations of workforce planning are 
exacerbated at the EU level. Data avail-
ability poses a significant challenge and
workforce data across Member States
would need to be harmonized and disag-
gregated by age, gender and geographic
concentration in order to properly make
sense of differences between countries.
Furthermore, although mobility of health
professionals within the EU is based on
the principle of mutual recognition and
of professional standards, there is enor-
mous variation in professional practice
across the EU.24 Very little is known
about this variation and more research in
this area would be needed to harmonize
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Figure 2. Psychiatrists and neuropsychiatrists and incidence of mental disorders, all ages, per 100 000
population in 13 selected European countries, 2008 or the latest available year

Source: Eurostat

Note: Countries included: Belgium, Bulgaria, Czech Republic, Denmark, Estonia, Finland, Hungary, Latvia, Lithua-
nia, Malta, Poland, Romania, Slovakia.
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data on specialist physicians.

Furthermore, any exercise comparing
manpower at the EU level would need to
take into account the broader differences
between countries’ health systems. The
diversity in professional practice is fur-
ther exacerbated by differences in service
provision, for example in terms of the 
development of GP gate-keeping, private
health care provision or community
based care. These variations are likely to
partly explain differences in numbers of
specialist physicians across the EU. 

Context is also important in terms of the
varying capacity of countries to regulate
numbers of specialists. There may be
great diversity in: the bodies awarding
the title of specialization; the modalities
for the assignment of the specializations
(for example, a set quota, lottery system
or waiting lists); incentives to train in a
particular speciality (for example, targets,
payments); stages at which regulation
could be introduced (for example, med-
ical school, career development); and de-
centralization of decision making. These
variations may also explain differences in
the composition of the physician work-
force. Related to this, the financing sys-
tem is also likely to affect the numbers of
specialists in the workforce, in particular
in terms of payment methods (for exam-
ple, fee-for -service, salaries, capitation).

In sum, the quality of health workforce
data and information would need to be
greatly improved for EU Member States
to usefully compare numbers of specialist
physicians and other types of health
workers. No such study has yet been
done. While it is currently difficult to
conceive of health workforce planning at
the EU level, in light of the increased 
focus on human resources for health by
the EC, there is an urgent need for more
research into these issues. 

REFERENCES

1. European Commission. Green Paper on
the EU Workforce for Health. COM(2008)
725. Brussels, 10 December 2008.

2. European Commission. Report on the
open consultation on the Green Paper on
the European Workforce for Health. 
Brussels, 2009.

3. WHO. The World Health Report.

Working Together for Health. Geneva:
WHO, 2006.

4. OECD. The Looming Crisis in the
Health Workforce: How Can OECD
Countries Respond? Paris: OECD Health
Policy Studies, 2008.

5. Dussault G et al. Investing in Europe’s
Health Workforce of Tomorrow: Scope for
Innovation and Collaboration. Assessing
Future Health Workforce Needs. Policy
Summary (draft for consultation) 2010:
Produced by the European Observatory
on Health Systems and Policies and the
Health Evidence Network of WHO/
Europe at the request of the Belgian 
government in preparation of the Belgian
Presidency of the EU Council of Health
Ministers. www.healthworkforce4europe.
eu/downloads/Draft_Policy_Summary_
assessing_future_workforce_needs.pdf

6. Imison C, Buchan J, Xavier S. NHS
Workforce Planning. Limitations and 
Possibilities. London: King’s Fund, 2009.

7. Dreesch N et al. An approach to 
estimating human resource requirements
to achieve the Millennium Development
Goals. Health Policy Plan
2005;20(5):267–76.

8. Cooper RA, Getzen TE, Laud P. 
Economic expansion is a major determi-
nant of physician supply and utilization.
Health Serv Res 2003;38(2): 675–96.

9. Robiner WN. The mental health profes-
sions: workforce supply and demand, 
issues, and challenges. Clin Psychol Rev
2006;26(5):600–25.

10. Cooper RA. Where is psychiatry going
and who is going there? Acad Psychiatry
2003;27(4): 229–34.

11. WHO. The Global Burden of Disease:
2004 Update. Geneva: WHO, 2008.

12. Block P, Weber H, Kearney P. 
Manpower in cardiology II in western and
central Europe (1999–2000). Eur Heart J
2003;24(4):299–310.

13. Fye WB. Cardiology workforce:
there's already a shortage, and it's getting
worse! J Am Coll Cardiol
2002;39(12):2077–79.

14. Ross H et al. Too many patients, too
few cardiologists to care? Can J Cardiol
2006;22(11):901–2.

15. Higginson LA. Profile of the cardio-
vascular specialist physician workforce in

Canada, 2004. Can J Cardiol
2005:21(13):1157–62.

16. Timmis AD et al. Women in UK 
cardiology: report of a Working Group of
the British Cardiac Society. Heart
2005;91(3):283–89.

17. Marine JE. Cardiology workforce cri-
sis shortage or surplus? J Am Coll Cardiol
2010:55(8):838; author reply 838–39.

18. Knapp M, McDaid D. Financing and
funding mental health care services. In:
Knapp M et al (eds). Mental Health Policy
and Practice across Europe. The Future Di-
rection of Mental Health Care. European
Observatory on Health Systems and 
Policies: Copenhagen, 2007.

19. WHO Regional Office for Europe.
Policies and Practices for Mental Health in
Europe. Meeting the challenges. 
Copenhagen: WHO, 2008.

20. Vernon DJ et al. Planning the future
mental health workforce: with progress on
coverage, what role will psychiatrists play?
Acad Psychiatry 2009;33(3):187–92.

21. Funk M, Drew N, Saraceno B. Global
perspective on mental health policy and
service development issues: the WHO 
angle, In: Knapp M et al (eds). Mental
Health Policy and Practice across Europe.
The Future Direction of Mental Health
Care. European Observatory on Health
Systems and Policies: Copenhagen, 2007.

22. WHO Europe. Mental Health 
Declaration for Europe. Facing the 
Challenges, Building Solutions.
EUR/04/5047810/6. 2005.

23. Faulkner LR. Implications of a needs-
based approach to estimating psychiatric
workforce requirements. Acad Psychiatry
2003;27(4):241–46.

24. Legido-Quigley H et al. Assuring the
Quality of Health Care in the European
Union. A Case for Action. Copenhagen:
European Observatory on Health Systems
and Policies, 2008.

5

Philipa Mladovsky is Research Officer at
LSE Health and the European Observa-
tory on Health Systems and Policies.

Tiziana Leone is Senior Research Fellow
in Health Policy at LSE Health, the 
London School of Economics & Political
Science.

www.healthworkforce4europe.eu/downloads/Draft_Policy_Summary_assessing_future_workforce_needs.pdf


E u r o  O b s e r v e rE u r o  O b s e r v e r V o l u m e  1 2 ,  N u m b e r  2V o l u m e  1 2 ,  N u m b e r  2

6

The German health care system is 
characterized by mandatory statutory
health insurance (SHI) with a plurality of
sickness funds, a mix of public and 
private providers, and decentralized 
organization with strong delegation of
competences to self-governing bodies.1

By the end of December 2009, a total of
325945 physicians (i.e. 75.8% of all regis-
tered physicians) were practicising in
Germany. The majority of practicising
physicians (70.7% or 230528) are 
recognized as specialists. There are 281
practicising specialists per 100000 popu-
lation, although there are differences in
the distribution across the Länder. In
general, the regions in the east have fewer
specialists than the areas in western 
Germany (260 vs. 279 specialists per
100000 population).* The ratio of spe-
cialists per 100,000 population correlates
well with the population density of the
Länder, with lower ratios in less densely
populated regions. The city states 
(Hamburg, Bremen and Berlin) have the
highest number of specialists per 
inhabitant (388, 373 and 346 specialists
per 100000 population respectively).

Specialist training

Specialization is defined as post-graduate
oriented learning of medical skills and
abilities in the context of ambulatory,
hospital and/or rehabilitative care. 
Specialization is a requirement for those
medical graduates wanting to work as 
office-based SHI-affiliated physicians
with their own practice.

The only requirement to access post-
graduate specialist training is the comple-
tion of a medical degree and the attain-
ment of a medical license (Approbation).
In Germany, a centralized system for the
assignment of specialization positions

does not exist. Doctors willing to special-
ize have to look for available positions in
hospitals and in ambulatory care facilities
that are authorized to train specialists.
Authorization of individual physicians
and facilities providing specialist training
is administered and periodically renewed
by the regional medical associations,
based on such factors as the volume of
procedures, equipment and patient 
numbers.

In order to undertake specialist training
full-time, full-paid employment under
the supervision of accredited specialists 
in authorized health care facilities is 
required for a minimum period, which
varies between five and six years depend-
ing on the speciality area (Table 1). In ad-
dition, a catalogue of minimum activities

(for example, special diagnostic 
procedures, medical and/or surgical 
procedures) needs to be fulfilled for each
speciality. If the required number of 
activities is not achieved during the 
minimum training period, the training
period will need to be extended until the
required volumes are achieved. 
Depending on the area of specialization,
participation in additional theoretical
courses also may be required.

The regional medical associations 
(Länderärztekammer) issue the mini-
mum requirements for specialization and
award the specialist certificates based on
submitted documentation that the mini-
mum training requirements have been
fulfilled and after candidates have passed
a final examination. In 2009 a total of
11510 physicians obtained their 
certification as a specialist.2

Recent developments in 
specialist training

The German Medical Association pro-
vided a new framework and catalogue of
specialization requirements (Musterweit-
erbildungsordnung) in 2003, which was
endorsed and implemented by the 
regional medical associations between
2004 and 2006. The main aim of the new
framework was to provide a structure for
specialist training, based on areas, special-
ties, subspecialties and additional qualifi-
cations, that is also flexible, and among
other things, can take account of new de-
velopments and procedures in health care.
The major change in the training require-
ments was the introduction of a common,
basic training period of 36 months for
medical and surgical specialities. The total
number of specialties, subspecialties and
additional qualifications was reduced
from around 160 to 100. Medical 
specialities do not include dentists.

The 2003 framework introduced the spe-
ciality of ‘Internal Medicine and General
Practice’ with the aim of structuring and
unifying the requirements for general
practice. It included longer training in 
internal medicine and made a rotation in
paediatrics optional (previously it was
obligatory). After some further changes
over the intervening years, in 2010 the
113th German Medical Assembly 

Specialists in Germany

Marcial Velasco Garrido

Table 1. Number of years required for selected
fields of specialist training in Germany

Speciality
Number of years of

training

Anaesthesia 5

General Surgery 6

Neurology* 5

Cardiology 6

General internal
medicine/Acute medicine

5

Gastroenterology 6

Psychiatry, Adult/Children 5/5

General practitioner 5

Gynaecology and obstetrics 5

Urology 5

Oncology/ Haematology 6

Radiology 5

Paediatrics 5

Orthopaedics 6

Notes: * Includes 12 months of Psychiatry

* With the exception of Mecklenburg-
Vorpommern, all states of the former
GDR are under the national ratio.
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approved the title Physician specialist in
General Medicine for this specialty.

Promotion of General Practice

The promotion of General Practice (GP)
has been an issue for years. In 1999 the
sickness funds, private health insurance
funds and medical associations were obli-
gated to co-finance salaries of physicians
aiming to specialize in General Practice
during their ambulatory training period.

In 2010 the same actors started a 
programme with the aim of supporting
doctors willing to specialize and to prac-
tice as GPs, which includes financial and
organizational support for at least 5000
training positions in both the ambulatory
and the hospital sectors. The main tool is
the financing of a substantial part of the
GP-trainees’ salaries. The level of funding
will vary geographically to provide an 
incentive for GPs to practice in under-
served areas. Regional coordination
points will provide advice for physicians
willing to specialize as GPs, supply 
mentors for the training period and will
keep a register of hospitals and practices
offering appropriate training settings.

Current and future issues

There is an ongoing debate about the
general ‘lack’ of physicians in Germany,
triggered by the physicians’ associations
in particular. In fact, there is mainly an
unbalanced distribution of specialists
rather than an under-supply, with hospi-
tals in some areas of the former GDR ex-
periencing difficulties in covering special-
ist and specialist-training positions as
well as having to cope with a lower den-
sity of GPs than other areas. However,
the medical associations claim that there
is already a general lack of GPs, gynae-
cologists, paediatricians, ophthalmolo-
gists and neurologists in the country.
Table 2 highlights the number of physi-
cians practising in selected specialty areas.

There is an increasing number of special-
ists adopting short-term locum positions
and moving across hospitals. Most of
these are anaesthesiologists and many are
based in the west of the country while
working for hospitals in under-served 
areas in eastern Germany.3 Such hospitals

are not attractive enough either for doc-
tors in training nor for certified special-
ists to establish their residence there. 

Another problem is that hospitals are in-
creasingly searching for certified special-
ists or those with advanced training, 
offering fewer positions for those at the
beginning of their specialist training. Eco-
nomic pressures and competition among
providers are the two main drivers behind
this development – hospitals argue that
young doctors starting specialist training
require more time and would work less
effectively.4 In fact, since 2000 there have
been more already certified specialists
than doctors going through (advanced)
specialty training.4 This eventually may
lead to shortages when older specialists
retire in future. On the other hand, the
need for specialists might be diminishing
because of the continuous reduction in

hospital beds observed since the 1990s.
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Table 2 Number of specialists practicing in Germany, 2007/2009 

Speciality Total number % Women
Age < 50 years

%
Age ≥ 50 years

%

Anaesthesia 18 868 39.9% 58.9% 41.1%

General Surgery 1 7134 17.6% 53.2% 46.8%

Neurology 8 175 35.5% 49.5% 50.5%

Cardiology* 3 606 13.9% n/a n/a

General internal medicine/Acute medicine 41 955 29.7% 53.3% 46.7%

Gastroenterology* 2 155 12.8% n/a n/a

Psychiatry, Adult/Children** 8 297/1 587 46.9%/57.3% 60.3%/58.3% 39.7%/41.7%

General practitioner 42 897 41.3% 39.1% 60.9%

Gynaecology and obstetrics 16 369 56.6% 51.1% 48.9%

Urology 5 117 11.8% 56.6% 43.4%

Radiology 6 806 30.9% 54.5% 45.5%

Paediatrics 12 216 52.7% 52.9% 47.1%

Oncology/Haematology* 1 583 25.1% n/a n/a

Orthopaedics 10 837 12.1% 57.5% 42.5%

Source: German Medical Association

Notes: *Data available only for 2007, without differentiation by age, 

**In Germany there is also a specialist title for ‘Psychosomatic and Psychotherapy’. There are 3 945 such 
physicians, 50.8% of whom are women and 20.1% are under 50 years old.

n/a: data not available

Marcial Velasco Garrido is research fellow at the Department of Healthcare 
Management, University of Technology, Berlin and at the Department for Occupational
Medicine, University of Hamburg.
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In Sweden, 72% of all doctors working in
the health sector are qualified specialists.
According to national statistics, this was
equivalent to about 23700 specialists, or
259 per 100000 inhabitants in 2007.
These are spread over the country, but
the highest density is found in the capital,
Stockholm.1

Specialist training

A qualified doctor may seek specialist
training in any field by applying for an
advertised position as a ‘specialist in
training’ at a hospital.* These positions
constitute regular and salaried employ-
ment. That is, at the point of starting 
specialist training, the applicant has 
successfully completed both university
studies (5.5 years at medical school) and
the compulsory pre-registration training,
which leads to a registration licence. 
The latter training is completed within 
varying parts of the health sector over 
1.5 years, offering a broad experience for
future postings. 

Specialist training follows the same 
system independently of area, and lasts
for at least five years (Table 1). Candi-
dates are trained through theoretical
courses and clinical experience, super-
vised by a specialist from the field. The
quality of training should also be guaran-
teed by the head of the department, who
is supposed to follow the candidate’s
work and progress. 

In 2010, there are 56 different specialties,
among which 31 are considered to be
‘base specialties’ (for example, psychiatry
or orthopedics) and the rest are further
specializations within these areas (for 
example, forensic psychiatry or hand 
surgery). 

Local government responsibility

Contrary to medical training in general –
for doctors, nurses or specialist nurses –
specialist training for doctors is not based
in Swedish universities. Instead, it is the
responsibility of health care authorities,
mainly county councils. Health authori-
ties and hospitals are required to plan for
the supply of specialists and recruit and
employ training specialists when they
recognize a need. Moreover, there are no
national policies or rules regulating the
number of students who enter specialist
training as this is entirely a local respon-
sibility. While this framework is consid-
ered to be an efficient way of assuring 
future supply, it may also cause problems
for localities with persistent vacancies;
without a specialist in situ it is not 
possible to offer training positions. 

The role of national agencies

Specialist training is regulated through
national steering documents, which set
compulsory rules as well as non-
compulsory recommendations on how
the specialist training should be struc-
tured and implemented. There are a 
number of common educational goals set
by the responsible government agency
(the National Board of Health and 
Welfare) in cooperation with national
specialists’ associations. Each speciality
field also has further specified goals.**

Since 2008, some reforms have taken
place to increase the quality of training
and to broaden its content. In particular,
this is to be achieved through more inten-
sive supervision of both the training 
administrator (the supervisor and clinic)
and the candidate; for example, through

documenting completed courses and clin-
ical experience, or through inspection.
Standards are set to guarantee that a clinic
has the adequate competence to under-
take specialist training functions. 

Once five years of training have been
completed, the doctor applies to receive 
a licence from the National Board of
Health and Welfare. Here, experts 
examine the submitted documentation
and decide on whether the doctor 
qualifies for a license.

Specialists in Sweden
Anna Melke

Table 1. Number of years required for selected
fields of specialist training in Sweden

Speciality
Number of years 

of training

Anaesthesia At least 5 years

General Surgery At least 5 years

Neurology* At least 5 years 

Cardiology At least 5 years

General internal medicine/
Acute medicine

At least 5 years

Gastroenterology At least 5 years

Psychiatry, Adult/Children At least 5 years

General practitioner At least 5 years

Gynaecology and obstetrics At least 5 years

Urology At least 5 years

Oncology/Radiology At least 5 years

Paediatrics At least 5 years

Haematology At least 5 years

Orthopaedics At least 5 years

Note: * Psychiatry is a separate speciality

* Dentists have a separate education and specialist training programmes.

** Currently, some specialties have already met these specifications while some others are
still in the process of implementing them.
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Current labour market for doctors

Unemployment is not a problem among
Swedish doctors. On the contrary, there
is a shortage of doctors in many fields
and geographical areas. There are several
reasons for this. One is clearly the large
number of specialists that are reaching
the age of retirement (see Table 2). An-
other cause may be that relatively few
medical students have been trained at
Swedish universities. Since 2003, the 
majority of licenses to become a qualified
doctor was granted to students trained
abroad (returning Swedes or immigrants).
Even though the present government has
increased the number of medical stu-
dents, Swedish agencies expect the gap 
to persist for the coming decade2 and 
further efforts may be needed.

For many years, almost every Swedish
health authority has reported difficulties

in recruiting qualified GPs and psychia-
trists. Moreover, a majority is finding it
difficult to recruit doctors who wish to
specialize in family medicine (which will
affect the number of future GPs). Exacer-
bating the problem, these two areas, in
particular, have the highest proportion of
doctors reaching retirement age (Table 2).
A number of health authorities also have
reported difficulties in finding specialists
within ophthalmology, radiology, pathol-
ogy and neurology, and to a lesser extent
within geriatrics, gynaecology and respi-
ratory medicine. By contrast, it appears
to be easy to recruit training doctors
when it comes to surgery.1 This situation
is likely to persist as the policy has been
not to intervene by encouraging students

or doctors to choose fields where there is
a lack of qualified specialists, but to un-
derline the freedom of planning for one’s
own career. Nevertheless, some rare 
examples of intervention do exist – for
example there have been campaigns to 
attract medical students to psychiatry.

Today, the gender gap among doctors is
of diminishing significance. However,
there are some specialty areas that are still
heavily dominated by men, such as gen-
eral surgery, cardiology, gastroenterology,
urology and orthopaedics (Table 2). At
present, 44% of all doctors (including
specialists) are women and their share is
estimated to increase in the future. This
situation may be compared to nurses
where 90% are women or dentists where
the proportion of men and women is
equal.

Future challenges

The (scarce) supply of doctors and 
specialists has been a debated issue in
Sweden for several years. However, 
reforms are not expected. For most, it
seems to be a system that works well
enough, but it is also true that some local
health authorities pay a noticeable price,
both in qualitative and quantitative terms.
Nevertheless, neither local governments,
nor the medical profession are interested
in national steering as it would conflict
with their level of independence.
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Table 2 Number of specialists practising in the Swedish health care sector, 2006

Speciality Total number % Women Age < 50 years (%)Age > 50 years (%)

Anaesthesia 1 325 31 51 49 

General Surgery 1 260 16 45 55

Neurology* 302 34 50 50

Cardiology 552 21 57 43

General internal medicine/Acute medicine 1 241 35 48 52

Gastroenterology 196 17 44 56

Psychiatry, Adult/Children 1 603 51 28 72

General practitioner 5 487 43 29 71

Gynaecology and obstetrics 1 232 59 37 63

Urology 285 14 39 61

Oncology/Radiology 305 49 47 53

Paediatrics 916 47 44 56

Haematology 178 39 49 51

Orthopaedics 1 040 9 44 56

Source: National Board of Health and Welfare3

Note: * Psychiatry is not included

Anna Melke is a PhD candidate at the School of Public Administration, Göteborg 
University, Sweden.
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In Romania, on average 3700 medical stu-
dents graduate each year and can start
practising as general practitioners. Over
the last decade, after the introduction of
the specialty of family medicine (in1997)
there has been a tendency for the major-
ity of practising physicians to specialize
in one of the 52 specialties that are 
currently recognized. In 2008, there were
a total number of 234 physicians (exclud-
ing dentists) per 100 000 population.1

Figure 1 shows the distribution of 
specialties among Romania’s 42 districts.
The districts with the highest number of
specialists are those with universities
known for their strong faculties of 
medicine. The geographical disparities
also reflect, to some extent, the 
differences in economic development
throughout the country.2

Specialist training

To become a specialist physician, doctors
have to follow post graduate training 
defined by law (Law 95/2006 on Specific
postgraduate training for licensed gradu-
ates of faculties of medicine, dentistry
and pharmacy). To enter residency, 
doctors have to pass a demanding exam
and based on the result obtained, they
can choose their speciality. There are
about 2000–2500 residency places for
training yearly in the 52 specialities. 
Specialities and their individual length of
training are consistent with EU regula-
tory requirements (see Table 1). After
completion of the training period, doc-
tors have to pass an exam that confirms
their specialist title. They are then regis-
tered with the college of physicians and
obtain a license to practise as a specialist. 

There have been changes in training for
dentistry in order to comply with EU
regulations: since 2003 new courses in
dentistry increased education in dental
care and clinical training time. The 
professional titles of dental practitioners
have changed from ‘stomatolog’ to dental
physician.

Dentistry has two specialties: dental-
alveolar surgery and dental-facial or-
thopaedics and orthodontics – each of
which requires three years’ specialization.
From 2009, students in oral and maxilla-
facial surgery have to obtain two licenses

Specialists in Romania 
Victor Olsavszky, Cristian Vladescu, Adriana Galan and Cassandra Butu 

Table 1. Number of years required for selected 
fields of  specialist training in Romania

Speciality
Number of years of

training

Anaesthesia and intensive care 5 

General Surgery 6 

Neurology* 5 

Cardiology 6 

General internal medicine 5 

Gastroenterology 5 

Psychiatry, Adult/Children**
5 (for both adult 

and children)

General practitioner 3 

Gynaecology and obstetrics 5 

Urology 5 

Oncology/Radiotherapy 5 

Paediatrics 5 

Haematology 5 

Orthopaedics and trauma 6 

Notes: * Psychiatry not included
** Adult and child psychiatry are separate 
specialties

Figure 1. Coverage of medical specialties in Romania, 2006

Source: Dragomiristeanu A, Farcasanu D, Galan A.2

Note: In 2006 more than 52 specialties were recognized.
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to practise, one in medicine and one in
dentistry. The length of the specialization
is five years.

The Ministry of Health and Family
(MoHF) has complete responsibility for
organizing and granting specialization ti-
tles, while the Ministry of Education has
partial responsibility through the medical
schools for the curricula and training. 

The assignment of specialist training
places, undertaken by MoHF, follows a
national exam; the quota is published
every year and there is no major differ-
ence from one year to other. There are no
reserve lists: if a physician wants to 
specialize in a specific speciality he or she
has to take the exam as many times as is
needed to obtain the required rank to 
enter the desired specialty. 

Labour market for specialists

Table 2 outlines the number of specialists
practising in Romania in a number of 
selected speciality areas. Women tend to
make up the majority of paediatricians,
general practitioners and haematologists
as well as being well represented in spe-
cialities such as psychiatry, neurology,
gastroenterology and oncology/radiol-
ogy. Men tend to dominate areas such 
as general surgery, urology and ortho-
paedics. The age profile of specialists 
featured in Table 2 is relatively youthful,
with only paediatrics and internal/acute
medicine having more than 50% of 
specialists over the age of 50. 

Future challenges
In Romania there is no clearly formulated
human resources policy to monitor the
supply of physicians, mainly due to a lack
of planning capacity on the part of the
relevant institutions – the Ministries of
Health and of Education, Research,
Youth and Sport).4 In general, there are
important deficits in the total number of
health personnel when compared to other
EU countries as well as geographical 
disparities in their deployment. More-
over, there is a poor distribution of 
different specialties. 

One major problem is that there is a
weak motivation system for health care
personnel, which detracts from the 

attractiveness of the health system as a
place to work. Opportunities for career
development are limited, with the criteria
for promotion being subjective and 
unclear. These factors have contributed
over time to a situation where one non-
university hospital and the MoHF adver-
tised and re-advertised the same vacancies
(for example, in anaesthesiology) and no
candidates showed any interest at all.
Such a scenario was barely imaginable ten
years ago. 

The retirement of doctors follows the
general law of retirement: 58 for women
and 63 for men. However, the law 
regulating the medical professions allows
doctors to practise medicine beyond 
retirement age if they so wish. 

Despite the lack of strong formal evi-
dence regarding the migration of doctors,
the phenomenon is present and is starting
to concern the authorities. It is difficult
to assess precisely how many doctors

have left the country but the number of
vacant positions for specialists is growing
compared to the last decade.5 France,
Germany, Italy and the United Kingdom
seem to be the most preferred destination
countries.5

To meet the challenges ahead, the MoHF
should improve its own capacity to draft
specific policies, to better plan and 
manage human resources at the central
and local level, and to implement effec-
tive personnel retention mechanisms; in
short, a human resource policy (strategy)
needs to be developed. Local communi-
ties also should be involved, mainly by
developing policies and projects to attract
the required health care personnel to 
deprived and remote areas. 

Another option may be to change the
roles and responsibilities of different 
professional categories and/or specialties
to extend the range of health services
provided and to assist physicians. For 

Table 2 Number of specialists practising in Romania, 2008

Speciality Total 
number

% Women Age < 50 years Age > 50 years

Number % Number %

Anaesthesia 1242 65.0 767 61.8 475 38.2

General Surgery 1790 15.0 1092 61.0 698 39.0

Neurology 853 68.8 525 61.5 328 38.5

Cardiology 841 59.8 588 69.9 253 30.1

General internal medicine/Acute medicine 2677 61.3 1306 48.8 1371 51.2

Gastroenterology 222 68.5 184 82.9 38 17.1

Psychiatry, Adult/Children 1367 69.9 758 55.4 609 44.6

General practitioner 16990 73.0 10873 64.0 6117 36.0

Gynaecology and obstetrics 2088 47.5 1062 50.9 1026 49.1

Urology 332 9.0 226 68.1 106 31.9

Oncology/Radiology 1575 64.1 908 57.7 667 42.3

Paediatrics 2210 81.4 932 42.2 1278 57.8

Haematology 165 77.6 132 80.0 33 20.0

Orthopaedics 681 9.4 437 64.2 244 35.8

Source: Ministry of Health and Family, Center For Health Statistics and Information3



Since 1985, when family medicine was
recognized as a specialty, all physicians in
Greece practise within a specialty area.
The number of professionally active
physicians in the health care sector has
been steadily increasing over the past 30
years, from 23469 (243 per 100000 popu-
lation) at the beginning of the 1980s, to
67540 (602 per 100000 population) in
2008, representing an average annual
growth rate of 3.7%.1

Specialist training 

Medical education in Greece consists of 
a six-year medical degree, after which a
graduate completes specialist training
ranging from four (for example, radio-
therapy, neurology) to seven years 
(thoracic surgery). Years of training vary
depending on the type of specialization
(Table 1). 

Specialization takes place in public or
university-affiliated hospitals and waiting
times for the assignment of a specialty
vary greatly, with an average of approxi-
mately five years but for some highly
sought after areas (mostly surgical 
specializations as well as ophthalmology,
paediatrics, dermatology, child psychia-
try, endocrinology and neurology) appli-
cants may wait for more than 8–9 years.

Despite major problems relating to
physician surpluses, geographical 
inequalities and the quality of medical
training (see below), no worthwhile
changes to training have taken place, 
except for some minor changes to 
training periods in certain specializations.

The specialist labour market

Table 2 shows the number of profession-
ally active physicians in selected special-
ties between 1987 and 2007. It is note-

worthy that Greece has the highest num-
ber of physicians per 1000 population
among OECD countries but has one of
the lowest rates of general practitioners
per 1000 population.2

The female share of the physician work-
force has increased during the last decade
by 100.3%. The increase for male physi-
cians over the same period was 47.2%.
However, female physicians represent
only 38.4% of the whole physician work-
force. Women seem to prefer the special-
ties of anesthesiology, paediatrics, derma-
tology, ophthalmology and microbiology
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instance, nurses and community nurses
could be more involved in case work,
along with social workers, which would
reduce some of the workloads of 
specialist physicians. 

Finally, the introduction of recognition
mechanisms and rewarding the quality 
of services provided would create a 
powerful motivation system not only for
specialists but for health services 
personnel overall.6
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Table 1. Number of years required for selected
fields of specialist training in Greece

Speciality
Number of years

of training

Anaesthesia 5

General Surgery 6

Neurology 4

Cardiology 6

General internal medicine/
Acute medicine

5

Gastroenterology 6

Psychiatry, Adult/Children 5

General practitioner 4

Gynaecology and obstetrics 5

Urology 5

Oncology/Radiology 4

Paediatrics 4

Haematology 6

Orthopaedics 6

Source: Greek Medical Association, 2010.3

http://www.ccss.ro/public_html/html/home.html
http://www.medicalnet.ro/content/view/498/31/
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while men predominate in gynaecology,
orthopaedics, urology and the surgical
specialties.4 However, we may not really
speak about gaps in the physician work-
force due to the overall oversupply of
doctors in Greece (Table 3). 

Challenges

Although Greece has a huge surplus of
physicians, no target for the number of
physicians per capita has been set. Until
now, health and education policies have
not succeeded in establishing a national
strategy for human resources planning.
Since the number of physicians for differ-
ent specialties has been left to the market,
the result has been an increase in surgical
specialties, which are considered to be
more profitable and possibly of higher
social status, and shortages in other spe-
cialties such as, for example, family medi-
cine. Despite an increase of 30.3% during
the last decade, there is still a shortage of
general practitioners. The number of oc-
cupational health physicians is also much
lower (only 15%) than estimated needs.5

Greece faces major geographic inbalances
in the supply of doctors. No successful
policies have been adopted to attract and
retain physicians in rural areas; and 
despite financial incentives these have not
been enough to rectify the situation. 
Today, most physicians are located in
metropolitan areas, leading to major 
inequalities in the provision of health
services. In 2008, there were 27 general
surgeons per 100000 population in Attica
versus 9 per 100000 in Peloponnesus and
Sterea and the South Aegean Islands. 
Important differences are also reported
for other specialties, for example, paedia-
tricians: 34/100000 population in Attica
versus 17/100000 in Western Macedonia
and 18/100000 in Northern Aegean 
islands (Table 4). 

Another major problem is the hetero-
geneity of training programmes, centers
and trainers. There are significant differ-
ences in the number and type of patients
treated in various hospitals and the typi-
cal characterization of secondary and 
tertiary hospitals does not always reflect
the kind of services offered. Therefore,
training conditions vary considerably.
Additionally, few clinical departments

Table 2: Number of physicians practising in Greece in selected categories, 1985–2007

Year 1985 1990 1995 2000 2005 2007

General Practice n/a n/a 2680 3032 2911 3499

General paediatrics 2049 2208 2485 2711 3013 3131

Obstetrics and gynaecology 1695 1807 2069 2288 2520 2644

Child psychiatry n/a n/a 146 190 232 n/a

Psychiatry n/a 840 1092 1226 1591 1740

Internal medicine n/a 330 1232 1366 1559 1602

Cardiology 915 1274 1895 2290 2500 2663

Gastroenterology 124 197 313 426 553 611

Oncology n/a n/a 6 29 105 144

Neurology n/a 332 380 484 568 610

Radiology n/a n/a 1428 1676 2183 2374

Infant surgery 55 75 116 145 178 n/a

General surgery n/a n/a n/a n/a 2182 2287

Neurological surgery 143 103 173 226 270 281

Orthopaedics n/a n/a n/a n/a 1787 1959

Intensive care & anaesthesiology 759 953 1288 1428 1555 1670

Urology n/a n/a 565 669 1198 1296

Source: Hellenic Statistical Authority (EL.STAT)1

Notes: Physicians in training are included in the category for which they are preparing to be fully qualified.

Dentists are not included. Only gnathosurgeons are included since they have two degrees (a dental and a 
medical degree).

n/a: Data not available

Table 3 Professionally active physicians in Greece, 1980-2007 – head count and per 100 000 population

Professionally Active
Physicians (Total)

Professionally Active
Physicians (Female)

Professionally Active
Physicians (Male)

Physicians working in 
hospitals (public & private)

Headcount per 100,000
population

Number % of total Number % of total Headcount per 100,000
population

1980 23 469 243.4 n/a n/a n/a n/a n/a n/a

1995 41 200 387.5 12 948 31.43 28 252 68.57 n/a n/a

2000 47 251 433.0 16 032 33.93 31 219 66.07 23 486 215

2005 55 556 500.3 20 195 36.35 35 361 63.65 25 573 230.3

2008 67 540 602.3 25 935 38.40 41 605 61.60 26 063 232.4

Source: Hellenic Statistical Authority (EL.STAT)1

Notes: n/a = Data not available.
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have adopted specific minimum skill 
requirements. In many cases, training 
depends on the skills and the disposition
of the head physician and the trainers,
since there are no quantitative or qualita-
tive requirements regarding specific train-
ing issues and procedures (for example,
minimum number of specific surgeries
that a surgeon has to perform). 

Finally, in medical training, anyone with
a specialty can be a trainer, as long as they
have more medical experience than the
trainee doctors. Since in the current sys-
tem, the cohort of trainers is not officially
set, it is up to individuals’ personal good-
will to teach their trainees. Obviously,
this means that there is no control over
the training offered and it is clear that any
effort to improve the training system
should attach specific importance to this
issue.

Recommendations

In Greece there is no numerous clausus
for entry to medical school, which has
caused large growth in physician density.
Therefore, it is important to take control
of medical school intake.

Despite major surpluses, Greece faces 
serious difficulties in recruiting physi-
cians on a geographical basis. Serious ef-
fort should be made to attract and retain
physicians in rural and remote areas. 
Educational incentives, such as priority
admission into medical school, may 
attract medical students with a rural
background. Additionally, policies 
providing financial support to practise 
in rural areas and regulation imposing 
restrictions on practice location may also
be effective in recruiting physicians to
these areas. Other policies should also
address the shortages of practising 
physicians in certain specialties such as
family medicine.

The output and productivity of practising
physicians should be better evaluated and
should be concentrated on patient health
outcomes. Payment mechanisms, such as
pay-for-performance should also be 
considered.

A ‘National Health Map’ auditing both
the supply and demand for physician
services is required.

Since the National Health System (ESY)
is heavily based on doctors undergoing
training, reform of specialty training
should follow current international 
standards. Efforts to unify training pro-
grammes have been progressing slowly
since 1985 and implementation has been
assigned to the European Union of Med-
ical Specialties (EUMS) in cooperation
with the Greek Advisory Committee for
Medical Training. National medical train-
ing could be improved in accordance
with the following:

– The admission criteria for medical 
specialties should be reconsidered (for
example, to take into account entrance
exam results but also a physician’s CV,
graduate degree etc);

– Better selection of training centers
may be needed along with the creation
of specific minimum requirements 
regarding the quantity and quality of
training;

– Selection criteria for trainers should be
imposed and the regular evaluation of
trainees, trainers and the training 
center is needed;

– Rational distribution of medical hu-
man resource by specialty and by geo-
graphic region is required along with
the reinforcement of less popular spe-
cialties (for example, general practice,
occupational medicine, geriatrics); and

– Medical training should be accompa-
nied by a system of continuous 
medical education throughout a 
physician’s professional career.
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A trained and motivated workforce, with appropriate
skills, a commitment to life-long learning and receiving
adequate rewards is an essential pre-requisite for high-
performing health systems. Yet, for many countries the
challenge of getting this right too often proves elusive.

– How do you ensure the right skill-mix, so that the
appropriate staff are in the right places to meet the
needs of populations with changing health needs? 

– How do you cope with unprecedented levels of 
international mobility of health professionals, when
minor changes in working conditions in another
country can make the difference between surplus
and scarcity? 

– How do you ensure that the rewards are commensurate with the contributions
that staff are making, especially when there are many other employment 
opportunities open to them?  

There are no easy answers, but this book brings together the experiences of a
range of countries that are all struggling with these issues

Download from: 
http://www.euro.who.int/__data/assets/pdf_file/0008/91475/E89156.pdf

ISBN 92-890-2297-3

World Health

Organization

Regional Office

for Europe

Government 

of Finland

Government 

of Norway

Government 

of Ireland

UNCAM

Government 

of the

Netherlands

European

Commission

Government 

of Spain

Government 

of Slovenia

European 

Investment

Bank 

Veneto 

Region of

Italy

World Bank

London School

of Economics

and Political

Science

London School

of Hygiene &

Tropical 

Medicine

THE EUROPEAN 
OBSERVATORY ON
HEALTH SYSTEMS AND
POLICIES PARTNERS

Government

of Belgium

Editor
Anna Maresso

Editorial Team
Josep Figueras
Martin McKee

Elias Mossialos
Sarah Thomson

To join the mailing list, 
please contact

Anna Maresso
Observatory – London Hub
Email: a.maresso@lse.ac.uk

Euro Observer is published 
quarterly by the European 

Observatory on Health Systems 
and Policies, with major 

funding provided by a grant
from Merck & Co., Inc., 

Whitehouse Station, 
New Jersey, USA.

The views expressed in
Euro Observer are those of 
the authors alone and not 

necessarily those of the 
European Observatory on

Health Systems and Policies or
its participating organizations.

© European Observatory on
Health Systems and Policies

2010.

No part of this document may
be copied, reproduced, stored

in a retrieval system or 
transmitted in any form without

the express written consent of
the European Observatory on

Health Systems and Policies.

For information and ordering
details on any of the Observa-

tory publications mentioned in
this issue, please contact: 

The European Observatory on
Health Systems and Policies

WHO ECHP
Rue de l’Autonomie, 4

B - 1070 Brussels, Belgium 
Tel: +32 2 525 09 33
Fax: +32 2 525 0936

Email: info@obs.euro.who.int 
www.euro.who.int/observatory

Design and production by 
Westminster European

ISSN: 1020-7481

Government 

of Sweden

16

E u r o  O b s e r v e rE u r o  O b s e r v e r V o l u m e  1 2 ,  N u m b e r  2V o l u m e  1 2 ,  N u m b e r  2

Policy Brief, No 11, 2006

This policy brief provides a basis for a more informed
discussion on the future of health care outside the 
hospital. It aims to describe a broad spectrum of models
by exploring the arrangements that are in place in
selected countries. Themes include: accessing generalist
(primary) and specialist care; the relationship between
patient choice and user charges; and the scope of 
services provided by general practitioners, specialists
and other providers. Examples are from Australia, 
Denmark, England, Finland, France, the Netherlands, 
New Zealand and Sweden.

Also available in Russian

Download from: 
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