COMPREHENSIVE HEALTH PLANNING IN THE UNITED
STATES: A REVIEW OF PUBLIC LAW 89-749

Thesis for the Degree of M. U. P.
MICHIGAN STATE UNIVERSITY
CAMILLA J. KARI
1976



COMP]

In rec
in health conc
ispects rangin
has also exter
itself, where
tion of thege
acknowledged |
Passage of py

In o

its Ordaineg

health, ang ¢

TeS0urceg . ar

elements of h



ABSTRACT

COMPREHENSIVE HEALTH PLANNING IN THE
UNITED STATES: A REVIEW
OF PUBLIC LAW 89-749

By

Camilla J. Kari

In recent years, there has been a growing interest
in health concerns by Americans, an interest expressed in
aspects ranging from fad diets to air pollution. Interest
has also extended to the health care delivery system
itself, where the supply rarely matches the need. Recogni-
tion of these two important facets of health was
acknowledged by the federal government in 1966, with the
passage of Public Law 89-749, Comprehensive Health Planning.

In order to properly appreciate the difficulty of
its ordained tasks--to develop a holistic context for
health, and to coordinate public and private health
resources, are tasks which had never been undertaken before,
elements of health planning as a discipline must be exam-
ined. All of the parameters of the health care delivery
system are mentioned in order to highlight the magnitude of

P.L. 89-749's mission.
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The law is then set in historical perspective,
showing the gradual awakening of social consciousness which
led to its development.

Comprehensive Health Planning's actual experience in
implementation is then examined. The concept of health in
government offers valuable lessons in terms of bureaucratic
conflict and cooperation. CHP was instituted from the
Federal level, and implemented at state and local levels,
all three shifting into novel interrelationéhips. The ways
in which the health planning process was.implemented, and
the various means of enforcement used are then described.

The total Comprehensive Health Planning experience
is evaluated in the last chapter. This evaluation occurs
against the backdrop of successor, P.L. 93-641, offering a
comparative means to assess progress. In this manner, some
indications of future trends, and the government's reaction
to them, can be interpolated. Since health is a national
priority, and some feel it is a right, the need to under-
stand the nature of comprehensive health planning and the
government's role in it will assume increasing proportions
in the coming years.

In conclusion, I would like to thank all of the
members of the faculty of the Department in Urban Planning,
but particularly Dr. Carl Goldschmidt, for his time and
effort with the draft, and Dr. Thomas Tenbrunsel of the
College of Urban Development, for his help in developing the

original topic.
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CHAPTER I

HEALTH CARE PLANNING

"The health of the people is really the foundation
\apron which all their happiness and all their powers as a

st ate depend."--Disraeli.
Good health is probably the single most valued

<harxacteristic that an individual can possess. Ultimately

it Dbecomes a matter of life and death. 1In the interim, it

mMmakes the difference between comfort and suffering, self-

w1l fillment and self-limitation. The presence or absence

© £ health affects not only a man's body but his mental

<& pracities, his disposition, his work, his recreation, his

X< ] ations with others. It insinuates itself into every

= P>here of life. When present, good health is taken for

¥ X anted; when not, almost everything else recedes in

—*_IXnyportance.
The importance of health on a national level is

re_adily acknowledged. Private citizens, philanthropic

= xganizations and government combine to make health care a

™Mu\altj-billion dollar industry. But for all of these huge

S 3xpenditures, health care is still not easily obtainable

for many Americans. A myriad of problems blocks the
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— o xasumer from attaining the national goal of ". . . pro-
me> & ing and assuring the highest level of health attainable
fo>» X— every person, in an environment which contributes

<> =s itively to healthful individual and family living."'

The State of Health Care Today

Although most other social services have moved into
the realm of government intervention, health has continued
t o Dbe mainly a private enterprise system. Aside from
general public health measures, which are preventive in
nature, federally-sponsored medical research, and limited

Se xvices to special population groups such as veterans, the

he alth industries have operated virtually undisturbed. This

A & i gsgez-faire attitude is unique to health and certainly a
farx cry from the nationalized systems of Great Britain and
Sweden. It may also be the reason that the United States

A s third in terms of international health status instead of

IO e jng the leader. The quality of American medical practice

A= not in dispute here. Medical education, research, and
irlnovative techniques are excellent in this country. But
<= >xcellence in theory does not benefit those who have no
ex1_'l:ry into the health care system in the first place.
The inadequacies of current health services are
based on three major aspects--accessibility, availability,
|MN4d cost. Accessibility is composed of a variety of

factors: geographical location, inadequate facilities,

OXganizational gaps in service and administrative
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T e =s t xictions. Inner city residents may have a panoply of
pr— i xme medical facilities available to them across the city,
bua& <cannot gain access because of transportation difficul-
ti_e = or unfamiliarity with administrative complexities.
T?ThHyse number of physicians in such localities is small and
—Ire A x caseloads heavy.

Availability is based on the absence of medical
faci lities or manpower. Rural areas are most often cited
as e xperiencing this problem. However, availability is
also encompassed in more subtle terms. There is a dearth
O £ secondary-care alternatives. Care may be available only
in +terms of lengthy expensive bus rides. The schedules of
meQAaical offices and outpatient departments do not usually
SO i ncide with the needs of the working poor.

These factors also affect the financing of medical
S a&axe. Those who cannot afford fee-for-service may be
eligible for government subsidies, free or low cost care.

‘However, subsidiary costs in terms of wages lost, transpor-
tation and child care may prove a heavy burden to one who
L5 ~~es on the edge of his income.

Medical care, through the combination of the private
|Srng government systems, is available. However, these ser-
g & <es, because of extraneous factors, are not used until

tle'C-‘essar:y. Studies2 show that medical care is income-
< lastic and that preventive care, on the opposite end of the
SOntinuum from emergency treatment, is underutilized, even

by those who can afford it.
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Part of the problem lies in proper education of the
pu_blic. The plethora of recent advertisements for preven-
t-2 om of various diseases is attempting to alleviate this.
Heo>wrever, the basic concept of medical care in the past has
be e 2 disease care, not health care. The basic philosophy
T»a= been treatment, not prevention. Aside from the recent
hhenomnenon of health maintenance organizations, medical,
hhospital and insurance institutions have emphasized illness,
not health. A satisfactory state of health cannot be
ach ieved without change in the basic health concept.
What is health? Some would say it is the absence of
Mo xrbidity, ailments, or defects. Others would call it a
St ate of physical or mental well-being. Certainly the
L atter positive definition is preferable. It allows room
O x the broader concept of health, one that is not generally
<Onsidered at first association. A positive state of well-
IS« 35 ng results from a benevolent physical and mental
XX ~sironment. H. L. Mencken put it thus, "What is the thing
< &= 1 1ed health? Simply a state in which the individual
ls‘albpens transiently to be perfectly adapted to his environ-
Tuemnt." In order to achieve the national health goal cited
avae, health systems must be correlated with those insalu-
brities that exist in society which create a state of
TS n-health.
These two thrusts, administrative reorganization of
the current health system to increase accessibility and

©fficiency, and the interrelationship of health with



v x» —health factors are mutually beneficial. An increasingly
he= =a AL thful environment reduces the need for curative medicine

leaves room for preventive medicine. Preventive care,

ara <A
ira 4€-urn, creates an efficient system for ensuring a health-
f\va il environment.

Problem Rationale

An attempt to introduce this broader concept of

hea 1 th into the current system was instituted by the federal

government in 1966. P.L. 89-749, Comprehensive Health

P 1 anning, was an innovative step designed to perform two
functions: to coordinate health services in order to
increase efficiency of resource allocation, and to expand

The basis of health by coordinating it comprehensively with

STt her social services. Thus, planning was to take place on

duaal planes, vertical coordination of health organizations
SX2x 3 horizontal cooperation with other forms of planning.
In order to arrive at an assessment of this law
= I _mice it was adopted, several factors had to be considered.
T properly appreciate the difficulties facing such an
L1:r"ldertaking, the complexities of the health system are out-
L A mned in Chapter II. Here, the elements of health are
d:i-\f:i.ded into those factors which determine a state of well-
being. Aspects which constitute the health care delivery
S¥ Sstem also comprise a part of the total health picture.

I-Ie'alth activity types describe the variety of services

Which a health system provides. Health resources are the

‘_’T"ﬂ:ﬁd&_—-
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b & = i c materials which produce health care. Health goals

Qe = <ribe the dual nature of the health system as admini-

st x ator and producer. The decision makers involved in

he= & 1 th make up the audience by whom each program is

s — X uatinized.

Since P.L. 89-749 was an innovation in terms of

go wrernment entry into the health administrative function,

it wwould be valid to examine the historical trends which

leA to its development. The importance of the law in

le cyislative history rests on the legal bases of past
Ae cc— isions and an expansion of the concept of the federal
ol € in health. Equally important is an understanding of
the Constitutional limitations of government intervention.
S uch a survey in Chapter III serves to indicate the

ch amnging ways of thought that brought us to the present,

ANA points an arrow to future directions.

The actual implementation of P.L. 89-749 is

Qe s cribed in Chapter IV. The forms and functions of Compre-

1lellsive Health Planning in all of its components are
€XpJained, as well as the administrative problems which

COmn fronted health planners in attempting to organize such a

function. The difference between theory and practice pro-

ViqQes significant guidelines for future experiences.

The planning aspect of the law is discussed in

Chapter V. With a dearth of specific health planning tech-

niques, the methods and forms of health planning as derived

from the Comprehensive Health Planning experience form an
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impp><>xtant foundation for future progress. The ways in which

co > xehensive Health Planning performs its horizontal

co o> p>eration with other forms of planning is also considered,
i <> xder to assess the practicality of such cooperative

ar X aarxigements.

Chapter VI concludes with recent developments and

pPL a<—es P.L. 89-749 in current perspective. An examination

of +*=he bill's strengths and weaknesses provides a necessary

bac I« ground for assessing its successor, P.L. 93-641, the E

Naat & _onal Health Planning and Resources Development Act,

~w

vh i «<h attempts to rectify discovered inadequacies.

The evaluation of Public Law 89-749 was accomplished

wit XIa a minimum of direct secondary sources. Since the law

had been implemented fairly recently, some agencies were

st i 1 in the organizational stages. Most research dis-

clo ssed only rhetorical debate on the merits of the Act,

vhi 2 e concrete materials were available only from working

dgemnicies. Thus, emphasis was placed on primary sources:

leg a1 materials, speeches, unpublished guidelines, and

wo:"-"](:i.ng documents. Journal articles were used to supplement

these, since texts on health planning are still at a
™in i mum.
Because comprehensive health planning is a disci-
Pline as well as a legal mandate, the latter is distin-
guished from the former by the use of capital letters.

Since the federal programs have unwieldy titles, they are



comonly re!

vill be adhe



o mimonly referred to by their initials and this practice

~r i A 1 be adhered to within the text.
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CHAPTER II

ELEMENTS AND PARAMETERS OF

HEALTH PLANNING

The need to define comprehensive health planning

axr a2 ses from the relative novelty of the concept. Although

pxr<oIlem-specific planning had previously occurred, it was

no ¥t seen in a system context. Planning was disease-

OoxXr A ented for the most part, with occasional forays into the

de 1 i very of services, i.e., as performed by health and wel-

faaxe councils. But comprehensive health planning was to

encompass problem-specific action, systems administration,

AcCccessibility, availability and delivery of services, and is

NOwW encouraged to look into alternate payment mechanisms.

Al the threads of the health network are within the loom of
SO mporehensive health planning and health, in turn, is inter-

WO~ren throughout the fabric of modern society.

Therefore,
the

scope of chp has a theoretical field of involvement

that ranges from housing standards to multiple sclerosis.

Health Determinants

By consensus of the various agencies,1 the deter-

minants of health were seen to be four: properties of the

10
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e r» i ronment, properties of the health care delivery system,

vyx < prerties of behavior, and properties of heredity. 1In

oxmcder to recognize fully the scope of dealing with such a
1 & x> <ge problem area, the components of each of these deter-
mi xax aants will be briefly listed in Table 1.

Properties of

the environment have long been included as part of the

he &= 1 th problem, particularly in terms of sanitation. Local

puk> X ic health departments have always been concerned with

enn~” i ronmental quality on a limited scale. The 1970 Census

rat ed environmental conditions for the first time, an
exp>» ansion from the assessment of conditions only within the

fowa x walls of a structure. General environmental determin-

ants=s of health are composed of nutrition and food gquality,
wasste systems management and vectors of disease such as

insects and rodents. Housing involves structural safety,

Vverntilation and efficiency, while crowding deals not only
Wit h unit density, but privacy on a neighborhood scale.
POl 1 ytants of land consist of litter and erosion, pollutants

OFf ~water are composed of effluents and run-off, and emis-

Sions and noise pollute the air. Mental health, often

environmentally related, is concomitant with physical

heajth in these factors.

Properties of the health care delivery system are

based on qualities necessary to the effective functioning of

any societal system. 1Its basic components are accessibility

not only in terms of geographic location but transportation

and entry into the system through administrative procedure.
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Table 1

Determinants of Health

1 - Properties of the 2. Properties of health care
environment: delivery system:
a. nutrition a. accessibility
b. sanitation b. availability
c. vectors c. affordability
d. housing d. continuity i‘
e. crowding e. comprehensiveness
f. work place f. quality
g. education g. humaneness
i. pollutants in: 3. Properties of behavior
i. 1land a. abusive habits
ii. water b. personal hygiene
iii. air c. use of delivery system
4. Properties of heredity

Te———

a. congenital defects

b. tendencies towards
certain diseases

D Source: Adapted from "Guide to Plan Document
€ relopment,” Community Health, Incorporated.
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A~railability is another component, in terms of medical care
£ x population groups, ethnic or socioeconomic, and in

t e x1us of time, since health is a twenty-four hour affair.
C oo =t is measured not only in terms of physician fee or

ho s pital stay, but other peripheral expenses, such as medi-

cat ion. Continuity of care involves follow-up or

P Xxr < ventive treatment, and is related to education, accessi-

bi 1A ity and affordability. There is also a need for

comprehensiveness of care, a systems approach not only
admdinistratively but medically, since the practice of
re £ erral is not practical for all population groups.
Quaa lity is an aspect only now concerning consumers, the
guwuaa lity of practitioner standards as well as quality con-
txro 1 of medical care; and finally, humaneness, long

A i s cussed, little practiced, where the emphasis on techno-

lo gical efficiency can contradict the problem itself, a

human being in need of help.

The properties of behavior involve both old and new

PXroblems. Abusive habits, such as alcohol and tobacco,

ha\re been on the scene for years, but the widespread abuse

of drugs in this country is relatively recent. Personal

hYgiene and nutrition habits are still a cause for

Ye—education, since common-sense health seems to have little

POpular appeal (witness the need for accident prevention

COmmercials). The use of the delivery system is a preven-

tive type of health behavior, which also requires education,

since the majority of the population sees health care as
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primarily treatment care. "Get a check-up" advertisements
for a plethora of ills are attempting to combat this kind of
medical use.

Properties of heredity such as congenital defects
and tendencies towards certain diseases are primarily seen
in the postnatal context. Here again, preventive measures
are emphasized since the only other alternative is extensive
reseérch and treatment. Public education and fund-raising

is a major function of voluntary groups.

Health Activity Types

The properties which determine the relative health
of a population are spread over a broad spectrum. Health
activity types, while not so far-ranging, are also involved
in a variety of areas as shown in Table 2.

The first type, preventive medicine, apart from
guarantine measures, is a fairly recent phenomenon, and
ranges from vaccinations, environmental controls and family
planning to televised warnings about the dangers of high
blood pressure.

Diagnostic activities are those traditionally con-
ceived of as health care. Treatment can be divided into
those which occur by place: at home, ambulatory locations
or in-patient facilities. Treatment can also be divided by
specialty--medical, dental and psychological, and further

subdivided by level of specialization--primary, secondary



15

Table 2

Health Activity Typeé

l. Preventive activities 3. Rehabilitation activities:

a. environmental con- a. by specialty:

trol and services i. physical

b. education, communi- therapy
cation . .
ii. occupational
c. counselling therapy
d. prophylactic b. by place (see 2a)
procedures

4. Custodial activities:
2. Diagnostic and treatment a home care
activities: *
a. by place: b. domiciliary care

. . nursing homes
i. home c g

5. Transportation activi-
ties (getting patients
to services):

ii. ambulatory
locations

iii. in-patient

ST a. n
facilities emergency

b. public
6. Communication activities:

b. by specialty:

i. medical
. . a. between patient and
ii. dental system
iii. psychological b. between components
c. by level of speciali- of system

zation 7. Quality improvement:

1. primary a. licensing of man-
ii. secondary power, facilities
iii. tertiary b. continuing education
d. by intensity of care:
i. emergency
ii. acute

iii. chronic

Source: Adapted from "Guide to Plan Document
Development,"” Community Health, Incorporated.
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and tertiary. Related to the level of care is intensity:
emergency, acute, chronic, and ambulatofy.

Rehabilitation is often a forgotten part of medi-
cine. Not only are the physically handicapped included
here, but the mentally ill and those recuperating from
addiction to abusive substances. Rehabilitation in a
criminal/medical sense is also involved in the psychiatric
treatment of prisoners.

Custodial care usually engenders visions of a state
mental hospital, but also includes care of the physically
and mentally handicapped, and the aged.

Transportation is a neglected part of health.
Although ambulances traditionally brought the patient to
trained care, the paramedic concept is bringing emergency
care to the patient. Non-emergency transportation is being
initiated for the elderly and some experiments are being
made to provide such service to low-income groups.

Communication may seem odd as a health activity, but
it warranted a special television program on the difficul-
ties patients have in talking to and understanding medical
staff. As well as educating the consumer into the health
system, communication activities involve components between
the system and constitute the mainspring of health planning.

Quality control has been a health activity type
practiced by professionals. Now this activity, like others,
is moving into the consumer participation arena. Besides

the initial licensing of manpower and facilities, continuing
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education is an essential element in maintaining a high

standard of quality care.

Health Resources

One of the elements of health that most closely
affects planning is health resources, since one of the
major functions of any planning is resource allocation.
Table 3 shows the contents that health resources are com-
posed of. Knowledge, research and data are all paramount
resources. These can be divided into areas of expertise.
Manpower, in the varying degrees of skill and specialty
that the health field requires is of continual concern,
since the supply does not always match the need.

Facilities of all degrees, from specialized hos-
pitals to neighborhood drug centers all contribute to the
health system directory. Equipment is often expensive to
purchase, staff and operate but plays an increasingly large
role in modern medical care. This element must also be
kept in balance; its lack or overduplication detracts from
an efficient health system. Funding is a resource that is

derived from a variety of sources.

Health Goals

To further complicate matters, health planning, in
line with different approaches, also has different goals.
Health status goals are medical in nature, dealing with

morbidity and mortality rates, infant and maternal deaths,
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Table 3

Health Resources

1. Knowledge/technology: 4, Equipment:
a. environment a, radiation
b. education b. 1laboratory
c. physical health c. surgical
d. mental health d. pollution control
devices

e. genetics

e.
2. Manpower ambulances, buses

. . £. i i
a. environmentalists communication systems

i by specialty 5. Money: (Sources of)
b. educators a. individual payer
c. dentists b. third-party payers
d. physicians by i. private
specialty

ii. government

€. nurses c. philanthropy

f. pharmacists d. grants
g. veterinarians

h. paramedicals by
type
3. PFacilities:
a. schools by type

b. pollution control
plants by type

c. in-patient facili-
ties by level of
care types

d. out-patient
facilities

e. sheltered workshops

f. rehabilitation
centers

Source: Adapted from a "Guide to Plan Document
Development," Community Health, Incorporated.
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and other disease-specific statistics. These aspirational
goals represent the ultimate aims of health planning, the
elimination of morbidity-creating factors and achievement
of a satisfactory national health status. These broad
statements consist of stable policies, a desired end, which
operate in a very long time frame. The emphasis is on the
future state, not necessarily feasible in the present.
These goals can be very philosophical in nature, i.e., a
physical and social environment conducive to safe and
healthful living; or unattainable due to present techno-
logical or system inadequacies, i.e., elimination of all
incidences of glaucoma.

Health system goals are administrative in nature,
dealing with functional and organizational services.
Philosophy is incorporated here in a more specific manner,
dealing with the agency's approach to planning and its
implementation of plans. Organizational goals are also
fairly stable, but remain in the realm of the foreseeable
future. Therefore, they are flexible and subject to change
as situations progress. Health system goals are specific
statements describing the agency's role in the community
health system, i.e., its establishment as the primary con-
tact for provision of health problem and resources informa-
tion in the area; or the changes it hopes to implement by
playing this role; i.e., the resolution of health system
conflicts and issues by public discussion and coordinated

action.
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The Participants

Another of the factors that makes health planning
such a complex endeavor involves the broad range of popula-
tion called into play during its various phases.
Participants are basically made up of consumers, providers,
and government officials. Consumers are composed of the
entire population represented by a selected number of citi-
zen participators, who may represent specific interests.
Providers include hospital representatives and other health
facilities, private practioners and third-party payers, who
contract for services. Straddling between providers and
government officials are public health officials, who
perform both provision and regulation of services. Health
planning staffs are funded by government money and generally
work within its administrative network. The legislature is
called upon to enact supportive legal devices and various
elected and appointed public officials have the responsi-
bility of carrying out these directives. Moreover, each of
these actors in the health planning scene has his counter-
part on the local, state and national levels. With a wide
spectrum of participants and a complex hierarchy, merely
organizing a comprehensive health planning schema is a
difficult task, not to mention its smooth and continuous

operation.
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Health Planning in Context

Yet another aspect in the multi-faceted reality that
confronts health planning is fitting it into the larger
picture. Since health does not exist in a vacuum, health
planning must be compatible with other forms of planning
that involve a variety of social dimensions. Rein goes so
far as to state that the traditional functional allocation
of resources within a single social sector is inefficient
and suggests investment in non-health programs to maximize
health.2 Roemer concurs, "For the very essence of planning
is to analyze the total landscape of health needs in popula-
tions, and this cannot be done along the parochial channels
of particular diseases . . . persons, Oor . . . agencies.
Planning requires rather the viewpoint of 'community' . . .”3

This interrelationship is reiterated by Kissicks's
rhetorical viewpoint.

Health planners must consider the social activities
related to . . . the various health programs, for no
planning can be effective out of context. Health is
a social concern, closely related to a variety of
social concerns, and we return to parochialism if we
consider it as a separate entity.4

There are two major reasons besides fear of
parochialism for considering health in a larger context.

One is that in order for planning to fulfill its dual
purpose of resource allocation and coordination, it must
work with areas of activity which affect health, such as

industrial sanitation, safety, air pollution control and

care of the mentally ill, which present problems of funding,
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quality of service, establishment of standards and multiple
agency interests. Simultaneously, many agencies other than
health become involved in services with health implications
and various skills from other agencies may approach the same
problems differently. With appropriate interagency plan-
ning, these duplications can be ironed out to a significant
degree.5
Another reason for encouraging interdisciplinary

cooperation involves implementation of health plans. As
Elling states,

. . . to assess the power budget available to the

health planner, one must realize how the bases of

power have come to be distributed through complex

changes, internal and external, to the health

system. These have entailed fluidity in power

relations, a more prominent place for health con-

cerns generally in society . . .6

Not only must society be related to health in the

status quo, but health concerns change with the times,
reflecting social changes. According to Engel, changes in
society "have a specific and dominating influence on the
philosophy of health planning . . . there is hardly any
manifestation of modern social and economic life without
influence in this aspect. Planning for health must there-
fore always be integrated with socioeconomic development
planning.”7 Some of the modern social concerns that affect
physical and mental health can be traced to urbanization,

affluence, social services trends, education, ecology,

synthetic environmental factors (toxics), and aging.
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Cooperative efforts between specifically urban plan-
ning, which is comprehensive in touching upon all social
aspects, and health planning, have been largely neglected.
There is a dual cause for a partnership between these two
fields. Urban planning's experience with goal formulation,
invention and testing of alternatives, implementation and
evaluation methods has high potential applicability to
health planning. Moreover, health planning concerns have
come to overlap those of urban planning. An article in one
planning journal states, "Understanding and projecting the
urban context is basic to anticipating future health needs.
Changes in urban development patterns, population distribu-
tion and transportation systems influence local health
needs and affect decisions regarding health programs and
facility sites."8

Until now, little correlation has existed between
the two disciplines. The American Institute of Planners
cites two reasons for this. For one thing, the health
planning movement has come to be recognized as a forceful
element only recently. The planning that did take place
operated in a fragmented manner, offering no central
clearinghouse for urban planners to make contact. There
has also been a hostile atmosphere between the two groups;
health administrators often felt that health was a special-
ized field outside the scope of generalists, and urban
planners rejected entry into health because of narrow,

land-use definitions of planning. Limited resources, lack
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of knowledge and the discrepancy between urban and health
planning regions all contributed to a spirit of aliena-
tion.9

With the introduction of a formalized mechanism for
comprehensive health planning, some of these barriers to
cooperation have been removed. The urban planning agency
can now be represented on health councils, share data on
health facilities and services, use such data in community
plans, coordinate zoning variances with need, and maintain
formal working relationships with its health planning
counterparts.

With the emphasis placed by theorists on health as
part of the total environment, the failure of chp and urban
planning to optimize collaboration negates the basic pur-
pose inherent in both forms of planning, that of being
truly comprehensive. Now that health planning has an
acknowledged place in the government structure, its

acceptance by cohorts should follow swiftly.
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CHAPTER III

THE HISTORICAL BACKGROUND OF

HEALTH LEGISLATION

The span of two hundred years that encompasses the
history of the American states saw technological and social
changes that became reflected in novel needs, conc<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>