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Op-Ed

lgnorance about our health care workforce:
a public health emergency

The lack of data about allied and auxiliary workers prevents us from planning health services

The California health care system relies heavily on a work-
force that remains largely hidden. Allied and auxiliary
workers—including physical therapists, technicians, and
unlicensed assistive personnel—make up about two thirds
of the health care workforce.”* These people play critical
support roles in health care, and yet we know little about
them. We even lack the basic demographic data that could
tell us exactly who they are and what they do.

This lack of data on these “nonprofessional” personnel
has serious implications for public health, and it is one of
the foremost challenges facing policymakers. Health care
delivery is changing dramatically due to restructuring in
social services, health institutions, and financing systems,
and nonprofessional personnel will play an increasingly
important role. Allied and auxiliary workers are well-
placed to fill the gaps that will be created by the reforms in
care delivery from inpatient treatment to ambulatory care
and the restructuring of employment to favor contract
employment over full-time staffing. These workers are in
the frontine of patient care for a growing number of
patients, and they will become increasingly important as
cost-containment and personnel priorities change.

Our lack of knowledge about the nonprofessional
workforce is costing us time and money when racing to
meet the challenges of care delivery in a rapidly changing
system. For example, when resources devoted to training
physicians (with projected 49% job growth in California

Allied health workers play an important part in health care provision

78 wjm Volume 175 August 2001

AP/Dan Loh

by 2008) overwhelm those allocated to training medical
assistants (with growth of 77%),> we are ill-equipped to
make the necessary adjustments. California and other
western states face the dual challenge of delivering more
complex care to more diverse patients with a declining
number of trained professionals. Lower-skilled and entry-
level jobs in health care are often more conceivable and
obtainable occupational goals for young people from poor
and minority backgrounds.* Increasing educational mo-
bility in health careers for these students will eventually
improve access to health care for the communities most in
need.

Why do we know so little about allied and auxiliary
workers? First, although much data about such personnel
are gathered by licensing boards and professional associa-
tions, the consistency and relevance of the data vary
greatly—work hours, practice setting, and demographic
characteristics are rarely uniformly gathered. Second,
groups that collect data about health care workers do not
coordinate their efforts with related organizations. For ex-
ample, colleges gather data about students but seldom
track graduates’ job placements, whereas professional as-
sociations survey members but seldom study their entire
professions. Third, although federal agencies maintain ex-
cellent databases on employment and occupations, many
of the data categories are antiquated and irrelevant to our
service-based economy. Fourth, academic and corporate
researchers study specific occupational groups or workers
in specific locales, but their findings are issued piecemeal
through professional journals. Finally, many workforce
studies are incidental—in other words, they are done in a
particular location. Although these studies may have les-
sons applicable to other situations, their results are often
not generalizable. This limits their use in identifying
trends and informing meaningful planning for an entire
system.

What can be done to improve our knowledge of the
nonprofessional workforce? Recognizing the problem and
its complexity is the first step. We then need to break
down the intellectual and institutional barriers that pre-
vent us from collecting crucial data. Breaking down these
barriers requires us to eliminate profession-specific tunnel
vision and to begin assuming that health system planners,
administrators, educators, researchers, and government
personnel are interested in the research we do about health
care workers in our various silos. In every sector of the
health care workforce, there are professional groups and
researchers collecting data that could be helpful in system-
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