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PREFACE

This report is the result of a study undevtaken by the staff of the American ‘
Society of Planning Officials under contract to the Public Health Service. o
It describes the present involvement of urban planning agencies in the health !
problems of their communities. It provides these agencies wich an awareness ]
of current health problems and suggests what steps to take in making their ,
contribution towards the solving of these problems a more effective one. )

It is traditional for urban planners to play a part in areas of transporta- ‘
tion, recreation, residential, commercial, and industrial planning. However, as i
the report demonstrates, very few have been actively involved in health plan- |
ning. Now, more than ever before, it is essential that pianning for an urban -
area be integrated planning. It must be within the coutext of the societal
factors which influence our lives, including, of course, the health factor.

This study then attempts to chart a more-constructive path for the urban
planning agencies to follow in their quest towards a better society. And,
while it is primarily directed tewards these agencies, it should be of interest
to all who sre concerned with health, planning, and community development.

The report, completed in early 1968, was directed by Frank Beal, Principal
Planner for the American Society of Planning Cfficials. It was supervised by
Jerome Kaufman. Mary Ann Holohean and Gail Ornstein were the other ASPO
staff members principally involved.

Joan W. Casaman, M.D.,
Assistant Surgeon Generdl,
Director, ;
Comumumity Health Service. ! P

Public Health Se}'vice Publication No. 1888
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Chapter |

INTRODUCTION

As the costs of health care continue to mount in
the United States and as it becomes more difficult
for individuals to receive the kind of care they need
at the right time and place, it is becoming increas-
ingly obvious that the health system cannot con-
tinue to develop in the chaotic, fragmented, and
expensive fashion that has characterized its past
growth. Comprehensive health planning programs
are needed to offer sclutions to some of the immedi-
ate and pressing problems now confronting the
health system and to suggest ways for creating a
more responsive and workable health system for
the future.

During the past decade, interest in comjrehen-
sive health planning has grown tremendously. A
new high was reached ii: November 1966 as & result
of the enactment of Public Law 89-749, the Com-
prehensive Health Planning and Public Health
Service Amendments of 1966 known also as the
Partnership for Health Act. In passing this law,
the President and Congress of the Unitec States
declared “that the fulfillment of our national pur-
pose depends on promoting and assuring the high-
est, level of health obtainable for every person, in
an environment which contributes positively to
healthful individual and family living * * *” To
obtain this objective, it was recognized that a close
cooperative effort would be required on the part of
governmental, voluntary, and private organiza-
tions and agencies; and that it would be necessary
to engage in comprehensive planning. To this end,
Congress appropriated money to support the devel-
opment of professionally staffed, statewide and
areawide coraprehensive health planning organiza-
tions. These organizations will be responsible for
preparing comprehensive health plans, supplying
information and advice to various public and
private health organizations, and coordinating the
planning activities of existing health planning

bodies: mental health planning councils, areawide
health facility planning agencies, health and wel-
fare councils, and others.

The full impact of this important legislation is
yet to be felt. However, its passage, coupled with
the widespread support of planning by various
health institutions and organizations, raises a ques-
tion of major importance to urban planners: what
role should urban planning play in the increasingly
important field of comprehensive health service
and facility planning ? This question is the central
concern of this report.

A LOOK AT THE RECORD

If the past is prologue to the future, it must be
concluded that urban planners have, at most, a
marginal role to play in community health service
and facility planning. The research conducted for
this study indicates that, in the past, urban plan-
ning agencies have given little time, thought, or
effort to the identification or resolution of local
health problems. For example, a questionnaire sur-
vey of 204 city, county, and regional planning
agencies in 1966 revealed that 83 percent had spent
less than 2 percent of their time on planning for
health services and facilities during the preceding
2 years. Several agencies reported that they had
done no health planning during that period, and
over three-fourths of the agencies surveyed can-
didly admitted that health problems had not been
adequately covered in their planning programs.

Further evidence of the meager attention given
to health problems can be found by reviewing
planning agency publications. Many planning
agencies have prepared sophisticated special re-
ports on the educational, recreational, or commer-
cial needs of their communities; few have done
comparable studies of the health meeds of the
populations they serve. A similar pattern is found
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in comprehensive plans, where entire chapters are
devoted to work needs, shopping needs, living
needs, recreational needs, and education needs—
but not health needs. A review of 98 comprehensive
plans completed since 1960 shows that in three out
of every five there is no reference at all to health.
Of the remaining plans, the sections on health are,
in most cases, brief descriptions of the existing
hospital system, with no attempt made to determine
how well that system serves the needs of the public.
In many communities, the zoning ordinance also
reflects the planner’s relative neglect of the health
system. Some ordinances discriminate against
medical uses that treat certain types of patients,
i.e., mental or aicoholic, a practice that runs counter
to the current thinking of health professionals and
retards the development of a complete medical
program. Zoning for medical facilities is often con-
sidered a nuisance to health personnel who see it
as something to be overcome and to urban planners
who are not certain about the ends to be achieved.

There are, of course, numerous possible explana-
tions for the minimal attention given to com-
munity health problems by urban planners: lack
of skilled staff to do the job; the private personal
character of the health service system ; the relative
unimportance of health facilities as land users or
traffic generators; and, probably most important,
the historic resistance of the health field to the
adoption of comprehensive planning approaches.
These explanations, and others, will be examined
in detail, but the essential point is that urban plan-
ners have shown little interest in health planning,
have made few contributions to the improvement
of health systems, and have not demonstrated a
capacity or desire to undertake more ambitious
projects in the future. If the past does dictate the
future, then the case can rest here and there is no
need for a study of the present and possible future
interface between urban and health planning.

A Dbrief look, however, at some of the major
trends in the fields of urban planning and health
and some of the major legislation of interest to
urban planners suggests that health matters can
and should occupy a more prominent place in the
programs of urban planning agencies, It is likely
that their past level of performance will not be
adequate in the future. It will be difficult, if not
impossible, for urban planners to ignore the fact
that the provision of adequate health care is be-
coming an increasingly important problem of com-
munity life.

2

LEGISLATION

A substantial number of federal programs en-
acted during the last few years deal directly or
indirectly with health and health-related problems.
For this reason alone it becomes essential that
urban planning agencies develop a better under-
standing of community health systems.

The Demonstration Cities and Metropolitan De-
velopment Act of 1966 (Public Law 89-754) is a
good example of this legislative trend. The Model
Neighborhoods program established by the act is
an attempt to solve complex social and physical
problems by concentrating a variety of public serv-
ices and facilities in a single area. Urban planners
have played major roles in drafting the several
hundred program planning applications received
by the Department of Housing and Urbsn Devel-
opment, each one of which is designed to “make
marked progress in reducing social and educational
disadvantages, ill health, underemployment, and
enforced idleness”; and to “provide educational,
health and social services necessary to serve the
poor and disadvantaged in the area.” The process
of making application has already served some-
what to orient urban planners to health problems,
and in those cities which have received grants,
urban planners will no doubt become further in-
volved in local health issues.

Section 204 of title IT of the same act provides
for a different kind of participation in health mat-
ters. As of June 80, 1967, all applications for Fed-
eral loans and grants to assist in carrying out 2
variety of projects, including the construction of
hospitals and other medical facilities, must be sub-
mitted for review to a regional planning agency
that has been approved by HUD. Of potentially
greater significance is section 205 of title 1T, which
is not yet funded but which authorizes the Secre-
tary of HUD to make supplementary grants for
projects in those metropolitan areas that have a
demonstrated capacity for carryving out a regional
facility development program. This provision will
provide an incentive for public bodies and individ-
ual Federal grant applicants—such as a medical
service district or a hospital—to work closely with
metropolitan planning agencies in developiug re-
gional capital improvement programs se as to
qualify for the additional funds. Thus, title IL
gives metropolitan and regional planning agencies
an important, although limited, rzeans for in-
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fluencing the development of a health facilities
system,

The neighborhood Facilities program estab-
lished by the Housing and Urban Development
Act of 1965 is another example of legislation with
a health service component. The purpose of the
program is to establish multipurpose centers de-
signed to offer concerted community health, recre-
ation, and social services to low- and moderate-
income residents. Many urban planning agencies
participating in the development of these centers
have been responsible for identifying areas of need,
locating sites, and assisting in determining the
proper level and types of services offered.

The 1965 and 1966 acts described here are but
two examples of legislation that is, in effect, push-
ing urban planning agencies into the health field.
There are other laws which have had a similar, but
perhaps less direct, effect : The Hill-Burton Hospi-
tal and Medical Facilities Construction program,
the Neighborhood Health Center program spon-
sored by the Office of Economic Opportunity, the
Mental Health Centers program, Medicare, the
Community Renewal program, the Regional Med-
ical program, and many more. There is every rea-
son to expect that future legislative enactments
will require interdisciplinary approaches similar
to that of the Demonstration Cities Act, as it be-
comes more apparent that the fragmented, cate-
gorical grant approach of previous years falls
short of achieving desired results. The trend in
legislation is clearly toward broader based, inte-
grated attacks on urban problems including, when-
ever appropriate, a health service and facility
component.

This trend raises the question of how well
equipped urban planning agencies are to develop
and carry out health-related plans and programs.
‘What criteria, for example, should regional agen-
cies use to review medical facility project applica-
tions? What is the appropriate location for a
neighborhood health center, a mental health center,
or a hospital : What are the barriers that keep the
poor from receiving adequate health services? Isit
because they cannot pay for services, or is it be-
cause the health service system cannot adjust to the
unigue life style of the poor ? These are the kinds of
questions that will increasingly confront urban
planners as new legislation shapes their programs
and broadens the range of their responsibilities to
include the problems of community health.

826-554 0—69——2

THE CHANGING HEALTH FIELD

The inclusion of health components in major
legislation is an important, but by no means the
only, reason why urban planners are being drawn
into health. The entire health system is in a state of
flux, and many of the changes taking place have
implications for urban planning agencies.

It should be recognized at the outset that the
Nation’s health care system is facing many serious
and complex problems. The public vaguely senses
that all is not right, and many health professionals
are keenly aware of the need for reform. The
National Advisory Commission on Health Man-
power in its 1967 report to the President, stated
the problems in terms of a paradox:

On one hand, the numbers of physicians, hospital
beds, and health services per person are generally
equal to or greater than they were 30 years ago; re-
search has vastly expanded medical knowledge; and
the growth of private and public health insurance
programs, along with Government support for the
needy, hove greatly reduced financial barriers to care.
On the other hand, despite this apparently improved
situation, there is widespread and serious talk of a
health crisis in the country, a crisis which is be-
lieved to be upon 1s now or Just around the cormer.
The indicators of such a crisis are evident to us as
Commission members and Drivate citizens: long
delays to see a physician for routine care; lengthy
periods spent in the well-named “waiting room,” and
then hurried and sometimes impersonal attention
in a limited appointment. time; difficulty in obtaining
care on nights and weekends, except through hospital
emergency rooms; unavailability of beds in one hos-
pital while some beds are empty in another ; reduction
of hospital services because of the lack of nurses;
needless duplication of certain sophisticated serv-
jces in the same community; uneven distribution of
care, as indicated by the health statistics of the
rural poor, urban ghetto dwellers, migrant workers,
and other minority groups, which occasionally re-
semble the health statistics of a developing country;
obsolete hospitals in our major cities; costs rising
sharply from levels that already prohibit care for
some and create major financial burdens for many
more.

There is a crisis in American health care.

The report states that the crisis will not neces-
sarily be solved by placing more doctors, more
hospitals, or more money into the present system,
but that substantial progress will be made only
if the system itself is restructured so as to meet
the needs of the public better.

The entire health service system is coming under
more frequent and more serious criticism as it be-
comes obvious that the process of receiving quality
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health care is, for most people, a long, time con-
suming, difficult, and expensive undertaking. The
statistics show that many never find their way
through the complexities of the health service
system.

Problems of organization, financing, quality of
care, and the unequal distribution of services are
being discussed with increased frequency by Gov-
ernment officials, health professionals, and the pub-
lic. Changes are occurring rapidly, more sweep-
ing changes are being offered, and the health field
is generally in a state of ferment. This general up-
heaval has already influenced, and will continue
to influence, the possible roles that urban planners
can play in health matters.

First, as a result of the crisis, health affairs are
becoming more a matter of public concern. The
notion that the public, either through voluntary
associations or through government, deserves a
voice in health affairs may be the handle urban
planning agencies need to gain access to the highly
fragmented, autonomous, essentially private health
system.

Historically, the health system has been an es-
sentially closed and private system. Health pro-
viders—the people who provide services—have
identified the problems and organized the system
the way they thought best. Now, it is being recog-
nized that health consumers—the people who re-
ceive services—should also have a voice in restruc-
turing the system. 'Lhe trend is clear. The quality
and quantity of health services is something that
can and should be discussed openly and publicly,
and by people who are not necessarily health pro-
fessionals but who are generally concerned about
the adequacy of the health service system. The
climate is therefore, more receptive to the partici-
pation of urban planners.

A second trend is health that will ultimately
have an impact on urban planning agencies has
already been discussed : The health establshment’s
increasing use of planning methods. Planning is
a relatively new term in the health field. Health
professionals are not quite sure what it is or where
it is taking them. They are asking some of the
same questions that urban planners were asking
(although not necessarily answering) 50 years
ago : Does planning mean a loss of freedom? What
is the relation of planning to politics? Does the
planner set the goals or merely devise the means
to attain the goals? It is reasonable to expect that

4

those in health may seek the benefit of the urban
planner’s experience in the planning process?

Finally, at least some of the changes taking place
in health teday will require urban planners to
alter their own programs and revise their thinking
with respect to the configuration of the commu-
nity health facilities system. The changes in the
theory and practice of health care will make obso-
lete a great deal of the conventional wisdom urban
planners hold regarding the health system, forec-
ing them to alter their thinking about how s
health system can be accommodated within the
larger community system. Zoning ordinances, for
example, will have to be revised to reflect new phi-
losophies of treatment and to incorporate new in-
formation on site development and location stand-
ards. The medical facility system is no longer
simply a series of autonomous general hospitals,
nursing homes, and doctors’ offices, each with its
own well-defined service area. The variety of facili-
ties is increasing and the required relationships
among them are becoming more complex. Consider,
for example, the following trends which have im-
portant implications for transportation and land-
use planning.

Health professionals agree that 25- or 50-bed
hospitals are too small to be operated efficiently,
and that 200 or 800 beds are probably a minimum
acceptable size.

The large custodial mental institution is giving
way to smaller mental health centers that must be
integrated into the community.

The advantages of a medical center district in
delivering quality health services are becoming
more apparent. These districts will require a large
amount of land and create major traffic generation
problems.

While many services are clustering in medical
centers, others are being decentralized as it be-
comes more apparent that accessibility te services
is essential t~ receiving quality care.

There is a great increase in the number and
variety of secondary health facilities, such as half-
way houses for former drug addicts and alco-
holics, mental health centers, rehabilitation
centers, and extended care units. These uses have
special characteristics that require special sites
and locations.

General hospitals are tending to attract all
manner of secondary uses, such as doctors’ offices,
pharmacies, outpatient clinics, and extended care
units, but often the uses cannot be accommodated
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because the hospital is landlocked or because of
excessively restrictive zoning provisions.

At one {ime, every medical facility was virtually
an autonomous unit. Bach had its own patient
load, each competed for the best patients, each.
had its own source of financial support, and none
knew or particularly cared what the others were
doing. A variety of pressures is tending to make
the health service pattern more complex; con-
sequently, the need to view each facility as part
of a total community treatment system is more
apparent. Urban planning agencies appear to have
an important role in accommodating the space and
transportation demands of community health
service systems.

THE CHANGES IN URBAN PLANNING

Changes taking place within the urban planning
profession itself will also greatly influence the way
in which planners relate to the health field. Never
before have urban planners been so able or anxious
to broaden their area of interest and to increase
the extent of their responsibilities. The planning
profession is currently in the process of evaluating
and reevaluating its roles and purpose in commu-
nity development. It has long been associated pri-
marily with problems of land and facility devel-
opment and, while this is the area of interest that
continues to consume most of the time and re-
sources of practicing planners, there are many who
are questioning the desirability of maintaining
this exclusive area of expertise.

Urban planners will recognize that Public Law
89-749 is not a unique or isolated event. Its pas-
sage is part of a larger trend toward the establish-
ment of functional or special-interest planring
groups which operate nationally, statewide, and
locally. Increasingly, special-interest groups are
adopting planning procedures as they recognize
that the achievement of their objectives depends on
a more rational allocation of their limited re-
sources. The proliferation of these groups and the
resultant problems of coordination and jurisdic-
tional definitions is a major concern of all who are
aware of the trend. It is certainly a concern of
urban planners, who frequently find themselves
trying to coordinate the work of these various
groups or, more seriously, find new groups working
in areas for which they have had some responsibil-
ity in the past. To put it bluntly, urban planners
are being challenged by education planners, budget
officers, recreation planners, and now health plan-

ners. They are being challenged to remain relevant
to the changing demands and expectations of an
exceedingly complex society. In the ensuing years,
planning—what it is and what it does—will be
debated and discussed even more than it is at
present.

This report is, however, not designed to delve
into problems of professional self-definition. The
future growth and development of the urben plan-
ning profession will depend on the desires and the
capacity of planners to accept new responsibilities,
the willingness of legislators and others to entrust
urban planners with new tasks, and a host of other
variables. The point is, however, that because of
the increase in the number of people adopting
the planning title, or doing planning, urban plan-
ners are going through a period of intense ques-
tioning of their own aims and ambitions. They aie,
therefore, receptive to the idea of looking at their
relationships with other planners—in this cace,
health planners.

PURPOSE OF THE REPORT

This brief review of some of the trends in health
and urban planning suggests that a full examina-
tion of the interface between health planning and
urban planning is in order. At present, the re-
sources allocated to health problems by urban plan-
ning agencies appear to be less than adequate and
will almost certainly be insufficient in the future if
present trends continue. Although the potential
contribution of urban planning agencies to the de-
velopment of a community health service system
may, in the final analysis, be small in eomparison to
the total health planning need, it is nonetheless
important and does deserve careful examination.

This report. describes the present and possible
future role that urban planning agencies can play
in planning for community health services snd
facilities.* It has three major purposes: i

(1) To describe and analyze the health service
and facility planning currently being done by
urban planning agencies and to offer a series of
recommendations demonstrating how health plan-
ning can be integrated more effectively into the
programs of urban planning agencies.

(2) To describe and analyze the working rela-
tionships that exist between selected urban plan-

*The study does not examine the role of urban planners in
environmental health planning. It does recognize, however, that
comprehensive health planning must Inelude environmental
planning as well as planning for the provision of perscnal
health services. '
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ning agencies and various health planning organi-
zations, offering a series of recormmendations to
improve the future relationships between these
two types of organizations.

(8) 'To provide basie information on the major
issues in health and problems of health planning in
order to aid urban planning agencies in under-
standing the most important aspects of community
health systems.

The scope of this report is exceptionally broad,
ranging over considerable territory rather than
focusing on a particular type of agency or a spe-
cific type of health planning problem. It is only a
first step. Many subject areas are discussed only
briefly although they clearly require considerably
more investigation. The report is written mainly
for practicing urban planners rather than for
health planners, the planning profession, or the
U.S. Public Health Service. It is expected, though,
that these groups will find much of interest in the
report. It is written with the assumption that
urban planners know very little about health and
health plann‘ng (an assumption verified by our
investigations), and they, therefore, need to know
some of the fundamentals about the health system
and how heulth planning is organized.

The report, however, is not a manual of bealth
planning explaining, for example, where a nursing
home should be located, or how many hospital
beds are needed in a community, or how to estab-
lish a patient referral system. It does not provide
answers to health problems, but it does contain in-
formation on how health planning is organized
and lists in the references and appendixes many of
the basic sources of information on health plan-
ning. The report is a first reference for urban
planning agencies rather than a how-to-do-it
manual.

Most important, the approach of the report is
pragmatic and cautious rather than bold and far
reaching. It is an examination of what exists now
and a discussion of what might exist tomorrow
given the political, social, and economic realities
of today. It recognizes that goals are already estab-
lished, legislation passed, policies implemented, in-
stitutions operating with considerable historic
momentum, budgets set, and professional associa-
tions committed in one direction or another. It
recognizes that the entire health apparatrs is
highly resistant to change.

The point of departure for the report is today’s
urban planning agency with all its strengths and
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weaknesses, its limited budget, its overworked
staff, and its present program commitments. The
question is, how can these agencies best rel.te to
the development of comprehensive community
health planning, however it occurs.

As a result of this pragmatic approach, the con-
clusions are not surprising nor the recommenda-
tions bold. The fact is, urban planning is not
essential to health planning, Individual health in-
stitutions will continue to develop and improve
their services and facilities. Health planning orga-
nizations will be established and will operate no
matter what urban planners say or do. The role of
urban planning agencies is a role of choice; in
most cases, it will be a supporting role. The agen-
cies will be contributors to the health planning
process, and in many cases important and essen-
tial contributors to it, but they will not be the prin-
cipal force behind the health planning movement.
With the exception of some important cases, no one
has asked urban planners to be health planners, nor
have urban planners asked to be included in the
process. No one has yet given them the money or
other resources to do the work that needs doing.
Health planning is low on the list of priorities for
most urban planning agencies, and it will probably
remain low for the next few years.

It is true, of course, that under the provisions
of the Comprehensive Health Planning Act, exist-
ing vrban planning agencies can be designated as
the comprehensive health planning body for the
regions they serve. It is probable that a number of
agencies will be so designated. Thus, urban plan-
ners will become health planners, and the problems
of coordination will be intraorganizational rather
than interorganizational. It is also probable that
in many metropolitan areas of the country compre-
hensive health planning and metropolitan plan-
ning will be under the auspices of a council of gov-
ernments. However, the majority of existing urban
planning agencies—city, county, or regional—will
not broaden their base to include comprehensive
health planning. It is primarily to these agencies
that the report is directed.

A more theoretical approach would have pro-
duced different conclusions. For example, the
Congress could conceivably repeal Public Law
89-749 and in its place create truly comprehensive
integrated planning offices throughout the coun-
try. It might do that in the future, but right now
Public Law 89-749 is the law, and it does not
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build in the active and continued participation of
urban planning agencies.

In the meantime, urban planners. and health
planners should take full advantage of the op-
portunities that are available to relate their re-
spective programs. This report attempts to deiine
those opportunities.

STUDY METHODOLOGY

Data for this study has been gathered from
three primary sources: published information,
questionnaires, and field studies.

During the early stages of the project, an exten-
sive search was made for published information on

health planning and for health reports prepared

by planning agencies. Appendix A contains a
selected bibliography of the most useful publica-
tions uncovered during this search.

Additional information was obtained through
an extensive questionnaire sent to 259 city, county,
and regional planning agencies. These agencies
were selected on the basis of population servec and
size of the professional staff. Data from the 204
usable questionnaires returned is used throughout
the report.

More detailed information for the project was

gathered through a series of field studies. The
project staff spent from 2 days to a week in each
of five metropolitan areas interviewing urban
planners and health planners, observing how they
have worked together in the past and how they
might improve their working relationships in the
future.

The report is divided into four major sections.
Chapter IT is an exposition of the current state
of community health planning. It is designed to
provide a synoptic view of the organization of
health services in this country, some of the prob-
lems associated with the delivery of health serv-
ices, and the functions and character of community
health planning organizations.

Chapter III contains a description of how
urban planning agencies are currently contrib-
uting to community health planning efforts and a
discussion of the attitudes of urban planners to-
ward increasing their participation in the future.

Chapter IV is an evaluation of the constraints
that will retard the integration of urban planning
and health planning. A. series of recommendations
directed to urban planners concerning their roles
in community health pianning is found in chap-
ter V.




Chapter I

'HEALTH CARE AND HEALTH PLANNING

The central thesis of this study is that urban
plauners can and should play supporting roles in
commurity health planning. They will make im-
portan’; contributions, but these contributions will
be subsidiary to the core concerns of the local
health planning process: identification of health
needs, establishment of health priorities, develop-
ment; and distribution of health resources, and im-
plementation of health plans.? Urban planners will
support health planners and contribute to an im-
proved health planning process; they will not
become health planners.

In order to play an effective supporting role,
however, urban planners must understand more
about heaith planning—who the health planners
are and whai they are trying to do. The value of
their contribution will depend upon how well they
understand the complexities of the health care sys-
tem and the ways in which health planners are try-
ing to alter that system. The purpose of the
following discussion is to introduce the reader to
what has loosely been defined as the health plan-
ning movement. It makes little sense, however, to
talk of health planning without first understand-
ing the context in which it came about. Since
health planning has evolved in response to numer-
ous health problems, it is necessary to begin with a
description of the major issues and components of
the community health care system.

HEALTH CARE: AN OVERVIEW

The word “system” is a convenient but inaccu-
rate term when used to describe the structure and
methods of financing and delivering health care
services. It is inaccurate because it implies the
existence of a finely balanced and harmonious or-
ganization of health care activities; in fact, health
care is characterized by a multiplicity of poorly

coordinated subsystems, many of which operate
almost entirely independent of each other.?

Furthermore, there has never been nor will there
ever be a single, “best” system of health care. The
way in which personal health services and goods
are organized, distributed, and financed depends
on a multitude of factors outside the health care
establishment. The best health care system is the
one that most effectively uses its internal resources
(manpower, knowledge, institutions, equipment,
and organizations) to meet the external demands
and expectations of society. Today, it is fairly evi-
dent that the Nation’s health system has not been
sufficiently responsive to the rapidly changing
needs of an increasingly complex and affluent
society.

The most prominent characteristic of the exist-
ing community health system is its complexity. The
simple one-to-one relationship between a patient
and a family doctor capable of delivering a com-
plete package of medical services from his office is
impossible to maintain in the face of the societal
changes and medical advances that have taken
place during the last several decades. New medical
knowledge, the need for special equipment, the
necessit for greater specialization, new patterns
of disease, greater population mobility, greater
public expectations, and an acceptance of the prin-
ciple that everyone should have access to health
services have made it impossible to maintain a sim-
ple system of health care. Instead, health services
must be delivered by a complex grouping of peo-
ple and institutions to a highly mobile and de-
manding society, and must be financed by an
equally complex grouping of private individuais,
governments, and insurance carriers.

This comylexity and disorganization creates two
major problems: (1) There are serious gaps in the
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distribution and quality of health care, and (2)
there is an inefficient use of the system’s limited
resources. Broadly speaking, these problems define
the central concerns of health planners: To create
a system that is able to deliver quality health serv-
ices to all people und to make maximum use of
the available manpower, money, and facility
resources.

Olosing the gaps—The gaps in the service sys-
tem are serious; as a result the Nation’s health
ranks below many less affluent countries. For exam-
ple, the number of countries where mortality rates
are lower than in the United States hus steadily
increased in the last few decades. In terms of
average remaining lifespan at age 10, our males
rank 31st and our females rank 12th in the world.
In other words, there are 31 countries in which
& 10-year-old boy can expect to live longer than he
can if he is a resident of the wealthiest Nation on
earth.*

These relatively poor rankings can be explained,
in part, by the unequal distribution of health serv-
ices among the different segments of the popula-
tion. The poor, the uneducated, the farm dwellers,
and the members of minority groups simply do
not receive the quality or quantity of health serv-
ices—and therefore do not enjoy the level of
health—received by members of the middle and
and upper classes. National averages, then, are
pulled down significantly by the poor, health of
the people at the low end of the scale. The United
States is second to none in the quality of its health
manpower, research, facilities, and equipment, but
because it has trouble in delivering services to the
people who need them, its overall health status
suffers.

Some members of the health system are very
rmauch aware of the problem of organizing and
distributing health services and are struggling to
break down the barriers that make services in-
accessible, unavailable, or unacceptable to large
segments of the population. There is increasing
discussion about the need for comprehensive health
care, where each individual, no matter what his
age, income, or other personal circumstances, has
access to the full range of personal health services:
health maintenance, prevention of disease where
possible, diagnosis and treatment where disease
exists, and rehabilitation at all stages of disease
to prevent aftereffects’® It is important to note
that the achievement of comprehensive health care
for all people has less to do with medical science
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and technology than with the social, organizational
and financial aspects of medicine.

COonserving resources—The second problem,
that of maximizing the effectiveness of available
resources is, of course, not unique to health. Every
social undertaking continually faces the problem
of how to allocate its rescurces. It is, however, a
particularly vexing problem in health because
there is no central unit, such as a planning unit,
that can view the system ag a whole. Because of
the lack of communication between the largely
independent and autonomous parts of the sys-
tem and, more important, because many of these
parts have never clearly defined for themselves
the groups they intend to serve nor how they in-
tend to serve them, it is extremely difficult to re-
late public demands to the manpower, equipment,
and facilities of the total health system. Too many
of the units are going in too many directions, mak-
ing it difficult to plan for the allocation of the total
resources of the system.

Nonetleless, planning is needed. The costs of
health care cannot be allowed to continue to rise
when there is evidence of waste and duplication
of effort. The public cannot be expected to accept
passively increased hospital charges when they
hear that a new hospital wing must stay closed
becavse not enough nurses can be found, or that
one hospital complains of overcrowding while
another has numerous empty beds, or that each of
several hospitals has purchased an expensive piece
of X-ray equipment while the community demand
is less than adequate for one machine. Repoits
such as these are heard frequently enough to be of
concern. to health consumers, who are beginning
to ask the hospitals and other units of the health
system to stop passing the costs of inefficiency onto
the public.

Planning is already being done at many dif-
ferent levels to help close the gaps and increase
the efficiency of the health system. It is clear,
though, that these planning efforts will have to be
doubled and redoubled if significant progress is
to be made toward substantial improvements in
the system.

An examinatiou of the components of a com-
munity health care system can help to illuminate
the reasons why so many people are unaple to re-
ceive comprehensive health services and why the
system is unable to make better use of its limited

resources.
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The Providers of Health Care

The doctor.—There has existed in this country
a certain mystique about the doctor-patient rela-
tionship, a mystique which is a mixture of myth
and reality. The classic ideal of an authoritarian
but understanding physician who, without regard
for the patient’s ability to pay, provided total
medical care to two and scmetimes three genera-
tions of the family prcbably never wag as prev-
alent as most peopie think. In any case, it
is a relationship that cannot be successfully
maintained in the face of changing patient
demands and the tremendous expansion in medical
knowledge.

Neither the doctor nor the patient is able, or
perhaps even interested, in maintaining his side of
that relationship. The modern doctor is a special-
ist3 his services must be supplemented by the serv-
jces of a host of supporting personnel. His black

bag can no longer hold all the necessary equip-
ment, just as his mind can no longer hold all the
knowledge he needs. Because of the perennial
shortage of doctors, he has to increase his produc-
tivity and, therefore, has little time for the more
general concerns of the family doctor.

The average middle class patient today is bet-
ter educated and has a higher income. He expects
to pay for his medical services either directly, or
indirectly through some form of insurance. He has
just enough medical knowledge to question his doc-
tor’s advice. He knows he will probably move
three, four, or more time during his lifetime. He
is generally looking for the best professional serv-
ice he can 4nd, and he may seek the services of
four, five, or more specialists to treat different
members of his family or different illnesses. For
the poor, the luxury of the “ideal family doctor”
has never been and still is not a reality.

Figure 1. Specialization of Physicians in Private Practice
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In light of these changes in both patient needs
and medical practice, one would expect significant
changes in the way patients receive services or in
the way physicians extend them. Some changes
have taken place in response to the altered condi-
tions, but the fact remains that the predominant
pattern of medical practice continues to be that
of the private physician, based in an office he es-
tablishes and maintains himself. Thus, the physi-
cian operates as if he were an autonomous and com-
prehensive health service delivery unit, but his
patient requires services from a vast range of
specialized practitioners, equipment, and institu-
tions. The whole patient must receive services from
a fragmented service system.

Some doctors have, of course, taken a number
of steps to cope with the increasing complexity of
theic field. At the most elementary level, for ex-
ample, when one doctor refers his patient to an-
other ho is helping his patient function within the
system. Also, medical arts buildings serve as some-
thing of a coordinating device even though the
various physicians’ offices are not organizationally
linked.

One of the more important attempts to coordi-
nate a number of specialties is the medical group
practice, one definition of which is “four or more
physicians working in collaborative practice for
more than three years, and in which practice in-
come is pooled and earnings are divided among the
physicians on some prearranged agreement.”®
There are numerous variations of group practice.
Groups may vary from three or four physicians to
several hundred. Sometimes the practice is
“owned” by one or a few physicians with others as
employees. Sometimes all participants share
equally in the management of the practice. Most
groups operate on a fee-for-service basis, but a sig-
nificant minority operate on a prepayment or
health insurance principle where patients receive
all the services they require for a fixed annual fee.
The purpose of all the groups, however, is to make
a wide range of services more conveniently ac-
cessible to patients.

Although group practice has . ~any important
advantages over individual practice, it has not been
the panacea that many expected. First, the ma-
jority of doctors have not chosen to enter a group
practice, and second, only the largest of the group
practices are able to offer a broad enough range
of services to make comprehensive care a reality
for their patients,”
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Health guides~It is clear that the health system
is so complex that patients need some kind of as-
sistance in coping with it. They cannot be left to
their own devices to seek out their own services,
maintain their own medical records, and move from
place to place within the system. The importance
of having a health guide and a central contact
point with the health system has been fully recog-
nized by the National Commission on Community
Health Services which recommends that—

Every individual should have a personal physician
who is the central point for integration and continuity
of all medical and medically reiated services o his
patient. Such a physician will emphasize the practice
of preventive medicine, through his own efforts and
in partnership with the health and social resources
of the community.

The physician should be aware of the many and
varied social, emotional, and environmental factors
that influence the health of his patient and his pa-
tient’s family. He will either render, or direct the
patient to, whatever services best suit his needs. H:s
econcern will be for the patient a8 a whole and his
relationship with the patient must be a continuing
one. In order to carry out his coordinating role, it is
essential that a1l periinent health information be
channeled through him regardless of what institution,
agency, or individual renders the service, He will have
knowledge of the access to all health resources of the
community-—social, preventive, diagnostic, therapeu-
tie, and rehabilitative—and will mobilize them for
the patient.®

This suggestion does not require any reorganiza-
tion of the service pattern, but instead relies on
those who know and can function within the exist-
ing system. The problem, however, is finding or
training enough doctors to do the job. In spite of
the fact that the supply of physicians has risen
slightly relative to the growth in population, it is
increasingly difficult to obtain convenient and
timely access to the personal services of a physi-
cian. He now spends more time with managerial,
clerical, or other nonmedical responsibilities, or
more time on hospital based activities, and there-
fore has less time to see patients. He is responsible
for, and directs, many more services—his produc-
tivity has increased—but he does not personally
deliver as many services as he once did. Further-
more, less than 2 percent of today’s medical gradu-
ates go into general practice, and the general prac-
titioners are the ones who would most likely be able
to serve as health guides.?

The shortage of available doctors has led some
health professionals to suggest that it is not possi-

ble or even necessary to have this function per-




formed by a physician. They recommend that this
task be given to specially trained health aides or
nurses who can act as the initial and central con-
tact points in the system. For low income people
who cannot afford the services of the personal
physician, this may be the only reasonable short-
term solution. The poorly educated and low income
person desperately needs knowledge about where
to go for services, how to fill out insurance forms,
how to spot symptoms of illness, and even such
basic things as how to read a thermometer.

Paramedical personmel.—The suggested vse of
health aides or other nonphysicians to serve as focal
points of the system is consistent with the con-
tinuing increase in the number of anciilary health
personnel working within the health system. Since
the turn of the century, the rate of growth in para-
medical and supporting professions has been much
larger than the growth rate for doctors. In 1900,
for every 100 physicians there were only 60 health
professionals, such as nurses, dentists, pharmacisis,
etc.; by 1960, there were 371 for each 100 physi-
cians (see fig. 2). Today, effective comprehensive
care requires that a physician use the services of
dietitians, psychologists, social workers, statisti-
cians, therapists, nurses, laboratory technicians,
X.-ray specialists, and many others, The ability of
theso various health workers to work for, and with,
a physician will in great measure determine the
extent to which quality health care will be available
to all the public.

A continuing national problem is the shortage
of health personnel of all kinds, and the effective
use of the available personnel is perhaps the most
important immediate issue confronting the health
field today. It is now fairly evident that major
progress in the manpower field will in the long run
depend on breaking the health care task into its
component parts according to the skills needed to
do each particular task. Only if it is possible to
break away from tue traditional method of look-
ing at the doctor and his patient, and subsequently
to introduce greater degrees of personnel flexibility
and mobility into the scheme so that paramedical
personnel can be trained to do some of the jobs
normally done by doctors and nurses, will it be
possible to alleviate some of the more serious health
manpower shortages.

Some of the problems of the health system are
apparent even at the primary level of contact be-
tween the patient and the people who provide the
services. The providers of care have not organized

themselves in a manner that is responsive to the
needs of the average middle class patient and, as
the statistics show, they certainly have not been
able to respond to the critical medical needs of the
disadvantaged segments of society.* Meeting the
needs of all people requires new organizations and
new concepts of service, e.g., neighborhood health
centers for ghetto areas. That these new forms are
slow to be developed is partly an indictment of the
medical .profession which has tended to support
old practices long after their usefulness has ex-
pired. The attitude of most medical societies to-
ward group practice has, for example, only re-
cently changed from one of bitter opposition to one
of at least limited support, despite the fact that
the evidence suggests that group practice is more
effective than private practice in delivering quality
medical care. The fact that the group practices
were established at a time when they were opposed
by the American Medical Association, as well as
the passage of Medicare over strong AMA opposi-
tion illustrates the lessening influence of organized
medicine in shaping the patterns of medical care.
However, anyone involved in health planning,
whether health planners or urban planners, would
be foolish to discount the considerable influence
of medical societies. The attitude of private med-
icine is of utmost importance in organizing com-
munity health programs, since the participation of
private doctors, who are the principal providers of
medical care, is essential to their success.

To place the responsibility for progress in devel-
oping better delivery systems entirely on doctors
or other members of the health professions is to
disregard the fact that the form of medical prae-
tice is in part shaped by the demands of consumers.
Although health care, as we shall discuss later,

- does not respond to an ordinary supply and

demand market situation, public demand can be
and is a useful instrument of change. At this point,
the medical profession has not offered workable
solutions to the increasing complexity of health
care, nor has the public demanded acceptable
alternaiives, Public interest in health problems
and their solution has been stirred, however, and
we can expect, more, not less, pressure for improved
patterns of service.

V oluntary Health Organizations

Voluntary health and welfare agencies have
played an essential role in maintaining and im-
proving national and community health services.
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Figure 2. Growth of Selected Health Professions
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These nongovernmental, self-governing organiza-
tions, supported primarily by contributions or
dues, have become an important mechanism for
private collective action. Their past contributions
to the improvement of health are undeniable, and,
although there is need for self-examination and
reevaluation on the part of voluntary agencies,
there is little doubt that they will continue to exert
powerful influence in the health field.

There are currently more than 100,000 National,
State, and local voluntary, nonreligious, health and
welfare organizations which solicit general pub-
lic support and which are responsible for a broad
range of activities and functions. These agencies
are the beneficiaries of about $214 billion in annual
voluntary contributions. Although not all of the
100,000 are directly concerned with health, most
of them are at least concerned with the social and
economic consequences of healti proviems.?

The major purposes of these organizations vary
considerably. Some, such as the American Cancer
Society, were founded to combat a specific disease.
Others, like the Heart Association, are interested
in a specific organ or function. Still others, such
as the Mental Health Association and the Mater-
nity Center Association, promote the health of spe-
cial interests. The National Safety Council is an
example of those organizations interested in a spe-
cific phase of health. Others, such as the Visit-
ing Nurses Association, provide certain types of
direct services rather than dealing with certain
health problems. Finally, there are numerous pro-
fessional organizations which primarily serve their
members but which also promote health programs,
encourage or sponsor research, and engage in
health education activities. An example is the
American Nurses Association.

Functions—Although the functions of volun-
tary agencies vary with time and circumstances,
they can be classified under these general cate-
gories: testing and demonstrating to official public
agencies and organized medical groups the virtues
of new ideas or techniques; educating professional
groups and the general public; supporting re-
search on the causes of health problems and
methods of treatment; providing direct services,
such as volunteer home care services, furnishing
transportation to clinics, preparing bandages, and
so onj and acting as critics or supporters of the
activities ¢f official public health agencies.

Like every other sector of the health system,
voluntary health organizations are faced with

new challenges and new criticisms from many
sources. Many people have been highly critical of
the inability of voluntary organizations to termi-
nate, modify, or consolidate their programs to meet
changing demands. In any metropolitan area
there may be 100 or more autonomous voluntary
agencies, each competing for essentially the same
financial and manpower resources, and in some
cases competing with each other to serve a partic-
ular group of patients. This proliferation leads
to numerous gaps and overlaps in the total pro-
gram. For example, it is not uncommon to find
that there are several places in the community
where the poor can have heart surgery but no place
where they can have their teeth fixed ; or, *hat there
are a number of groups offering services to blind
children but no groups serving the sightless adult
population ; or, that there ave several groups offer-
ing partial services to the deaf which couid offer
far better and more comprehensive services at a
lower cost if they would only consolidate their
efforts. Some programs serve no real purpose, or
cost far more than they yield in services, or com-
pete directly with other public or private pro-
grams. In other cases, medest programs need to
be increased substantially but there is no one akle
or willing to make the necessary adjustments.
Health and welfare councils have attempted to
exert a coordinating influence, but the success of
their efforts has varied considerably. Many coun-
cils have acted as a central service agency, offer-
ing general advice and assistance to member or-
ganizations, but have done little to view total
health needs in relation to available resources. The
result is that there is often a fragmented volun-
tary program in place of a unified one.

Another problem of concern to voluntary or-
ganizations is the rapid growth of government
participation in health activities. Although vol-
untary support for health programs has increased
greatly in the last two decades, Government spend-
ing has grown even more rapidly. The problem
is particularly evident in health research where,
from 1940 to 1961, the Federal Government’s share
of medical research support went from 7 to 55
percent of the total amount expended.

In recent years, many voluntary agency spokes-
men have addressed themselves to the growing
influence of government and the corresponding
threat to volunteerism. The question they pose is,
“Ts there a future for voluntary agencies?” While
the answer is usually an optimistic “yes,” the
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speakers recognize that the future of voluntary
agencies depends on their capacity to alter their
activities and their organization so as to comple-
ment public health programs rather than compete
with them.

Voluntary agencies will undoubtedly continue to
play an important role in health. Their independ-
ence and responsiveness are valuable for main-
taining effective community health programs.
However, the tendency of some segments of the
voluntary movement to compete with each other
and with public health is clearly antithetical to
the achievement of a coordinated, comprehensive
system of health services. Just as the individual
medical practitioner is faced with a new role, so
the individual voluntary agency is confronted with
the necessity of altering its own course in order to
remain relevant.

Public Health Orgonizations

The concept of public health has been evolving
for several decades. Early definitions restricted
public health to sanitation problems that had to
be handled on a communal basis. Public health
was also responsible for the residual functions
that were nct performed by the voluntary health
organizations or private organized medicine. Sub-
sequent definitions have expanded the concept
until it now encompasses all aspects of societal and
individual health and well-being :

Public health is dedicated to the common attain-
ment of the highest level of physical, mental, and
social well-being and longevity consistent with avail-
able knowledge and resources at a given time and
Place. It holds this goal as its contribution to the most
effective total developinent and life of the individual
and his society.”

Although the definition is broad, the actual
practice of public health is unquestionably more
limited. Old practices and ideas are still firmly
entranched, and it has only been in recent years
that there has been widespread acceptance of the
idea that public health could or should expand be-
yond its essentially negative role and restrictive
boundaries.

Traditionally, the general nature of the public
responsibility for health has been defined under
three categories:

(1) The protection, preservation, and promo-
tion of the health of the citizenry—Public health
is concerned with the control of communicable dis-
ease, with research and services in areas such as
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heart disease and cancer, and in environmental
health including sanitation and air and water
pollution control.

(2) The establishment of standards and regqula-
tions that ajfect health and medical care—~Govern-
ment agencies set minimum standards for water
supplies, restaurant sanitation, hospitals, nursing
homes, and industries which might pollute the air
or water.

(8) The provision of direct medical services to
certain groups of people—Our system of hospitali-
zation for the mentally ill or tuberculosis patients
has traditionally been a’direct responsibility of
state governments. In addition, it is customary for
government to provide direct medical services to
persons who are economically dependent.

In addition to the abeve major concerns, gevern-
ment, particularly the Federal Government, is
responsible for direct health services to such spe-
cial groups as veterans, dependents of armed forces
personnel, and American Indians., Alse, the Fed-
eral Government is increasingly playing a support-
ing role in heazlth by providing funds for the
construction of health facilities and the training
of personnel.

The organization of public health is exceedingly
complex, and the administration of public heaith
programs is such that it partially contributes to
the fragmentation that often makes health care
inaccessible or unavailable. All segments of public
health have the same objective: to advance the
public interest by maintaing and improving the
health of all citizens. But as is the case with all
complex organizations, agreement on general goals
does not always guarantee agreement on methods
or subgoals. Some public health agencies are pur-
suing policies that are diametrically opposed to
the policies of other agencies. This may be due to
to a general lack of communication, or it may be
due to the fact that the different agencies have
completely different views about what should be
dene.

At the Federal level, health activities are the
direct responsibility of numerous administrations,
bureaus, and agencies of the Department of
Health, ducation, and Welfare: the Social and
Rehabilitation Service and the Public Health
Service, which includes the National Institutes of
Health, the Health Services and Mental Health
Administration, and the Consumer Protection
and Environmental Health Service. Many other
Federal agencies contribute to the total public




health effort: the Veterans Administration pro-
vides health services to veterans; the Department
of Defense provides health services to the Armed
Forces and their dependents; the Office of Eco-
nomic Opportunity is supporting the establish-
ment of neighborhood health centers, and the
Departments of Housing and Urban Development,
Agriculture, the Interior, and others, although
playing smaller roles, still help to maintain and
improve the Nation’s health.*4

At the State level, the agency with the broadest
health responsibility is the State health depart-
ment. Policy for these departments is usually
established by a State board of health whose mem-
bers are appointed by the Governor. The fragmen-
tation of effort at the State level is not so
obvious but it exists nonetheless. For example, in
some States mental health programs are entirely
separate from the rest of the State’s health activi-
ties. In most States at least one or more segments of
public health have achieved a degree of independ-
ence aiid autonomy. They pursue their own pro-
grams with a single-minded zeal without regard
to how their activities relate to the total public
health programs.

Locally, public health is the responsibility of
city and county health departments and various
multijurisdictional special districts concerned
with problems such as air pollution or sewage dis-
posal. Local health departments are generally re-
sponsible to the State and receive funds and are
supervised by State health departments.

In brief, public health is a government func-
tion and as such shares all the weaknesses that
characterize government today: A diffuse and
fragmented organization, too little money, not
enough staff, competing programs, illogical juris-
dictional boundaries, categorical grants that tend
to reinforce piecemeal solutions to complex prob-
lems, too much paper work, and so on. In these
respects, public health is probably no worse, and
certainly no better, than any other area of public
endeavor. Urban planners will recognize in pub-
lic health many of the same frustrations they feel
in dealing with the Department of Housing and
Urban Development, the Department of Trans-
portation, State agencies, and the various local
governments and special districts in their own
area. The names, the legislative committees, the
title numbers, and the functions are di¥erent, but
the pattern is the same.

The solutions to many of the problems of public

health, therefore, depend on the solution to the
problems of government in general. However, they
go beyond problems of structural reorganization,
types of grant programs, larger budgets, and so
forth, to the core problem of determining exactly
what public health should be doing. Will it con-
tinue as an essentially negative function with
emphasis on disease detection, environmental
maintenance, mass inoculation programs, and so
on, or will it evolve into a more positive force in
which it acts as a public advocate to represent the
total health interests of all people?

In some respects, public health has been a con-
servative and cautious element of the total health
system. It has lacked the crusading and innovative
spirit of the voluntary movement, and has been
content to pick up the residual duties that no one
else wanted to perform. Recently, however, a num-
ber of factors have encouraged public health de-
partments to broaden their perspectives. For
example, under Medicare, major responsibilities
for assuring that quality standards are met in hos-
pitals, home health agencies, extended care facili-
ties, and independent laboratories have been given
to the U.S. Public Health Service and, as well as
to State health departments. If used wisely,
this function could give public health a much
stronger voice in setting quality standards for
medical care. Also, there is a growing recognition
by health workers that their role in secondary
prevention not only involves the screening of
populations for the detection of disease, but the
followup functions of referral and case hold-
ing necessary to forestall reoccurrence as well.
Changes of this kind illustrate the possible dy-
namic role public health could play in providing
comprehensive health care to all people. If gov-
ernment, particularly the Federal Government,
were able to relinquish its piecemeal approach
to health, it would be able to play an even more
important role.

These gradual shifts in delegated functions and
attitudes are important and are indicative of the
trend toward ever-greater participation on the
part of government in health. Although there are
many who decry this trend, its inevitability is
really a symptom of the growing acceptance of
health care as a right rather than a privilege. If
health care is to be accepted as a public right for
every citizen, then it will be necessary for legis-
latures to define the right, for the courts to protect
it, and for a public body to make the right
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available by either providing services directly or
by checking to see that the private and volun-
tary sectors adequately fulfill their community
obligations.

Health Facilities

An urban planner’s initial contact with com-
munity health is likely to be with the system of
health care facilities—the hospitals, nursing
homes, medical arts buildings, and so forth. Each
separate facility needs land, acts as a traffic genera-
tor, has an impact on neighboring uses, serves a
particular population group or has a defined geo-
graphic service area, and must be related to the
other components of the total health system. An
urban planning agency can do much, to contribute
to the proper functioning of a system of facilities.

Each health facility is a contact point between
a patient and a physician whose services are aug-
mented by the services of other skilled people and
by a range of technical equipment. Every commu-
nity should have a balanced set of facilities which,
taken together, offers a full range of comprehen-
sive services, conveniently accessible to the recip-
ients and providers of services, and structured so
that patients can move from one kind of facility
to another as the need arises. In most communi-
ties, there are serious gaps in the services provided
by facilities, and there is also an excessive and ex-
pensive duplication of services. Patients and staff
alike find that movement between one facility and
another (both in an administrative and physical
sense) may be difficult, if not impossible. Upon
close examination, many communities find that
they have many independent facilities rather than
a total system made up of separate but related
parts. Such waste and duplication of health fa-
cilities is all the more inexcusable when the need
for public facilities and investments in other areas
is so great.

In looking at the various patterns of ownership
of health facilities, it is easy to understand why
cooperation among institutions is difficult.

In any given metropolitan area, there are usu-
ally Federal, State, and local health institutions,
a number of separate volutary institutions oper-
ated on a not-for-profit basis, and several pro-
prietary institutions operating for profit. In most
cases, they have not been required to cooperate
with each other, nor have they voluntarily done
S0.

Classification by function is even more difficult
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than classification by ownership, as illustrated by
this partial listing of health facilities that might
be found in larger metropolitan areas: e

L. Offfices of physicians and. dentists—These take
three general forms: the office of the individual
practitioner, shared offices of several practitioners,
and offices of group-practice clinics. The larger
group-practice ciinics may include on their stafrs
graduate nurses, social workers, medical techni-
cians, medical record librarians, physical thera-
pists, and others.

2. Medical sc.rwal teaciving hospital—This is the
most complex of vz group because it functions as
a classroom and a laboratory for the medical school
and for graduate clinical education, in addition to
being a patient-care and a community-service
facility.

8. Urbom or regional teacking hospital.—These
hospitals are not directly related to a medical school
and differ from the medical school teaching hos-
pital primarily in their more limited program ob-
jectives and their primary emphasis on patient
care rather than on education or research.

4. Commmmity multiple-service hospital.—These
hospitals are commonly referred to as community
general hospitals and are the most numerous of
the short-term hospitals. In 1966, short-term com-
munity hospitals comprised 5,812 of the 7,160 hos-
pitals in the United States. Its basic objective is
to serve physicians on its medical staff in order to
meet the more common health care needs of people
who reside in its service area.

5. Rural basic-service hospital.—This category
of hospital has been developed in more sparsely
settled areas to provide a place to which physicians
can refer patients who require the basic services
and facilities found in a hospital. It is dependent
on other hospitals for more expert and complex
services. The original intent of the federal Hill-
Burton program was to provide funds on a match-
ing basis so that this class of hospital could be
built in sparsely settled areas and attract physi-
cians to practice in those areas.

6. Children’s hospitols—There are three gen-
eral groupings of children’s hospitals: those aftili-
ated with medical schools, those equivalent to a
pediatrics service department in a general hospital,
and those established primarily to treat the special
problems of children such as physical disability
or emotional disturbance.

1. Tuberculosis hospitals—These hospitals are
organized to provide services for people with tu-
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berculosis and allied pulmonary conditions. They
include programs of restorative and rehabilitative
services. The decline of new tuberculosis cases hag
cauged the closing or conversion of many tuber-
culosis hospitals.

8. Facilities for the mentally ill—Facilities for
people suffering from mental illness include short-
term diagnostic and treatment centers, long-term
rehabilitative facilities, and custodial care units.
New therapeutic techniques have reversed the
trend toward increased numbers of hospitalized
patients, and there is an increasing emphasis on
facilities where personal health services for the
mentally ill can be made available within the com-
munity. Currently, over 15 percent of the Nation’s
general hospitals now admit psychiatric patients
for diagnosis and treatment.

9. Chronia disease hospitals—These units place
primary emphasis on the provision of services to
patients with a variety of conditions requiring ex-
tended rehabilitative and restorative care. Due to
the problems of financing such care, most chronic
diseagse hospitals have been under governmental
auspices.

10. Ewtended care facilities—Extended care
facilities include county homes, convalescent nurs-
ing homes, and hemes for the aged. The 1965 Medi-
care legislation requires that extended care units
must develop ties with a general hospital if they
are to be eligible for Medicare assistance. This
should help to bring such facilities into the main-
stream of the community’s health care system and
toimprove the range and quality of services offered
by these institutions.

11. Family health centers—These community-
based clinics are often publicly sponsored and,
although many provide services to anyone who
desires them, attention is usually focused on the
indigent or the medically indigent. Some clinics
offer a full range of services and others have a
special focus, such as mental health, alcoholism,
prospective mothers, or physical disability.

12. The half-way house.—There is an increased
emphasis today on half-way houses that can serve
as a bridge from institutional care for those per-
sons returning to community life. These facilities
offer special advantages to those recovering from
mental illnesses or chronic jllnesses or such special
problems as drug addiction.

The single most dramatic example of the chang-
ing structure of medical care is the modern hos-
pital. As late a5 1873, there were only 175 hospitals
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and related institutions in the United States, and
these proviced but 35,000 beds. In 1966, there were
7,160 hospitals of all types previding 1,700,000
beds.*” Within this 100-year period, the hospital
has evolved from basically a warehouse for the
sick, infirm, and dying 0 a community resource
offering a wide range of services—an institution
trying to be a central organizing point for all com-
munity health activities.

A recent statement by the American Hospital
Association reflects the aspirations, if not the
reality, of today’s modern hospital:

The concept of the hospital as a collection of the
necessary physical facilities and personnel to provide
medical care within its building or set of buildings
is no longer viable in today’s medical care system.
The hospital now must be an organizational as much
as a physical creature, an organized arrangement of
all medical resources necessary to bring the individual,
wherever located, into contact with the gkills of his
physician and other members of the health care
team.”

The modern hospital should perform four major
functions: It should be a center for community
health, including prevention of disease, care of
ambulatory patients, and home care; it should be
a workshop for the physician, which has been its
traditional function; it should be an educational
center; and it should be a center for medical
research.

While it is trne that a large number of people
today tend to view the hospital, rather than the
private medical office, as the place to get care
quickly and competently, fow general hospitals are
either equipped or staffed to provide the compre-
hensive services reflected in the AHA statement.
With only a few important exceptions, most have
not broadened their perspectives beyond short-
term, acute care for inpatients. Preventive medi-
cine, ambulatory care, the problems of the chroni-
cally ill, research, and health education run a far
second in the usual list of priorities.

It the National’s hospitals expect to become the
focal points of community health programs, they
will have to increase their efforts toward the wain-
tenance and improvement of the quality of serv-
ices and toward the better utilization of resources.
Te do so will require improved internal manage-
ment of individual facilities and a greater degree
of cooperation and shared effort between facilities.

Many hospitals are experimenting with meth-
ods for increasing their internal efficiency. For ex-
ample, one of the simplest methods of putting a
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hospital to better use is to put it on a 7-day, 24-
hour-working basis. Although hospitals operate
every day of the year, they are primarily custodial
institutions on weekends and during the late eve-
ning hours. Many of the essential services are run
on a standard 40-hour-a-week basis. Another im-
provement would: be to have more testing done on
an out-patient basis, The New York Governor’s
committee on hospital costs reported that, on any
given day, at least 10 percent of the patients in
general hospitals were not sick but were there for
testing purposes. The difficulty of course, with
having patients tested outside the hospital is that
such tests are not covered under most insurance
plans. They are covered, however, if the patient is
admitted to the hospital.’® At the other end of the
illness cycle—the period of convalescence or reha-
bilitation—many patients remain too long in the
hospital, using and paying for the full hospital
care facilities, when they could continue treatment
as an outpatient. Many hospitals have added self-
care units where the patient cares for many of his
own needs. Home-care programs operated by a
hospital are also useful in cutting down on the use
of expensive hospital beds by patients whe do not
need the full range of hospital services. Another
innovation is “swing” beds, where beds are lo-
cated so that they can be used for different pur-
poses. In some hospitals, one section has patients
in the halls while in another section half the beds
are empty, simply because some beds can be used
only for certain types of patients.

These techniques have beeu effective, but the
basic problem continues to be the “almost total ab-
sence of economic incentives for efficiency or mech-
anisms that would force the inefficient to improve
or go out of business.”® The present system of
hospitalization and financing neither penalizes the
inefficient hospital nor rewards the efficient, in-
novative ones trying to keep costs down. Until a
system of incentives is created (or until the Gov-
ernment requires certain changes in the adminis-
tration and organization of hospitals), the upper
limits on hospitals costs will continue to be “all the
market will bear.”

It 1s clear that hospitals cannot concern them-
selves only with the problems that occur within
their own walls. They must begin te look at them-
selves as part of a total system. Traditionally, hos-
pitals, like medical practice itself, has been an
individual enterprise. The development of each
institution was carried out in relative isolation
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from that of other facilities, resulting in wasteful
duplication of services, buildings, and equipment.
According to the National Commission on Com-
munity Health Services, this kind of waste has oc-
curred in communities where—

* * * competition between health facilities—thelr
governing boards, professional staffs, and administra-
tive staffs—and desire to promote individual health
care facilities without consideration of the programs
of other facilities, has obscured the objectives which
have been established for the community’s health care
facilities system. While such a sense of competition
or individalistic planning is often given credit for
developing better programs and better facilities, it
has also resulted in wasteful duplication in those
areas where health care facilities have been overbuilt,
where costly equipment has been duplicated without
professional staff heing able to direct its use, and
where an adequate supply of patients is not available
to justify the expense™

To further inter-hospital cooperation, areawide
hospital or health facility planning councils have
been established in over 70 metropolitan areas (see
the sectiocn on health planning for a more detailed
discussion of health facility planning organiza-
tions). The primary objective of these voluntary
councils has been to exercise direct or indirect con-
trol over hospital construction and expansion
plans, as well as to encourage the area’s hospitals to
enter into cooperative agreements concerning staff,
equipment, and services. Most of these relatively
young councils have been reasonably effective and
have probably managed to eliminate some of the
wasteful duplication that exists in all community
hospital systems. Their success, though, has de-
pended on the willingness of hospitals to give up
voluntarily some of their independence and auton-
omy in favor of more realistic cooperative efforts.
How much of their independence the hospitals will
sacrifice for the benefit of the patient remains to be
seen.,

There are many important efforts being made to
solve both the internal and external problems of
hospitals and other community facilities. None-
theless, the patient still finds his encounters with
the facilities system often disorganized, wasteful,
frustrating, and, of course, expensive.

T'he Economics of Health

The rise in health care costs is well known and
extensively documented. Statistics on the rapid
increase in costs are a familiar feature of articles
in popular magazines, Presidential task force re-




ports, newspapers, and the reports of various pro-
fessional organizstions. Since World War II, the
cost, of medical care has risen over twice as fast as
consumer costs generally; the total U.S. health
care bill was $37 billion in 1965, 10 times what it
was in 1929, and three times what it wasin 1949; in
1950, consumer expenditures on medical care were
4.1 percent of disposably income and in 1964 they
were 5.7 percent.?? (See figure 3.)

The public, experiencing financial pressures
from all sides, is becoming ever more concerned
about figures such as these. More and more people
in need of medical care are hard pressed to meet
their payments whether they pay for such care di-
rectly, or indirectly through higher insurance pre-
miums. In addition, the rising medical costs make
Government-financed programs more costly for the
taxpayer. As the public hears predictions of $100

a day hospital beds, they cannot help but wonder
when and where it will stop.

Apart from the general inflationary trend char-
acteristic of the whole economy, at present thers
are a number of factors that account for the siead-
ily rising health care costs. The following are the
most significant:

(1) Changing population characteristics.—
Goups who use more health services are increusing
in size reiative to other groups. That is, urban
pecple seek more health services than rural people;
educated peopls more than uneducated people.;
high-income people more than low-income people;
young children and old people more than the rest
of the population. Since our population is expand-
ing in these directions, there is bound to be a
greater use of health services and, therefore, a
greater average per capita cost of health care.

Private and Governmenwul Expenditures for Health and Medical Care: Selected Fiscal Years, 1939-1963
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(2) Higher wages for health personnel—Hos-
pital wages, for example, which have been no-
toriously low for nurses, medical technicians, and
maintenance personnel, are increasing rapidly and
are pushing the total health bill upward.

(8) Adwanses in medical technology—As new
discoveries in medical technology are made, the
demand for more sophisticated modern equipment
and facilities increases. Consequently, health care
becomes more costly.

(4) Greater use of health insurance—As great-
er numbers of people are covered by insurance,
there is a general tendency toward the use of more
medical services. More patients enter hospitals for
treatment and tend to stay longer once they are
admitted. Such increases are felt throughout the
health care economy.

There are, therefore, two aspects to the growing
size of the health bill. One is that the population
seeks and receives more care, a trend largely inde-
pendent of the price charged for services. On the
other hand, doctors, hospitals, and the other seg-
ments of the health industry are charging more

(because of more expensive equipment, higher
wages, ete.) for each kind of patient contact. More
demand and higher prices have combined to make
the cost of good health a major item in every
family budget. (See fig. 4.)

Much of the increase is inevitable and largely
justifiable. Few would argue, for example, that
medical costs should be kept down by eliminating
the use of expensive X-ray equipment or by con-
tinuing to pay nurses substandard wages. How-
ever, the rate of increase has been so rapid that it
is reasonable to ask where limits are going to be
set, who is going to set them, and to what extent
increasing costs have kept people from getting the
care they need.

The limits on health care costs are particularly
difficult to foresee because of the peculiar nature
of health economics. Resource allocation decisions
are not controlled by government nor are they con-
trolled by the forces of supply and demand that
operate in a normal market situation. The buying
and selling of automobiles is simply not analogous
to the buying and selling of health services. Many

Figure 4. Percent Rise in Hospital Costs for Short-term General and Other Special Hospitals, United States, 1946-1961
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other forces in addition to consumer decisions bear
on the price, quantity, and quality of available
services.

If, for example, public demand determined the
number of physicians available, we would no doubt
have far more physicians, or at least acceptable
substitutes. The fact that there are not is a reflec-
tion of, among other things, the medical profes-
sion’s historic desire and ability to keep its numbers
low. Public demand also has little to do with the
size of fees for medical services. A doctor is not an
ordinary businessman, and the price of his product
is not governed by the laws of supply and demand.
There is little reason for a physician to price his
services low to compete for patients, and if his
services ore expensive he will probably get patients
anyway since: (1) A patient with an emergency
medical problem has no choice but to get treat-
ment; (2) even in nonemergency situations, the
patient often regards medical care as essential, not
optional; (3) the patient seeking medical care
usually lacks information about the price of phy-
sician’s services or assumes that the more expensive
care is better care; (4) the patient is often referred
from one physician to another without being given
a choice.”

In the case of hospitals, it has already been
pointed out that there are few incentives to keep
cost down. In addition, health planners are now
finding out what transportation planners have
known for some time, that the construction of new
facilities (a road or a new hospital) creates new
demands. New hospital beds tend to be used, not
necessarily because there is a need for them, but
because the doctor finds it easier to treat his patient
in the hospital, because the insurance will pay for
it anyway so why not, and for many other question-
able reasons. Up to a point, bed availability tends
to operate like Parkinson’s law: Physicians will
use as many hospital beds as a community can
supply. In any area, the minimum requirement for
beds is usually obvious; at the other end of the
scale lies a saturation point. The optimal number of
beds needed, however, cannot be easily calculated
by measuring need. Need varies greatly, depending
on the acceptable alternatives (a home-care pro-
gram for example), the judgment of doctors, the
type of financing available (will Blue Cross pay
for it or not?) and many other factors. Just as
transportation planners are beginning to look for
alternatives to building more highways and thus
creating more highway users, health planners are

now thinking more in terms of alternatives to hos-
pitalization and, for that matter, alternatives to
all the currently available treatment services and
facilities.

One of the mujor handicaps to reform in the
health system has been that the financing has not
been tied into an effective delivery system. The
people who have paid for services whether indi-
viduals, insuring ageits, or governments, have not
used their purchasing dollars to press for reform.
They have, by and large, paid for whatever serv-
ices were offered in whatever manner they were
offered, thus reinforcing and supporting the in-
efficiences within the system. This is changing
somewhat, though, as evidenced by the reluctance
of State insurance directors to approve new rate
increases, and instead asking hospitals to increase
their efforts to keep costs down.

One reason that there has not been greater pub-
lic demand for reform is that the financial risks to
individual consumers have been lightened as a
result of the increase in public and private insur-
ance programs. In 1965, over 80 percent of the
American population had some form of health
insurance protection through voluntary insuring
organizations, including those insurance com-
panies issuing health insurance policies as well as
Blue Cross and Blue Shield plans and nearly 600
independenttype hospital insurance plans. Five
major forms of insurance are available: hospital
expense, surgical expense, regular medical expense,
major medical expense, and loss of income pro-
tection.?* (See fig. 5.)

Although health insurance has made the finan-
cial burden easier to bear, it has also contributed to
the fragmented approach to health problems.
There is a considerable need for more comprehen-
sive types of insurance coverage to facilitate de-
livery of comprehensive care. Excessive reliance
on insurance covering only hospital costs, for ex-
ample, has resulted in excessive hospitalization for
diagnosis and for ailments which could be dealt
with on an ambulatory or outpatient basis. Also,
many people are hospitalized in an expensive hos-
pitol bed not because they are seriously ill, but
hecause the kind of insurance they carry makes
this the most economical alternative. It has al-
ready been shown in some cases that broader in-
surance coverage can help cut down the excessive
and unnecessary use of costly hospital facilities?

The future prospects of health financing will
undoubtedly be influenced by three major trends:
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Figure 5. Health Insurance Benefit Payments: In the U.S. by Type of Insurer and by Type of Coverage, 1960 and 1965
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The continuing growth of governmental financing,
especially at the Federal level; a greater emphasis
upon more comprehensive insuring mechanisms;
and a greater tendency of those who pay the bills,
regardless of who they may be, to be more selective
and critical about the services they are buying.
The increases in medical costs anticipated in the
next few years would be far mors acceptable to the
public if it were certain they would be accompa-
nied by proportionate increases in the quality of
health care. It is not clear, however, that an ac-
celeration in spending will automatically lead to
better care ; unless the system is reorganized it will
certainly not. lead to better health for the disad-
vantaged among the population. According to the
National Advisory Commission on Health Man-
power, “it may very well be that expenditures for
other goods and services which influence health
(such as environmental sanitation, better housing,
and education) will improve health more than will
comparable expenditures for medical services. It
is, therefore, especially important to prevent in-
efficient and uncoordinated medical services from
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consuming resources that could be used for these
other activities.”

Summary

The negative element—the problems—have been
purposely emphasized in this brief review of the
health care system. The objective has been %o em-
phasize and reemphasize that the health system is
a vast, sprawling, complex collection of actors, in-
stitutions, and organizations that are often work-
ing at cross-purposes; that receiving quality health
care ic often a time consuming, difficult, and ex-
pensive undertaking; and that the system must be
altered if it is to be at all responsive to the total
health needs of the entire population.

If an urban planner is to contribute to the im-
provement of the community health system, he
must guard against oversimplification. He must
resist the temptation to look for simplistic for-
mulas that will tell him how many hospital beds
his town needs. He must be aware of the multiple
interests in the health field, and be sensitive to their
conflicting demands.




Finally, the emphasis on the negative aspects of
health should not obscure the many excellent ac-
complishments of the health system. Health in this
country is far from being moribund. The better
hospitals are making impressive efforts to become
comprehensive community care centers, groups of
physicians throughout the country are experiment-
ing with methods of reaching the poor, and the
various governments are making greater efforts
to fulfill their public responsibilities for seeing
that all people receive quality health care. Cer-
tainly one important indication of the continued
vitality of the health system is the growing interest
and acceptance of the need for comprehensive
health planning.

COMPREHENSIVE HEALTH PLANNING

Comprehensive community health planning is
an opportunity—not a reality. Public Law 89-
749, the Comprehensive Health Planning Act of
1966, is designed to make it a reality, but it will
take many months or years before the potential
of the legislation is realize.* This is not to suggest
that there is no planning within the health field;
in fact, a great deal of planning takes place locally,
regionally, statewide, and nationally. This plan-
ning is, however, as multifaceted and fragmented
as the health system itself. It has no focus, no
overail direction ; it is piecemeal, problem-centered
planning, not comprehensive planning. The intent
of Public Law 89-749 is to provide the focus and
direction that is now lacking.

The dichotomy between existing health planning
and the comprehensive health planning that every-
one expects in the future makes it extremely dif-
ficult to define or describe health planning. Health
personnel are operating under one structure while
trying to shape another through means provided
by Public Law 89-749. During this period of
transition, much of their attention is focused on
what will be, or what might be, rather than on
what is.

Ourrent Health Planning

The urban planner who seeks to identify “health
planners” will find no easy answer. Few use the
title. There is no professional association of health
planners; only within the last two years have uni-
versities offered training for such planners. As
difficult as it may be to identify urban planners,

*See p. 28 for a dlscussion of the major provisions of the act.

it is more difficult yet to identify their counter-
parts in health.

The relevant question then becomes: what or-
ganizations are likely to be engaged in health
planning ¢ Although there are numerous local
groups involved either directly or peripherally in
health matters, those most relevant to the urban
planning agency include the areawide health fa-
cility planning council, the health and welfare
council, and the public health department. By
their actions and decisions, these groups are in-
strumental in shaping the character of the com-
munity health system. An understanding of their
methods, concerns, and biases is fundamental to an
understanding of the system.

Areawide health facility planming councils—
Health facility planning <cuncils are voluntary,
nonprofit associations whose primary purpose is to
achieve economy through more effective use of
health facilities and personnel. Currently, there
are about 70 such councils operating in. metropoli-
tan areas throughout the country. The focus of
most councils has been on the need, location, and
timing of the construction of new health facilities,
primarily hospitals. Most of them have made some
attempt to survey existing facilities, chart utili-
zation patterns, conduct patient-origin surveys,
project future facility needs, and work out at least
a rough plan for the future. Only the largest and
the oldest, however, have delved into issues such
as the determination of regional manpower needs
or medical service requirements within institu-
tions, the planning of extended care facilities, the
problems of health education or the availability
of services for the poor.

Most of the councils, while having no legal pow-
ers, are still able to regulate the fiow of funds for
health facility construction projects. One of their
most powerfu!l methods of control is to influence,
through publicity and persuasion, the source of
charitable contributions to hospitals. Banks and
other lending institutions often ask a planning
council’s opinion before lending money for health
facility construction, and additional influence
comes from a close working relationship with the
state agency that disperses Hill-Burton construc-
tion money. The official decision concerning grants
is up to the state, but the Hill-Burton offices in
many states rely heavily on the judgment of plan-
ning councils.

Critics of the voluntary planning councils have
suggested that many of them are so much a part
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of the hospital establishment that they will never
be able to do anything but make minor adjust-
ments in the existing system. Their reliance on
persuasion and occasicnal prodding will not, ac-
cording to the critics, be sufficient to get hospitals
to make the changes necessary to substantially im-
prove the total system. This criticism is probably
too strong since there is considerable evidence that
councils have been able to eliminate some of the
wasteful competitiveness that has so frequently
characterized hospital growth in the past. It ap-
pears, however, that health facility planning coun-
cils have not really been able to decide whether
they are spokesmen for the health interests of the
general public. In most instances, they can play a
dual role, but at times they are forced to decide
whether they go with the public or with the hos-
pitals. The inability of eouncils to clearly identify
their clients has visibly handicapped their work.

The future of these councils, which are the most
planning oriented of the various local health or-
ganizations, is open to question as a result of the
enactment of Public Law 89-749. Some will
broaden their range of interests beyond facilities
to become the comprehensive health planning
agency ; others will remain separate and work with
the comprehensive health planners.

Health and welfare councils. Because of their
long history of ccordinating community health
and welfare activities, the more than 500 local
health and welfare councils in the United States
are important contributors to community health
plazming efforts. The primary aim of most health
and welfare councils has been to improve the effec-
tiveness of individual public and voluntary agen-
cies by setting agency standards, improving work-
ing relationships between agencies, and providing
information and other services to all their mem-
ber organizations.

In the past, a relative absence oi competition in
the area of social planning allowed health and
welfare councils to assume the role of the central
community planning body for matters of social
health and welfare. This period of dominance is
clearly waning as other groups and other programs
challenge the councils for leadership. The com-
munity mental health program, poverty program,
manpower development training program, and
many others often operate outside the direct
sphere of influsnce of health and welfare councils.
These programs constitute social planning sub-
centers with independent identities of their own.

26

Their sponsors are often more concerned with
political skills than with the consensus forming
skills characteristic of councils. Their goal is
change in the community structure rather than
coordination of available resources, and many have
little interest in the federated approach of the
councils.?® This intensification of an independent
problem-centered approuch to community dilem-
mas is forcing health and welfare councils to revise
their own organizations in order to remain relevant
to community needs.

In response to pressures of this kind, many coun-
cils have been shifting their emphasis from coordi-
nation and service functions to the more positive
functions of identifying problems and shaping the
community’s response to them. The trend is away
from an organization dominated by the interests
of its member agencies to one in which major re-
sponsibility rests with lay leaders who have no
stake in advancing the interests of any single orga-
nization or group of agencies. Problem-centered
committees have replaced the traditional func-
tional divisions of family and child welfare, recre-
ation, and so on. The major benefits of this kind
of organizational shift are increased flexibility of
response to local need and fewer intermediate de-
cisionmaking bodies between the council’s working
level and its board of directors.

Despite these shifts in focus, few councils are
organized to do planning, whether health planning
or any other kind. Most have a wide range of health
institutions among their membership, and have
exerted a cocrdinating influence on their activities.
Many councils have done special studies of particu-
lar health problems, such as referral services for
the aged or health manpower requirements; few
have done any long-range comprehensive planning
with the objective of revising the health system so
as to more realistically relate health needs to health
resources.?

Presently, many councils throughout the coun-
try are already actively participating in setting up
comprehensive health planning organizations un-
der the terms of Puklic Law 89-749. Whether they
will be able to make a substantial contribution will
depend on their ability to accept the advanced ideas
concerning community planning that are inherent
in the comprehensive health planning legislation.

Public health departments—For most urban
planners, the primary contact with the health sys-
tem will be the local public health department.

Urban planners often do work with health officers




in environmental health programs and it would
be natural to extend this relationship to include
problems of personal health care. Although they
do have the built-in social responsibility necessary
for effective comprehensive health planning, the
focus of public health departments on mass meas-
ures of disease prevention and their acceptance of
residual functions has served to isolate them from
the day-to-day problem of personal medical care.
Furthermore, public healsh departments have had
no history of a planning orientation. They are
considered operating departments and as such have
not felt the need to establish a planning capability.
Nevertheless, the importance of public health in
comprehensive health planning will grow, partic-
ularly in light of their expanding list of responsi-
bilities.

Federal planming requirements—In addition to
the efforts of these local organizations, the Federal
government, encourages planning by making it a
prerequisite to the support of State and community
health programs. The Hill-Burton program and
the Mental Retardation Health Facilities and
Community Mental Health Centers Act of 1966,
for example, require State plans. These plans
clearly have an impact at the local level because
they must be based on local needs and resources.
Planning requirements are evident in most of the
federally supported health programs and, while
their value cannot be denied, it is intrinsically
limited by the fact that they are all categorically
inspired ; that is, they deal with specific diseases,
programs, or facilities rather than with the full
range of health problems and resources.

Areawide health facility planning councils,
health and welfare councils, public health depart-
ments and other local health organizations, plus
the Federal program planning requirements form
the base ¢f current community health planning ef-
forts. It is, admittedly, a weak base.

The most obvious problems are a diversity of
interests and a lack of direction. At the moment,
health planning, if it can even be called that, is a
mirror image of the pluralism that characterizes
the entire health system. Each organization and
each Federal program concentrates on a particular
set of problems. No group or program is focusing
on the total health system. The lack of planning
capability constitutes an additional problem. Some
local health groups reject the planning label en-
tirely, while others claim to be engaged in plan-
ning but know little about it.
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Health planning stands where urban planning
stood a half century ago during its “city beautiful”
and “city efficient” stages. Considerable time is
spent on selling the idea of planning and in getting
organized to plan. Emphasis is placed on getting
“influential” citizens on the policymaking board.
T* is thought of as a nongovernmental function as
was urban planning during its early years, and
much present thinking tends to be in the direction
of embellishing the existing health system, making
it more efficient but cutting down on costly dupli-
cations and smoothing out the rough edges, rather
than advocating or initiating basic changes.

From the perspective of the urban planner, cur-
rent health planning is still at the organizational
stage, or, if organized, at the stage of survey and
analysis or problem identification. Little policy
formulation has been accomplished, programming
resources to meet health targets is rare, and health
programs or construction plans are often not re-
lated to previously agreed-upon and publicized
health goals. In brief, current health planning ef-
forts have not successfully met the challenge of
the immense problems of the health system.

The Future: Comprehensive Health Planning?

There are four major reasons why there has
been an acceleration of interest in comprehensive
health planning during the last few years, an
interest that has culminated in the passage of
Public Law 89-749. First, many health profes-
sionals have accepted the fact that existing meth-
ods of solving health problems have not been
successful. Piecemeal solutions imposed zpon an
already fragmented system have resulted in
higher costs and little evidence of improved health
care for the public. The traditional fragmented
planning methods have not solved the twin prob-
lems of gaps in the delivery system and inefficient
use of available resources. Second, more signifi-
cant health legislation has been passed by Congress
during the mid-1960’s than in the previous two dec-
ades: Medicare and Medicaid; heart disease,
cancer and stroke; OEO health centers, ete. It has
become obvious that some mechanism is needed to
properly integrate these relatively new programs
with existing ones. Third, the public is growing
more and more impatient, increasing their demands
that something be done about the health system
as they become more aware of the extent and seri-
ousness of health problems. Fourth, what is hap-
pening in health is happening in other areas of
public concern, such as education, recreation, and
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so on: Planning is becoming acceptable. For years,
urban planners were the only ones who called
themselves planners; this is cleary no longer the
case as more and more specialists working in
functional areas use the title—whether they be
education, recreation, transportation, or social
planners. To some extent, the health industry is
jumping on the planning bandwagon, apparently
with considerable enthusiasm.

Public Law 89-7}9~The Comprehensive
Health Planning Act is particularly significant for
two reacons. First, it supports the establishment
of state and regional agencies to undertake com-
prehensive planning for the whole gammmnt of
health concerns—personal health services, health
manpower, health facilities, and environmental
health programs. Second, to a limited degree, it
changes Federal policy from the categorical grant
approach where money is given to a state agency
for a specific health program, to a modified block
grant approach so that individual States and
localities will have more freedom and flexibility
in using Federal money.

Under the law, the foundation of comprehensive
health planning lies in the State office of com-
prehensive health planning. The Governor of each
State may designate a single agency to conduct
compreheasive health planning, either a unit cre-
ated espe~ialiy to do health planning in the Gov-
erncy’s office, an interdepartmental agency which
represents various State agencies with major
health responsibilities, the State planning depart-
ment, or the State health department. Of the
States that now have a designated agency, most
have opted for the latter alternative. While this
has the advantage of tying comprehensive health
planning closely to the existing State health sys-
tem, it may have the disadvantage of subjecting it
to traditional prejudices and vested interests.

In order to introduce an outside point of view,
each agency must have a State health planning
council to advise it in conducting its health plan-
ning activities. A majority of the council members
must be health consumers, persons who do not
make their living by either administering health
programs or providing health services.

The legislation recognizes that a variety of
health-related planning functions (mental health
planning, water resources planning, health facili-
ties planning, ete.) are aiready being carried out
by agencies on a statewide or areawide basis. It
views the comprehensive health planning agency

as a central coordinating body which may adopt
portions of the plans of these other groups, or
contract with othier planning groups to contribute
to the development of a State health plan. The
comprehensive health planning agency will not,
however, simply compile the work of others and
act only in an umbrella capacity. It is expected
to do more: Establish health policies and goals;
identify problems; inventory available resources;
produce a list of priorities and schedule of actions;
and provide information and consultation to policy
makers, the general public, and other public or
voluntary health organizations. Each State agency
must prepare and periodically revise a compre-
hensive State health plan. While the act does not
endow the central planning agency with direct
authority to carry out its plan, the agency that
does its job well will unquestionably be influen-
tial in decisions concerning any allocation of
health resources.

In addition to providing funds and support to
State comprehensive health planning, Public Law
89-749 also supports the creation of comprehen-
sive areawide health planning agencies, subject to
the approval of the State health planning agency.
Two kinds of grants are provided for comprehen-
sive areawide health plaining: one for organiza-
tional development, the other for supporting the
activities of an approved organization.

In any region, there will be a number of groups
that either want to be designated as the areawide
health planning agency or at least have a strong
opinion about who should be designated. In recog-
nition of this fact, grants are available for periods
up to 2 years to enable all interested parties to
work together in developing a specific organiza-
tional mechanism for undertaking areawide com-
prehensive planning. Once this has been decided,
the designated organization may apply for funds
to support a comprehensive health planning pro-
gram. Normally, the Federal share will not be
greater than 50 percent of the project costs, but
it may go as high as 75 percent under special cir-
cumstances.

It is possible that a local public health depart-
ment, a health and welfare council, a local medical
society, or any one of a number of public or non-
profit organizations may be designated the area-
wide health planning agency. Responsibility for
comprehensive health planning could, in fact, be
given to an existing metropolitan or regionai plan-

ning agency. In the Washington, D.C., and Balti-
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more regions, it is probable that the regional
planning bodies, which are both under the direc-
tion of councils of government, will be designated
as the comprehensive health planning bodies. Tn
large metropolitan areas or in arsas where no
agreement can be reached, it may be necessary to
create a citizens’ coordinating council with repre-
sentatives from the major health planning groups
of the area as the designated area-wide health
planning organization. In many areas, because it
will be difficult to agree upon a single body with
responsibility for looking at the entire system of
health care, many of the latent hostilities that exist
between different segments of the total health sys-
tem will undoubtedly be brought to the surface.

No matter what kind of organization is finally
designated, it must include representation from
the major public and voluntary organizations con-
cerned with physical, mental, and environmental
health, it must have a board or advisory couneil
made up of a majority of health consumers, and it
must have a full-time professional staff.

Like the State agency, the areawide planning
agency is expected to perform g variety of fune-
tions: encourage individual institutions to initiate
their own planning programs; establish a system
for gathering and analyzing data; analyze the
area’s problems and resources; prepare plans for
improving the health system, contribute to the
State health planning effort; and review and com-
ment upon local applications for grants and pro-
posuls for initiating or expanding health and
health-related programs.

The legislation is still far too new to evaluate
the work of State and areawide health planning
agencies. Most States have a designated State
agency, and a number of regions and metropolitan
areas have applied for organizational or support-
ing grants. The next few years will be 4 period of
experimentation to decide what organizational
forms work best, what activities are the most pro-
ductive, what planning methods are the most use-
ful, and how this new comprehensive health plan-
ning program can relate to existing comprehensive
urban planning' programs.2?

The Limits of Comprehensive Health Planming

There is currently a great deal of optimism con-
cerning the potential of health planning. The pos-
sibility of greatly improving the quality of health
care has generated enthusiasm in many different
sectors of the health system, and with good reason.

The comprehensive health planning legislation is
progressive and holds great promise. It is hoped
that this optimism and enthusiasm can be sus-
tained, for there is much. that can and should be
done. There are, however, a number of difficult
problems that must be dealt with if the full po-
tential of comprehensive health planning is to be
realized.

First, although there is widespread support for
comprehensive health planning, the basis of this
support varies considerably, depending on which
interest group the spokesman represents. There are
some who see health planning as the equivalent of
self-policing, that is, as an opportunity to ccrrect
abuses before government sees fit to use its legal
powers to make the needad adjustments. Others see
planning in a completely different way—-as the
opening wedge toward more public control of a
system. Still others are supporting planning be-
cause they see it as inevitable, reasoning that in-
fluencing it from within may be more effective than
opposing it from without.

Second, although there are no strong objections
to comprehensive health planning, there is a lack
of consensus as to the purpose of it. Subsequent to
the passage of Public Law 89-749, there has been
much discussion concerning the objectives of a
comprehensive health planning system. Beyond a
few generalities, there are no clear statements con-
cerning these objectives. It is not apparent whether
the purpose should be to increase the productivity
of the present system, minimize the social costs of
illness, provide minimal levels of care to the entire
population regardless of the cost, increase the
amount of resources devoted to health, establish a
new system of care, some combination of these, or
something entirely different. It is, however, a meas-
ure of progress to know that at least the debate is
focusing on the attainment of positive health objec-
tives rather than on the more limited approach of
increasing efficiency or eliminating waste and dup-
lication. It is nonetheless clear that a sense of pur-
pose is still lacking and it may be that national
action will be required before this sense of purpose
is evident.

Third, there is confusion concerning the methods
of health planning. Health planners, or those who
expect to be engaged in comprehensive health plan-
ning, have little nuderstanding of the limits and
possibilities of planning as an activity. In review-
ing the concepts of planning held by health plan-
ners, one is likely to find everything from the




simplest to very advanced ideas about the nature
of planning. Unfortunately, most nf these plan-
ning concepts have not been subjected to trial
through experience.

At the most elementary level, there is the notion
that planning is common sense, that it is inherent
in every situation, This is true, of course, but hardly
relevant as a guide for health planning. Those who
hold this view, the practitioners, have adopted a
community organization approach to planning.
They spend their time getting people to sit down
at the same table to discuss common current prob-
lems. Given the fact that there are instances in
which hospital administrators in the same town
have never met, or if they have met, adamantly
refuse to talk to each other about their plans for
the future, the community organization approach
has considerable merit. The difficulty is that this
kind of planning lacks direction. It rarely gets be-
yond solving immediate problems, and the solu-
tions are usually minimal solutions, the kind that
result from uneasy compromises between compet-
ing interest groups.

At the opposite extreme, some health planning
theoreticians (not the practitioners) are advocat-
ing the use of a systems analysis approach to com-
munity health planning. They want to transfer the
planning-programing-budgeting system approach
and other management techniques that have been
used in the development of space and defense sys-
tems to the health system. While this is no doubt a
direction health planning might take, it is pres-
ently not a practical alternative for the community
health planner faced with immediate problems. He
does not understand the techniques well enough
to apply them and, if he did, he would find that he
had insufficient data to make the techniques work-
able. Furthermore, there is inherent danger in the
techniques since they tend to force the user into
narrow economic definitions of cost and benefit.
In an affluent society, health priorities should be
based on humanitarian reasons ag much as eco-
nomic ones.

Given time, health planners will develop a style
and technique applicable to the situation in which
they find themselves. Now, however, there is a con-
giderable range of opinion concerning the methods
of health planning. Current health planning praec-
tice has not been wble to evolve satisfactory ap-
proaches to comprehensive health planning and
planning theoreticiens have not been able to de-
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velop a satisfactory alternative to the community
organization approach.

Fourth, there is a serious shortage of qualified
people to engage in health pianning. Many who
work in health planning are highly qualified in
health, but have not been trained as health plan-
ners. They have an understanding of the health
system but not of planning. They are, by trial and
error, training themselves.

Recently, the U.S. Public Health Service has
made the support of health planning education one
of its high priority items, as they recognize that
health planning agencies will not be effective un-
less they are staffed by qualified people whe under-
stand the complexities of the health field as well as
the methods of instituting change. There are al-
ready a few interdisciplinary programs designed
to train health planners, and there will probably
be many more in the next few years. The Universi-
ties of Cincinnati, California, and North Carolina,
and Cornell University all have prepared, or are
now preparing, programs specifically designed to
train health planners, combining the resources of
urban planning departments with those schools of
public health or hospital administration.

These programs present further evidence of the
depth and extent of interest in health planning.
Further, they bring to the surface many questions
concerning the nature of planning education in
this country as well as the character of the plan-
ning profession.

Finally, as presently conceived, comprehensive
health planning has neither the capacity to move
quickly nor the authority to see that plans are car-
ried out and ideas acted upon. It is voluntary
planning, in direct conformance with this coun-
try’s accepted methods of problem solving. It re-
lies on consensus, accommodation, compromise,
and voluntary self-policing—anrd it is slow. Be-
cause it does conform with accepted national prac-
tices it is difficult to question the pattern that
seems to be emerging, yet if it is true that a health
crisis %is upon us now or just around the corner,”
we may not be able to afford the luxury of volun-
tary planning.

Will it be possible, for example, for voluntary
planning groups with no sanctioning authority to
convince insurance carriers to establish new pay-
ment schedules designed to force hospitals to
upgrade their efficiency or cloge their doors, to con-
vince doctors that they should be relicensed pe-
riodically and review each other’s work, or to




convinece anyone that health care programs for the
poor must receive the highest priority on any
schedule of action? Is there enough time to ailow
health planners to win support and to obtain the
voluntary commitments they mneed %o make
changes? If the emerging pattern is acsepted, in
the short-run the accomplishments of health plan-
ning organizations will be minimal. They have,
after all, been created and nurtured by the health
system and will at least temporarily sccept the
conventional practices that have guided the system
in the past. Health planning will be slow to reject
the biases of its parentage. Further, because they
must constantly strive to accommedate the inter-
ests of so many different competing groups, health
organizations wili be unable to look much beyond
the problems of conflict resolution. The obvious
need .or quick action and the inherent limitations
of voluntary planning may necessitate a revision
of attitudes toward strong control over certain
aspects of the health system.

This is not to suggest that health planning or-
ganizations will not make important contributions
to the health system; they will. They will estab-
lish data-sharing systems, help create referral
service programs, aid in improving the accessibil-

ity of services to all people, participate in solving
all manmer of community kealth problems, and
help make adjustments to whsat they consider a
basically sound system. They will act as gadfiies,
as information sources, ard as coordinators; they
will point out problems, suggest solutions, and do
much more.

At the same time, it is apparent that the more
decisionmaking centers there are in a system the
greater the need for planning, but the more diffi-
cult it is to plan. In health we ses a system of
planning that is relatively new, manned by people
with relatively little experience in planning, suf-
fering from a serious deficiency of data, lacking
an action-oriented conceptual base, having no au-
thority with which to carry out its plans, trying
to cope with an exceptionally complex and emo-
tion-charged social subsystem.

Despite the problems, and there are many, thers
is a momentum to health planning. There will be
health planning agencies and there will be health
planners, The biggest mistake an urban planning
agency could make now is to underestimate the
importance of health planning or to oversimplify
the size and the complexity of the problems faced
by health planners,
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Chapter !l

URBAN PLANNING AND HEALTH PLANNING: THE
PRESENT RECORD

The preceding chapter has emphasized two pri-
mary points. First, serious problems confront the
health service system of this country. Major
changes are necessary in the way health care serv-
ices are organized, financed, and delivered to the
public. Second, in response to pressures to initiate
change, the health field is moving rapidly to estab-
ish a system of health planning. Given this con-
text, we return to the basic question: What role
can urban planning agencies play in planning for
community health services and facilities?

It is already apparent that there can be no
simple answer to this question. Since health plan-
ning and urban planning are both in a state of flux,
with their future development largely unknown,
it is highly unlikely that a single satisfactory
method will be found to integrate health and urban
planning. More likely, the pattern will vary de-
pending on the place, problems, and personalities
involved. Indeed, there is a need for experimenta-
tion to determine what forms of relationships will
work best.

To understand future possibilities, though, it
is necessary to look at present modes of intersc-
tion existent between health organizations and
urban planning agencies—to look at the various
ways urban planning agencies have already con-
tributed to the health planning process. This chap-
ter summarizes the findings of the two phases of
this study designed to assess the urban planner’s
present vole in health planning: A questionnaire
survey of urban planning agencies and field in-
terviews with selected urban planners and health
planners.

QUESTIONNAIRE FINDINGS

To dotermine what urban planners are doing
i!l support of community health planning, a ques-
tionnaire was sent to 250 city, county, and multi-

jurisdictional planning agencies in November
1966. The questionaire survey was designed with
three purposes in mind : to document relationships
between planning agencies and health planning
organizations; to describe the substantive work in
health planning being done by urban planning
agencies; and to elicit the opinions of urban plan-
ners concerning their role in planning for health
care services and facilities.

The questionnaire was distributed to a sample
of the 700 public planning agencies which sub-
scribe to the Planning Advisory Service of the
American Society of Planning Officials. To dis-
cover the significant issues and trends in the re-
lationships hetween health planners and urban
planners, the sample was biased in favor of those
agencies where the potential for cooperation with
health planning groups was greatest: agencies
serving large popuiations and sgencies with large
professional staffs. The results of the survey,
therefore, do not describe the activities and opin-
ions of the average urban planning agency, rather
of selected agencies which, because cf their size
and staff, are most likely to be engaged in some
type of health planning activity. If anyting, the
data overstate the extent to which urban planners
have been involved in health planning,

Two hundred and four of the 259 agencies (78.8
percent) returned questionnaires that were ac-
ceptable for tabulation. Table 1 shows the number
of questionnaires received, by population and
jurisdictional distribution, Since little significant
variation was found between different population
and jurisdictional groups, the results are discussed
in terms of the totals for all 204 responding agen-
cies. More detailed breakdowns of the daia by
population and jurisdiction are provided in ap-

pendiz C. )
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TaBLE 1.—Population and jurisdictional distribu-
tion of agencies responding to questionnaire

City County Com-

Population group agen- agen- bined ‘Total

cles cles agen-

cleg !
Over 500,000 e ccm e 17 18 17 52
250,000 te 500,000 - e 15 15 10 40
100,000 to 249,999. .. e -- 40 15 12 67
Under 100,000 c e v e e 40 5 0 45
S I 112 53 39 204

1 Includes metropolitan, regional, and other multijurisdictional agencies.

Participation in Health Planning

One of the most important findings of the sur-
vey is that urban planning agencies spend excep-
tionally little time on health planning problems.
More than four-fifths of the reporting agencies
say they spent less than 2 percent of their staff
time on health service and facility planning dur-
ing the period 1964-1966 (see table 2 and appen-
dix tables 2 and 3). This means, for example, that
a planning agency with a professional staff of five
gpent less than 5 man-weeks each year on health
planning matters. All other responses to the ques-
tionnaire must be viewed in light of this fact.

There are some promising signs, however. Al-
most one-fourth of the responding agencies say
they have been encouraged to play a more active
part in health care planning by health and wel-
fare councils, local health departments, areawide
health facility planning councils, and other health
planning organizations. Over 40 percent of the
combined, or multijurisdictional, agencies report
this kind of positive encouragement (see appendix
table 2).

This optimistic sign is partially offset by the
fact that 38 of the 204 agencies (18.7 percent) re-
port that they actually have been discouraged
from participating in community health planning
programs, or thought they might be if they tried
to move in that direction. A number of agencies
comment on the importance of moving cautiously
into health in order to avoid antagonizing the ex-
isting health organizations. A large city planning
agency points out, for example, that “acceptance
will depend to a large extent on how the planning
agency defines its role in assisting the development
of health facilities and services planning,” while
a small city agency says that “there would prob-
ably be some resistance unless the planning agency
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'TABLE 2.—Planning agency involvement in planning
Jor health services and facilities

Number of Percent
Extent of involvement, agencies 0
(n=204) total

Percent of agency’s time spent on health
planning during past two years:

Less than 2 percento e ccccccaaoo 169 82, 8
3tob fercent _____________________ 30 14,7
6 to 15 percenta e e 3 1.5
NoO reSponse. - cccccccccccc e ce- 2 Lo

Planning agency has been encouraged by

health organizations to take a more

active role in health planning. ... 48 23.5
Planning agency’s involvement in health

planning has been, or would be, resisted
by health organizations_ .. cceeceean. 38 187
Planning agency has staff members who

are particularly interested in health

Planning. - e ———— 57 27.9
Planning agency has staff members who

have had training and/or experience

in health care planning..-cccceccaen- , 8 3.9

was invited to participate in this phase of
planning.”

One definite handicap facing the urban plan-
ning agency is its lack of staff trained or even in-
terested in health problems. Only eight agencies
report having staff members with training or ex-
perience in health care planning while 57 agencies,
mostly the larger ones, have staff mewmbers who
are particularly interested in the subject.

On the other hand, responding agencies identify
84 health organizations in their respective areag
that have hired urban planners. This, no doubt,
reflects the growing need of health planning or-
ganizations for people with planning experience.
It appears that this crossing of employment
boundaries is an aid to cooperative urban plan-
ning-health planning activities, since it facilitates
communication between thetwo fields.

In general, the questionnaire survey reveals
variation in the scope and depth of involvement

'in health matters. Some agencies have done noth-

ing at all. Others have involved themselves
sporadically in health affairs, and still others seem

‘to have developed ongoing contacts with ithe more

important health planning organizations. The fact
remains, though, that no urban planning agency
could have done much while spending less than
2 percent of its time on health planning.
Relationships With Health Organizations

The first objective of the survey was to describe
the kinds of relationships between urban planning
agencies and various health organizations, to see




with whom urban planners were working and what
they were doing.

The basis for interaction is visibility; that is,
urban planners must first be aware of the kinds of
health planning organizations operating within
their areas. Table 8 lists all such organizations
identified by the responding agencies as organiza-
tions which “operate within your planning juris-
diction” (see appendix tables 4 and 5). It is not a
complete list. Probably all the 204 agencies should,
for example, have checked “(¢) State or county
medical society,” and “(¢) State hospital and med-
ical facilities agency.” The fact that some did not
mean either that they are unaware of the particu-
lar organization or that they are aware of it Lut
have not had contact with it.*

The types of relationships urban planners have
with the groups noted in table 3 vary considerably.
Over one-fourth of the reporting agencies indicate
that a member of the urban planning agency, either
a commissioner or a staff member, serves on the
board, commission, or a committee of one of the
health organizations (see table 4 and appendix
tables 6, 7, and 8). Most often, the planning agency
representative serves on an areawide health facili-
ties planning council or a health and welfare
council.

Joint meetings between planning agency staff
and staff members of health organizations are re-

*The number of planning agencies reporting an areawlde health
facilities planning council is greater than the total number of
such councilg throughout the country. Because the jurisdiction of
a single health facilities planning council might encompass a
metropolitan agency, a central city agency, and perhaps a county
or suburban agency, some counclls were checked by more than
one urban planning agency, hence the larger total. This overlap
also exists for other health orgonizations, such as health and
welfare councils and mental health planning councils.

TasLe 3.—Health orgamizations cperating within
the jurisdiction of the vlanning agency

Numbey of
sZealth planning organizations ageticles
(n=204)
(a) Areawide hospital or health facilities plan-
ning couneil.- - oo oo oo oo 127
(6) Health Council, health and welfare council,
council of gocial agencies_ .- ____._ 148
(¢) State or county medical society. ._.....__.._..- 156
(d) Local health department: City, county, or
city-county .. _ o oo emee e 193
(e) State hospital and medical facilities agency
{dill-Burton agency) - - - - e ocecmeme e 118
() Local mental health planning council___-__. 113
(g) Other 1. e eeemcee 77

¢ Including State heulth departments or committees, individual hospitals
and hespital boards, hosgltal assoclations, hospital disfricts or commissions,
and county welfare boards.

TaBLE 4.—Organizational relationships between
planning agencies and health planning organizations

Nun.ver Percent
Organizational relationships of agencies of
(n=204) total

Planning agency member serves on board,
commisgion, or committee of health

organization_ -~ . ___ 52 25. 4
Planning agency staff inembers meet

with staff of health erzanizations_ .. ... 162 79.0
Planning agency has technical advisory

committee on health._____.___._______ 20 9.8

ported by almost 80 percent of the responding
urban. planning agencies. Staff meetings with an
areawide health facilities planning council, a
health and welfare council, or a local health de-
partment are reported by over half the respond-
ing agencies.

Less than 10 percent of the reporting urban
planning agencies have a technical advisory com-
mittee on health. Almost all planning agencies
with such committees find them “very” or “some-
what” useful. In one community, the advisory com-
mittee provides standards for bed needs and statis-
tics on existirg conditions. Three agencies report
that the committee makes recommendations on pro-
posals for new health facilities or the expansion of
older ones. One agency reports that, “the commit-
tee was especially helpful in advising the staff
of the availability of a number of Federal health
facilities programs which were appropriate for
renewal and nonrenewal areas.” A number of advi-
sory comuaittees help with problems of zoning for
health facilities. The local health departinent and
the areawide health facilities planning councils
are represented on over half the technical advisory
cominittees,

An important primary level of contact between
urban planners and the health planning organiza-
tions is the sharing of information or data. As
shown in table 5 (see appendix tables 9,10,and 11),
over three-fourths of the reporting agencies ex-
change publications and information of various
kinds with the health planning groups located
within their jurisdictions.

One hundred and fifty-nine agencies report that
they send their publications to health organiza-
tions; 154 report that they receive health orga-
nization publications. In most cases, the planning
agency sends publications of particular interest to
the health organization rather than placing the

3
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TasLE 5. Exchange of information between planning
agencies and health planning organizations

Number of Percent
Publications and deta agencies of
(n=204) total

Planning ageney sends its publications to

health organization(s)....._..o____.__. 159 77.9
Health organizaticns send their publica-~

tions to planuing ageney._._.________ 154 75.§
Planning ageney requests data from

health organization(s)...._.._______. 146 71.6
Health organization(s) request data frcm

planning ageney .cee o oo oo 172 84.0

organization on the agency’s regular mailing list
to receive all publications,

QOver 70 percent of the urban planning agencies
report they have requested data from one or more
health organizations. Planning agencies request
varied information on health care facilities: In-
vertories of health facilities, i.e., the location of
Tucilities and number of beds; development plans
of health facilities; estimates of future facility
needs; and, in a few cases, hospital utilization data.
Vital statistics and information used to determine
problem areas within a community, such as infor-
mation on social disorganization, the incidence of
various diseases, and housing code enforcement
data, are also frequently requested. The urban
planning agencies indicate that they turn most
often to the local health departments for infor-
mation.,

Requests from health organizations for data ars
noted by 84 percent of the planning agencies. The
greatest number of requests are for population
data: projections; census tract data, and socio-
economic data. Of all agencies reporting, 117 state
that a health organization requested population
data, 33 note requests for housing data, 80 for
land-use information, and 21 for development
trend information. Less frequently, a planning
agency is asked for information on zoning, site
locations, transportation, community facilities, or
general information on urban renewal.

The survey illustrates that few urban planning
agencies possess, or have access to, data on the
health system itself. Very few agencies have health
statistics available in their own office, such as oc-
cupancy rates of short-term hospitals, location of
physicians by specialty, indexes of personal health
problems, or residential location of hospital pa-
tients (see table 6). In many cases, however, the
planning agency knows the data has been collected
and could obtain it within a few days. About 50

36

percent of the agencies report that they do not
know whether particular statistics on the health
care system, including mode of transportation used
by different socioeconomic groups to reach major
health facilities and annual personal health ex-
penses, have been collected or, if they have, where
they are available. This indicates that planning
agencies are neither collecting data on the health
care system nor are they the repository for such
data. At this time, the planning agency cannot act
as a “source of data” on the health care system.
Nearly 70 percent of the reporting agencies have
received requests from individual medical institu-
tions to provide either information or advice (see
table 7 and appendix tables 18, 14, and 15). Often,
requests come from established hospitals and other
health institutions for information on the sur-

TABLE 6.—Availability of data on the health care
system (summary of responses from the 204 plan-
ning agencies)

We know
The infor- the infor-
mationis mation We do not
immedi- hasbeen know if

Health cere data ately collected the infor-
available and we mation
in our could has been
offices obtain it  collected
within a
few days

Location of various types of

hospital services, e.g.,

surgery, maternity, etC..._. 41 115 44
Number of short-term hos-

pital beds that meet AHA-

AMA standards._.._______ 29 120 49
Occupancy rates.at short-

term hospital- - ... .___ 23 112 61
Location and number of

nursing home beds.cuenoua. 32 112 56
Acres of land used by health

care facilities .. oo _____ 53 65 7
Location of physicians by

specialty - . ____ e 9 87 101
Total medical and para-~

medical employment.-_.____ 9 83 98

Wages and salaries paid to
medical and paramedical

personnel._ oo _____. 1 67 125
nual personal health ex-
penditures. o —ee_._ 3 37 152

Indexes of personal health
problems in different sec-

tions of the community. ... 9 63 121
Annual capital expenditures
for health facilities.....o--_ 18 72 1056

Residential loeation of
patients using major health
facilities. .. oo e mmeeo 6 38 150

different socio-economie

groups to health facilities_._ 8 25 162
Incidence of diseases (e.g.,

TB, VD, ete.) by com-

munity subareas.._______._ 27 99 66




rounding neighborhood in conjunction with their
plans to expand on the same site or from new in-
stitutions for advice on proposed sites. One agency
reports that when the city-county hospital was
seeking a new site, it requested advice from the
planning agency but then ignored the advice. The
agency says it “identified aiternative sites and rec-
ommended the one [it] thought best, but the hos-
pital board chose a site which the planning agency
specifically recommended against.” Another plan-
ning agency reports that a new health and welfare
center has been built on an urban renewal site rec-
ommended by the city planning board.

TaBLE 7.—Plan and proposal review

Number of Percent
Plan and proposal review agencies of
(n=204) total

Individual medical institution asks
pianning ageney for adivce and assist-

BNICC e e e e e e o e m e o e e o o ot e e e 140 68.6
Planning agency asks health organization

to review its studieSenevecccccreaen- 117 57.4
Planning agency asks health organization

to review petitions for zoning changes. .. 87 42,6
Health organization asks planning agency

to review plans and studies. .o eun-. 92 45.0

Nearly 60 percent of the responding agencies
report they ask health organizations to review their
studies concerning health care facilities znd serv-
ices. Moat often, requests are for a review of either
the health element of the comprehensive plan or the
community renewal program. In a few cases, an
urban planning agency has requested a health or-
ganization (or an instituion) to review renewal
plans, especially if these affect the agency or insti-
tution. About two of every five responding agencies
say that they have asked health organizations to
review zoning amendment petitions. In these cases,
areawide health facilities planning councils and
local health departments are consulted most fre-
quently. In addition, 11 planning agencies refer
zoning petitions to the state Hill-Burton agency
for review and comments.

Forty-five percent of the responding agencies
have been asked to review the studies and reports
of health organizations. The majority of these re-
quests come from areawide planning councils,
health and welfare councils, and local health de-
partments. Proposed locations for new health facil-
ities and the expansion plans of oider facilities are
the things most frequently referred to the planning

agency.

The most frequent contacts of the urban plan-
ning agencies are with three primary health
groups: Areawide health facility planning coun-
cils because of their concern with facilities and
their planning orientation; health and welfare
councils because they represent numerous health
interest planners; and public health departments
becansa they, like the planning agencies, are pub-
lic agencies.

T he Substantive Work of Urban
Plarnming A gencies

Although most of the agencies responding to the
questionnaire have developed a varied set of rela-
tionships with the different health organizations,
a lesser number have been involved in substantive
health planning work. The type of work done by
urban planning agencies includes special studies
of a health problem, the healtl. segment in the
comprehensive plan, a health element in urban
renewal plans, and direct participation in federally
sponsored health programs.

About one-fifth of the reporting agencies say
that they have done special studies devoted pri-
marily to health care services and facilities. The
topics of these studies are quite varied, although
most deal with facilities and focus on location cri-
teria and site development standards. The subjects
under study include such things s location cri-
teria for rest homes, nursing homes, and convales-
cent hospitals; a model ordinance for hospital
parking requirements; medical health center loca-
tion studies ; day-care facilities for children ; senior
citizen population growth and its impact on geri-
atric facilities; and zoning and land-use schemes
for medical centers. Some of the more important
studies prepared by the urban planning agencies
are listed in the bibliography.

The 20-percent figure of agencies preparing
special studies is somewhat of an overstatement.
Some agencies say they have completed a special
report on health when actually they have simply
included a public hospital or a health center in the
capital improvement program, or prepared a small
section on health for the comprehensive plan. In
addition, some agencies have assisted a health or-
ganization with a special study but have not doxe
it themselves. In reality, then, somewhat less than
a fitth of the agencies have been primarily respon-
sible for s, special study of a local health problem.

Ninety-three agencies, nearly one-half of those
agencies which have prepared or are in the process
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of preparing a general plan, indicate that a sec-
tion of the plan is (or will be) devoted to health
care facilities and/or services (see table 8 and
appendix tables 16, 17, and 18). A discussion of
public health facilities is included in over 80 per-
cent of the health care sections of the general plans
and private health facilities are discussed in over
66 percent of the plans. On the other hand, less
than 37 percent discuss public health services, and
only 17 percent discuss private health services. The
facilities most frequently treated in the general
plan are hospitals, both private and city or county,
public health care centers or clinics, and com-
munity mental health centers. Usually, the plan
contains a functional description of these facilities
and a map showing their location, as well as loca-
tional criteria or site development standards for
new facilities.

Sixteen percent of the plans recommend the es-
taldishment of an organization to study areawide
Loy poeds (see table 8). In many cases such an
org.. rition already exists in the area; including
a recommendation for its estakdishment is obvious-
1y unnecessary. One agency indicates that although
it perceives a “need for a countywide medical fa-
cilities planning council and that this was sup-
ported by hospital administrators and operators of
major nursing homes, the mental health agency,
the health department, ete., it was actively opposed
by the county chapter of the AMA. * * * Hence,
efforts toward [establishing] such an organization
have been fruitless.”

More than half of the general plan sections are
based on the plans or suggestions of one or more

TaBLE 8.—Health care services and facilities and
the general plan

Number Peroent
of f

Health care and the general plan agencles ! total

(n=93)
Items included in the health section of
the plan include description of and/or
recommendations for—
Publicly owned health care facilities. 76 8L7
Privately owned health care facilities- 62 66.7
Public health care services...caaaea- 34 36.6
Private health care services...-eew.- 16 17.2
Plan recommends creation of organiza~
tion to study areawide health needs.... 15 16,1
Section in general plan is, or will be,
baged primarily on plans of one or
more of the health organizations * ..... 49 527

193 have a general plan containing a health care section.

1 Including areawide hospital or heaith facilities pianming council; local
lix;etlth department; heaith council; health and welfare council; State Hill-

urten agenocy.
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of the health organizations existing in the plan-
ning agency’s jurisdiction, areawide health fa-
cility planning councils being consulted most
often. It is difficult to know exactly what kind of
information was supplied by the health plan-
ning organization, or how the information was
used, but the fact that more than half of the
planning agencies did consult health organiza-
tions for help in preparing the health section of
their general plan is significant.

One hundred and five agencies, more than half
of the agencies which have prepared s general
plan, do not include a section on health care
gervices and facilities. Their reasons are quite
varied. A few respondents say that a health sec-
tion will be included in the unext revision of the
plan, and a small number of agencies indicate
that inclusion of a health chapter was “never
even considered.” Some agencies just “do mnot
know why”’—the staff that prepared the general
plan has moved to other jobs. Eleven agencies say
that “heolth care planning was adequately han-
dled by the bealth organizations.” But the larg-
est single group of agencies, 34, report that a
section on health was not appropriate for inclu-
sion in the general plan, either because it required
too great a level of detail or because the plan
emphasized publicly owned facilities and most
health facilities are private.

Urban renewal plans, especially the CRP, offer
the planning agency an excellent opportunity for
substantive work in health care planuing. Inci-
dence of personal health problems can be used in
establishing priorities for action in renewal areas,
and 53 respondents indicate that it was so used.
Of the 204 agencies returning questionnaries, 82
(40.2 percent) indicate that their community has
prepared (or is preparing) a community renewal
program. Among these 82 communities, more
than one-third (34.1 percent) indicate the CRP
contains recormmendations concerning health care
services for residents of renewal areas and a little
less than one-fourth (23.2 percent) recommend
that relocatess receive health care services during
or after relocation.

The extent of the planning agency’s knowledge
of Federal health legislation, the action under-
taken in the community with regard to this legis-
lation, and the role played by the planning agency
in this regard are all significant in evaluating the
agency’s overall involvement in health (see table

9 and appendix tables 19 and 20).




TasLe 9.—The planning agency and Federel health
legislation

Number of Percent
Federal health legisiation f(zgenzc(i)zg of tofal
n=

Planning agencies involved in develop-
ment of health centers under the neigh-
borhood facilities section of the Hous-
ing and Urban Development Act of
1985 e e 64 3L4
Planning agency involved in efforts to
determine impact of Medicare in local-
1, USRS 21 10.3
Planning agency is familiar with the
rovisions of the Community Mental
ealth Centers Act of 1963 ... 48 13.5

1 A total of 77 communities of those questioned plan to build such centers

The neighborhood facilities section of the Hous-
ing and Urban Development Act of 1965 provides
grants for the planning of community health cen-
ters. Seventy-seven agencies report that their com-
munity is planning such centers. In 64 of these 77
communities, the planning agency has a role in
planning the centers. Twenty-five agencies report
helping to select sites for the health centers; 13
have helped prepare the application for Federal
funds; others have provided either physical or
population data on the area surrounding a pro-
posed site; and a few indicate that their primary
role to date has been to “recommend that health
centers be built.”

Title I of Public Law 89-97 (Medicare) went
into effect on July 1, 1966. Many observers thought
that hospitals would become overcrowded and the
demand for nursing homes would be far in excess
of supply. About 10 percent of the responding
agencies report that they were involved, mostly
in a minor way, in efforts to determine the impact
of Medicare. One agency reported that—

® % * gt the time Medicare came into being [thel
county was in the process of phasing out a TB sani-
tarium because of declining use. Our agency was as-
eigned to study the possible reuse of this building for
welfare office purposes. We did try to determine if
Medicare would change the situation so that it would
be Gesirable to consider a medical reuse instead.

Another agency says that it was in the process
of establishing “a home health agency for Medicare
recipients over 65 years of age”; a third agency
reports that it carefully checked reports from var-
lous institutions and homes to ascertain “if an
emergency would be upon the ity in the near fu-
ture in terms of overload on existing facilities.”

e Bt i s Y S e e i o e e e

In the Community Mental Health Centers Act
of 1963, Congress authorized $150 million in Fed-
eral aid for the planning and construction of com-
prehensive mental health centers. Less than one-
fourth of the responding agencies are familiar
with the provisions of this act. Of those who are
directly involved in planning for mental health
centers, the majority state that they offer advice on
site selection. One agency reports that after the
state had selected its city “for the location of the
first center, our agency provided data to determine
catchment area and assistance in promoting com-
munity acceptance of the plan and selecting a site.”
Opindons of Planning Agency Involvement

The attitudes and opinions of the responding
planning agencies on health care planning are
summarized in tables 10 and 11 (see appendix
tables 21-24). These tables indicate the reasons
planning agencies have not given more attention
to health planning up to this time, as well as the
extent to which agencies feel they should be in-
volved in health care planning in the future and
the nature of this involvement. '

For the most part, planning agencies think in
terms of “relating to” or “working with” organiza-
tions responsible for health care planning. Plan-
ners think 1n terms of giving these organizations
“advice and assistance” and of “integrating”
health work into the planning agency program.

Almost four-fifths of the responding agencies
feel that planning for health care services and
facilities has not been covered adequately in their
planning program. Yet, there is little consensus on
the reason for this. The only reason chosen by more
than one-half of ihe responding agencies is “lack

TasLe 10.—Reasons why health has not been
adequately covired in the planning program

Number of Percent

Opinions o ency involvement agencies ol
pinions on planning agency in (§=204) tond

Agency feels that planning for health care

services has not been adequately

covered in their planning program..__. 159 780
Reasons planning agency has not given

more attention to health care planning:

Not enough staff - - e eeme e 119 58.3

Other studies have higher priority... 97 47.5
The health organizations are doing

an adequate JoObocccceccccmmeme- 85 4L 7

Lack of technical competence...--.- 72 34,4
Planners do not have a role to play in

this field. e e e 15 10.5

Other e e e e e 28 13.7




of staff.” Other reasons, including “other studies
have a higher priority” and “the health organiza-
tions are doing an adequate job,” are ranked in the
same order by all planning agencies regardless of
jurisdiction or size of population served (see ap-
pendix tables 21 and 22). Only 10 percent of the
responding agencies, most of them city agencies,
suggest that the reason their agency has not given
more attention to health care planning is simply
that “planners do not have a role to play.” An-
other reason for not giving more attention to
health planning given by a number of agencies is,
in effect, “no one has asked us.” Answers from
two agencies to the question of why they had not
given more attention to health planning are par-
ticularly revealing :

The hospitals express a “go it alone” attitude and
do not want outside assistance. They appear to be in
competition with each other for prestige, staff, capi-
tal development, ete.

We had an interest and inclination, but on first
attempt HHFA. turned vs down (and if they disagree,
I have the letters to prove it). On second attempt
wiih the local United Community Fund, they first
agreed then backed out. Biggest problem is lack of
general community interest and drive. Some type of
study is now being done on health by the health de-
partment, but we do not know the nature of study
since we are not invited participants, nor have we been
kept informed.

Consensus among the responding agencies on
the activities in which planning agencies should
be involved is quite high (see table 11). More than
50 percent of the agencies point to five different
activities, many agencies indicating more than cne.
These activities include giving advice to public
(85.3 percent) and private (82.3 percent) health
planning organizations, reviewing petitions for
zoning amendments for health care facilities (83.3
percent), reviewing proposals for new health care
facilities (71.6 percent), and preparing a section
in the general plan devoted to health care facilities
and services (58.8 percent). These activities are
indicated by almost the same proportion of agen-
cies regardless of jurisdiction or population
served.

The responding agencies express a wide range of
opinions on the future involvement of their own
agency in health care planning, A large number
feel that they would like to be more involved in
the future but probably will not, primazrily becanse
of a limited budget. Almost one-quarter of the re-
sponding agencies say that thoy have plans for
expanding their activity in this area, either
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TasLe 11.—Planning agency attitudes concerning
planwing for health care services and facilities

Attitudes and opinions All agencies
(n=204}

Activities in which planning agencies should
be involved:

Advising public health sgencies. .- 174 (85. 3)
Reviewing petitions for zoning amend-

ments for health care facilities.__ ... 170 (83. 3)
Advising private, voluntary organiza~

BIOMS e e e 168 (82. 3)
Reviewing proposals for new health

facilities. - e 146 (71, 6)
Preparing a section on health for the

general plan. . .o 119 (58. 3)
Making a comprehensive study of

health facilities. ..o 74 236. 3)
Preparing site plans for medical centers. 51 (25. 0;

The attitudes of the agencies concerning
their involvement in health care planning
during the next few years:
Qur present level of involvement is
2dequate. o 30 (14.7)
We would like to play a more active
role but will not—-
Because of budgetary limitations.. 82 (40. 2)
Because of lack of encouragement
from the plarning commission

and eity official8. e 31 (15. 2)
Because the health organizations
will discourage involvement..... 17 ( 8. 3)
We have plans for expanding our role
in this area* . . e 49 §24. 0)
No opinion . e oo 43 (21, 1)

*Examples of means of expansion include: general plan studies, CRP
studies, Demonstration Cities grants, zoning ordinance review, and the
establishment of closer ties with health planning agencies.

through specific planning agency studies and re-
ports or by establishing closer ties with the health
planning organizations. One metropolitan area
planning agency reports that discussions have al-
ready begun on a comprehensive study to be under-
taken by the agency in conjunction with the hos-
pital planning council. Only 15 percent of the re-
sponding agencies feel that their present level of
involvement is adequate and that they will con-
tinue on this level.

Respondents were asked to describe what they
consider the ideal way in which planning agencies
can contribute to health care planning. The answers
are, for the most part, pragmatic. The respondents
generally do not want to “take over” health plan-
ning, but neither do they want to be left behind.
Almost all agencies assume the presence of a health
planning organization or organizations and em-
phasize working with these agencies. A few agen-
cies suggest that they should be the primary plan-
ning organization for health ssrvices and facilities.
The variation in answers reflects, to a considerable
extent, the respondents’ own philosophy of what



urban planning is and what it should do. The fact
that there are so many varied responses seem to
reflect the unsettled and changing character of
urban planning. Some of the more typical re-
sponses are as follows:

If a technically competent health planning
staff is not available, a planning agency
should, at least, be authorized to act as a re-
view board and/or clearing house regarding
all municipal proposals (both public and pri-
vate) involving health facilities.

By acquiring training health planning per-
sonnel.

Provide tabulated data on the various ele-
ments of the city that can be used to assist
new developments proposed by private enter-
prise. Advise and assist in site planning for
various facilities. Insure compatibility of zon-
ing ordinances with health facilities. Give
adegquate time, effort, and space to health serv-
ices in all long range planning and special
consideration in the General Plan.

As an advisor on physical planning matters. As
a passive participant in health planning. As a
sponsor for a comprehensive plan for developing
and/or expanding health care facilities and
services.

The planning agency can best serve as a com-
munication link, receiving information from many
sources and distributing it for most effective utili-
zation. Interagency cooperation is another func-
tion most efficiently performed by a planning
agency.

Define and analyze our jurisdiction’s health
problems and existing facilities. Postulate criteria
and processes which will produce reasonakble solu-
tions to any problems which do/will exist, utilizing
all available sources. Establish a specific method
and implement it as a cooperative effort of all
health agencies active in our planning area.

Firstly, by not trying to do the job for which
it probably is not equipped or staffed. Secondly,
by cooperating with the official, civic, and [volun-
teer] (county medical socisty) groups with a di-
rect, personal, and professional interest in health
care planning,

Sumimary

The agencies surveyed are not active partici-
pants in community health planning. Although
they have developed a number of “contacts” with
various health organizations, the contacts are

sporadic and rarely deal with major health policy
questions. In most instances, the relationships con-
sist of occasional telephone inquiries, a commitiee
meeting two or three times a year, or an exchange
of publications. Rarely is there a sustained and
systematic attempt to relate the interests of the
urban planning agency with those of one or more
health organizations.

In addition, most of the responding agencies
have no great ambitions for substantially increas-
ing their participation in health planning matters.
Although they are not especially satisfied with
their past performances, they also do not envision
any major changes in their performance records.
They eonsider health planning a low priority item.
They are interested in playing a supporting role,
but for many different reasons they do not see
themselves as central figures in community health
planning.

FIELD STUDIES

In order to give dept” 1d shading to the more
general results of the questionnaire survey, urban
planners and representatives from & variety of
health organizations were interviewed in five dif-
ferent metropolitan areas across the country. More
specifically, the interviews were designed to—

(1) identify the kinds of health projects
urban planners have been, or are, involved in;

(2) identify the kinds of formal and in-
formal relationships that exist between urban
planners and health planners;

(8) identify the problems that inhibit co-
operative efforts; and

(4) Identify the mechanisms that have the
greatest potential for increasing the kinds and
levels of joint participation.

The interviews, conducted at various times dur-
ing 1967, ranged in length from one-half hour to
over 3 hours. The 80 pecple interviewed repre-
sented 86 different public or voluntary agencies
and institutions. In most cases, the persons inter-
viewed were members of the professional staffs of
the agencies; in a few instances, they were citizen
members of policymaking boards or commissions.
The types of agencies in which interviews took
place are as follows:

Seven city planning agencies.

Five areawide health facility planning
councils.

Four metropolitan or regional planning

agencies.
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Four city and/or county departments of
public health.

Four health and welfare councils.

Two county planning agencies.

Two planning divisions of councils of gov-
ernments.

Two urban renewal agencies.

Two community renewal program agencies.

One each of the following: A community
fund organization, a chamber of commerce, a
countv hospital commission, a health facilities
division of a state health department, and an
association of public health officers.

Metropolitan Area A

The central city planning department of this
large metropolitan area, under pressure for several
years to prepare a general plan, published a pre-
liminary document in 1964 setting out broad devel-
opment policies for the city. This report, which
was used as a focal point for citizen discussion and
debate, contained no material on health care or
health facilities. The city’s official general plan,
published 2 years later, did contain a health
component.

When the preliminary plan was published, the
city solicited reaction from citizens, neighborhood
groups, and voluntary associations. In response,
the health and welfare council raised a number of
objections to the report, transmitting their com-
ments to the city planning department. Among
other things, the Council noted that no policies
whatever were included cn the following impor-
tant subjects: public housing, public safety,
housing for the elderly, higher education, the rela-
tionship of the city to the metropolitan area, and
public health (facilities and services). The city
planning department urged the council not to
release its comments to the press, but to no avail.
Shortly after the council’s views were published,
the city planning department announced that
policies on health, as well as a number of other
issues mentioned in the critique, would be included
in the final version of the comprehensive plan.

The health and welfare council believes that
their critique was a major factor in getting the
city to expand the list of issues treated in the plan,
particularly the health issue. The city planners
acknowledge the influence of the council, but tend
to minimize its importance in explaning why they
expanded the list. The planning department cites
thre2 main reasons for their decision to cover
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health policies in the plan: First, the Department
is now committed to a philosophy of expanding the
scope of its activities beyond land use and facilities
to include all the activities of government ; second,
the city’s public health department is breadening
its concern from preventive medicine to include
all aspects of health care; and third, the neighbor-
hood facilities section of the 1965 Housing Act,
which includes health care as one of the services
to be provided in neighborhood centers, affords a
local entree into health problems. The planners
suggest that they would have included health in
the plan even if the health and welfare council had
not issued its statement.

The city planning department assigned a mid-
dle level staff man with no knowledge of the health
field to prepare the material on health. An early
draft outline was sent to the health and welfare
council for comments and was reworked after a
few joint staff conferences between the two orga-
nizations. Some of the health and welfare council’s
suggestions concerning items to be included in the
comprehensive plan were accepted ; most were not.
Thus, the major role of the health and welfare
council was to prod the planning department into
thinking about healtl; they played a lesser role in
shaping the content of the final product. The area’s
health facilities planning council, a strong agency
with health planners on its staff, was not asked to
participate in preparing the health section of the
plan.

Although the planning department clearly took
full responsibility for the organization and con-
tent of the health section, the planners relied heav-
ily on the city’s public health department. This de-
partment has a reputation among heaith personnel
outside city government as being largely uncon-
cerned about health planning. Officially, the health
department welcomed the planning department’s
intention to prepare material on health; un-
officially, some health personnel felt that the urban
planners were getting into an area which was none
of their business. |

The brief section on health in the general plan
specifically focuses on public health facilities and
services, and makes a number of general recom-
mendations concerning local health centers, mental
health centers, and services for the medically indi-
gent. However, a number of the recommendations
do have implications for the private system of
health care. The staff of the city planning depart-
ment comment that they want to “raise issues”




rather than “solve problems” at this time. Their
justification for concentrating on public health
issuzes has two bases: (1) the health field is un-
stable at this time, and (2) some private and vol-
untary health organizations would be touchy about
having a city agency intruding into their territory.

There was very little reaction to the health sec-
tion of the plan once it was published, There was
no official response from the health facilities plan-
ning council, the health and welfare council, or
from any other major public or veluntary health
organization. Unofficially, the attitude of health
professionals in the area ranged from gratification
that the city had at least recognized the health field
in a major document like the comprehensive plan
to strong criticism about the inadequacies of the
treatment of the subject. A few regarded the plan
as government infringement on a voluntary field.
Most, however, felt the section was far too general
to be useful to anyone. The city planning depart-
ment does not deny the charge that it only touched
the surface of the basic health problems within
the city, but argues in defense that this is only a
first step for a department that has historically
had little or nothing to say about the health care
system. A more important issue is their subse-
quent action following this first step; so far the
followup, in a substantive sense, has been mini-
mal. However, preparation of the health section
has at least served to orient some of the planning
department’s staff to think about health issues.
They are now concerned about the effect of Public
Law 89-749, and they are more knowledgeable
about the importance of some of the health legis-
lation recently enacted, such as medicare, medic-
aid, and the OEO community health centers. The
planners are beginning to think about the rele-
vance of health facilities and services in the total
citywide planning structure.

They recognize, though, that their future prog-
ress will be difficult unless they are able to specify
exactly the dimension of their role. Here, how-
ever, as in the other metropolitan areas, everyone
agrees in principle, that the city planning depart-
ment should be involved in planning for health
services and facilities. It seems logical for the de-
paitment to play some kind of role, but no one is
sure what that rcle should be.

The city planning department sees itself as a co-
ordinator, working in areas where more than one
health agency is involved. Their long term goal
is to develop good working relationships with all

the health organizations, public and private, but
at this time they do not wa:at to get deeply involved
in any health planning uunless it relates directly
to the city’s public health department. The health
department sees the city planning department as
a buffer between it and the voluntary or private
health interests and as a contact with the outside
world. The health department staff believes the
planning department’s central position within gov-
ernment anad its broad perspective could allow it
to act as an arbitrator between conflicting public
and private or voluntary health organizations.
The health and welfare council sees the city plan-
ning department as a synthesizing agency, an agen-
cy that could provide community sanction for the
planning done by other groups.

Most of these views seem to downplay any sub-
stantive planning work in favor of a coordinating
role. The city planning department will not do
health planning; it will arbitrate, coordinate, syn-
thesize, and cooperate, although what it will coor-
dinate or synthesize, or arbitrate is not clear. The
planning department, as yet, does not have the ex-
pertise that would qualify it to act as a coordinator
and, at the moment, it has no intention of further
developing its capacity to undertake health plan-
ning. Furthermore, it does not really enjoy the
respect of the health organizations in the area.
Both the health and welfare council and the health
facilities council note that a young fellow, inex-
perienced in health, prepared the health section
of the plan. They did not prejudge the quality of
the final product but neither were their expecta-
tions high. They note the subtleties and complexi-
ties of the health system and point out that anyone
unfamiliar with the system could easily make gross
errors of judgment. Given the level of health ex-
pertise of the present city planning department, it
is doubtful if either the health facil:ties planning
council or the health and welfare council would
view the department as 2 coordinator or arbitrator.

The fact that the city planning department de-
voted part of its comprehensive plan to health
care is significant; most cities have not done as
much. The significance, however, is not that the
health section of the plan itself will make much
difference, because it probably will not, but that
the process of preparing it has, to some extent,
broadened the perspective of the planning staff.
How this perspective will bo utilized remains to

be seen.
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Metropolitan Area B

In 1965, the central city of this metropolitan
area requested that the metropolitian health and
welfare council prepare a section of the commu-
nity rerewal program. Because most of the CRP
has been prepared by consultants under contract
to write sections of the final report, the city has
maintained only a small staff within the planning
department to supervise the work of the
consultants.

The health and welfare council was asked to
¢ % * descrike human conditions in urban renewal
areas, assess potential resources available for ur-
ban renewal, develop a social resources plan, and
propose a method for internal grassroots resi-
dent participation in urban renewal planning.”
While the main focus of the council’s effort has
been. on gocial planning issues broader than just
ealth, the field study did shed some light on the
relationships between two bodies that potentially
could meet with each other on health matters iu
the future. In other words, the contract established
a situation in which urban planners and profes-
gional health and welfare planners could form
opinions about each other and about the strongths
and weaknesses of a formal, cooperative plan-
ning effort.

The city’s view.—The city is pleased with the
work of the health and welfare council, The coun-
cil has been more than willing to cooperate with
the city, has kept the city informed as to its
progress on the project, and has produced material
according to the agreed upon timetable. The direc-
tor of the CRP thinks that the extensive use of
consultants is a good way to undertake such a
project. It sclves the problem of finding staff for
a 2- or 3-year urdertaking and, in the case of the
health and weifare council, it is an excellent way
to integrate an important commurity crganiza-
tion into the city’s program. He 2lso notes that
consultants can say things that need to be said—
things that could never be said by an official city
agency.

Although he has been reasonably satisfied with
the use of consultants, if he were to do the project
again, the director would make two basic changes,
both of which are designed to increase his control
over the consultants’ work. The council’s contract,
for example, simply states that the “consultants
shall maintain close lisison with planning and
other officials of the city.” In the contract with
the health and welfare council this has been suf-
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ficient; it has not worked as well with the other
consultants. For each of the subject areas for
which consultants are called in, the director
would like to have a man on his staff trained
in that field. For example, someone trained
in social welfare work could work closely with
the council. The director is not seeking super-
vision as much as heightened communication
through use of a staff member who could talk
the language. He cites three advantages to this
approach. First, it would enable the city to keep
a closer watch over the consultants’ progress. Sec-
ond, it would provide continuity in the program
following the presentation of the consultants’ fi-
nal report; that is, someone on the staff who was
knowledgeable about the contents of the report
could begin work on implementing the recom-
mendations. Third, it would be a means of pro-
viding inservice training for the city’s staff. The
second change would be to require the consultanits
to do at least half of their work in the city offices.
The director thinks this would give him a better
chance to supervise their progress.

Since the contract was signed, the city has be-
gun to use the resources of the council more fre-
quently. The city has, for example, asked the coun-
cil’s director of research to write the social plan
section of the model cities application. Individual
staff members have developed informal contracts
with the council staff and now feel free to call
them for advice and information. They feel that
if it had not been for this first, formal contact,
the relationship would not have developed as
rapidly or as effectively.

The city planners feel that the health and wel-
fare council is a resource that they can call upon
to help them with their social planning. They are
not sure how they can best use the council, but
the fact that it is there and is willing to help gives
them more confidence in tackling projects like the
CRP and the model cities program. They are gen-
erally content to leave the relationship in its pres-
ent state. With the exception of the liaison man
mentioned above, they are not especially inter-
ested in having any social planners or health
planners on their staff.

The health and weélfare council’s wview—The
health and welfare council also views the contract
as something that benefits both parties. Prior to
the signing of the contract, there had been almost
no contract between the council and any one of the
three major urban planning agencies in the aree




(a five-county metropolitan planning commission,
an urban county planning department, and the
planning department of the central city). Now, at
least, there is interaction with the city.

The council has two criticisms of urban plan-
ners, which are offered as general observations
applicable to all urban planners and not as specific
criticisms of the city’s planners. First, staff mem-
bers suggest that urban planners simply do mnot
know enough about, or have a great enough ap-
preciation for, the complexities of the social wel-
fare field. Urban planners expect the health and
welfare council to provide quick and simple an-
swers to all their questions. The council feels that
the planners are too “plan” or “project” oriented
and that they fail to understand that planning is a
process. Staff members think that urban planners
may be interested in getting a social plan section
in their report because it is required rather than
actually doing any social planning.

The second criticism is that urban planners
tends to be like quasiscientists, separate and aloof
from whatever it is they are planning. It is felt
that this pseudoscientific stance is due in part to
the fact that urban planners can make a plan and
then carry it out by using the legal and financial
powers of the city. This criticism appears to grant
considerably more power to urban planners than
they in fact possess, but it is a criticism one might
expect from a voluntary agency such as the council
which has almost no power of its own and which
must, therefore, rely on persuasion and suggestions
to get anything accomplished. The council thinks
that urban planners tend to plan for people more
than they plan with people.

The health and welfare council’s director of re-
search feels little affinity for physical planners,
but notes that the council would like to be heavily
involved with those planners who are concerned
with the allocation of all the city’s resources. He
thinks that the projects in which land planners
have traditionally been involved are of little im-
portance in solving the health and welfare prob-
lems which concern the council. He also points out
that as a result of new federal legislation, urban
planners are now broadening their scope of inter-
ests beyond land and buildings.

He has mixed feelings about the advisability of
having the city planning department kire some-
one with a background similar to his. On one hand,
he thinks the city would benefit greatly from such
a move since no one on the staff has much knowl-

edge about social welfare planning. On the other
hand, he is afraid that if the city did hire some-
one, the health and welfare council’s role would
be more limited. The council is developing as a
significant influencer of the city’s social policies,
and the directoir does not want anything to happen
that might jeopardize that relationship. A social
planner working for the city could, of course,
strengthen the relationship but it could also
weaken it if the city decided to do its own social
planning. He is not sure, therefore, what he would
recommend with regard to the city’s hiring a social
planner.

Without question, the council thinks that tho
most important result of its work on the CRP has
been that it has given it a chance to influence city
policies directly. The council wants very much to
continue this relationship and, if possible, to create
similar relationships with other governments in
the area. It would also like to broaden its contacts
with the other two urban planning agencies, but
it does not know how to proceed. The council is
reasonably certain that such interaction has to
begin with a formal agreement to work on specific
projects, such as the CRP, since that is the best
way for each agency to learn what the other has to
offer. Simply agreeing to coordinate is not enough.
There has to be some specific project in which each
of the organizations has a definite role to play.

In general, the urban planners in this metro-
politan area are not involved in the main currents
of health and social planning. The health and wel-
fare council is doing & great deal of work within
the region and, with the exception of the CRP, it
is operating independent of the three major urban
planning agencies. The city, in asking the counecil
to work on the CRP, is apparently wisely using an
important community resource. Given the tenor of
new Federal legislation, it is probable that
the city and the council will continue to de-
velop this relationship to their mutual benefit. It is
not yet clear, however, whether the city’s plan-
ners will develop a social planning capability or
whether they will continue to do their social plan-
ning and health planning by contract,” with the
health and welfare council. |
Metropolitan Area C

The areawide health facilities planning council
in metropolitan area C serves about 4 million
people in nine counties. It is a federated organiza-
tion made up of eight separate county hospital
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planning commissions.* Fifty percent of the board
of trustees of the planning council is composed
of representatives of the eight local commissions;
the other 50 percent is appointed at large. Each
of the local hospital planning commissions is
responsible for the planning within its own die-
trict, with staff assistance supplied by the health
facilities planning council.

The planning council is only & years old and,
with some exceptions, it seems to have won a fair
amount of respect and acceptance in this short
period. One observer comments that at least the
council has managed to get some hospital admin-
istrators to speak to each other and to begin to
think about ¢he future of their own institutions.

The staff of the health facilities planning coun-
cil shares the view of many other health planncrs
regarding the desirability of health planning-
urban planning cooperation: “That sounds like a
goed idea. We really ought to be coordinating our
programs more since all these planning programs
are very much related.” As evidence of past inter-
action, the staff members could relate only a few
isolated cases. For example, urban planners in a
fow areas ask the planning council for help on
health facility zoning problems. The health facil-
ities planning council has not, however, given any
serious thought to how it and the urban planners
can move beyond occasional informal contacts. Al-
though receptive to vhe idea of more involvement
(of some undefined character) with urban plan-
ners, the planning council believes that there are
other more pressing matters that demand its atten-
tion. For the present, it is content to continue with
existing informal pattern of interaction.

The council of govermmenis—The planning
division of the region’s council of governments has
had little previous experience with health plan-
ning problems. The staff agrees that it is only
dimly aware of the exzistence and significance of
some of the more important health legislation that
has been passed during the last few years. Its rela-
tionships with the health facilities planning coun-
cil, the health and welfare council, and public
health departments at various levels are reported
to be good, although it has had only Jimited contact
with these groups. The health facilities planning
council has receatly asked the council of govern-
ments to cosponsor a seminar on planning for

*In one case, two counties have formed a single planning
commigsion,
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mental health facilities and services for the benefit
of health professionals, architects, and urban plan-
ners in the area.

The major health concern of the council of gov-
ernments at present is to develop review pro-
cedures for applications regarding federally
supported health construction projects under the
provisions of title II of the 1966 Demonstration
Cities and Metropolitan Development Act. In this
connection, they have had one meeting with the
planning council but have not yet established any
specific review procedures.

T he central city and, county.—A number of com-
ments by the city-county urban planning depart-
ment and the ccunty public health department
highlight some of the coordination difficulties of
the health field itself, illustrating the attitude
neld by some local public health offices that they
are being bypassed by some of the new health legis-
lation which has created new administrative struc-
tures rather than relying on existing public health
departments. As a result, health departments in
many areas have adopted somewhat defensive posi-
tions. The foll ywing two cases are illustrative.

(1) The county public health officers com-
plain strenuously about a health center for
low-income patients, funded by the Office of
[Economic Opportunity, only a few blocks
from one of their public health centers. They
feel it is in competition for the same patients
served by their health center. Although repre-
sentatives from the county public health de-
partment are on the policymaking board of
the OEQ-sponsored center, they feel the OEO
center illustrates the lack of coordination be-
tween various health programs and services.*

(2) The county’s plan for mental health
centers, recently released, shows six catch-
ment sreas which do not correspond to the five
health districts used by the county public
health department for the past 5 years. The
public health department was not consulted
on the problem of establishing the six mental
health service districts, nor was the city-
county planning department. The planning
department was asked to comment on the six-
district mental health plan after the plan had
been. completed and essentially approved. The

*One health expert at a nearby university later indicated
that the county public health center had mever made an honest
effort to serve the health meeds of the poor. He sees the OHO
center as a possible means of remedying this deficiency,
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county public health department thinks the
six-district plan should be opposed, and cites
this as anoti.er failure of coordination.

The city-county planning department has been
involved in health matters in three primary ways:
Through the capital improvements program,
through the zoning ordinance, and through a spe-
cial study of the location of public health centers.

The director of the czpital improvements pro-
gram for the city recently assigned one of his staff
to investigate ail Federal and State health leg-
islation in order to categorize the types of facili-
ties for which some form of financing is available.
Theoretically, this was to enable the director to
chart the number and type of health facilities the
city could afford to build over the next few years.
Unfortunately, the project is about to end in fail-
ure since the person assigned this responsibility
found that it is almost impossible to obtain com-
plete and up-to-date information in the health
field. He claims that health legislation and amend-
mends to previous legislation are emerging so
rapidly that it is impossible for him to determine
accurately how much money is avsilable and for
what purposes.

The capital improvements section of the plan-
ning department does work closely with the public
health department, just as it works with all of the
other city’s operating departments. There is no
avidence, however, that the capital improvements
division has any particular expertise in health
matters. A request for a new health facility is not
any different than a request for a new police sta-
tion—they are both large and municipal expendi-
tures that must be weighed in the priority schedule
of improvements. The method of establishing
priorties for health facilities is no more clear than
it is of ectablishing priorities for any other cate-
gory of facilities.

In 1960, the public health department asked the
planning department to prepare a report on the
location of public health centers. The purpose of
the report was to “present for public considera-
tion and approval or modification a plan for the
location of district health centers * * * which
can be included in the master plan for the city and
county to serve as a guide in the future physical
development of the health center system.”

The author of the report stresses the importance
of close and continued contact with the public
health department in preparing a study of this

kind, and reports that several weeks were initially
spent in the health department just meeting people
and learning the language. The report divided the
city into 10 districts and within each district
located a possible site for a health center. Follow-
ing a review by the public health department and
a public hearing, the report was adopted by the
city-county planning commission as part of its
master plan.

In 1962, the public health department reorga-
nized its program, in the process discarding the
recommmended 10 health-center districts in favor
of five larger ones. Administrative considerations
dictated the modification. The planning depart-
ment was apprised of this change, and the distriet
alterations were reflected in the 1962 capital im-
provements program and those subsequent. It was
not, however, until 4 years later, in 1966, that the
planning department revised its official health
center location plan in order to “reflect more ac-
curately the [1962] reorganization and decentrali-
zation of the district health services offered by the
public health department.” Although personnel
from the department claim that the city-county
plarning department was helpful on the district
health centers, it is difficult, from this perspective,
to appreciate this. It looks more like the planning
department prepared a report that became out-
dated in less than 2 years, and then 4 years after
ratified the revised version of the plan that was
prepared by the public health department. The
planning department was helpful in identifying
possible specific sites for centers, but beyond that,
their contribution te the area’s health center plan
was limited.

Another city—The city planning department of
a second large city (378,000 population) in the
region has produced three special reports on
health-related matters, One of the reports is a
district plan that has been adopted by the city
council as an amplification and elaboration of the
general plan. A plan for the growth and develop-
ment of an area of the city with three hospitals
and many other health or health-related facilities,
the report was done by the planning staff with
assistance from a committee of health profes-
sionals from the area.

The report sets forth four general goals and
lists a number of suggestions for achieving these
goals, most of which deal with the physical devel-
opment of the area (streets, parking, etc.). How-
ever, the report also includes a number of recom-
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mendations suggested by advisory committee
members concerning patient referrals systems, in-
tern programs, sharing of facilities, and many
other items that are of direct interest to doctors
and hospital administrators.

The report is now 8 years old and the follow-
up is described as slow and disappointing. The
report did result in a major amendment to the
zoning ordinance, leading to the creation of a
medical center district. Perhaps most important,
the people in the area are pleased that the city
exhibited so much concern and interest in the fu-
ture of the area. This is cited as a psychological
benefit of the report that has resulted in a greater
degres of cohesiveness and cooperation between
the many different health-related institutions in
the district. Many of the proposals have not been
carried out, but more people are now beginning
to think of the area as a unified medical district, to
some extent as a result of the publication of the
report.

A report on children’s day-care facilities was
designed to determine the attitudes of the people
living near existing facilities. The request for con-
ditional-use permits for day-care facilities in resi-
dential areas always seemd to elicit strong negative
responses from neighboring property owners. It
was felt that the fear and apprehension of the ob-
jectors was out of proportion to the actual impact
of these uses. The study was designed to see whad,
in fact, was objectionable to the neighbors of
existing facilities, and to see what conditions might
be attached to a conditional-use permit which
would control some of the more objectionable
characteristics of these uses. The report, prepared
by the planning staff, with advice and assistance
from the health and welfare council, the public
school system, and the State Department of social
welfare, was transmitted to the planning commis-
sion and has proved useful to them in evaluating
applications for use permits, although it has not
resulted in & specific amendment to the zoning
ordinance.

The third report, on nursing homes and homes
for the aged, was initiated following a large nam-
ber of zoning cases dealing with these facilities.
It was, again, done by the planning staff with
assistance from the health and welfare councii and
the health facilities planning council. The report
has been useful in administering the zoning ordi-
nance and has led to some text amendments. It,
like the others, was prepared to assure that the
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zoning ordinance would not handicep the devel-
opment of needed health service facilities.

In general, the interraction between health plan-
ners and urban planners in this region is problem-
responsive. The contacts are made at the staff
level and are usually not sustained past the staff

at which particular problems are solved. Several -

of the urban planning agencies seem to make ef-
fective use of the resources of the health institu-
tions. As one of the urban planners puts it: “ We’re
glad that they [Health and Welfare Council,
Health Facilities Planning Council, ete.] are over
there, it’s good to know someone knows something
about this.” There is, however, no continuing ef-
fort to coordinate programs and plans. This is not
surprising. Both the urban planners and the health
planners are very much involved in their own
activities, most of which have little to do with each
other. To both groups, the time and expense of an
ongoing exchange of information or permanent
organizational linksge simply is not worth the
limited results.

Metropolitan Area D

The health facilities planning council in metro-
politan area D is one of the oldest in the country.
Numerous ideas and practices pioneered by the
council are now being used by many of the 70 or
so councils currently operating throughout the
nation. During its more than 20-year history, the
council has had many opportunities to work for-
mally and informally with the city and regional
plarners of the area.

Like many other councils, the initial source of
support came from local businessmen and philan-
thropists who were being asked for more and more
donations to support hospital construction proj-
ects, and who had no way of judging the legitimacy
of the requests for their funds. The councii was
established to balance the competing demands
against the available resources. Although its major
interest has been and stiil is the hospital system,
it is branching out into other areas of interest, and
there is a good possibility it will become a com-
prehensive health planning agency under Public
Law 89-749.

In adfition to being one of the oldest planning
bodies, it is also one of the strongest. It is difficult
to imagine any major change taking place in the
local health facilities system without the council,
clearly the strongest health planning body in the
metropolitan ares, playing a major and determin-




ing role. Since its beginning in 1945, much of the
council’s strength can be attributed to its successful
attraction ¢f top community leaders to its board of
directors and to its many committees. The result
of this longstanding policy is that today it enjoys
the active support of the most influential citizens
of the area. As one observer put it, “the council’s
annual dinner is one of the more important social
events of the season, complete with cadillacs and
mink coats.” With this kind of backing, doors open
more quickly and money flows with ease. The coun-
cil does not compete with powerful community in-
terests; it works with them.

Its strength does not, of course, depend solely
upon a big-name governing body. It is strong be-
cause, in one way or another, it controls the money
that health institutioz:s need to expand or rehabili-
tate their facilities. First, all applications for Hill-
Burton grants are submitted to it for informal
review and comments. Although its recommenda-
tions are not binding upon the State director of
health, who has the legal authority to grant or deny
requests, it is probable that a “no” vote from the
council would effectively kill a project. Second, the
couxcil is unique among health planning bodies in
that it conducts periodic, consolidated fund drives
for its member hospitals. It is, therefore, in 9 posi-
tion to influence the way in which these funds are
distributed to individual hospitals. Third, the
State has enabling legislation that permits counties
to pass bond issues, the proceeds of which are used
to finance capital improvements for nonprofit hos-
pitals. Although the council has no authority under
the legislation, it does sponsor bond issues, influ-
encing the allocation of moneys obtained from
them. Finally, before issuing a loan, mortgage
lending institutions regularly ask the council for
an informal approval of a proposed project. Thus,
the council, by virtue of its past record and the
respect it enjoys in the community, influences the
financing of hospital construction. These various
financial levers, plus the representation of top com-
munity leaders on the council’s board, place it in
a unique and powerful position between individual
health institutions and the communty.

Various persons in the field of health planning
have criticized the council for its policy of having
hospital administrators, hospital trustees, and
medical professionals constitute a majority of its
governing body. Critics claim that this biases the
organization in favor of the medical-hospital
establishment, resulting in an absence of fair rep-

resentation for public consumers of health services.
Many health facility planning councils in the coun-
try do deny representation to hospitals and doctors.
They argue that this is the only way to represent
the public effectively. The staff of this council
argnes, in turn, that they are unbiased, that they
are free to oppose their member hospitals if neces-
sary, and that it is foolish to plan for hospitals
without the cooperation of the hospitals and the
medical profession.

Regardless of the arguments and counterargu-
ments, it is widely accepted that the council is not
a tool of the hospitals and that it is a community-

-minded organization. Even its severest critic ad-

mits that the council is honest, that it has a techni-
cally capable staff, and that it has saved the city
considerable money by cutting down on the dupli-
cation of expensive facilities and by proceeding
with hospital development according to a well-de-
fined plan. This is a record few cities can duplicate.
However, in light of the requirement in Public Law
89-749 that a majority of the members of the
policymaking board of a comprehensive healith
planning organization be health consumers rather
than health providers, the council’s board compo-
sition is certainly open to question and indeed
revision, if it is designated the planning body for
the area.

The most serious criticism one can make of the
council is that there is no check on its activities;
within certain broad limits it is answerable only
to itself. There is no organization, public or pri-
vate, with the-experience, knowledge, or power to
effectively evaluate or-challenge the council’s de-
cisions. The only real checks are internal. By ap-

pointing many people with varying community

interests and points of view to its numerous com-
mittees (long-term care, planning, financing, per-
gonnel, ete.), the council attempts to ensure that
its decisions reflect the best interests of the general
public.

Based upon a brief examination, the council ap-
pears to be a well-staffed, honest, and effective
organization. This feeling is, in part, the result
of the staff’s confidence-—or over confidence. They
are certain they are doing a good job, and have
little concern regarding any opposition. “If we
run into trouble, we can always go to X who is
a board member and a close friend of Y who will
take care of the matter.” The council has reason to
be confident, of course, since it has a history of
many substential successes. However, it does ap-
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pear that there would be little recourse for anyone
who did not meet the approval of the council.

The strength of the council and the respect it
enjoys are stressed here for two reasons. First, the
apparent confidence and efficiency with which it
carries out its assigned tasks stands in contrast to
the more faltering work of the central city and
regional (a single county SMSA) planning
agencies. This fact seems apparent to the urban
planners, one of whom says “the most important
thing I’ve learned from working with the council
is how a good planning group is organized and,
run.” The comparison is, of course, unfair since the
urban. planners have fewer resources, are buffeted
by a variety of political pressures, feel a greater
need to accommodate a greater range of views in
their programs, and have a far more complex
assignment than the council,

Second, in all matters related to health, the ur-
ban planners must defer to the judgment of the
councii. The urban planners in this metropolitan
area claim no great, knowledge about the problems
of health planning and, further, they do not care
to know much more toan they know now. They
argue that “as long as the council is here, we don’t
need, to know much about health planning.” They
believe the council ig doing a good job and, even
if they did have doubts, they realize that the coun-
cil, because of its strength, cannot be easily
opposed.

The thrust of health planning in the area is
controlled by the Council. The role of the urban
planners is largely indirect, and consists primarily
of two things: (1) the urban planners recognize
the council, they seek the advice of the council, and
they try to use its resources to solve their own
health-related problems; and (2) in an un-
structured way, the urban planners keep the
health planners informed as to community
trends—rfuture highway plans, renewal plans near
health institutions, general population trends, ete.
The council does not use urban planning agency
data, preferring to collect its own or to use census
data or data collected by the state. When queried,
the staff could not think of any data they would
ever need that would or could be collected by the
urban planners.

In genoral, the working relationships between
the urban planners and the council appear to be
good. These relationships can be illustrated best
by reference to three instances where interaction
was necessary, The council’s planning committes,
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the health facilities section in the regional plan,
and zoning for health facilities.

The planning committee—The planning com-
mittee of the health facilities planning council is,
in effect, a reviewing body for all proposals con-
cerning the construction or rehabilitation of health
care facilities. Any organization interested in
developing health care facilities must make a
detailed presentation before the committee, in-
cluding a site plan, a description of the type of
facility, a list of the sponsors, a description of how
the construction will be financed, and a variety of
other facts pertinent to the proposal. The com-
mittee has no legal authority to require such a
presentation. but, since it would be close to im-
possible to get a bank loan, Hill-Burton money, or
a zoning change without committee approval, the
presentation becomes a necessity.

The committee consists of about 15 community
leaders, including the directors of the city plan-
ning department and the regional planning agency.
This is the most permanexnt and probably the most
effective relationship between the council and the
urban planners. Both planning directors are high-
ly satisfied with the arrangement and both feel
they have learned a lot about health planning as a
result of their participation, They usually learn
about a new health facility proposal through the
committee, for this is where a developer makes his
first contact with the community. For the most
part, their comments relate to the proposed fa-
cility’s position relative to existing or planned uses,
and its impact on the transportation system. Both
directors consider their contributions to committee
deliberations small, but significant.

The practice of having urban planners sit on
this kind of committee appears advantageous to all
concerned and one that could be used succesfully in
almost any community. Although one former
member of the committee notes that the commit-
tee simply rubberstamps the council staff’s rec-
ommendations, the urban planning directors and
the council argue that even if this is the case, the
committee is still a useful and important means
of keeping each aware of what is happening with-
in the community.

The regéionai plan—The regional planning
agency is in the process of preparing a regional
Jand-use and transportation plan. It is a major
8- or 4-year effort, financed in part by the Bureau
of Public Roads and HUD. One element of the

plan is an inventory and projection of space needs




i N
’
3 Lot

for hospitals and other health facilities, which
has been completed by the health facilities plan-
ning council. The outline for the study was pre-
pared by a junior staff member, an associate plan-
ner, of the regional planning agency. Although
the outline does request information on services
and facilities, the major emphasis is on determin-
ing space needs and probable locations of facil-
ities in 1985.

The health planner on the health facilities plan-
ning council’s staff who worked on the project
thinks the outline is somewhat confusing and in
soms instances unrealistic. The thought of making
projections to 1985, in view of the many signifi-
cant changes now taking place in the health field,
is particularly distrubing. He points out that the
vast number of unknowns make it difficult for the
council to think in terms of what will ke happen-
ing in 1985. The staffs of both organizations think
that a basic communication problem exists be-
tween them. The council staff cannot understand
what the urban planners require, and the urban
planners cannot understand why the council
thinks the assignment is so difficult. The first draft
of the report prepared by the council was not ac-
cepted by the urban planners because it did not
give detailed acreage figures for 1985. The revised
draft has been accepted, but the council thinks the
revision is of questionable value and does not
understand how the material is going to be of use.
The attitude of the council seems to be: “We will
do it, but we don’t see what good it is and we doubt
if it will be of any use in establishing a community
health facilities system.” _

The urban planner working on this project, who
devoted approximately 3 weeks to the project, met
with the staff of the council six or seven times dur-
ing the 7 or 8 months it took to write the section.
He says he learned a little about health planning.
He and the director feel it is unnecessary to learn
any more because they are land planners and they
can always call upon the council if they need site
or location standards. When asked what they
would have done if there were no group capable
of doing the work of the council, they answer that
they would have attempted the section, but, that
the result would probably not ke as good as what
the council has done.

Zoning.—The council plays an informal but im-
portant role in zoning for health facilities. It is
routinely consulted on zoning changes and special
use permit applications relating to health facili-
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ties, both in the central city and the suburbs, and
on the wording of certain provisions in the city’s
zoning ordinance.

A few years ago, the council prepared a short
report on parking standards for health facilities.
When the city began a revision of their offstreet
parking standards, they used the figures in the
council’s report. The council, somewhat embar-
rassed, appeared at the public hearing and argued
against its own standards, pointing out that they
were intended for new facilities, not for older ones
in the central city where the cost of land would
make it prohibitively expensive to meet such
standards. The council’s view prevailed and stand-
ards were revised downward.

The health facilities planning council was in-
strumental in getting the city to include residen-
tial uses in a medical center district. It argued that
housing for hospital employees, particularly
nurses, should be considered an essential part of
any sw.ch district. The council also reports that it
receives many informal inquiries concerning the
need for particular health facilities from the mem-
bers of the board of appeals and from the city
director of zoning. It is difficult to know how
much weight is placed on the information re-
ceived, but is it significant that the council is
consulted.

In this metropolitan area, there is indeed a set
of loosely defined relationships between urban
planners and at least one particular group of
health planners which is undoubtedly beneficial
for the region. There is an accepted line which
roughly demarcates areas of responsibility and in-
terest. The urban planners are pleased to have the
council’s assistance and the council seems willing
to give it. As long as there is no conflict, their
respective positions and their relationships will
remain secure and intact.

One wonders what would happen if a conflict
issue did arise. Presently, many voluntary hos-
pitals throughout the Nation are anxious to move
from the decaying neighborhoods of central cities
to the suburbs where the “better,” wealthier clients
live. This is a matter of no small concern to central
city mayors who face the prospect of having an
increasingly dependent, low-income population
and a corresponding loss in health facilities to care
for them. This is not necessarily what is happen-
ing in metropolitan area D, but what if it were?
It is doubtful that the city planning department
could supply the mayor and the city council with

51

- - B S RN §



5 -
- e e e B Bt i e oo

. good technical arguments as to why s particular

hospital should remain in the central city rather
than move to the suburbs. More than likely, the is-
sue would be resolved by the health facilities
planning council’s governing board, the ultimate
resolution depending upon how much influence the
central city has on the board.

In short, the urban planners in this area make
marginal contributions to the development of the
community health system. They do not influence
policymaking, they do not supply data to the
health planners, snd they do not act as coordina-
tors. With regard to health problems, the urban
planners operate very much within the shadow
of the council.

CONCLUSIONS

What is the present role of the urban planning
agency with respect to planning for health serv-
jces and facilities? What are the prospects for the
future? Although the questionnaire survey and
the field interviews provide mixed answers, an-
swers that vary with time, place, and circum-
stance, they alsc bring to light a sufficient number
of patterns or themes to permit the following gen-
eral observations:

Urban planners are ungestionably more
aware of, and more sensitive to, what is hap-
pening in the health field than they were b
years ago or even a year ag). Although their
knowledge of the health system and the im-
portance of health in the total community is
still quite limited, it is growing.

Although urban planners are aware of some
of the trends in the health field, they give
little thought to how these trends affect their
work or to what role they should be playing
with regard to community health problems.
They are generally aware of the significance
of medicare, the importance of Public Law
89-749, the “crisis in health,” and so on, but
are unable to place this information into a
meaningful frame of reference.

Urban planning agencies are participants
in various health planning projects, but their
participation is segmental and sporadic. The
various examples of cooperative efforts be-
tween urban planners and various health or-
ganizaticns are isolated attempts to meet
immediate problems, not permanent features
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of a larger urban planning-health planning
structure.

Most of the contacts between urban plan-
ning agencies and health planning organiza-
tions are informal, a phone call or an occa-
sional meeting. Almost all the interaction
takes place at the staff level. The tendency is
to let professional staffs work together as
needed, rather than make commitments at the
policymaking level of the planning commis-
sion or the health organization board.

Tt is not apparent (to the health planner)
that urban planners can bring any special
knowledge or skill to the health planning
process. There is no evidence that urban plan-
ners are either advancing or retarding the
sttainment of objectives held by health
planners.

Health planners turn most frequently to
urban planners for information about the fu-
ture development of the community : Express-
way locations, land availability, and so on.

Urban planners, however, are not regarded
by health planners as a primary source of
data.

Urban planning agencies commit a negli-
gible amount of their time, manpower, and
financial resources to community health
planning.

The most productive relationships between
urban planning agencies and health planning
organizations occur in those infrequent in-
stances where there is a formal, joint project
in which each party has an assigned respon-
sibility.

Although urban planners possess a great
deal more knowledge about planning tech-
niques than do the health planners, this in-
formation is not shared with health planners.

There is widespread—but not universal—
agreement among both urban planners and
health planners that more could, and should,
be done. These practitioners are not satisfied
with their own past records of cooperation,
and are generally receptive to the idea of im-
proving their own performances. They rec-
ognize that they have only begun to explore
the possibilities of woking together or using
each other’s resources.

Finally, it must be noted that although
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there is a general interest in exploring further
opportunities for improving working re-
lationships with each other, this is not con-
sidered a high priority item. Both the urban
planners and the health planners see far too

many other problems thai require their im-
mediate attention; because of this strain on
their resources, they have a willingness to
improve their relationships but not the ca-
pacity to do so.




Chapter IV

URBAN PLANNING AND HEALTH PLANNING: BARRIERS TO
IMPROVED RELATIONSHIPS

If substantial progress is to be made toward
creatiing permanent and effective cooperative ef-
forts in the future, there must be a clearer under-
standing of the barriers that have kept urban
planning and health planning as largely separate
community activities. Unless appropriate action
is taken, the barriers that have retarded progress
toward more integrated planning in the past will
continue to do so in the future.

Listed below are a series of explanations as to
why urban planning agencies have not been play-
ing a greater role in healith planning. Each of the
explanations is both a look back and a look ahead :
A backward look to determine why there has been
relatively little progress to date, and a look ahead
to determine what must be done to assure a more
successful future.

THE ABSENCE OF A STRONG HEALTH
PLANNING MOVEMENT

An obvious, yet important explanation of why
urban planning agencies have not been playing a
larger role in health planning is that comprehen-
sive community health planning is relatively new.
In most communities, there has been little focused
or sustained interest in health planning. Only in
the last decade has the idea of health planning
gained much acceptance, and only recently has
substantial progress in terms of legislation and the
creation of health planning structures been evi-
dent. In many communities, there is still not
activity that could reasonably be described as
health plruning. Until the health industry fully
accepts the idea of comprehensive commumity
hedlth planning, ard creates identifiable, effective
health planning structures, it is unlikely that
urban planmers will be effective contributors to

(or initiators of) a commumnity health planning
process.

This problem has been evident throughout the
study. Many urban planners fail to identify local
health planning activities, not because they are
unobservant, but because there is very little to
identi{y. The following two responses to the ques-
tion, “why has your agency not given more atten-
tion to planning for health services and facilities,”
typify the problem.

This [heaith pianning] has not been a problem of
great concern in this coixmunity.

At present there are 2 major hosiptals—one osteo-
pathic and one for M.D.’s. Neither is presently con-
cerned about duplication of facilities whatsoever. The
problem is undoubtedly & professional ome, and the
community must pay the price for their lack of
concern.

The respondents are, in effect saying that they
can see no reason for getting involved in health
planning as long as the health professionals fail to
recognize the existence of community health prob-
lems and the need for planning.

The initiative at this point clearly lies with
the health industry to establish a structure that
encourages, or at least permits, participation by
urban planners. Health planners must know where
they are going before urban planners can be in-
tegrated into the process. The evidence available
suggests that this is one barrier that will probably
be overcome with the passage of time. Health pian-
ners are accelerating their efforts to define who
they are and where they are going. Hopefully,
the organizations created through Public Law 89—
749 will provide the necessary framework for en-
couraging participation by wurban planning

agencies,
o

|
|
!
1

I



FRAGMENTATION OF HEALTH
PLANNING

Even in those areas that can boast significant
planning activities, fragmentation of the health
system tends to restrict the urban planning agen-
cy’s capacity to make contributions. Planning
agencies can, and do, assist individual health orga-
nizations, but their segmental participation does
not move the community any closer to compre-
hensive health planning.

Typically, urban planning agencies face the
problem of locating the center, or locus of deci-
sionmaking in the health field. They are confronted
with a shifting cluster of health organizations,
including health and welfare councils, areawide
health facility planning agencies, mental health
planning councils, public health departments, and
many others. Fach one is interestnd in @ part of
the totz] problem but together they are unable
or unwilling to attack tha problem as a whole. The
urbsn planner finds it frustrating and time con-
suming trying to cope with this diversity of opin-
ion and authority. Often, the planner has taken the
path of least resistance, ignoring the problem
rather than getting involved in disputes among
health organizations.

Again, comprehensive health planning legis-
lation as embodied in Public Law 89-749 should
help to break down this particular barrier. If the
law can successfully mobilize interest and support
from all the diverse health organizations in the
* community, then the planner will find it much sim-
pler to be a contributor to the process.

It will, however, be some time before the bene-
fits of the legislation are known; even then the
urban planner cannot expect to see complete una-
nimity of opinion among health professionals. The
issues are too complex and the vested interests
too strong to expect complete agreement on what
the problems are and how to solve them. Further-
more, the intent of Public Law 89-749 is not to
establish a singie voice for community health serv-
ice gystems, but to establish a format for discussing
and researching problems of mutual importance
and a mechanism for arbitrating cenflicts of
interest.

The urban planner, therefore, rust not use the
fragmentation of the health field as an excuse
for inaction. Although there is no single organiza-
tion in health that is analogous to, for instance, a
school board in education field, this in no way

frees the planner from whatever responsibilities
he may have in the health planning process. There
can be no doubt that the fragmentation compli-
cates a planning agency’s efforts to make a contri-
bution ; it does not, however, excuse it from ¢rying.

HEALTH PLANNING OPPOSITION TO
URBAN PLANNING PARTICIPATION

A much more serious barrier exists when health
planning organizations resist or refuse assistance
from urban planning agencies. In some communi-
ties, serious antagonisms have already developed
which will impair any possible future relation-
ship between urban planners and health planners.

Thirty-eight of the 204 agencies that returned
questionnaires indicate that they think there are
health organizations in their areas that would re-
sist or resent their getting involved in planning
for health services and facilities. Slighily less
than 20 percent of the agencies have either experi-
enced some resistance or else have received indi-
cations that their participation would not be
welcome. The following comment from one of the
respondents appears to illustrate the kind of prob-
lem faced by at least some urban planning
agencies:

The general attitude on the part of the potential
consumers of our health planning activities, ie.,
hospital boards, eic., is that we should not play a
role in health planning. We are willing, but our
advice is considered an intrusion in the sphere of
hospital administrators.

This comment appears to be true in far too many
communities. When the hospitals themselves (as
well as other health institutions) are more inter-
ested in competition than cooperation, it is not sur-
prising that thay resist the intrusion of a planning
agency. Institutions that will not work with each
other are not likely to want an outside party look-
ing into their affairs. They have too ruch at
stake in mainfaining the status quo to allow an
urban planning agency to plan for them or with
them.

From the urban planner’s standpoint, there is

a fine line between making a contribution and push-

ing into areas where he is not welcome. Often it
is difficult to tell when the line has been crossed.
A number of health planners interviewed during
the field studies are deeply concerned about this
problein. In one community in particular, they are
worried that the urban planners, who have recently
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undertaken a small health planning project, have
become too aggressive. They claim the urban plan-
ners are moving into an area in which they have no
experience, and therefore have no sensitivity to
the subleties and the political realities of the health
field. They think the urban planners may alienate
many interest groups by their “bull in a china
shop” approach, thus endangering their capacity
to make any future contributions.

If the position is taken that community health is
a public problem, there is no reason why the urban
planner, or anyone else for that matter, cannot
speak out on local health issues. Since some in the
health. field see health problems as essentially in-
ternal ones to be solved by health experts, they con-
tend that because the urban planner is obviously
not a health expert he should keep quiet. Unques-
tionably, the problems must ultimately be resolved
by health experts, but this does not mean that
outside ideas and assistance should be refused.

The response of the urban planning agency to
possible resistance from health organizations
should be to recognize the immensely complex
character of the local health service industry, and
to appreciate the fact that an overly aggressive
and simplistic approach to health problems msay
tend to alienate important segments of the indus-
try rather than lead to any real progress. How-
ever, the agency should not adopt a wait-and-see
attitude or be led to think that it has no role what-
soever to play. If, for example, the agency has an
opinion as to the proper location of a new medical
center it should make this opinion known. Indeed,
it should argue its case to the limits of acceptabil-
ity, for the urban planner is a public spokesman
and as such is derelict in his dnty if he does not
press for a decision he thinks to be in the public
interest. He does not have the health expertise of
the health planner, but he does have a different
kind of expertise that is noless important.

REJECTION OF HEALTH PLANNING BY
URBAN PLANNERS

Some urban planning agencies have, for one
reason or another, already removed themselves as
potential contributors to health planning. Their
attitude may result from vague philosophical ob-
jections (it is not proper for urban planning agen-
cies to do this kind of work) or from the feeling
that health planning is being adequately handled
by existing health organizations,

D el A S A A Eh ekt st sttt Al

Often an urban planning agency’s conception
of its role, because it is narrowly defined, does not
allow it to participate in Lealth planning activities.
Forexample:

From a planning standpoint, we prefer to evaluate
land uge rather than become involved in community-
wide programs which may go beyond our compre-
hension.

[We] feel we can furnish much basic data to others
to enable them, as specialists, to put a package together.

We feel our responsibilities for general planning at
the regional/metropolitan scale have mot yet been
tully discharged. Planning for health care facilities
would introduce a level of detail inconsistent with
other plan elements. Physical means are given greater
priority. This agency is not set up to do social planning.

The arguments that an urban planning agency’s
role extends only to land use problems explains in
part why urban planning agencies have not in the
past been major contributors to health planning.
With the exception of large health facilities, health
activities are usually not tied to special purpose
buildings nor do they require large amounts of
land. Many health services can be easily moved and
many health services agencies require nothing more
than office space. Health programs can be, and
often are, planned without reference to physical
planning.

The Community Mental Health Centers Act
(Public Law 88-164) provides a good example of
this problem. The legislation provides financing
for a cluster of mental health services, which may
or may not be housed in a single mental health
center. The primary intent is to provide and or-
ganize services, and secondarily to provide funds
to house services which are not yet adequately
housed. It is, therefore, possible for a community
to take advantage of the Community Mental
Health Centers Act without even building a mental
health center and getting involved in land use
problems. The urban planning agency that limits
itself to land use problems would have absolutely
no role to play, yet there are a great many possible
contributions it could make if it would expand
its definition of responsibility.

On the other hand, even the urban planuer who
considers himself only a land planner has a clear
and important role to play in health planning.
A new hospital, for example, is a highly special-
ized building: It cannot be easily relocated, it
uses large amounts of land, and is a major traffic
generator. Health institutions have been negligent
in that they have failed to give more thought to
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land use and transportation problems. For ex-
ample, only in the last few years had there been
wide recognition that some population groups,
particularly the poor, have not been receiving ade-
quate care because of the inaccessibility of services.
After the riot in the Watts section of Los Angeles,
for example, it was found that the standard reply
to a resident who said he was sick was: “Yes, but
are you $10 sick?” The $10 was in reference to the
cost of a taxi ride to the nearest hospital, the alter-
native being an exceptionally time-consuming and
inconvient trip by public transportation.

Increasingly, health services are being thought
of in terms of their accessibility. Some hospitals
are experimenting with the idea of running special
buses to the more remote neighborhoods they
serve, as they begin to perceive that transportation
is one important element of a total health care
package. It appears that the urban planner would
do well to encourage this kind of thinking and to
asgist in making services as accessible and
convenient as possible.

In addition to those urban planning agencies
that in effect define themselves out of health plan-
ning, there are a substantial number who, though
willing to participate, feel it is unnecessary to do so
because existing health organizations are already
doing an adequate job. These agencies sicestep the
issue, claiming that they have no role ag long as
others are doing the job. For example:

Health care studies have been undertaken by other
local agencies. Quality of work done has been good.
The need for immediate involvement by our agency
is not as important as in other areas.

The health agencies appear to be doing a good job.
For us to do it would involve a wasteful effort under
present circumstances,

These agencies are, in effect, leaving health plan-
ning to the health organizations, yet they are
ignoring the question of how they might con-
tribute to improving local health planning efforts.
Furthermore, few urban planning agencies are
competent to judge whether or not the health
organizations are doing a good job.

LIMITED RESOURCES

In many instances, an urban planning agency
would like to increase its participation in health
planning but chooses not to because it lacks the
necessary financial or manpower resources.

Forty percent of the agencies surveyed, for ex-
ample, say that budget limitations will keep them
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from playing a more active role in the future. Lack
of funds is, of course, another way of saying that
other things the agency is now doing have a higher
priority than health planning, If the planning
commission or city officials want an urban plan-
ning agency to become involved in health plan-
ning, they can make additional funds available
or else alter the order of priorities, It is apparent
that most do not yet believe that health planning
is an important enough activity to require the
allocation of more resources.

Those who want to see urban planning agencies
involved in health planning must be prepared to
pay the cost. Evidently, the Federal, State, and
local governments are unprepared to do this and,
until they are, participation is likely to remain
marginal. One possibility that requires further ex-
ploration is for those health organizations having
planning money available to contract part of their
work out to urban planning agencies.

The lack of specially qualified manpower re-
sources is an additional barrier to urban planning
agency participation. Simply having enough
money is ne guarantee that an agency can solve its
manpower problems. Many urban planning
agencies have unfilled staff positions that they
carry year after year. Finding urban planners to
fill thesce vacancies is difficult; finding people
qualified to work in health would be even more
difficult. With the very rapid rise in health plan-
ning programs of all kinds, staffing problems for
the health organizations, let alone the urban plan-
ning agencies, will be critical. Graduate degree
programs in health planning will help fill the gap,
but they will obviously not be able to fill total
needs during the next few years.

The fact that urban planning agencies do not
have staff familiar with the health service system
was commented upon frequently during the field
study interviews. Generally, health planners view
the urban planners they come in contact with as,
nice guys with little understanding of health. How
much the urban planner should know depends, of
course, on what he is attempting to do, but it is
evident he must be aware of certain bagic health
issues if he is to earn much regpect from health
planners.

In one of the cities visited, the staff problem
seems particularly acute. The urban planners,
undertaking a major health service study, assigned
a middle level staff person as director. The execu-
tive director of the areawide health facilities plan-




. ning council reports that if the urban planning
project is in any way contrary to the reports of his
council (a distinet possibility in this case), he will
not hesitate to object publicly, if necessary point-
ing out that the work was done by semeone with
no competence in health. He will attack the
gualifications of the author as wcil ag the report
itself. In this instance, the urban planning agency
is at a distinct disadvantage because it does not
have someons on its staff with recognized health
planning capabilities. This is an extreme case
certainly, but it does illuminate one more of the
possible barriers to effective cooperative planning.

In the final analysis, of course, it must be rec-
ognized by both urban planners and health plan-
ners that each has a distinctive contribution to
make and that neither is in direct competition
with the other. They both must recognize that there
is & minimal level of understanding and apprecia-
tion that must be reached before any real progress
can be made in intergrating their programs.

LACK OF KNOWLEDGE

One of the most serious barriers to closing the
gap between urban planners and health planners
is the lack of an adequate understanding of the
relationship among the physical, economic, edu-
cational, welfare, and health aspects of urban life.
There is, in other words, a knowledge barrier to
integrated health and urban plannirg.

This problem receives far too little recogni-
tion. There is a tendency to overlook the limits of
our understanding and assume that because in-
tegrated planning is desirable, it is possible. There
is, of course, a growing recognition that social
problems cannot be solved by breaking them down
into neat and orderly categories of health, eco-
nomics, recreation, and so on. The city is, to use
the current vocabulary, a system, all parts of
which must be related to each other. Obviously,
the confining walls of specialized disciplines must
eventually be broken, but so far the contributions
of the systems analysts are primarily conjectural
or hortatory. Their work is of little practical value
to a working health planner or urban planner fac-
ing real problems and the need to provide imme-
diate answers.

The health system itself is only dimly under-
stood. Health planners have difficulty relating,
both in a conceptual sense and in «n operational
sense, the work of a hospital with that of an ex-

tended care institution, or mental health clinic, or
community health education program. Although
urban planners have made impressive gains in
understanding the dynamics of land use and trans-
portation systems in metropoiitan areas, they too
have much work to do before their systems re-
search becomes operational enough to effectively
influence public decisionmaking. Each group is
still seeking to understand the respective system
in which it operates. Given this absence of ade-
quate conceptual understanding of the relation-
ships within community subsystems, it is extremely
difficult to document relationships be-
tween subsystems. Urban planners and health
planners have a great deal of work to do in under-
standing their own arenas of interest before they
can work together on any basis other than intui-
tion and common sense. This knowledge barrier
to integrated planning is much higher than most
people want to admit.

THE REGION v. THE CITY

Another problem is that health planning is
usually organized on a regional basis, thus, the
urban planner’s capacity for engaging in health
planning is limited. Most health planning work
is done at a metropolitan scale. Most voluntary
agencies and organizations established through
Federal legislation cover entire metropolitan
areas, and even public health is often a county
function rather than a responsibility of individual
municipalities. From the point of view of some
city planning agencies, this shifts health planning
responsibilities from them to a county or re-
gional planning office. For example:

Planning and operation of health carc facilities
must be done opn. a metropolitan basis in an area such
as this with 31 incorporated cities. This is properly
a function of the county planning board with which
the city is cooperating.

The last part of the above comment (“with
which we are cooperating”) is significant, for al-
though health planning should be done on a re-
gional basis this does not mean that there is no
role for a city planning department. Obviously, a
city agency can be involved in locating health fa-
cilities within its own jurisdiction, and perhaps in
supplying basic socio-economic data to regional
health planners.

The jurisdictional problem is also of concern to
health planning organizations. In this case, it is
a problem of coping with the fragmentation with-
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in urban planning, ¥£, for example, an areawide
health facility planning council wants to obtain
informasion on zoning from urban planners, it
might have to poll 20, 30, 40, or more, different city
planning agencies in addition to some county
agencies. In the eyes of a health planner, who
works at a regional scale, urban planning appears
highly fragmented, with dozens of different
agencies, each with its own set of plans anc ordi-
nances and each with its own view of how the re-
gion will grow in the next 20 years. To further
complicate matters, the city plans do not always
agres with the plans of a regional planning body,
which in turn may be in conflict with those of an
independent transportation planning agency.

The health planners interviewed during the field
studies have little trouble identifying urban plan-
ners, but they do have some difficulty in determin-
ing to which of the many they should listen. These
health planners complain of the contradictory pop-
ulation estimates that emanate from various urban
planning offices. In most cases, the health planners
end up doing their own projections or else using
figures prepared by State agencies. Similarly, there
are complaints about the difficulty »f finding out
the locaticn and timing of future highway con-
struction projects. The indecision in transporta-
tion planning is at least understandable to urban
planners, but health planners expect urban plan-
ners to provide them with firm answers to their
questions; they fail to understand why there is
so much uncertainty about planning a highway
network for 1985. Their expectations are often
unrealistic, but they are nonetheless real. The un-
certainty they face forces them into a desparing
attitude concerning the possible assistance that
urban planners can give them.

THE PUBLIC PLANNER AND THE
PRIVATE HEALTH SYSTEM

The fact that the investments in the health care
system are overwhelmingly private has impeded,
and will continue to impede, urban planning par-
ticipation in health affairs. Several respondents to
the questionnaire cite this as one of the principal
reasons they have not been more active in health
planning.

Although urban planning began under a volun-
tary auspices, it has evolved into an essentially gov-
ernmental activity, Health plannning has not—yet.
The planning undertaken by health and welfare
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councils and areawide health facility planning
councils is essentially private or voluntary plan-
ning. The connection of these agencies with the
public sector is tenuous. They usually have little
influence over the public agencies concerned with
large-scale health programs, and evidence the his-
toric suspicion of government that is characteristic
of much of the health industry. Health planners
are oriented toward a different set of organizations
and activities than are urban planners. The differ-
ences in organizational context and philosophical
orientation restrict the capacity of these profes-
sionals to work together.

As the boundaries between public and private
health continue to blur and as government con-
tinues to increase its investment in the health sys-
tem, this problem will decline in importance. In
the interim, it is reasonable to expect that urban
planners will continue to turn most frequently to
the agencies which share their public service per-
spective—the public health agencies.

CHANGING CONCEPTION OF URBAN
PLANNING

Finally, the ambivalance of urban planners con-
cerning the scope of their responsibilities weakens
their capacity to respond adequately to trends in
the health field. An urban planner today is both a
generalist and a specialist. He is an expert in plan-
ning techniques—in techniques of geal formula-
tion, in devising methods of attaining goals, and
in testing the success of these methods—but he has
limited the application of this skill to the physical
aspects of the community.

Health planners are confused by this duality.
They are not certain whether the urban planner is
an expert planner, an expert in applying a proce-
durse, or whether he is a physical development ex-
pert who happens to use planning methods. Some
health planners ascribe responsibilities to the ur-
ban planner that he simply does not possess. They
ignore the fact that the urban planner, particularly
in the medium and smaller sized cities, devotes
almost all of his time to problems of 1and and phys-
ical develonment. They think of him as a generalist
planner concerned with the entire spectrum of pub-
lic problems when in fact he usually has a much
narrower range of responsibilities. Some health
planners recognize themselves as functional plan-
ners—limited-purpose planners—and search in
vain for a comprehersive planner—a planner that
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can integrate physical, social, and economic plan-
ning. In this sense of comprehensive, few urban
planners can lay claim to the title. They are func-
tional planners in the same sense that health plan-
ners are funtcional planners. One deals with the
phsyical community; the other deals with the
health of the community.

Urban planners and health planners do in fact
assist each other in the one area in which their in-
terests overlap—physical development. When a
health program is finally grounded in 2 building,
then the urban planner does have a clear role to
play in supporting health planning. Judging
from the questionnaires and interviews, he does as-
sist health planners with their physical develop-
ment programs. However, when the probiems go
beyond physical development, his contribution is
almost nonexistent,

If the urban planner’s contribution to health
planning is to extend much beyond assisting with
physical development problems (which is in itself
an undeniably important contribution), he will
have to become more like a comprehensive plan-
ner in the broadest sense of the term. Urban
planning agencies are in fact expanding their
responsibilities as they get into model cities pro-
grams and other interdisciplinary endeavors.
Some have established social planning units and
have focused their attention on problems they
would not have considered five years ago, includ-
ing planning for health care services and facili-
ties. How far an agency progresses toward be-
coming a comprehensive planning agency will in
a large measure determine the extent of its con-
tribution to health planning.

THE PROBLEMS IN PERSPECTIVE

Although the number and size of the barriers to
improved relationships between urban planners
and health organizations are indeed large, it is
essential to keep in mind one important offectting
factor : The pragmatism and inventiveness of prac-
ticing urban planners and health planners. These
practitioners usually do not get hung up on phil-
osophical disputes concerning the nature of plan-
ning or the boundaries of a professional diseipline.
They see what needs to be done and then search

for ways to do it. They recognize the barriers but
they are usually not immobilized by them.

This i not to suggest that there is no profes-
sional competition or organizational infighting st
the local level ; there obviously is. Each organiza-
tion wants to maintain, if not expand, its size and
influence. Each profession is wary of intrusions
into its territory. But, this competitiveness ard
parochialism is tempered by a spirit of com-
promise and pragmatism that allows each to de-
velop schemes of cooperation and attitudes of ac-
commodation never dreamed possible by observers
from afar. By a slow process of mutual adjust-
ment that takes into account time, personalities,
resources, snd legislation, the practitioners are
able to evolve working systems that are mutually
satisfactory. Because they are comfortable with
this incremental approach, an approach that de-
pends on a personal knowledge of all that is taking
place within the community, they are highly sus-
picious of what they consider utopian proposals
for reform, whether these schemes come from Con-
gress in the form of new legislation, from aca-
demic theoreticians, or from their own profes-
sional associations which they often consider out
of touch with what is happening. The practition-
ers must live with each other—not with Congress,
their professional associations, or the academic
community. They must face each other across
meeting tables, use each other’s resources, and de-
velop ways of working on problems of mutual in-
terest. They cannot let theory impede their work.

This in no way implies that the barriers iden-
tified above are unimportant. They are extremely
important, and they have clearly served to inhibit
the cooperation of health planners and urban
planners. The barriers cannot, however, be con-
sidered in isolation from the special circumstances
that exist in each community. If the directors and
policymaking boards of local organizations are
imaginative and open to new ideas (variables that
are difficult to quantify and therefore often ig-
nored), then the barriers will ve overcome. If they
are cautious and cling to narrow professional self-
definitions and the letier of the law, then the bar-
riers will stand es explanations or excuses for
inaction,
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Chapter V

URBAN PLANNING AND HEALTH PLANNING: FUTURE
POSSIBILITIES

Planning for the provision of community
health services and facilities should occupy & more
prominent place in the work of the urban planning
agency. There is little disagresment over this point.
Four of every five agencies surveyed readily agres
that health planning has not been adequately cov-
ered in their programs; an overwhelming majority
of the heaith personnel interviewed agree that the
urban planner should be more actively involved
in solving community health problems. Any ex-
hortation to the urban planner to de more in
health. planning must of course be tempered by a
recognition that there are substantial barriers not
easily overcome, which will work against any
significant increase in his participation.

Because of the barriers and because of the un-
settled, undefined character of health planning,
we have avoided the temptation to force what is
highly complex and unstructured intoa simple and
structured format. We cannot offer any easy solu-
tions; there are none. We cannot recommend a list
of activities in which every urban planning agency
should engage when we know that health planners
are often unable to define their own objectives
clearly, let alone communicate their needs to the
urban planning agency. We cannot offer any
simple formula on how to get along with health
planners. We cannot, in good conscience, urge the
urban planner to move aggressively into a field
he knows little about, especially one which has
already been firmly staked out by other profes-
sional groups.

As was stated in the introduction :

The point of depariure for the report ip today’s
urban planning agency with all ite strengths and
weaknesses, its limited budget, its overworked staff,
and its present program commitments. The question
1s, how can these agencles best relate to the devel-

opment of comprenensive community heaith planning
however it occurs.

As a result of this pragmatic approach, the con-
clusions are not surprising nor the recomumendations
bold. The fact is, urban planning is not essential to
health planning. Individual health institutions will
continue to develop and improve their services and
facilities. Health planning organizations will be estab-
lished and will operate no matier what urban planners
£ay or do. The role of urban planning agencies is a
role of choice; in moat cases, it will be a supporting
role. The agencies wiil be contributors to the health
planning process, and in many cases important and
essential contributors to it, but they will not be the
principal force behind the health planning movement.
With the exception of some important cases, no one
has asked urben planners to be health planners, nor
have urban planners asked 1o be included in the
process. No one has yet given them the money or
other resources to do the work that needs doing.
Health planning is low on the list of priorities for
most urban planning agencies, and it will probably
remain low for the next few years.

At this time, thie greatest need of the average
urban planning agency is to prepare itself to re-
spond intelligently and realistically to the emer-
gence of community health planning activities. It
needs a perspective, a way of viewing itself in
relationship to a trend that is still barely discern-
ible. Tt needs to recognize that health is an area
it has traditionally ignored, but can no longer
ignore. The planning agency needs to be able to
identify opportunities for collaboration, oppor-
tunities that have too often been neglected in the
past. It needs to prepare itself for the difficult task
of responding intelligently to a situation that is
highly fluid, where experimentation is the ac-
cepted mode of practice. It needs to recogrize that
there are few rules for working with health plan-
ners, that, in fact, each agency will make its own

rules as it goes along. w@f/m
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THE ROLE OF THE PLANNING AGENCY

We believe that urban planning agencies have
three related roles to play in community health
planning : The initiation and general support of
planning activities in health organizations; the
alteration of technical programs in order to contri-
bute to the development of an improved health
delivery system; and, when the opportunity arises,
the undertaking of health planning activities not
being performed by existing organizations. Each
of these roles is discussed below, supplemented by
illustrative recommendations. Some of the recom-
mendations are quite simple anc' could be put into
effect by a planning agency with a minimum
axnount of time and effort. Othsrs are more com-
plex and require greater cornmitments. In effect,
the recommendations are a checklist of the kinds of
things an urban planning agency might consider
doing to improve its contribution to health plan-
ning and to the community’s health system.

Initiate and Support Health Planming

The agency can help initiate health planning
activities and can support such activities by cre-
ating an informed, supportive public and govern-
mental attitude.

Throughout this repert we have stressed the
point that health planning is in an embryonic
stage of development, in need of all the support
it can get, both from within the health establish-
ment and from without. The urban planning
agency can be an important source of outside
support.

Public Law 89-749, the comprehensive health
planning law, is far too important to be ignored
by the urban planning agency. Each agency should
be involved in bringing the benefits of this leg-
islation to its community. It should participate
in determining who will be doing comprehensive
planning as well as what will be the substance
of such planning. If the health interest groups
are slow to create a comprehensive health plan-
ning agency, the urban planning agency should
not passively accept this situation. Tt should
strongly encourags them to apply for a grant.
It should, if necessary, help write applications for
planning funds, or provide staff, office space, or
other resources mnecessary to get an agency
organized.

This responsibility cannot be taken lightly. In
a substantial number of metropolitan areas there
will be competition among different health or-
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ganizations for the right to wear the mantle of
comprehensive health planning. Various health
organizations will attempt to exert influence in
the selection process, to make sure that the desig-
nated agency is sympathetic to its program. The
urban planning agency may be asked to endorse
a particular agency, and may well find itself being
courted by two or three competing groups, each
trying to gather as much community support as
possible. Because the agency needs to know the
nature of the prize being contested and the quali-
fications of the contestants, it should be involved
in these discussions at the earliest possible moment.
The urban planning agency will have to live with
the designated agency for many years and there-
fore should make every effort to mee that is a
viable organization.
The planming agency should scek repre-
sentation on the policy-malking boards
and working committees of health plom-
ning organizations, particularly the com-
prehensive health planning agency.

It is evident from both our case studies and ques-
tionnaire survey that when a planning agency is
officially represented on a health planning organ-
ization, either its board or a committee, substantial
benefits accrue to both the urban planners and the
health planners. Such representation, in addition
to being educational to both parties, is an effective
way to share ideas and information. This kind of
official, permanent contact is far preferable to
vague efforts to “coordinate” or ad hoe approaches
to solving problems of mutual concern.

The wrban planming agency should
actively stimulate public and govern-
mental support for ali health planning
activities.

Support for health planning by the urban plan-
ning agency shouid not, of course, be limited to
the beginning stages; it should be an ongoing ac-
tivity. An alert agency will quickly recognize the
value of having professional health planners in
the community and will therefore do all it can to
see that these planners receive necessary support.
In most areas, the urban planning agency is a
well established and accepted component of the

‘community, having gained the confidence and sup-
~port of the public and of government officiais, It

plays an important leadership role and is looked
to for advice. Because of its position within the
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community, the agency’s attitude toward local
health planning activities will in turn influence
the attitude of other important individuals and
groups. The urban planner, for example, is the
chief spokesman on city development matters. He
plays an important role in shaping policy on such
things as transportation, recreation, and indus-
trial development; in setting priorities for de-
velopment activities, and in coordinating public
improvement projects to harmonize the develop-
ment plans and policies. If, in carrying out these
activities, the urban planner is insensitive to the
effect his actions will have on the health system,
or if he underplays the goals of health planners,
this attitude will be transmitted to city council-
men, plan commission members, the chief execu-
tive, and the general public. These individuals
and groups will in turn be less responsive to the
needs of the health planners. Strong and vocal
support by the urban planner does not, of course,
necessarily guarantee support, but it can help to
establisk a more aware, receptive climate for
health planners in the government sector.

The wrban planning agency should sup-
port health planning organizations by
supplying them with any imformation,
adwice, and manpower that the health
planners require to carry out their
responsibilities.

Providing health planning organizations with
information is unquestionably the easiest form of
involvement for the urban planning agency. In
this capacity it can act as a source of information
for any and all organizaticns engaged in health
planning. Most agencies, for example, have sub-
stantial amounts of data available on: community
population and economic trends, the transporta-
tion system, and market conditions, priority
projects for government action, and so on. Such
data is potentially very useful to hospitals, hos-
pital planning councils, and other segments of the
health system, but at present most health organ-
izations do not see the urban plarming agency as
a major supplier of data on the community or on
the health system itself. The urban plannuing
agency should, therefore, take the initiative in in-
vestigating what kinds of data health interest
groups need and, if possible, in modifying their
data collection procedures or expanding them to
provide better service to the health planners.

One of the main responsibilities of the urban

planning agency is to collect, interpret, and pre-
sent information about community and subarea
growth and change. This information is essential
to health planners since it describes the people
and the environment to which they direct their
services. Great care must be taken by the urban
planner, however, to present this interpretative
information in a way that will be useful for health
planning purposes. Here, the urban planner must
work closely with health planners to find out pre-
cisely what it is they need to know about the char-
acter of the present and future community.

Facts and figures about community growth and
change are not the only types of assistance that
a planning agency can supply; an agency can also
be a source of information on planning techniques.
The urban planner has had considerable experi-
ence with a variety of analytical tools, many of
which are applicable to the health field. Small area
projections and the delineation of service areas are
but two of the many techniques that are applicable
to both fields. In general, health planners have
Iittle knowledge or appreciation of the planning
process or the techniques commonly used by the
urban planner. Health planners tend to be either
overly ambitious, trying to embrace highly so-
phisticated analytical tools that are, at present, not
relevant to current needs, or else they tend to do
nothing but list problems and arbitrate disputes
among competing health interest groups. Various
methods should be explored to determine how
health planners might utilize the urban planner’s
experience and knowledge of the planning process.
This is potentially one of the most ;mportant con-
tributions of the urban planner; it is also one of
“he most difficult to make. In the long run, of
course, the problem will be alleviated as health
planning matures as a profession and as more uni-
versities begin training health planners. In the
short run, more intensive contacts between health
planners and urban planrers may be advanta-
geous. Hopefully, these contacts would emable
health planners to gain a grester understanding
of planning techuigues and methods,

In addition tz supplying information and ad-
vice, the urban planning agency can, on. occasion,
supply health planners with manpower. Although
most urban planning agencies are understaffed,
they probably have, at this time, larger staffs than
the health planning groups. It is possible to use
these manpower resources in many ways. This
might take the form of joint study, or a special
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project at the request of the health planning
agency. Naturally, the planning agency must view
the study as important to the community ; it cannot
become a staff assistant on every health planning
project undertaken in the community. The most
effective way in which health planners and urban
planners can relate to each other is through the
formal and specific project. Staff meetings or other
forms of informal coordination are useful but
make little sense unless they are focused on a spe-
cific problem or a joint activity. It is only when the
two groups formmally agree to pursue a specific
project that they are able to learn from and con-
tribute to each other.

Finally, the urban planning agency is a resource
in that it is a focal point, or can provide a focal
point or meeting ground, for health planners. The
planning agency has widespread community sup-
port which enables it to act as a coordinator and
an arbitrator. When projects cut across agency
boundaries the urban planning agency can be in-
strumental in resolving conflicts. The urban plan-
ner has traditionally thought of himself as a
coordinator; increasingly he thinks of himself not
only as a coordinator of government activities, but
as a coordinator of all public, private, and volun-
tary activities that take place within his jurisdic-
tion. Although far too many urban planning agen-
cies fail to recognize that coordination is expen-
sive, time consuming and complex—that is, they
underestimate what it takes to coordinate effec-
tively—as much as any group in the community
the planning agency is in a position to act as a
coordinator.

The wrbam planning agency should desig-
nate one or more members of its staff to
act as limison between the agency omd
health plonning orgamization.

Too often, there is no one on 'a planning agency
staff who hasan interest in or knowledge of health
planning. By designating someone to act as liaison
with the health interest groups, the planning agen-
¢y can improve its capacity to play a supporting
role. This staff member should be sncouraged to
attend reetings of health planning organizations
and should be responsible for seeing that all health
planning organizations are fully informed of the
activities of the urban planning agency and of the
kinds of services the agency has to offer. This may
take the form of an occasional meeting of health
interest groups in which an urban planner informs
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them of current city problems, or it may be nothing
more than making sure that the health interest
groups are on the mailing list of the planning
agency. At this time, only the largest agencies
will be able to hire staff especially qualified for
this task, but this should not prevent smaller agen-
cies from designating someone who can ot least
stay abreast of current health activities. Failure to
do this will seriously undercut any agency’s capac-
ity to contribute to and support local health plan-
ning efforts.

Altering the Urban Planning Program

Providing assistance and general support is a
minimum contribution that an urban planning
agency can make to health planning. The agency
must also look at its own technical program to de-
termine what it can do differently—often with
a minimum effort—to help create a better health
delivery system. In this respect, urban planning
activity must be directed at: accommodating the
peculiar locational requirements for space, en-
vironment, and accessibility of all types of health
services; ensuring that all physical development
programs influencing the location and mobility of
people are compatible with schedules to provide
needed health services; and creating a land-use
pattern and physical environment which will en-
courage the achievement of health objectives. Es-
sentially, this role means that the urban planner
will have to determine how his varied technical
activities can be adopted and modified to advance
the goals of health planning. Specific suggestions
for modification include the following,

The urban planming agency should. re-
view, and if mecessary revise, its com-~
mumity zoning ordinamce to ensure that
the ordinance contributes to the develop-
ment of a balanced system of health
facilities.

Most city planning agencies spend considerable
time on zoning problems and, although health
facilities are not one of the most frequently en-
countered problems, it is evident that many agen-
cies find health facilities zoning a difficult respon-
sibility. Very large hospitals seem almost beyond
zoning requirements, particularly as to their lo-
cation. The availability of sufficient amounts of
land is more important in determining location
than is the zoning ordinance. The very largest
health institutions are in many respects like large
industrinl complexes, and in some respects they
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are worse. The night and day operation of the
hospital, its demands for parking, the traffic it
generates, the noise of sirens, and the continuing
problem of truck deliveries make large hospitals a
less than desirable use. Hlowever, because the hos-
pital is for the treatment of the ill, and not for
the manufacture of products, it is frequently
given favored treatment. Smaller, secondary facil-
ities such as halfway houses and old age homes, are
also particularly vexing zoning problems. Many
are not appropriate for commercial areas, yet they
are kept from residential areas by objecting neigh-
bors. In addition, it is difficult to categorize the
many different kinds of health facilities: nursing
and convalescent homes, long-term care facilities,
general hospitals, day-care treatment hospitals,
mental health centers, halfway houses, and so on.

Health planners have expressed considerable
concern about the effects of zoning ordinances on
the health system. Often, they feel the crdinances
are simply not realistic in terms of what they al-
low and disallow, therefore retarding the proper
development of a health facilities system. The
Hospital Planning Association of Southern Cali-
fornia, in its report, “A Model Health Facility
Zoning Ordinance Program,” expresses its con-
cern as follows:

One apparent fault of zoning ordinances is the
inadequacy of provisions to cope with the classifica-
tion and location of various health facilities in a logi-
cal and consistent way. Overgeneralization, misuse of
terminology, and gross misconceptions about the funec-
tions of these uses and their impact upon the com-
munity are common. Unfortunately, little attention
has been paid to the modernization of existing legis-
lation or the institution of new legislation in the field
of health facility zoning until very recently. An
adequate set of definitions and a firm locationsl
policy covering the full range of hospitals and related
health facilities are needed.

Zoning ordinances should not be used to exciude
the treatment of certain types of patients. Some
ordinances explicitly or implicitly make it impos-
sible for a general hospital to treat patients suffer-
ing from mental illness or alcoholism. With the
trend toward making the hospital a truly general
comprehensive health facility, these kinds of ex-
clusionary clauses are clearly antithetical to the
development of a proper system of facilities.

In revising zoning ordinances it is well to keep
in mind that, with the trend toward comprehensive
health care, greater attention should be given to

designating medical center districts. It is becoming

increasingly clear that there is no such thing as
an autonomous health facility. New legislation anc
new treatment methods make it necessary for fa-
cilities to be accessible to each other. There are
many values to having & medical center district,
not the least of which is the symbolic value of a
health focal point in the cornmun.ty.

Presently, there are few zoning ordinances in
the country thut on the one hand adequately serve
the health needs of the community, and on the
other hand protect the community at large from
any adverse effects of these uses. Planning agen-
cies should act quickly to remedy this defect.

The planning agency should consider the
possibility of using “need” as the basis of
granting or denying conditional use per-
mits for health facilities.

It is unfortunate, but true, that many health fa-
cilities are built unne. sarily. They are built for
speculative purposes or because the promoters of
the project are unaware of the need for various
health uses. This overbuilding is, of course, one
of the primary reasons why health facility plan-
ning councils have been flourishing during the
past few years. Each unnecessary bed is an added
burden for the community. Hospital planning
councils have mixed feelings about how they can
stop the building of unneeded facilities. Most pre-
fer the voluntary method using persuasion or sug-
gestion to keep people from building uaneeded
facilities, shying away from calling for legal au-
thority that would enable them to stop the pro-
posed use.

It has been suggested that all health facilities
should be conditional uses under the zoning ordi-
nance, and that the nesd for the facility be the
prime criterion used in judging each permit ap-
plicatior. For example, the Hospital Planning As-
sociation of Southern Californis recommends that
“no health facility will be initiated without a con-
ditional use permit including the prerequisite of
establishing the need for such a facility.” This
places the planning agency and the zoning board
in the position of having to judge whether a facil-
ity is needed. In most cases, neither the agency nor
the board has the technical competence to make
such judgments, although they could rely on an
opinion from a health planning agency or a local
health department.

There are a number of problems associated with

this technique. Some courts, for example, might
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find it unconstitutional to use “need” as a consid-
eration in granting or denying applications. It
is true, however, that something analogous to this
is used frequently in the case of shopping centers.
A market survey showing the expected demand
for a proposed center is often a requirement in any
application for a permit. Although using the zon-
ing ordinance to restrict overbuilding is a poor
substitute for stricter state licensing laws or other
forms of control, it is preferable to no control
at all.

The planning agency should establish w
procedure whereby all zoning matiers
related to health fasilities are referred for
review and comment to a community
health planming organization.

Regardless of whethcr or not “need” is a cri-
terion used in judging applications for the devel-
opment of health facilities, it would be useful for
all applications related to these uses to be referred
to a recognized health planning organization for
comment. This should be done at the earliest pos-
sible time to allow the organization to contribute
its ideas and opinions. The health organization
should be asked to attend public hearings or any
other meetings in which such items are discussed.

The planming agency should undertake a
comprehensive study of the total commu-
nity health facilities system, including in-
formation on linkages between facilities,
site plamming, accessibility, and location
requirements.

There is currently little information available
on the character of a balanced community health
facilities system. Most health institutions have, for
a variety of reasons, been unable to think of them-
selves as being part of a larger system. The urban
planner’s expertise in the area of facility system
planning qualifies him to undertake, or cosponsor,
a major study in this area. Such a study would be
of great assistance in revising outmoded zoning
ordinances if it were able to develop criteria for
determining desirable minimum lot sizes or acre-
ages for different types of facilities, or desirable
lateral distances from other structures both from
the standpoint of the effect on neighboring uses
and the effect on the hospital itself. A successful
study of this kind would be a major step toward

creating 2 more balanced and effective system of
facilities.
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The wrban planming agency should in-
clude a health services and facilities sec-
tion in its comprehensive plan.

Although there is currently much debate con-
cerning which constitutes a community plan, and
whether or not one is necessary, most communities
do strive to prepare a document that does set forth
the general policies of the jurisdiction. In such a
document, it would be wise to include information
on health services and facilities, just as informa-
tion is included on education and recreation need.
A community general plan is a highly visible and
well respected document snd the position taken in
that document concerning health could be instru-
mental in generating support for health planning
proposals.

The urban planning agency should clearly
inform all health institutions of the kinds
of contributions the agency can make to
assist them. in their development planning.

Hospitals and other major health institutions
are often unaware of possible contributions an ur-
ban planning agency can make toward improving
their utility. Frequently these institutions consider
moving out of the city in order to escape some of
the city’s problems, usually an unwise use of lim-
ited regional resources. The planning agency can
help institutions to break out of landlocked posi-
tions which stand in the way of immediate growth.
The agency can help in acquiring land for long-
range purposes as well as in the prevention and
removal of blight surrounding the institution. The
planning agency can replace or reroute traffic in
order to alleviate some of the institution’s trans-
portation and parking problems, and can take steps
to ensure an adequate housing supply for the bene-
fit of present and future medical staff. It is the
responsibility of the given planning agency to see
that all health institutions are aware of the kinds
of contributions the agency can make toward im-
proved institutional development.

The wrban planming agency should take
the initiative in all community studies to
see that the availability of health services
is considered when evaluating neighbor-
hood amd other community areas.

In renewal plans and other programs which re-
quire a judgment concerning the adequacy of a
subarea of the city, it is important to recognize that
the availability of health services is equally as im-




portant as the availability of education, or recrea-
tion or commercial services. Neighborhood plans,
district plans, studies of new large-scale develop-
ments, renewal plans, and other kinds of area
studies often investigate the adequacy of housing,
transportation, retail services, education, and so
on. Rarely do they investigate the adequacy of
health services. The urban planner needs to think
in terms of Lealth services when he underfzkes
neighborhood and district plans far waee<oan he
has inthe past.

The planning agency should establish a
health service and facility techmical
adwisory comimittee.

If, as recommended, the urban planning agency
extends its participation in health planning, it is
important that the best possible advice he avail-
able from various health interest groups. The
health advisory cornmittee might not be necessary
if the planning agency develops close working
relationships with the broadly representative com-
prehensive health planning agency. On the other
hand, at this time there are many divergent and
competing interests in health and it could be a
mistake to establish an alliance with just one
health organization. An independent committee
representing all major interests might be more use-
ful. Such a committee would be most beneficial i
establishing criteria for regional agencies charged
with reviewing federally supported projects under
title IT of the Model Cities Act. The city agency
would find the committtee useful for advice on
zoning problems, location of neighborhood serv-
ice centers, and any of the other health activities
in which the agency will no doubt be involved in
the future.

The Urban Planner as a Health Plonner

'We have stressed throughout this report that the
urban planner’s role is primarily supportive, one

of contributing to the work of health planners.
While this will be true for most planning agericies,
it should not obscure the fact that in certain set-
tings and under certain circumstances some urban
planning agencies will, and should, act as critics
of health planning and in some cases even act as
health planners. This might occur when there is a
vactum of leadership in the health planning field
or when the urban planner does not agree with the
health planners. Some urban planners may not
choose to be simply passive observers or occasional
contributors to health planning. In effect, such a
planner would openly acknowledge the obvious:
Health planners have no monopoly on original
ideas or creative solutions tc health problems and,
in fact, may be handicapped by their health per-
spective, which prevents them from viewing their
problems from a broader vantage point. Such an
activist may well find himself responsible for
working out plans for the future of a county hospi-
tal or a health care program for the indigent, or
acting in some other capacity as a health planner.
In this role he may indeed be working at cress
purposes with one or more health organizations,
holding opinions contrary to those of health
planners.

At present, the most urgent need is to establish
a system of communication between the fields of
urban planning and health planning; it is not to
build individual empires. Both the urban planner
and the health planner must explore opportunities
for collaborative efforts. Both must be willing to
experiment. Tf these collabordiive efforts are to be
successful, the urban planner must recognize his
obligation to his constituents to press for decisions
he thinks are in their best interest. To do
otherwise—to leave health planning entirely to
the health planners—is to shirk a professional
responsibility.
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APPENDIX A
BIBLIOGRAPHY

The purpose of the bibliography is to provide
the urban planner with a set of reference materials
which will aid him in further understanding the
health system and its planning component. All
references have been selected on the basis of their
usefulness to urban planning agencies.

I. The Health Care System.
A. General Background and Major Policy Issues.
B. Medical Manpower.
C. Health Agencies: Public and Private.
D. Hospitals and Health Facilities.
E. Economics of Health,
F. Health Legislation.
II. Health Planning.
A. Background of Planning.
B. Planning Theory and Methods.
C. Health Planning Mechanisms.
ITI. Urban Planning and Health.
A. Relationships.
B. Selected Health Reports Prepared by Urban
Pianning Agencies.
IV. Annotated Bibliographies.
V. Journals and Periodicals.

I. THE HEALTH CARE SYSTEM
A. General Background and Major Policy Issues

International City Managers’ Association. Administration
of Oommunity Health Services. Chicago: The Associa-
tion, 1961.

This book serves as a guide for public cofficials on the
best policies and programs in the field of public health.
It deals with the significant health problems confront-
Ing the city and sets forth accepted administrative
methods for getting health work done.

Lerner, Monroe, and Odin 'W. Anderson. Health Prog:ress
in the United States, 1900-1960. Chicago: University of
Chicago Press, 1963.

Based on a long-term study of health progress in the
United States, the purpose of this volume is to docu-
ment the many obvious and undeniable advances in
health during this century, and also to evaluate the
many still-ursolved problems and to point up the
emergence of new problems, often arising as a Tesult
of the advances themselves.

New York Academy of Medicine. The 1965 Health Con-
ference. “Closing the Gaps in the Availability and Ac-
cesnibility of Health Services,” Bulletin of the New

York Academy of Medicine (24 weries). Vol. XLI, Ne.
12 (Dec. 1965).

The Conference focused on the paradox of progress
in means of combatting disease and the inability to make
these advancements available to everyone.

—-——, The 1966 Health Conference. “New Directions in
Public Policy for Health Care,” Bulletin of the New
York Academy of Medicine (2d series). Vol. XLII. No.
12 (Dec. 1966).

The Conference dealt with the major policy decisions
facing the United States in the financing and organiza-
tion of health care.

Somers, Herman M., and Anne R. Somers. Doctors, Fa-~
tients and Health Insurance. Washington, D.C. : Brook-
ings Institution, 1961.

A study of the organization and financing of private
medical care, this book provides an invaluable intro-
duetion to the health system. The changing character of
medical practice, the modern hospital and the new
demands of the consumer are analyzed, as well as the
cavises of spiraling costs and various methods of
insurance coverage.

Dubos, Rene. Mirage of Hea.th. New York: Anchor Press,
1961.

Galdston, Iago, M.D. Medicine im Tremsition. Chicago:
TUniversity of Chicago Press, 1665.

Magraw, Richard M. Ferment in Medicine: A Study of tie

 Hssence of Medical Practice and of Its New Dilemmas.
Philadelphia : W. B. Saunders Co., 1966.

U.S. Department of Health, Education and Welfare,
Office of Program Analysis. New Directions in Health,
Hducation ond Welfare: Background Papers on Ourrent
and Emerging Issues. Washington, D.C.: U.8. Govern-
ment Printing Office, 1963.

B. Medical Manpower

McNulty, Matthew F., Jr. “Health Manpower,” Hospitals.
XL, No. 7 (April 1966), 83-87.

The author reviews and categorizes the 1965 litera-
ture on health manpower into four parts: the need and
present status of health personnel, the “need meeting”
activities, the utilization of manpower, and the fature
trends. A reference list is included.

National Advisory Commission on Health Manpower.
Volume I, Report of the Commission. Washington, D.C, :
U.S8. Government Printing Office, 1967.

The report deals primarily with what can and should
be done now to utilize more efficiently health personmnel
and facllities, Among the recommendations are those
asoncerned with closing gaps in the distribution ané
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quality of heaith care, conserving resources, improving
the organizational framework of health, and responding
to changes in society, medicine, and technology.

Stewart, William H, “Manpower for Better Health Serv-
iceg,” Public Health Reports, LXXI, No. 5 (May 1966)
393-96.

The author discusses some problems of getting an ade-
quate number of trained health personnel. He includcs
discussion of education, channeling of talent, and effi-
cient use of existing health personnel.

U.S. Department of Health, Education and Weliare,
Public Health Service. PHS Pub. No. 203, Health Man-
power Sowrce Book. Waghington, D.C.: U.S. Govern-
ment Printing Office, 1965.

This source book provides a quantative statement of
certain characteristics of health manpower, with paztic-
ular emphasis on physicians, dentists, and professional
nurses. The data have been selected with a view to pro-
viding background information for persons and organ-
izations concerned with the provision of health services
and health planning.

Phillips, Charles W., Harvey 1. Scudder, and Lucy M.
Kramer, “Job Devclopment and Training for Workers
in Health Services,” HEW Indicators (August 1966),
pp. 14-26.

C. Health Agencies: Public and Private

Hamlin, Robert H. “The Role of Voluntary Agencies in
Meeting the Health Needs of Americans,” Health and
the OCommuwity. Bdited by Katz and Felton. New York:
The Free Press, 1965, pp. 374-384.

Thig discussion of conflict between independent na-
tional voluntary agencies and federated agencies in-
cdludes statistics on volume and changes in donations.
The author calis for increased cooperation in face of
the growing complexity of community health ard wei-
fare programs,.

Hanlon, John J. Principles of Public Health Administra-
tion. Fourth Edition Revised. St. Louis: The C. V.
Mosby Co., 1964.

Thig text provides a detailed introduction to the
background, development, and pattern of the public
health organization in the United States.

Ingraham, Hollis 8. “Public Health—Beyond the Cross-
roads,” American Journal of Public Fealth. Vol. LVII,
No. 5 (May 1967). ,

There is a changing function for public health given
the changing patterns »f medical care. The traditional
area of public health (environmental, communicable
disease, infant and cbild mortality) is now augumented
by need to consider provision of medical care.

Mytinger, Robert E. “Mandates for Change in Local
Health Departments: Practicability and Priority of Ad-
vocated Changes,” Public Health Reports. LXXXI,
No. 5 (May 1966), 437-48.

The author makes a general survey of recent profes-
rional literature to discover mew program innovations
in the health field.

Wilbur, Muriel Bliss. Community Health Services. Phila-
delphia : W. B. Saunders Co., 1962.

This volume is designed as an introductory text to the
field of publie health for persons eugaged in community
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policy-making. Public and private agencies are dis-
cussed in the context of the over-all organization of
community health services,

Rappleye, Willard C. “Partnership of Guvernment and
Voluntary Agencies in Strengthening the Organization
of Health Services,” Bulletin of the New York Academy
of Medicine. Vol. XLI (December 1965).

United Community Funds and Councils of America. Oiti-
zen Action through Oocmmunity Health ond Welfare
Oouncils. New York: The Funds and Councils, 1965.

D. Hospitals and Health Facilities

American Hospital Association. “The Nation’s Hospitals:
A Statistical Profile,” Hospitals, Part II. Vol. XLI, No.
15 (August 1967).

A breakdown of the nation’s hogpitals by size, own~-
ership, type, facilities, and services. Also included is
a statistical profile of the hospitals by utilization, per-
sonnel, and finances. State, national, and international
health organizations are listed, as are schools for
health professions.

Anderson, Odin W. “Trends in Hospial Use and Their
Public Policy Implications,” Hospitals. XXXVII, No.
28 (December 1, 1963), 34-38.

The author concludes that, with the increasing avail-
ability of research methods, the various means of or-
ganizing and financing hospital care should be appraised
and compared. A reference list is included.

National Commisgion on Community Health Services.
Health Oare Facilitiess The Oommunity Bridge to Hf-
fective Health Services (report of the Task Ferce on
Health Care Facilities). Washington, D.C.: Public Af-
fairs Press, 1967,

The report examines the existing health facilities
gystem and its individual facilities: factors which
influence it; concepts which guide it; situations which
inhibit it; defects which are visible; and possibilities
for improvement.

American Society of Planning Officials. Proprietary and
Pseudo-Voluntary Hospitals, Planning Advisory Serv-
ice Information Report No. 167. Chicago: ASPO, Jan.
1963.

Belknap, Ivan, and John G. Steinle. The Community and
its Hospitals: A Oomparative Analysis. Syracuse, N.Y. :
Syracuse University, 1963.

Haldeman, Jack C., M.D. “Seven Ways to Meet Seven
Hospital Goals,” The Modern Hospital. Volume XCViLl,
No. 3 (March 1962).

Roemer, Milton I., and Robert C. Morris. “Hospital Re-
gionalization in Perspective,” Health and the Commun-
ity. Bdited by Katz and Felton. New York: The Free
Press, 1965.

Rosenfield, Leonard 8., and Henry B. Makover. The
Rochester Regional Hospital Oouncil. Cambridge : Har-
vard Univergity Press, 1956,

Rosenthal, Gerald D. The Demand for General Hospilal
Facilities, Hospital Monograph Series No. 14, Chicago:
American Hospital Asso., 1964,

E. Economics of Health

Baehr, George. “Prepaid Group Practice: Its Strength
and Weaknesses,” American Journal of Public Health.
Vol. LV], No. 11 (Nov. 1906).
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This article reviews the evolution of prepaid group
practice in terms of achievement and defects, as well
as its potential contribution to the rapidly developing
Medicare and Medicaid programs.

Klarman, Herbert B. “Economic Factors in Hospital plan-
ning in Urban Areas,” Public Health Reports. Vol
LXXXII, No. 8 (August 1967).

The author feels that city planning agencies have
been either unwilling or unable to assume respousibility
for hospital planning for two reasons: the complexity
of hospital services and the mixed nature of tie hos-
pital economy. He discusses eight economic factors
that support community planning for hogpital care.
. The Hconomics of Health. New York: Columbia
Uaiversity Press, 1965.

In order to acquaint the lay public and professional

health personnel with approaches and viewpoints the
economist brings to the health field, the aufhor dis-
cusses the work of the economist in health and med-
ical care. A bibliography is included.
U.S. Department of Health, Bducation and Welfare. A
Report to the President on Medical Care Prices. Wash-
ington, D.C.: U.S. Government Printing Office, Feb.
1967.

The report attributes price rises to the pressure of
the rising demand for medical services, the relatively
slow growth in the supply of physicians, rising wage
costs in hospitals without commensurate increases in
productivity, and the increasing complexity of med-
ical care provided to the patient. Seven recommenda-
tions are set forth.

———, Ohart Book of Basic Heallh Economics Daia
(PHS Pub. No. 947-3). Washington, D.C. : U.S. Govern-
ment Printing Office, Feb. 1964

The Ohart Book is divided into two main parts: L
Financing of Medical Care, and II. Utilization of Medi-
cal Care. A list of sources in the back refers the reader
to original material.

Weisbrod, Burton A. Hconomics of Public Health. Philagel-
phia : University of Pennsylvania Press, 1961,

The author sets forth a framework for estimating

the social benefits of improved health in order to
establish priorities among public health projects and
to make possible the determination of the magnitudes
of the benefits of particular projects. The study is
especially useful for its discussion of the economic
nature of health activities, both in terms of health as
a commodity and in determining the public’s demand
for health activities.
The Heconomics of Health and Medical Care. Proceedings
of the Conference on the Beonomics of Heatlh and Med-
ical Care, May 10-12, 1962. Ann Arbor: University of
Michigan, 1964.

F. Health Legislation

President’s Commission on Heart Disease, Cancer and

Stroke. A National Program to Oonquer Heart Disease,
Oancer and Stroke, Volume 1. Washington, D.C.: U.S.
Government Printing Office, 1964.

The report outlines the dimensions of the prcblems
posed by the three major factors in U.S. mortality rates
as well as the resources available and those needed to

combat these diseases. Most significant is the discussion
of a national network of regional centers, local diag-
nostic and treatment stations, and medical complexes
designed to unite scientific research, medical educa-
tion, and medical care,

Stewart, William H, “The Positive Impact of Medicare on

the Nation’s Health Care Systems,” Social Security Bul-
letin. Vol. XXX, No. 7 (July 1967).

The author discusses the broad impact of Medicare—
what it hag accomplished, the trends that are emerging,
and some new opportunities that exist today as a result
of this program. Included are its effect on the quality
of health services, manpower and resource development,
and home health services.

Treloar, Alan E., and Don Chill. Patient Oare Facilities:

Oonstruction Needs and Hill-Burton Accomplishments.
Hogspital Monograph No. 10. Chicago: American Hos-
pital Association, 1964.

The monograph provides a detailed survey of what has
been accomplished by the Hill-Burton Hospital and
Construction Act. It provides evidence of positive
results and sets guidelines for the future, examining the
administration and regulations of the program.

U.S. Department of Health, Bducation, and Welfare.

Grants-In-Aid and Other Financial Assistance Programs
Administered by the U.8. Department of Health, BEdu-
cation, and Welfe: o. 1967 edition. Washington, D.C.:
TU.S. Government Printing Office, 1967.

This repoit lists and describes the various formg of
financial aid administered by the Department. Bach type
of aid is discussed as to purpose, financing, method by
which federal funds are distributed, matching require-
ments where these apply, who may receive federal
funds, how application for fuaids is made, significant
developments during the past year, and the legal basis
under which funds are made available,

. Reference Facts on Health, Aducation and Wei-
fare. Washiugton, D.C.: U.S. Government Printing
Office, Jan. 1966,

This fact book provides, in reference format, sum-
mary statistics and background infermation on selected
health, education, and welfare conditions and programs.
. 1965: Year of Legislative Achievements. Washing-
ton, D.C.: U.8. Government Printing Office, 1965.

This discussion of 25 major pieces of health, educa-
tion and weifare legislation signed into Jaw in 1965,
including the Social Security Amendments of 1865
(Medicare), the Mental Retardation Facilities and
Community Mental Health Centers Construction Act
Amendments of 1965, the Heart Disease, Cancer and
Stroke Amendments and the HEconomic Opportunity
Amendments of 1965, contains details of the provisions
of each bill. Legislative histories are included.

. Public Health Service. The Oommunity Mental
Health Oenters Act (1963) : A OCommentary. Washington,
D.C.: U.8. Government Printing Office.

Discussed in this report are the law, the regulations,
and certain aspects of planning related to the Commu-
nity Mental Health Centers Act (Title 1I of Public Law
88-164).
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U.8. Office of Economic Opportunity. Catalog of Federal
Assistonce Programs. Washington, D.C.: Information
Center, OEO, June 1967.

The catalog contains detailed information on the fed-
eral domestic assistance programs including materials
available, eligibility requirements, nature and purpose
of programs, where to apply.

Congress and the Nation, 1945-1964. ‘“History of Medical
Care Proposals, 1945-1964,” Congressional Quarterly,
1961, pp. 11561-1155.

Grossman, David A. “The Community Renewal Program :
Policy Development, Progress and Problems,” Journal
of the American Institute of Plonners. XXIX, No. 4
(Nov. 1963), 259-69.

Peterson, Paul Q. “The Impact of Recent Federal Legis-
lation on Personai Health Services,” American Journal
of Public Health. Vol. LVIL, No. 7 (July 1967).

U.S. Department of Health, Education and Welfare. To
Improve Medical Care: A Quide to Federal Financial
Aid for the Development of Medical Care Services,
Facilities and Personnel. Reviged edition. Washington,
D.C.: U.S. Government Printing Office, April 1986.

il. HEALTH PLANNING
A. Background of Planning

Conant, Ralpk W. The Politics of OCommunity Health.
Report of the Community Action Studies Project, Na-

. tional Commission on Community Health Services.
‘Washington. D.C.: Public Affairs Press, 1968.

This report is an analysis of the politics of community
health planning based primarily on in-depth research
in five communities; Cincinnati, Ohio; Lincoln, Nebr.
State of Maryland; Rochester, N.Y.; and San Mateo
County, Calif.

Harmon, A. J. “The Trend and Probable Future of Cities
in Relation to Heal..,” American Journal of Public
Health. LIV, No. 5 (May 1964), 699-703.

The complexity of health probiems and the goal of
providing preventative, curative and restorative services
to all members of the community require coordinated
planning of existing services, and the sparking of new
gervices. General suggestions are made about partici-
pation in planning and about the planning agency’s
relation to the community.

Mattisen, Berwyn F. “New Horizons—Comprehensive
Planning for Health,” American Journal of Public
Health. Vol. LVII, No, 3 (Mar. 1967).

In establishing a framework for comprehensive com-
munity health planning, there are four new resources:
(a) reports of the National Commission on Community
Health Services; (b) a group of medical care programs
authorized by Congress in 1965; (c¢) Public Law 89-749 ;
and (d) the APHA 1968 guidelines for organizing com-
prehensive health planning.

Natlonal Commission on Community Health Services.
Health Is A Community Affair. Cambridge: Harvard
University Press, 1966.

The National Commission was formed in order to
“achieve means to cope effectively with new and chang-
ing hazards to health, to reduce the waste of health
service resources, and to prepare for the health service
demands of the future,” The report is a set of recom-
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mendations supporting 14 major positions representing
critical areas of concern upon which future health
practices must be planned. _

Willard, William R. “Beport of the National Commisgion
on Community Health Services—The Nexf Steps,”
American Journal of Public Health. Vol. LVI, No. 11
(Nov. 1966).

The author indicates the major challenges posed by
the report to various elements in our national health
enterprise.

Dixon, James P. “The Community Eesponsibility for
Medical Care,” AJPH (Jan. 1959), Reprinted in Medical
Oare in Transition, Vol. i1 (Jan. 1964).

McNerney, Walter J. “Comprehensive Personal Health
Care Services: A Management Challenge to the Health
Professions,” American Journal of Public Health. Vol.
LVII, No. 10 (Oct. 1967).

National Commission on Community Health Services.
Comprehensive Health Oare: A Challenge to American
Communities (report of the Task Force on Comprehen-
gsive Personal Health Service), Washington, D.C.: Pub-
lic Affairs Prens, 1967.

B. Planning Theory and Methods

American Hospital Association. Manual of Hospital Plon-
ning Procedures. Chicago: The Association, updated
1966.

The authors present a comprehensive guide for the
planning, organizing, and financing of hospital construe-
tion, modernization and expangion. Included in the guide
are outlines of the parties and responsibilities involved
in different phases of construction and considerations
regarding structure, location and budgeting,

American Public Health Association. Guide to @ Commu-
nity Health Study. Second revised edition. New York:
The Association, 1961.

The guide provides assistance in the development,
maintenance, and improvement of community health
services. It is composed of checklists for the assessment
and evaluation of a community’s health needs and
Programs.

American Society of Planning Officials. Community Mental
Health Oenters, Planning Advisory Service Information
Report No. 228. Chicago : ASPO, June 1967.

The report discusses the community mental health
center (CMHC) as defined by title II of Public Law
88-164 and the ideas leading to its development. It ¢m-
phasizes the expanding role of planning in providing
effectively for community mental health care and out-
lines appropriate planning and zoning congiderations.

Bugbee, George. “How Many Hospital Beds Are Needed?”’
Hospital Management. Vol. XCVI, Nos. 48-51 (Sept.
1963).

The author examines the problem of determining
hospital bed needs and concludes that it is still a
question without 4 clear answer. He feels that the num-
ber of general hospital beds considered necessary is
very much a refiection of current use.

Columbus Hospital Federation. Resource Information on
Land Use Planning Guidelines for Physician Oflces,
Hospitals and Nursing Homes. Columbus: The Federa-
tion, Oct. 1964,
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This document provides a useful guide to factors nee-
esgary in the determination of location for physician
offices, nurging homes, and hospitals including off-
street parking ratios, wite considerations, location
factors, development of the satellite hospital system, and
the need for suburban land reserves.

Cook, Robert C. “Demographic Factors in Community
Health Planning,” Population Bulletin. XVII, No. 1
(Feb. 1961), 1-11.

The author states that the demographic structure
of a community, state, region or nation gives the clue
to present and future needs in all phases of planning.
Thus, a detailed demographic inventory is the intitial
gtep in planning a comprehensive community health
program. A bibliography follows the article.

Pelix, Robert H. “A Model for Comprehensive Mental
Health Centers,” Americon Journel of Public Health.
LIV, No. 12 (Dec. 1964), 1964-70.

Hilleboe, Herman H., and Morris Schaefer. Papers and
Bibliography on Community Heolth Planning. Albany :
State University of New York, 1967,

The papers in this monograph present aspects of health
planning in both developed and developing countries,
and indicaite directions for the future.

Hospital Review and Planning Council of Southern New
York, Inc. Guide and Buggested Procedures for Use
by Hospital Long-Range Planwing and Development
Oommiitiee. New York: The Council, 1964.

This document stresses the need for well-considered
plans of individual hospitals as part of over-all com-
munity planning. General principles for hospital’s role
in planning process are outlined.

Joint Committee of the A:nerican Hospital Association and
Public Health Service. Areawide Plamwing for Hospi-
tals and Related Health Facilities. Public Health Serv-
ice Pub. No. 855. Washington, D.C.: U.S. Government
Printing Office, July 1961.

Planning principles and recommendations based on an
evaluation of problems facing our hospitals and related
bealth facilities are examined. A consideration of alter-
native means of meeting these problems ig presented.

National Commission on Community Health Services,
Community Action Studies Project. Action-Planning for
Oommumity Health Services. Washington, D.C.: The
Commission, 1967.

The report of the CASP on its four-year analysis of
self-studies on health undertaken by 21 communities
provides a layman’s handbook of ways to build strong
bulwarks of health through community action.

Rorem, D, Rufus. “Objectives and Criteria for Areawide
Planning,” Hospitals. XXXVIII, No. 12 (June 1964),
66-68.

The author states that areawide planning is a con-
tinuous process that recognizes the professional and fi-
nancial interdependencies of all health facilities and
programs, as well as the unique contribution of each
institution to patient care, education, and research.
He discusses some of the problems underlying the need
for community planning.

Terris, Milton. “The Comprehensive Health Center,” Pub-

Uc Health EKeports. LXXIII, No. 10 (Oct. 1963), 861-
06,

The author discusses the advantages, problems, di-
mensions, and adaptability of comprehensive health
cenbers.

U.S8. Department of Health, Education and Welfare. Pub-
lic Health Service. Principles for Plonning the Future
Hospitel System. Public Health Service Pub. No. 721.
Washington, D.C.: U.S8. Government Printing Office,
1959,

This is a report on the proceedings of four regional
conferences held in 1959 for the purpose of developing
guidelines in planning the future hospital system.

. Procedures for Areawide Heallh Facility Plon-
wing: A GQuide for Planning Agencies. Public Health
Service Pub. No. 930-B-3. Washington, D.C.: U.S. Gov-
ernment Printing Office, Sept. 1963.

This basic guide from Publi¢c Health Service includes
organizing for planning, data collection, estimation of
need, and later planning activities. Also included axe a
bibliography, list of planning counecils, and state
statutes pertaining to financing hospital construction,
maintenance, and cperation.

Wheeler, F.. Todd. Hospital Design and Function. New
York: McGraw-Hill, 1964.

The author discusses methods of hospital design and
describes ways to plan each department of the hospital,
both internally and in its relationship to other depart-
mentg. Chapter 2 on planning methods contains a dis-
cussion of programs and an area analysis.

American Hospital Association. Hstimating Space Needs
and COosts in General Hospital Construction. Chicago:
The Association, 1963.

American Society of Planning Officials. Nursing Homes.
Planning Advisory Service Information Report No. 185.
Chicago: ASPO, 1964.

. Zone Locations for Hospilals and Other Medical
Facilities. Planning Advisory Service Information Re-
port No. 50. Chicago : ASPO, May 1953.

Aronson, Jesse B. “Planning for Community Health
Services,” Public Health Reports. LXXIX, No. 12 (Dee.
1964), 1101-11086.

Hospital Planning Association of Southern California.
A Model Heolth Fecility Zoning Ordinaonce Program.
Los Angeles : The Association, Nov. 1965.

Klicka, Karl 8. “Health Facility Planning,” Planning 1964.
Selected Papers from ASPO Conference, Boston, April
5-9, 1964. Chicago: American Society of Planning
Officials, 1964.

Michael, Jerrold M., George Spatafore and Hdward R.
Williams. “An Approach to Health Planning,” Public
Health Reports. LXXII, No. 12 (Dec. 1867), 106?3~1070.

Morris, Robert. “Basic Factors in Planning for the Co-
ordination of Health Services-—Parts I and IL,” Ameri-
com Jowrnal of Public Health, LIII, No. 2 (Feb. 1963),
248-59; LIII, No. 3 (March 1963), 462-72.

Morris, Robert (ed.). Centrally planned Change : Prospect -

and Concepts. New York: National Association of So-
cial Workers, 1964,

United Community Funds and Councils of America. Field
Test Manual: A Guide for Long-range Community
Planning for Health, Welfare and Recreation Services.
New York : The Funds and Councils, 1964.
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U.S. Department of Health, Education and Welfare. Pub-
lic Bealth Service. Areawide Planning of Facilities for
Long-Term Treatment and Care. Report of the Joiut
Committee of the American Hospital Association and
Public Health Service (PHS Pub. No. 930-B-1).
Washington, D.C.: U.S. Government Printing Office,
1063,

. Planwing of Facilities for Mental Health Service.

Report of the Surgeon General’s Ad Hoc Committee on

Planning for Mental Fealth Pacilities (PHS Pub. No.

808). Washington, D.C.: U.S. Government Printing Of-

fice, 1961. ’

. Representative Oonstruction Costs of Hill-Burton

Hospitals and Related Health Fecilities. Washington,

D.C.: Division of Hospital and Medical Facilities, Pub-

lic Health Service (published quarterly).

. Division of Hospital and Medical Facilities, Area-

wide Planwing of Facilities for Rehabilitation Services.

Report of the Joint Committee of the Pubiic Health

Service and the Vousrtional Rehabilitation Administra-

tion (PHS Pub. No. 930-B-2). Washington, D.C.: U.S.

Government Printing Office, 1963.

. Areawide Planning of Facilities for Tuberculosis

Services. Report of the Joint Committee of the National

Tuberculosis Assceciation and the Public Health Service

(PHS Pub. No. 930-B—4). Washington, D.C.: U.S. Gov-

ernment Printing Office, 1963,

. Procedures for Areawide Health Facility Plan-

ning—A Guide for Plamning Agencies (PHS Pub. No.

930-B-3). Washington, I.C.; U.S. Government Printing

Office, 1963.

C. Health Planning Mechanisms

American Hospital Association. “Guide to Development
of Hiffective Regional Planning for Hospital Facilities
and Services.” Approved by the Board of Trustees of
the AHA, May 24, 1962. Chicago: The Association, 1962.

This short folder gives an overview of the role and
organization of regional planning agencies and also
outlines the duties of such agencies.

American Medical Asscciation. Projiles in Planning: AMA
1965 Directory of Health Facility Planning Agencies.
Chicago : The Association, 1965.

Information and statistics upon which planning
agency data can be based is included as well ag a
profile of each planning agency including staff size,
financial backing, organization, and research in progress.

Cavannaugh, James H. “The Rige of the Areawide Plan-
ning Agency: A Survey Report,” Hospitals. XXXIX,
No. 15 (Aug. 1965), 52-56.

The results of a survey of planning agencies conducted
in the fall of 1968 are documented. Statistics are in-
cluded on budgets, board composition, numbers of hospi-
tals served, etc.

Harris, Frank W. “A Modern Council Point of View,”
Social Work. Oct. 1964,

The author discusses the role and relavionship of a
health and welfare council to comprehensive community
planning. His experience with a health and welfare
council and redevelopment in New Haven is examined.

MacRae, Robert H. “Over All Community Planning:
How and By Whom?”’ Social Services Review, XXXIX,
No. 3 (Sept. 1965}, 265-60.
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The author discusses the roles of the weifare plan-
ning council and private foundations in relation to the
need for planning.

Program Area Committee on Medical Care Administra-
tion and Public Health Administration. “Guidelines for
Organizing State and Areawide Community Health
Planning,” American Jowrnal of Public Health. LVI,
No. 12 (Dec. 1966), 21392143,

The article cites Public Health Services guidelines
for setting up state and areawide agencies called for
under Public Law 89-749. It covers membership, financ-
ing, ete.

Stewart, William H. “Comprehensive Health Planning.”
Speech presented at the National Health Forum of the
National Health Council, Chicago, Illinios, March 21,
1967. Washington, D.C.: U.S. Public Health Service.

The Surgeon General discusses the problems and
possibilities of comprehensive health planning under
Public Law 89-749. Emphasis is placed upon the new
conceptual setting for health planning, as well as the
establishment of new mechanisms to relate varied plan-
ning and action forces and institutions to each other.

Stewart, William L. “Partnership for Planning.” Hxten-
sion of remarks before the National Advisory Health
Council, Nov. 28, 1966. Washington, D.C.: U.S. Public
Health Service.

A detailed discussion of Public Law 89-749, the Com-
pretensive Health Planning and Public Health Services
Amendments of 1966 is followed by commentary from a
number of experts.

U.S. Department of Health, Education and Welfare. Pub-
lic Health Service. Planning for Health: As They See
It * * * the Role of Health and Welfare Councils in
Comprehensive COommunity Health Plonning (PHS
Pub. No. 1488). Waghington. D.C.: U.S. Government
Printing Office, June 1966.

This booklet summarizes the self-conceived role and
function of the Health and Welfare Council as an in-
strument for facilitating comprehensive community
health planning. It also identifies problems associated
with the achievement of a comprehensive effort.

Wisowaty, Kenneth W., Charles C. Bdwards and Ray-
mond L. White. “Health Facilities Planning,” Jowrnal
of the American M adical Association. CXC, No, 8
(Jan. 23, 1964) , 752-56.

The article is 2 review of the voluntary hospital
planning movement in which the authors enumerate
goals for planning and discuss growth potential, financ-
ing, and governing of such groups. A reference list is
included.

American Medical Association. Proceedings of Mirst
National Conferemnce on Areowide Planwing, Novem-
ber 2829, 1964. Chicago : The Association, 1964.

Andrews, Mason. C. The Role of Health and Welfare Coun-
cils in Oommunity Health Planning. New York: United
Community Funds and Councils of America, 1966,

U.S8. Houses of Representatives. Committee on Labor and
Piublic Welfare. Report: Comprehensive Health Planning
and Public Health Services Amendmenis of 1966.
Report No. 2271. 89th Congress, 2nd Session. Oect 13,
1966.

U.S. Senate. Committee on Interstate and Forelgn Com-
merce. Report: Comprehensive Heallth Planning and
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Public Health Services Amendments of 1966. Report
No. 2271. 83th Congress, 2nd Session. Sept. 29, 1966.

I1l. URBAN PLANNING AND HEALTH
A. Relationships

Altschuler, Alan A, The Oity Planwing Process: A Politi-
cal Analysis. Ithica, N.Y.: Cornell University Press,
1965.

The first part of the critique consists of four case
studies of planning in Minneapolis and St. Paul, Minn.,
one of which deals with the location of a major hospital
facility, Building upon the case studies and upon the
broad literature of American urban planning and poli-
tics, the author offers a general critique of some impor-
tant city planning theory.

Davidoff, Paul. “The Role of the City Planner in Social
Planning,” Proceedings of the 196} Annual Conference
of the American Institute of Planners. Washington,
D.C.: American Institute of Planners (1964), pp. 125-31.

The author suggests that city planners become more
actively involved in social planning in order to correct
various imbalances in society. He discusses the planner
as advocate and offers suggestions for providing funds
so the indigent can be represented in the planning
process,

Frieden, Bernard J. ‘“The Changing Prospects for Social
Planning,” Journal of the American Institute of Plan-
ners. XXXIII, No. 5 (Sept. 1967), 311-323.

Changing definitions of urban problems and new polit-
ical commitments are likely to emphasize the redistri-
bution of resources to disadvantaged groups as a major
policy goal. These pressures are discussed as to their
effect on both the content and the management of urban
pianning. Two majsr challenges are posed to the plan-
ning profession: to increase the social sensitivity of
physical planning, and to extend the scope of planning
beyond the physical environment.

Joroff, Michael L. “A Significant But Limited Bole,” Plan-
ning 1967. Selected Papers from the ASPO Conference,
Houston, April 1-6, 1967, Chicago: ASPO, 1967.

The articie discusses the role of the city planner in
health facility planning. This role is seen ag limited Hut
significant. It must be carefully explained and actively
advocated to the health profession.

Herman, Harold. “Converging Interests in Health and
Comprehensive Planning,” Planning 1967. Selected
Papers from the ASPO Confererce, Houston, April 1-6,
1967. Chicago: ASPO, 1967.

The author discusses the potentials for coordination
contained in two federal enactments—the Comprehen-
give Health Planning and Public Health Services
Amendments of 1966 and the Metropolitan Development
Act. He concludes that city planners will have to pay
more attention to measures and sources of information
on qualitative aspects of the community as well as its
present and projected population.

Herman, Harold and Michael Joroff. “Planning Health
Services for New Towns,” American Journal of Public
Health. LVII, No. 4 (April 1967), 633—40.

The creation of new towns in the United States has
raised the question of planning and organizing health
services for such communities. Specific efforts to achieve

thig end must come from the public health profession in
partnership with loeal and state government. The prin-
ciples involved and the methods by which they are im-
plemented are discussed.

Olsgon, David B. “The Planning Official and Health Facil-
ities,” Planning 1964 Selected papers from ASPO Con-
ference, Boston, April 5-9, 1964, Chicago: ASPO, 1964.

The author is administrator of San Jose Hospital, San
Jose, Calif. He discusses the relation of health planning
to total community planning. In doing so, he presents
three major deficiencies of health facility planning ef-
forts: the narrow scope of planning, the lack of support
for planning, and weak hospital boards.

Perloff, Harvey. “New Directions in Social Planning,”
Journal of the American Institute of Planners. XXXI,
No. 4 (Nov. 1965), 297-304.

The author suggests an organizational structure of
joint governmental and voluntary planning, and he lists
the main features of the social planning process.

Cousin, Jacques. “Community Approach to Hosgpital Plan-
ning,” Hospitals. XXXVI, No. 15 (Aug. 1962), 49-51.

Goerke, L. 8. “The Relationship of Health Agencies and
Planning Agencies,” American Journal of Public Health.
LIV, No. 5 (May 1964), 713-20.

Harmon, A. J, “Health and Urban Development: The
Trends and Probable Future of Cities in Relation to
Health,” American Journal of Public Health. LIV,
No. 5 (May 1964), 699-703.

Perloff, Harvey 8. “Pomeroy Memorial Lecture: Common
Goals and the Linl ing of Physical and Social Planning.”
Planning 1965. Chicago: ASPO (1965}, pp. 170-84.
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APPENDIX B

SELECTED HEALTH ORGANIZATIONS: NATIONAL AND
REGIONAL*

This listing of national and regional health
agencies is designed to provide reference points for
the urban planner in his search for health-related
information and guidance. Additional information
may also be obtained from state and local health
departments and voluntary health organizations.

AMERICAN ASSOCIATION FOR HOSPITAL PLANNING Verne
Pangborn, pres.; Dale Jennerjohn, sec.; State Board
of Health, 1 W. Wilson St., Madison, Wis. 53701 ; tel.
(608) 266-1511.

AMERICAN ASSOCIATION OF HOMES FOR THE AGING. Thomas
M. Jenkins, pres.; Lester Davis, exec. dir.; 315 Park
Ave., 8., New York, N.Y. 10010; tel. (212) T77-1900.

AMERICAN ASSOCIATION OF HospITar CONSULTANTS. Hu-
gene D. Rosenfeld, M.D., pres.; Frank C. Sutton, M.D.,
sec.-treas.; One Wyoming St., Dayton, Ohio 45409 ; tel.
(513) 223-6192, ext. 420.

AMERICAN ASSOCIATION OF MEDICAL CrLinios. Jere W. An-
nis, M.D., pres.: Edwin P. Jordan, M.D., exec. dir.; Box
58, Charlottesville, Va. 22902; tel. (703) 293-4733.

AMERICAN CoLLEGE oF HoSPITAL ADMINISTRATORS. Donald
W. Cordes, pres.; Richard J. Stull, exec. vice pres.;
840 N. Lake Shore Dr., Chicago, Ill. 60611; tel. (312)
0943-0544.

AMERICAN HOSPITAL ASSOCIATION. George H. Cartmill,
pres.; David B. Wilson, M.D., pres.-elect; Hdwin L.
Crosby, M.D., exec. vice pres. & dir.; 840 N. Lake Shore
Dr., Chicago, Ill. 60611 ; tel (312) 645-9400. New York
Office: 99 Park Ave., New York, N.Y. 10016 ; tel. (212)
867-0311. Southeastern Office: 5379 Peachtree Road,
N.E., Atlanta, Ga. 30326 ; tel. (404) 231-8341. Washing-
ton Office: One Farragut Square South, Washington
D.C. 20006; tel. (202) 893-6066. Western Office: 601
California St., Room 1214, San Francisco, Calif. 94108 ;
tel. (415) 981-8187.

AMERIOAN INSTITUTE OF ARCHITECTS. Robert L. Durham,
pres.; William H. Sheick, exec. dir.; 1785 New York
Ave. NW., Washington, D.C. 20006; tel. (202) 393~
7050,

AMERICAN MEDINAL ASS0CtATION. Dwight L. Wilbur, M.D.,
pres.; 535 N. Dearborn St., Chicago, Ill. 60610; tel.
(312) 527-1500.

AMERICAN INURSES' ASSOCIATION, INc., Jo Hleanor Hlliott,
R.N.,, pres.; Judith G. Whitaker, R.N., exec. vice pres.;

— N

*A complete listing of international, national, regional, and
state organizations is contained in the “Guide Issue” of Hos-
pitals: Journal of the American Hospital Association, issued
In August of each year.

10 Columbus Circle, New York, N.Y. 10019; tel. (212)
582-7230.

AmErIcaN Nursing Home AssoozaTioN. Bd. Walker, pres. ;
Alfred 8. Hrcolano, exec. dir.; 1101 17th St., N.W,,
Washington, D.C. 20036 ; tel. (202) 296-5636.

AMERICAN PROTESTANT HOSPITAL AsSocraTioN. Merton H.
Kniseiy, pres.; John C. Hller, exec. dir.; 840 N. Lake
Shore Drive, Chicago, Ill. 60611; tel. (312) 944-2814.

AMERICAN PUBLI0 HEALTH ASSOCIATION, IN¢. Milton Tr-
ris, M.D., pres.; Berwyn I'. Mattison, M.D., exec. dir.;
1790 Broadway, New York, N.Y. 10019; tel. (212) 245~
8000.

AMERICAN PUBLIC WELFARE AssociaTioN. Fedele F. Fauri,
pres.; Carl K. Schmidt, staff assoc.; 1313 H. 60th St.,
Chicago, Ill. 60637 ; tel. (312) 324-3400.

ASSOCIATION OF AMERICAN MEDICAL CorLrLeces. William N.
Hubbard, Jr., M.D., pres.; Robert C. Berson, M.D., exec.
director.; 2530 Ridge Ave., Hvanston, Ill. 60621; tel.
(812) 328-9505.

ASS00IATION OF HOSPITAL AND INSTITUTION LIBRARIES OF
THE AMERICAN LIBRARY ASSOCIATION. Marion Vedder,
pres.; Eleanor Phinney, exec. sec.; 50 Huron §St.,
Chicago, T11. 60611 ; tel. (312) 944-6780.

A8B00IATION OF REHABILITATION CENTERS, INno. Charles
L. Roberts, exec. dir.; 828 Davis St., Evanston, Il
60201 ; tel. (312) 869-0390.

ASBOOIATION OF STATE AND TERRITORIAL, HEALTH OFFICERS.
J. E. Peavey, M.D., pres.; Terrell O. Carver, M.D., sec.
treas. ; Michigan Department of Public Health, 3500 N.
Logan St., Langing, Mich, 48914 ; tel. (517) 373-1321.

ASSOCIATION OF STATE AND 'TI'ERRITORIAYL. HOSPITAL AND MED-
I0AY, FACILITIES SURVEY AND CONSTRUCTION AUTHORITIES,
William F. Henderson, exec. sec.; North Carolina Med-
ical Care Commission, Box 9594, Raleigh, N.C.

Brure Cross ASSOCIATION, Inc. Walter J. McNerney, pres.;
George Heitler, vice pres.-sec. ; 840 N. Lake Shore Drive,
Chicago, I11. 60611 ; tel. (312) 664-2457,

CAaTHoOLIC HOSPITAL AssocriaTioN. (Formerly, Catholic
Hospital Association of the United States and Canada.)
Sister Mary Brigh, O.8.F., pres. ; Rev. John J. Flanagan,
exec. dir.; 1438 8. Grand Blvd., St. Louis, Mo. 63104 ;
tel. (314) 773-0646.

CUeNTER FOorR HEALTAE ADMINISTRATION STUDIES. George
Bugbee, dir.; 5720 S. Woodlawn Ave., Chicago, Ill.
60637 ; tel. (312) 667-1055.

CoUNoCIL oF JEWISH FEDERATION AND WELFARE F'UNDS, INOC.
Lewis H. Weinstein, pres.; Philip Bernstein, exec. dir.;
315 Park Ave South, New York, N.Y. 10010; tel. (212)
673-8200.
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FEDERATION OF STATE MEDICAL BOARDS OF THE UNITED
SratEs. Rheet McMahon, M.D., pres.; M, H. Crabb,
M.D., sec.; 1707 Medical Arts Bldg., Fort ‘Worth, Tex.
76102 ; tel. (817) 335-1141.

Grour HEALTH ASSOCIATION OF AMERIC;:. Lorin Kerr,
M.D., pres.; W. Palmer Dearing, M.D., exec. dir.; 1321
14th St., N.W., Washington, D.C. 20005; tel. (202) 332~
3820.

HeaurH INSURBANCE CounorL. L. A, Orsini, dir.; 750 Third
Ave., New York, N.Y. 16017 ; tel. (212) 986-8866.

Hearre Law CENTER—UNIVERSITY OF PITTSRURGH. John F'
Horty, dir.; 130 De Soto St., Pittsburgh, Pa. 15213 ; tel.
(412) 683-1620, ext. 2132,

JorNT COMMISSION ON ACCREDITATION OF HosPITALS, John
D. Porterfield III, M.D., dir.; 645 N. Michigan Ave,
Chieago, Il 60611 ; tel. (312) 642-6061.

NATIONAL ASSOCIATION For MENTAL HEALTH, INC. Brian
O’Connell, exee. dir.; 10 Columbus Circle, New York,
N.Y. 10019 ; tel. (212) 757-7800.

NATIONAL ASSOCIATION OF BLUE SHIELD PLans. J. W. Cas-
tellucei, pres.; 211 Hast Chicago Ave., Chicago, IIL
60611 ; tel. (312) 943-8181.

NarronarL Hearrr Counom. J. Douglas Colman, pres.;
Peter G. Meek, exec. dir.; 1790 Broadway, New York,
N.Y. 10019 ; tel. (212) 245-8000.
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NATIONAL LEAGUE For NUBSING, INc. Lois M. Austin,
Ph. D., chrm. ; Inez Haynes, R.N., gen. dir. ; 10 Columbus
Circle, New York, N.Y. 10019; tel. (212) 582-1022.

NATIONAL, MEDICAL ASS0CIATION. John L. 8. Holloman,
Jr., M.D., pres. ; Samuel C. Smith, sec. ; 520 W. 8t., N'W.,
Washington, D.C. 20001 ; tel. (202) 232-1604,

New YoRk ACADEMY oF MEepIOINE. Two Hast 103rd St.,
New York, N.Y, 10029,

UNiTEp CoMMUNITY FUNDS AND COUNCILS OF AMERICA,
INc. Joseph A, Beirne, pres. ; Lyman 8. Ford, exec. dir.;
845 1. 46th St., New York, N.Y. 10017; tel. (212)
687-8300.

UnIrep StaTrgs CONFERENCE OF Crry HEALTH OFFICERS.
1707 H S8t., N.W., Washington, D.C. 20006.

U.S. DEPARTMENT OF HEALTH, KDUCATION, AND WELFARE ;
Pusrio HearrH Service: Office of the Surgeon Gen-
eral: William H. Stewart, M.D., 830 Independence Ave-
nue, Washington, D.C. 20201.

WorLp HEALTH ORGANIZATION. M. G. Candau, M.D., dir.-
gen.; Palais des Nations, Geneva, Switzerland; tel
Geneva 33-10-00. Regional Office for the Amerieas, Dr.
Abraham Horowitz, dir.; Pan American Health Orga-
nization, 525 23rd St., N.W., Washington, D.C. 20037;
tel. (202) 223-4700,
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APPENDIX C

AppeNDIX TABLE 1.—Population and jurisdictional distribution of agencies responding to questionnaire

Population group City County Combined 'Total
agencies agencies agencies !

Over 500,000 ____ e 17 18 17 52
250,000 to 500,000 - . oo 15 15 10 40
100,000 to 249,999 _ . e 40 15 12 67
Under 100,000_ . _ - oo 40 5 0 45

Totals e e e ——— 112 53 39 204

1 Includes metropolitan, regional, and other multijurisdictional agencies.

ArpeNpix TaBLE 2.—Planning agency involvement in planwing for health services and faeilities—By
Jurisdiction

Number and percent of agencies replying affirmatively

Arency jurisdiction

Extent of involvement Number
of agencies Percent Number Number Number

(n=204) of total of city Percent ofcounty Percent ofcombined Percent

agencies of total agencies of total a%enclesl of total
(n==112) (n=53) n=39)

Percent of agency’s time spent on health
planning during past 2 years:

Less than 2 percent oo 169 82, 8 94 83. 9 44 83. 0 31 79. 5
3tobpercent .. e 30 14, 7 15 13. 4 8 15, 1 7 17. 9
6 to 15 percent . o 3 1.5 1 09 1 1.9 1 2.6
No Response. - oo 2 1.0

Planning agency has been encouraged by health

organizations to take a more active role in

health planning._ - - . 48 23. 5 16 14. 3 16 30. 2 16 41. 0
Planning agency’s involvement in health

planning has been or would be resisted by

health organizations. - oo 38 18, 7 22 19. 6 5 9, 4 11 28. 2
Planning agency has staff members who are
particularly interested in health planning____ 57 27. 9 23 20. 5 17 32,1 17 43. 6

Planning agency has staff members who have
had training and/or experience in health
Planning .« oo e 8 3.9 5 4,5 1 1.9 2 51

1 Includes metropolitan, regional, and other multijurisdictional agencies.

ArrunpIx TaBLE 3.—Planning agency involvement in planning for health services and facilities—By
population group

Number and percent of agencies replying affirmatively—Agency population

Extent of involvement Number Number Number Number
over Percent 260,000  Percent  100,000-  Percent under Percent,
500,000 of total 50(),000 of total 24&5,999 of total 100,000 of total

(n=52) (n=40) (n==67) (n=45)

Percent of agency’s time spent on health plan-
ning during past 2 years:

Less than 2 percento oo cececeeeeme 41 78. 8 27 67. 5 58 86. © 43 95, 6
81t05 pertent e 10 19, 2 11 27. 5 7 10, 4 2 4 4
6 to 15 peveenta oo oo e 1 1.9 1 2.5 1 1.5 |

Planning agency has been encouraged by health

organizations to take a more active role in

health planning _ ___ - ______ . _____.__. 21 40,4 11 27.5 10 150 6 13. 3
Planning agency’s involvement in health plan-

ning has been or would be resisted by health

organizations . . . o __ 13 21 0 4 10. 0 11 16. 4 10 22,2
Planning agency has staff members who are

particularly interested in health planning..__ 23 44, 2 13 32, 5 17 25, 4 4 8.9
Planning agency has staff members who have

had training andf/or experience in health

plenning. - e 3 5.8 0 e 3 4.5 2 .44
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AprpENDIX TaBLE 4.—Health orgawizations operating within the jurisdiction of the planning agency—By

Jurisdiction
Number of agencies reporting a health organization
Agen2y jurisdietion
Health planning organijzations Number of -
agencies City County Combine # :
(n=204) agencies agencies agencies |
(n==112) n=53) n=39) »
ga) Areawide hospital or health facilities planning couneil. ... ___.__.__ 127 64 41 22
b) Health council, health and welfare council, council of social agencies._ _ 148 82 34 32
¢) State or county medical society - e 156 81 42 33 ‘
d) Local health department: city, county, or city-county. ... 193 105-- 50 38 1
¢) State hospital and medical facilities agency (Hill-Burton agency).. - - - 118 58 34 26 4
(f) Local mental health planning counecil - - . 113 51 37 25 '
(9) Other 2 _ e 77 36 24 17

1ncludes metropolitan, regional, and other multijurisdictional agencies.
2g[ncluﬁing Etatg health departments or committees, individual hospitals and hospital boards, hospital associations, hospital distriets of eommissions, and
county welfare boards.

ArpENDIX TABLE 5.—Health organizations operating within the jurisdiction of the planning agency—By

population group
Number of agencies reporting a health organization
Agency populatlon
Health planning organizations Number
of agencies Over 250,000~ 100,000~ Under
(n=204) 500,000 500,000 249,999 100,000
(n==52) (n=40) (n=67) (n=45)
(@) Areawide hospital or health facilities planning council - - - ... 127 43 27 36 21
(b; Health council, health and welfare council, council of social agencies.... 148 43 34 47 24 ¥
(c) State or county medical society. - - e 156 44 33 51 28
(d) Local health department: city, county, or city-county ... .- 193 50 38 64 41
{¢) State hospital and medical facilities agency (Hill-Burton agency) ... .. 118 36 25 37 20 ,
(f) Loecal mental health planning couneil- - o oo 113 31 25 41 16 ;
(g) Other o e 77 23 13 25 16

1 Including State health departments or committees, individual hospitals and hospital boards, hospital associations, hospital districts or commissions, and
county welfare boards.

AprreENDIX TABLE 6.—Organizational relationships between planning agencies and health planning ;
organizations—By jurisdiction

Number and percent of agencies replying affirmatively !

o . . . Agency jurisdiction i
Organizational relationships Number

of agencies Percent  Number Number Number
(n=204) of total of city Percent of county Percent ofcombined Percent

agencies of total agencies of total agencies!  of total
(n=112) (n==53) n=39)

Planning agency member serves on board,
commission or committee of health organiza~

tion. . 52 25, 4 13 11. 6 17 32.0 22 56. 4
Planning agency staff members meet with

staff of health organizations_ ... _....___ 162 79. 0 80 71 4 44 83. 0 38 97. 4 i
Planning agency has technical advisory com-
mittee on health. . ______________________ 20 9.8 5 4.5 9 17.0 6 15, 4

1 Includes metropolitan, regional, and other multijurisdictional agencies:

82

|
./1
|




ArprENDIX TABLE 7.—Organizational relationships between planning agencies and health planning
organizations—By population group

Number and pei ent of agencies replying affirmatively—agency population

Organizational relationships Number Number Number Numbsr
over Percent  250,000- Percent 100,000~  Percent under Percent
500,000 of total 500,000 of total 249,909 of total 100,000 of total
) (n==40) (n=67) (n=45)

Planning agency member serves on board,
commission or committee of health organi-

ZABION e e e e 18 34.6 14 26. 9 16 23. 9 4 8.9
Planning agency staff members meet with staff

of health organizations ... ... e eeeee .. 49 94, 2 33 82, 5 55 82, 1 25 55. 5
Planning agency has technical advisory com-

mittee on health. - - oo 8 15 4 6 15, 0 3 45 3 6.7

ArrENDIX TABLE 8.—COrganizational relutionships between planning agencies and health planwing organi-
zations—By health organization '

Health organizations (number of planning agencies indicating a particular

Organizational relationships contact with one of the health organizations)
' (a) (b) (c) @ © o ®
-Planning ageney member serves on board, commission
or committee of health organization..... . oo _._._. 19 23 6 4 4 6 8
Staff members meet with staff of health organizations:
More than 3 times & Yearamm. . ;oo 36 57 4 102 10 8 15
Less than 3 times a year. o oo 31 28 23 35 17 19 29
Health organization represented on planning agency’s
technical advisory committee . a oo oo 11 6 1 12 5 0 1

1 Number of agencies reé)orting existence of health organizations:
a) Areawide hospital or health facilities planning couneil: 127,
b) Health council, health and welfare couneil, counecii of social agencies: 148.
c) State or county medical society: 156.
d) Loeal health department: city, county or city-county: 193.
e) State hospital and medical facilities agency (Hiil-Burton agency): 118.
é)) %?;cls]al n;zgzntal health planning council: 113.
er: 77.

ArpENDIX TABLE 9.—Euxchange of information between planming agencies and health planning organiza~
tions—DBy jurisdiction

Number and percent «f agencies replying affirmatively

Agency jurisdiction

Publications and Data Number
of agencies Percent Number Number Number

(n=204) of total of city Percent of county Percent ofcombined Percent

agencies of total agencies of total agencies!  of total

(n=112) n=>53) (n=39)

Planning ageney sends its publications to

health organization(8) ool 159 77. 9 78 90, 6 48 90. 6 33 84, 6
Health organizations send their publications

to planning ageney - oo eme e 154  75.5 78 69. 6 45 84. 9 31 79.5
Planning agency requests data from health

Organization (8)am - o oo ;o e 146 71. 6 78 69. 6 37 69. 8 31 79,5
Healtk organization(s) request data from

Planning agency .o e v oo e 172 84, 0 86 76. 8 48 90,6 38 97. 4

t Includes metropolitan, regional, and other multijurisdictional agencies:




ArrENDIX 10.—Exchange of information between planning agencies and health planning organizations—

By population group ¥
Number and percent of agencies replying affirmatively—agency population 1 '
Relbtionshlps Number Number Number Number
over Percent 260, 000~ Percent 100, 000~ Percent under Percent
500,000 of total 500,000 of total 249,909 of total 100,000 of total »
n=52) (n=4%; (n==67) (n=45)
Planning agency sends its publications to
health organization(8)...__ oo ocoooooooo 49 94, 2 34 85.0 51 76. 1 25 55. 5
Health organizations send their publications to py
planning agenCy .- c oo 49 94, 2 31 75. 5 47 70. 1 27 60. 0 B -
Planning agency requests data from health i
organization(sg ___________________________ 41 78. 8 32 80.0 48 71. 6 25 55, 5 : #
Health organization(s) request data from 3 ’
pPlanning 8genCy - oo oo oo 50 96. 0 36 90. 0 56 83. 6 30 66. 7 L
<
AprENDIX 11.—Ezchange of information between planning agencies and health plannwing organizations— o
By health organization ! ‘
. -
Health organizations (number of plauning agencies indicating a particular ' /
Publicstions and data contact with one of the health organizations) :
(2 (b) (© (@) (e) 1)) ® ;
|
Health organizations receiving planning agency pub- |
lications:
On regular mailing list_ __ ____ ___________________ 24 44 7 77 12 10 13 "
Particular publieations_____ . __ . _._ 34 48 18 80 17 17 22 -
Health organizations sending publications to planning
offices . e 63 78 10 103 233 16 22 .
Health organizations from which planning agency has
requested data._ - - o 50 45 9 96 26 4 20 .
Health organizations requesting data from planning '
BBEINCY e e e e e e ——————— 69 86 13 122 23 29 29

t Number of agencies reé)orting existence of health organizations:
(a; Areawide hospital or health facilities planning couneil: 127.
§b Health counecil, health and welfare council, council of social agencies: 148.
¢) State or county medical scciety: 156.
(d) Local health department: city, counfy or city-county: 193.
(o) State hospital and medical facilities agency (s]’iill-Burton agency): 118. :
() Local mental health planning council: 113, : Ty
(g) Other: 77,

AppENDIX TABLE 12.—Availability of data on the health care system

(Summary of responses from the 204 planning agencies) g

We know the S
The information _information has ~ We do not know =
Health care data is immediately =~ been collected and  if the lnformation ' i
available in our we could obtain  has been collected
offices it within a
few days ~
Location of various types of hospital services, e.g., surgery, maternity... 41 115 44
Number of short term hospital beds that meet AHA-AMA accreditation
standards._ . _ e 29 120 49 i
Occupancy rates at short term hospitals._ e ____ 23 112 61 |
Location and number of nursing home bedS_ - - - - - - - - oo 32 112 56 ; v
Acres of land used by health care facilities____ oo 53 65 77 /
Location of physicians, by specialty. . 9 87 101 i \
Total medical and paramedical employment_ _______________._______ 9 8: 93 : :
Wages and salaries paid to medical and paramedical personnel_________ 1 67 125 : i
Annual personal health expenditures_.._____.__________________._____ 3 37 152 :
Indices of personal health problems in different sections of the com- i |
Uy e 9 63 121 i
Annual capital expenditures for health faeilities_ ____________________ 15 72 105 , '
Residential location of patients using major health facilities_ _ _________ 6 38 150
Mode of transportation of different socio-economic groups to health '
faeilities o e o 8 25 162 g
Incidence of diseases {e.g., TB, VD, ete.) by community subareas— - - 27 99 66
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ArpENDIX TABLE 13.—Plan and proposal review—By jurisdiction

Number and percent of agencies replying affirmatively

Agency jurisdiction

Plan and proposal review Number
of agencies Percent Number Number Number

(n=204) of total of city Percent of county Percent ofcombined Percent

agencies of total agencies of total  agencies!  of total

(n=112) n=>53) (n=39)

Individual medical institution 2sks planning

agency for advice and assistance ... _______ 140 68. 6 75 67.0 31 58. 5 34 87.2
Planning agency asks health organization to

review its studies_ .. ool 117 57. 4 57 50, 9 32 60. 4 28 7.8
Planning agency asks health organization to

review petitions for zoning changes.___.____ 87 42, 6 41 36, 6 24 49, 0 20 5L 3
Health corganization asks planning agency to

review plans and studies_ . .. ___________ 92 45, 0 44 39. 3 24 45. 3 24 61. 5

1 Includes metropolitan, regional, and other multijurisdictional agencies.

AprrENDIX TABLE 14.—Plan and proposal review—DBy population group

Number and percent of agencies replying affirmatively—Agency population

Plan and proposal review Number Number Number Number
over Percent 260,000~ Percent 100,000~ Percent under Percent
500,000 of total 500,000 of total 249,999 of total 100,000 of total

(n=>52) (n=40) (n=67) (n=45)

Individual medical institution asks planning

agency for advice and assistance_ - - __.._____ 38 73. 1 24 60. 0 49 43. 3 29 64, 4
Pianning agency asks health organization to

review its studies__ . __________. 32 61.5 25 62. 5 42 62. 7 18 40. 0
Planning agency asks health organization to

review petitions for zoning changes._-______ 21 40. 4 19 47.5 28 41. 8 19 42, 2
Hesalth organization asks planning agency to

review plans and studies_ - _ _ oo 35 67. 0 17 42, 5 29 43. 3 11 24. 4

AprrENDIX TABLE 15.—Plan and proposal review—By health organization !

Health organizations (number of planning agencies indicating a particular

Plan and proposal review contact with ope of the health organizations)
(2) (b) (e @ O] ® ®

Health organizations review planning agency studies..__. 29 32 8 96 13 5 22

H%@lth organizations review zoning amendment peti-
ions:

Regularly_ __ _____ e - 7 4 0 28 7 0 2

Oceasionally _ _ __ ___ __ e 14 2 5 37 4 0 6
Health organizations request planning agency to review

health plans and studies - _ .. 33 37 5 54 9 10 13

! Number of v%%encies reporting existence of health organizations:
éa) Areawide hosBi‘ual or health facilities planning counecil: 127.
$]

b) Health council, health and welfare council, council of social agencies; 148.

(c) State or county medical society: 156.

(d) Local health department: city, county or city-county: 192.

o) State hogpital and medical facilities agency (Hill-Burton agency): 118.
f)) ggﬁal n}z%ntal health planning couneil: 113,

g er: 77,




AppENDIX TABLE 16.—Health care services and facilities and the general plan—By jurisdiction

Number and pereent of agencies replying affirmatively

Health care and the general plan

Number of

Apgency jurisdiction

T

agencies!  Percent Number of Number of Number of
(n=93) of total city Percent county Percent combined Percent
agencies of total agencies of total  agencies 2  of total
(n=47) (n=29) (n=17)
Items included in the health section of the
plan include descriptions of and/or recom-
mendations for:
Publicly owned health care facilities. - .-~ 76 81. 7 35 74. 5 25 86. 2 16 94, 1
Privately owned health care facilities.._..__ 62 66. 7 31 65. 9 15 51. 7 16 94. 1
Public health care services - ———-_ 34 36. 6 18 38. 3 9 31.0 7 41, 2
Private health care services._ -~ 16 17. 2 8 17. 0 4 13. 8 4 23. 5
Plan recommends creation of organization to ’
study areawide health needs_ . _--__ 15 16. 1 5 10. 6 5 17. 2 5 29, 4
Section in general plan is, or will be, based
primarily on plans of one or more of the
health organizations 3_ ____ oo 49 52, 7 25 53. 2 13 34. 8 11 64. 7 .

1 93 agencies have a general plan containing a health care section.
2 Includes metropolitan, regional, and other multijurisdi¢tional agencics. ) .
3 Including arsawide hospital or health facilities planning council; local health department; health council, health and welfare council; State Hill-Burton

ageney.

ApPPENDIX Tanir 17.—Health care services and facilities and the general plan—By population group

Number and percent of agencies replying affirmatively—agency population

Health care and the general plan Number Number Number Number
over Percent 250,000~  Percent 100,000~  Percent under Percent
500,000 oftotal 500,000 oftotal 249,999  oftotal 100,000 of total
(n=52) (n=40) (n=31) (n=20)
Items included in the health section of the plan
include descriptions of and/or recommenda-
tions for:
Publicly owned health care facilities. ..___ 23 85, 2 15 100.0 22 71. 0 16 80, 0
Privately owned health care facllities...__ 18 66. 7 12 80.0 18 58, 1 14 70. 0
Public health care services._ - e~ 8 29, 6 4 26. 7 15 48, 4 7 35. 0
Private health care services.._ oo - 3 11. 1 3 20. 0 7 22, 6 3 15. 0
Plan recommends creation of organization to
study areawide health needs._ . __ . ___-__ 5 18. 5 4 26. 7 5 16. 1 1 5 0 N
Section in general plan is, or will be, based
primarily on plans of one or more of the
health organizations ! - 21 77. 8 7 46. 7 11 35. 5 10 50, 0

* Including areawide hospital or health facilities planning council; local heath department; health couneil, health and welfare council; State Hill-Burton
agency,




AprpENDIX TABLE 18.—Information included in the general plan *

Medical Com~ Individual Private  Nursing

schools, . munity profes- Public outpatient homes Private, :
nursing  Rehabili- mental sional health clinics or  or other City or short-term ‘
sehools, tation health offices (e.g., care medical long-term  county general ;
and other  centers centersor  doctors, centers arts care hospital  hospitals i
training mental  dentists, orclinics buildings facilities C .
faeilities hospitals etc.) .
Description of the funection of each
facility e e e 23 18 29 17 37 11 21 47 37
Map showing the location of each
facility. - oo e 33 28 36 21 50 19 31 71 57
Existing eapacity oo oo 22 16 25 9 25 9 23 50 49
Recommended ratio of beds/
population._________________._____ 11 11 18 7 17 5 18 34 26 j
Reconimended occupancy ratio ;
(percent beds occupied) .o 7 9 7 6 10 4 13 20 13
Tot%l number of new facilities needed. 9 14 19 7 19 6 16 45 32
Locational criteria for new facilities ‘
(e.g., near commercial area, ete.)___ 17 17 28 19 33 15 29 49 37 I
Site development standards for new ;
facilities (e.g., acres/bed, parking )
spaces needed for each professional »
office, et€.) - oo oo 21 24 33 26 36 24 33 45 36 ‘

1 Summary of responses from the 93 agencies including 4 section on health in their general plan.

ArrENDIX TABLE 19.—The planning agency and Federal health legislation—By jurisdiction

BN e s 2

Number and percent of agencies replying affirmatively

ey Agency jurisdiction ‘
Federal health legislation Number :
: of agencies Percent Number Number Number t
(n=204)  of total of city Percant of county Percent ofcombined Percent 3
agencies of total agencies of total agencies! of total
(n=112) n=;§3) n=39)

Planning agencies involved in development of
health centers under the neighborhood
facilities section of the Housing and Urban

Development Act of 19652 . ______________ 64 3.4 46 41,1 8 15. 1 10 25. 6
Planning agency involved in efforts to deter-
mine impact of “medicare” in locality. ... 21 10. 3 12 10. 7 4 7.5 5 12. 8

Planning agency is familiar with the provisions ¥
of the Community Mental Health Centers L
Act of 1963 e 48 23. 5 19 17.0 17 32,1 12 30. 8 S

1 Includes metropolitan, regional, and other multijurisdictional agencies.
2 A total of 77 communities of those questioned plan to build such centers.

AppPENDIX TaBLE 20.—The planning agency and Federal health legislation—By population group *

Number and percent of agencies replying affirmatively—agency population I

Federal health legislation Number Number Number Number
over Percent 250,000-  Percent 100,000~  Percent under Percent
500,000 of total 500,000 of total 249,999 of total 100,000 of total p;
(n=52) (n=40) (n=287) (n=45)

Planning agencies involved in development of
health centers under the neighborhood facil- ' (A
ities section of the Housing and Urban '

Deyelopment Act of 19652 . _ 21 40. 4 13 32. 5 20 29, 9 10 22, 2 | -~
Planning agencies involved in efforts to deter- ]
mine impact of medicare in loecality....__._. 7 13. 5 10 25. 0 4 6.0 0 e

Planning agency is familiar with the provisions
of the Community Mental Health Centers
Act of 1968 ___ 16 30.8 12 30,0 14 209 6 13. 3

! Includes metropolitan, regional, and other multijurisdictional agencies; §

2 A total of 77 communities of those questioned plan to build such centers;




ArreEnpix TABLE 21.—Reasons why health has not been adequately covered in the planwing program—DBy

Jurisdiction

Number and percent of agencies replying affirmatively

Agency jurisdiction
Opinions on planning agency Number
involvement of agencies Percent Number Number Number
(n=204) of total of city Percont of county Percent ofcombined Percent
- agencies of total  agencies oftotal agencies! of total
(n=112) n==53) (n=39)
Agency feels that planning for health care
services has not been adequately covered in
their planning program. ... v ceeen. 159 78.0 80 71. 4 43 811 32 82. 0
Reasons planning agency has not given more
attention to health care planning:
Not enough staff... e 119 583 63  56.3 30 56.6 26 66. 7
Other studies have higher priority........ 97 47. 5 55 49, 1 23 43. 4 19 48,7
The health organizations are doing an
adequate Jobame o cc e 85 41. 7 47 42, 0 22 41. 5 16 41. 0
Lack of technical competence.... ... ... 72 34. 4 42 37. 5 20 37.7 10 25. 6
Planners do not have a role to play in this
field. o 15 10. 5 14 12. 5 1 L9 )
Other. e 28 18. 7 12 10. 7 11 20. 8 b 12. 8

t Includes metropolitan, regional, and other multijurisdictional agencies;

ArrENDIX TABLE 22.—Reasons why health has not been adequately covered in the planning program—By

' population group

Opinions on planning ageney involvement Number Number Number Number
over Percent 260,000~ Percent  100,000-  Percent under Peorcent
B00,000  oftotal 500,000 oftotal 240,999  of fotal 100,000  of total
(n=52) (a=40) (n=67) (n=45)
Agency feels that planning for health care serv-
ices has not been adequately covered in their
planning program. . ... 36 69. 2 32 80.0 48 71.6 39 86. 7
Reasons planning agency has not given more
attention to health care planning:
Not enough staff o oo 30 57.7 24 60, 0 43 65. 7 22 50, 0
Other studies have higher priority......-. 24 46, 2 21 52,5 30 43. 3 22 50, 0
‘ The health organizations are doing an
i . adequate JOD o m o m e 24 46, 2 17 42, 5 27 40, 3 17 38. 6
Lack of technical competence.____._____._ 19 36. 5 10 25.0 26 38.8 17 38. 6
Planners do not have a role to play in this
fielda o 3 5, 8 4 10. 0 2 3.0 6 13. 6
! Other e e 4 7.7 9 15. 0 14 19, 4 5 il 4
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AppENDIX TABLE 23.—Planwing agency attitudes concerning planwing for health care services and facilities—
By jurisdiction

Number and perce nt of agencies replying affirmatively

Agency} urisdiction

Attitudes and opinions Number
o iagencies Percent Number Number Number
(n=204)  of total ofcity  Percont ofcounty Percent ofcombined Percent
agencies of t otal agencies oftotal agencies! oftatal

(n=112) (n=>53) (n=39)
Activities in which planning agencies should be
involved:
Advising public health ageneies___________ 174 85. 3 92 82,1 44 83. 0 38 97. 4
Reviewing petitions for zoning amend-
ments for health care facilities. oo oooo.. 170 83. 3 94 83. 9 42 79, 2 34 87. 2
Advising private, voluntary organiza~
L7103 11 168 82, 3 90 80, 3 42 79, 2 36 92. 3
Reviewing proposals for new health facil-
11 L S 146 71, 6 78 69. 6 36 67. 9 32 82,0
Preparing a section on health for the
general plan_ oL o.. 119 58, 3 68 60, 7 28 52, 8 23 59, 0
Making a comprehensive study of health
faCilities o e 74 36. 3 37 33.0 20 37,7 17 43, 6
Preparing site plans for medical centers. ... 51 25,0 29 20. 9 12 22, 6 10 25, 6
The attitudes of the agencies concerning their
involvement in health care planning during
the next few years:
Our present level of involvement is ade-
QUALE e e e e e e e e e 30 14. 7 20 17. 8 4 7.5 6 15, 4
We would like to play a more active role, but
will not:
Because of budgetary limitations....__.__. 82 40, 2 46 41,1 20 37. 7 16 41. 0
Because of lack of encouragement from the
planning commission and city offlcials. .. 31 15, 2 14 12, 5 12 22, 6 5 12, 8
Because the health organizations will dis-
courage involvementa . oo oo 17 83 11 9,8 2 3.8 4 10, 2
We have plans for expanding our role in this
ATEA 2 o e e m—v———— 49 24,0 20 17. 8 12 22, 6 17 43,7
NO OPINION e e e 43 211 24 21. 4 15 28, 3 5 12, 8

1 Include s metropolitan, regional, and other multijurisdictional agencies;
2 Examples of means of expansion include general plan studies, O RP studies, demonstration cities grants, zoning ordinance review, and the establishment of
closer ties with health planning agencies,

S




AreENDIx TABLE 24.~—Planning agency attitudes concerning planning for health care services and facilities— B
By population group g

Number and pereeat of agencies replying affirmatively—agency population |

Attitudes and oplnions Number Number Number Number
over Percent  2560,000-  Percent 100,000~  Percent under Percent
500,000 of total 500,000 of total 249,009 of total 100,000 of total

(n=52) (n=40) (n=67) (n=45)
Activities in which planning agencies ghould ) i 8
be involved: i
Advising public health agencies.-....._-_ 46 88. 5 33 82, 5 58 86. 6 37 82. 2 I
Reviewing petitions for zoning amend- :
ments for health care f acilities- .. ____ 45 86. 5 29, 72,5 53 79, 1 43 95, &
Advising private, voluntary organizations - 44 84. 6 35 87.5 53 79. 1 36 80. 0 I,
Reviewing proposals for new health *;
facilitie e e e 36 69, 2 30 66. 7 47 70. 1 33 73.3 ;
Preparinf a section on health for the .
general plan_ ..o o 31 59. 6 19 47. 5 40 59. 7 29 64, 4 i
Making a comprehensive study of health %
fACIIEI8 e m e e e e e 14 269 14 350 31  46.3 15 33. 3 f
Preparing site plans for medical centers..-. 12 23. 1 9 22,5 18 26. 9 12 26. 7 . .
The attitudes of the agencies concerning their }
involvement in health care planning during
the next few years:
QOur present level of involvement is
8deqUaten  cmmcecac e 9 17. 3 8 20. 0 7 10. 4 6 13. 3
We would like to play a more active role, but
will not: |
Because of budgetary limitations_......_. 20 385 16  40.0 26 388 20 44. 4 §
Because of lack of encouragement from ]«
the planning commission and city Lo
officials .- - - e e e 5 9.6 7 17. 5 13 19, 4 6 13. 6 ;
Because the health organizations will :
discourage involvement.. .- ________... 4 7.7 4 10. 0 3 4.5 6 13. 6
We have plans for expanding our role in this
ATeAl s ceccmeccmcccccccemae—————————— 15 28, 8 9 22. 5 19 28, 4 6 13. 3
NO OpPINION o oo eae 10 19. 2 6 15.0 15 22, 4 13 29. 5

1 Examples of means of expansion include general plan studies, CRP studies, demonstration cities grants, zoning ordinance review, and the establishment
of closer ties with health planning agencies.
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