






Ch. 10 - Organization of Public Health Systems










The New Public Health


CHAPTER 10PRIVATE 


ORGANIZATION OF PUBLIC HEALTH SYSTEMS
Introduction


This chapter examines the organization of public health and hospital services, mainly in the United States, not necessarily as the ideal, but to illustrate existing separate systems of service in need of reform. Each evolved in it's own separate organizational and financing format, yet they are finding common ground as medical care and prevention become more mutually inter dependant. Traditional public health systems will increasingly need to develop inter sectoral cooperation with other components of the health sector, but also with government and non government agencies in related fields, such as agriculture, business, social welfare, education, police, community based organizations and many others.


Governments have legislative, regulatory and taxation powers set out in constitution and law for common action for the public good, including powers to restrict individual action which may prejudice the health of others. City states in ancient Greece provided sanitation for the entire community and medical care for the poor. The Elizabethan Poor Laws in Britain in the early 17th century established the responsibility of the local authority for health and welfare. Subsequent developments brought local, state and national government into sanitation, disease control and other aspects of public health and health planning, later extended to assuring provision of comprehensive health care on an equitable basis for all of society. 



Societies have learned to prevent disease by social action and have also learned that individual health depends on such action. Governments are involved in that process, whether the society is based on democratic and free market principles, or is centrally managed with a command economy. Society has accepted some limitations on individual rights for the public good. This limits the individual from attacking and harming another person, or damaging goods whether private or public. A person is restricted from throwing garbage in the street or an industry from polluting the environment or endangering its workers. 


Public health policy, legislation and action involves common measures to protect the individual and the community. It may take the form of mandatory reporting an infectious disease, chlorinating or fluoridating a community water system, regulating food and drug industries, requiring children to be immunized prior to entry to school, or fining and imprisoning industry's managers whose negligence causes death and injury or whose industry pollutes the environment. 


Achieving public health goals requires organization. The World Health Organization (WHO) defines public health organization as follows:

A formal structure for a defined population whose finance, management, scope and content is defined in law and regulations, which provides for services to be delivered to people contributing to their health and health care, delivered in defined settings such as in homes, educational institutions, work places, public places, communities, hospitals and clinic and which may effect the physical and psycho-social environment. A health system is usually organized at various levels, starting at the most peripheral, to the state government and known as the community or primary level. It may include district regional and central elements at the national level and provision for international contact and service delivery. In response to international strategies for health, health systems are becoming more concerned with investment that produces health gain as the central goal rather than merely the efficient management of existing medical care institutions and services.


Function and structure are interdependent; structure should evolve from the desired function, that is, to achieve the national goals and objectives for health. This is fulfilled through legislative, regulatory, financing and service functions which provide the underpinnings of health in any country. Some countries undertake to provide all health care through a governmental system. Others legislate financing of health care, while others focus on financing for sub-groups of the population, placing greater emphasis on provision of facilities and research in health care.


This chapter describes public health organization primarily using examples from the United States, including federal, state and local public health authorities. In contrast to most industrialized countries, the United States lacks a universal health plan. As a result, health care is provided through independent, private and public agencies. This is often described as a "non-system"; however, it is in fact a complex network of interactive services. Above all, it lacks universality, leaving many out of the mainstream for health care. As a result, public health organization in the United States plays a very important role in providing essential services for people or needs not otherwise met. Perhaps in part because of the fragmentation of health care in the United States, public health has played a leadership role, with a high degree of development and achievement in promoting health. 

Government and Health of the Nation

Public health involves a wide variety of issues which should be directly under governmental responsibility because they require legislation, enforcement and taxing powers. These include, for example: environment, nutrition, food and drug control, sanitation, immunization, traffic laws, firearms control and health education. Many of these functions are promoted by NGOs, even if they finally require governmental regulatory powers. Governments act through setting standards and norms, as well as providing incentives, accountability, accreditation and licensing activities. 


Financing and allocation of public funds for health is an important means of influencing health activities. This may mean allocation of public funds to support research, teaching facilities and provision of service. National governments may actually provide services, but increasingly this is being decentralized to lower levels of government (regional, district, municipal) or to non government health care providers. Academic, professional and public advocacy organizations play important roles in the New Public Health, such as for manpower training, education, research and professional standards setting. These functions can be diffused to a variety of professional, consumer and academic institutions.


Federal and Unitary States

Public health requires a basis in law, public administration and financing. The form of government may differ from country to country, some being federal, others unitary. 


In a federal system, three levels of government, federal, state and local, have separate but overlapping responsibilities for public health. Federal states have constitutions conceived and written when state rights were emphasized and health care was perceived mainly as a private activity between patient and doctor. Consequently, the primary responsibility for health was placed at the state or provincial level, but because of greater resources at the national level, federal government roles have increased in the health field over the years. National governments, however, have responsibility to ensure equity of social policy, a growing federal role has been a historical process common to many countries.

At a minimum, the federal level is responsible for national health policy, planning and setting national health targets. The United States, Canada, Russia, Argentina and Nigeria are examples of countries with federal forms of government. 




A unitary state is a form of government which has a central national and local levels of government, but no intermediary legislating level. This includes countries such as the United Kingdom and governments based on the French Napoleonic Code, including most Spanish-speaking countries. 

In these countries, the central government has great responsibility for health, but here too local government is still a major factor in sanitation and local public health. Regional and local authorities powers are derived from the national structure. Public health grew at the local level with sanitation, business licensing food control and the like. In the United Kingdom, the national government promoted local public health organization, later organizing personal health services programs for the entire population in the centrally controlled National Health Service. 


Diffusion of authority in health is common to all systems although the degree is different. A National health authority is responsible for overall policy, law, financing, standards, monitoring, research and assurance of services to meet national health goals. Management of the services is decentralized with responsibility at the state, region and local health authority level or at the institutional level. Diffusion or sharing of responsibility from each level of authority based on historical precedents and current planning is essential to cope with the wide range of activities and interests that make up the health sector of a society. Non governmental agencies often precede governmental authority in the field and their presence and participation makes up important element of the health complex, whether it is as provider of special services, as advocates or as fund raisers for programs that a government cannot manage to include in its "basket of services". 


Administration of services is generally devolved to local authorities or to independent institutions or other agencies. this applies in different degrees in administration of services, in education and registry of health professionals, in research, and other inter sectoral cooperation with other governmental agencies, accreditation organizations, NGOs, advocacy groups, academic and research facilities. Legislation may initiate changes in health programs, but implementation also requires a broad spectrum of support from individuals and organizations of consumers, providers and other health interest groups. Equally important is that health is not an isolated service, but is a reflection of values and standards of social and economic development of a society, and therefore in large part inter-dependant with other governmental and non governmental aspects of that society. 



Checks and Balances in Health Authority

The balance between government intervention and private organization, between regulation and self-governance, is not easy to define nor to achieve in health responsibility. Historically, different elements of health care developed at different times and with different degrees of political, economic, and popular support. The accumulated experience of modern public health indicates that all elements of health need to be considered a part of a whole. Weakness in one area threatens the well-being of the totality. Poor levels of nutrition and sanitation breed disease, for which curative medicine is more expensive and less effective than prevention. At the same time low medical care standards due to inadequate training, motivation, resources and supervision can lead to low standards of health among large segments of the population.


Organization for public health services, whether integrated into a total care system or separate 

from curative service systems, requires a combination of centralized and decentralized responsibilities. The overriding national responsibility can best be met by setting policy and standards, assuring regional equity. Decentralization enables local authorities direct operational responsibility, with means and accountability. Diffusion of responsibility means that many agencies operate at different levels of the national entity. Each has its own sphere of interest, and these link together to form a working whole, with checks, balances and cooperation among them. 


A centralized health organization which controls policy, administration, financing, services, manpower training, research and regulation, may lack checks and balances needed to prevent authoritarian control. Formerly highly centralized health systems are seeking decentralization as a means of infusing a sense of localism, pride, privacy and quality in their health systems, while preserving universal access and regional or ethnic and racial equity. The United States continues to seek a means to ensure universality, comprehensiveness and cost constraint. 


There are advantages to a federal structure in the division of responsibilities for health. The senior level of government serves as the overall policy level with financing and regulatory roles. By its very nature, the state level is close to the community and represents regional interests, while the local health government is closest to the community, and with state and federal backing, can serve to promote community health interests subject to state and federal guidelines and accountability. 


The New Public Health seeks a balance and cooperation between government-operated health services and the diffused network of private often competing organizations, working together to use resources effectively to achieve common health targets and meet the needs of the people. 


Government and the Individual

Conflicting ideas as to the overall role government should play affect public health in many ways. In 1859, John Stuart Mill, one of the founders of modern economics, wrote in his essay "On Liberty," 

"the only purpose for which power can rightfully be exercised over any member of a civilized society is to prevent harm to others. His own good, either physical or moral, is not sufficient warrant". 

The institutions of basic sanitation and community hygiene had to contend with such individualistic ideas. The issue of governmental interference in "private matters", such as in health, is not new and is actively debated in industrialized Western societies, in post-Soviet countries and developing nations alike. Laissez-faire economists promote the idea of minimal governmental involvement in all economic affairs including social services such as health. 


During the late 19th and increasingly in the 20th centuries, it became increasingly apparent and imperative for protection and promotion of health that the state intervene to set and enforce public health measures in all societies.At the other extreme, disillusionment occurred with experience of governments assuming total responsibility for health and total central management of health services. Most countries have some balance between the two extremes. Paradoxically, the most decentralized and privatized of all national health systems, that of the United States, has emphasized development of national and professional standards, monitoring, national targets and regulation in health. 

Functions of Public Health


The American Public Health Association (APHA) periodically issues policy statements on the mission and essential services of public health organizations. These serve as guidelines to government to provide or assure their provision through other agencies. The 1994 APHA statement of the overall vision and the mission of public health in America was endorsed by the APHA, the Association of State and Territorial Health Officials, the National Association of County and City Health Officials, the Institute of Medicine, the Association of Schools of Public Health, the United States Public Health Service and others. Periodic review and revision, with consensus among the many professional organizations concerned with public health, help to maintain relevance for local and central public health organizations. 

 
For many of the responsibilities legislated for public health agencies at the national, state, provincial or local health authority levels, a combination of methods and approaches is needed. Table 10.1 represents the combined approach needed in public health. Regulatory functions are those based on the legal authority of the relevant public health agency to set and enforce standards. Setting health targets, policies and financing, setting national or state standards are important in promoting new program initiatives. Health promotion includes not only direct and formal teaching, but promotion of awareness of public health problems to the general public, health care providers and other agencies. Services may be provided directly or may be funded and supervised by the public health agency. Direct Service is the provision of services to the public, especially in areas where universal coverage of a standard program is needed (e.g. immunizations), or to high risk groups not able to access other services (e.g. prenatal care for the poor). 

PRIVATE 

BOX 10.2: MISSION AND ESSENTIAL SERVICES OF PUBLIC HEALTH,


AMERICAN PUBLIC HEALTH ASSOCIATION

Public Health Responsibilities or Mission
1.  Prevent epidemics and spread of disease.

2.  Protect against environmental hazards.

3.  Prevent injuries.

4.  Promote and encourage healthy behaviors.

5.  Respond to disasters and assist communities in recovery.

6.  Assure quality and accessibility of health services.

Essential Public Health Services
1.  Monitor health status to identify community health problems.

2.  Diagnose and investigate health problems and health hazards in the community.

3.  Inform, educate and empower people about health issues.

4.  Mobilize community partnerships and action to solve health problems.

5.  Develop policies and plans that support individual and community health efforts.

6.  Enforce laws and regulations that protect health and ensure safety.

7.  Link people to needed personal health services and assure provision of health care when otherwise unavailable.

8.  Assure an expert public health work force.

9.  Evaluate effectiveness, accessibility and quality of health services.

10. Research for new insights and innovative solutions to health problems. 

Source: Essential Public Health Services Work Group. MMWR, 1997;46:150-152; see also websites 
http://www://apha.org/science/    and    http://hhs.gov/
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Inter-sectoral cooperation, or coordination with other agencies of government, NGOs or service providers to work toward common objectives that will improve public health. This is an area where public health advocacy is important in that the public health authority tries to engage other agencies, as in development of water and sewage systems or policing of highways to reduce road crash deaths. NGOs, voluntary organizations and advocacy groups have in the past and will in the future play a vital role in developing health programs. 


Regulatory Functions of Public Health Agencies

The regulatory function in public health is based on a legal mandate to protect the public from 

nuisances and hazards that affect health and to assure certain standards for provision of care. Whatever degree of decentralizing occurs in the health service system, there are key central functions in public health that must be maintained at the federal level in essential areas such as nutrition, sanitation, food and drug control and others over which the individual patient or health provider has no direct control. The regulatory function covers a wide range of public health activities. 

 Table 10.1: Responsibilities and Activities of a Public Health Authority, National, State or Local

	PRIVATE 
Responsibilities
	Programs/Activities

	Monitor health status
	Maintain and monitor vital statistics, reportable disease, special diseases registries, hospital utilization data, sentinel centers, growth patterns of children, school and work attendance, special surveys; health data acquisition and processing; evaluate effectiveness and quality of health services 

	Develop health policy and targets
	Represent health interests in urban planning, environmental issues, social policies, health facility planning and operation, disaster planning; agency program planning; inter-agency planning; comprehensive state and regional health planning; disaster planning; health education of the public; health advocacy; involvement of non-agency health providers; research and development; community involvement; organization of the health agency; policy direction of the health agency; staffing; financing; relationship with federal and state health authorities 

	Heath promotion
	Education of population in health related issues; promotion of safety, and healthful community infrastructure and services 

	Community Health Services

  
	Immunization, STD, TB and communicable disease control; chronic disease control and medical rehabilitation; family health, including prenatal, well-child, crippled children, school health and family planning; dental health; substance abuse; nutrition services and education

	Regulate environment, food, drug, work and other essential health

related services  
	Regulation, and surveillance; food protection; hazardous substances and product safety; water supply sanitation; liquid waste control; water pollution control; swimming pool sanitation and safety; occupational health and safety; radiation control; air quality management; noise pollution control; vector control; solid waste management; institutional sanitation; recreational sanitation; housing conservation and rehabilitation; environmental injury protection

	Financing
	From tax and inter-governmental financing to promote health activities and services to meet health needs; provide incentive grants or funding to lower levels of government or to providers, researchers;   

	Mental health services

   
	Primary prevention of mental disorders; consultation to community resources; diagnosis and treatment services: outpatient, emergency, short-term hospitalization, day care and night care services, aftercare services, diagnostic and evaluation services for mentally retarded

	Personal health services

   
	Medical care for those without adequate private health insurance (the elderly, the poor, transient groups); health facilities operations; emergency medical services; employee health programs; medical care for inmates of prisons and institutions

	Inter sectoral cooperation
	Coordination with many agencies in education, social services, urban planning, housing authorities; police, civil defence, military, prison services; coordination of NGOS, including voluntary organizations, community based organizations,ethnic and religious organizations



Regulated aspects of public health in the United States include:

 1. Birth and death certificates: local, state and national authorities, such as the US National 


Center for Health Statistics (NCHS); 

 2. Business licensing approval: local health authorities; 

 3. Building code compliance: local health authorities;

 4. Sanitation and environmental health: through municipal, state and national agencies, such as the Environmental Protection Agency (EPA); 

 5. Regulation of health professionals: through state boards; 

 6. Licensing and certification of health facilities: local, state and federal authorities;

 7. Communicable disease control; local, state and federal authorities with the Centers for Disease Control; 

 8. Food safety: local, state and federal standards and inspections Food and Drug Administration (FDA);  

 9. Pharmaceutical standards: including safety, efficacy, labeling and manufacturing standards by the FDA;  10. Occupational health and safety: local, state and federal standards and inspections through Occupational 

Safety and Health Administration (OSHA, for standards, regulation and enforcement) and the National 

Institute for Occupational Safety and health (NIOSH, for research).


Methods of Providing or Assuring Services - Direct or Indirect? 


Whether a governmental agency provides or assures the provision of services varies from country to country. Canada's health insurance program is operated by the provinces with federal cost sharing. In the Nordic countries, the counties, which have many of the characteristics of provinces, operate most local health services. In centrally managed economies, such as in the former Soviet countries, health services have been operated with a high degree of central control. The present trend internationally is toward decentralization of management. 


Many functions of public health can only be performed by government because they require legislative, regulatory powers, or because they are directed at the total population. Central coordination is required for key public health functions such as epidemiology and disease control, monitoring of population health and others discussed in the previous section.


In keeping with specific health targets as formulated by national or international public or professional bodies, local, state or national health authorities may directly provide certain basic public health functions, such as specialize laboratories. In the United States, public health agencies provide services not available to high risk or otherwise underserved population groups. Many of these developed under special funding by higher levels of government to promote specific programs such as immunization, lead abatement, prenatal care and HIV testing. They are generally services that are not adequately provided for by the medical services of private practitioners or health care systems. 


Immunization may be provided as a governmental service, as in Israel, or by private or managed care providers, as in the United Kingdom and the United States. Even in countries with well-developed primary care systems, additional service needs appear requiring special activities, such as screening for hypertension or congenital disease. Health education, a function of all levels of government and non-government health services, involves those activities centered on raising consciousness and knowledge in the health professions, the general public or in specific target groups, cutting across virtually all public health activities.


Financial incentives in the form of grants or other categorical funding may be directed to programs to promote a specific kind of public health service, research or education. Financial incentives are used widely in seeking solutions to specific problems, such as incentive payments to physicians for achieving performance indicators or specific targets such as full immunization, or pap smears an mammography for specific target groups in the United Kingdom. Proposals submitted are then reviewed as to their quality and relevance to the goals stated and their potential impact. Incentive or categorical funding is often a useful method to introduce a new set of activities, to strengthen a weak area of public health, or to promote a shift in emphasis in the health system.

Non-Government Roles in Health 


Both the governmental and the private sector, including both not-for-profit and for-profit service systems, have vital roles to play in public health and health care. The private sector include not only service providers, but professional organizations, universities and consumer, voluntary and advocacy groups. Because of their contribution to service delivery, professional standards and education of health personnel, they have a vital role to play in any health system, no matter how it is financed or administered. 

PRIVATE 

BOX 10.3: THE MARCH OF DIMES

Founded in 1938 with the participation of President Franklin Delano Roosevelt, himself a victim of polio, the organization played a major role in providing care for polio stricken children and the search for a vaccine to prevent the disease. Thousands of volunteers helped to raise funds and to organize widescale clinical trials of the Salk vaccine. Following the eradication of polio in the United States, the March of Dimes shifted its focus to for major heath problems of children: birth defects, low birth weight, infant mortality and lack of prenatal care.

The organization established the following targets for the year 2000:

1. Reduce birth defects by 10%: from 150,000 birth defects per year currently, a leading cause of infant mortality;

2. Reduce infant mortality to 7/1,000; 33,000 infants die annually and the US is in 24th place for IMR internationally;

3. Reduce low birth weight to 5% or less; LBWs jeopardize the lives and well being of 290,000 infants annually;

4. Increase the number of women receiving prenatal care in the first trimester to 90%, from the current rate of 79%;

5. Promote genetic research including gene therapy, testing and counseling, and gene mapping;

6. Fund the Salk Institute for Biological Studies work in the Human Genome project with genes relate to immune disorders, 
mental retardation, leukemias, improved blood test for newborn screening, and improved perinatal care for 
cerebral palsy and respiratory distress of the newborn;

7. Promote use of folic acid among women in the age of fertility to reduce risks of neural tube defects.

3

NGOs may be able to innovate through voluntary action and programming to meet very specific areas of need with which formal health systems may have difficulty. In the United States an outstanding example of a volunteer NGO and its contribution was the role of the March of Dimes in the development of the Salk Polio Vaccine and the care of people affected by polio and, more currently, in prevention of birth defects. There are many organizations raising funds for promotion of research and services for specific disease entities, ranging from AIDS to multiple sclerosis.


Voluntary organizations can often initiate services that the public sector cannot. Examples are numerous, but this may suffice. In Jerusalem, a man and his father established a voluntary organization in memory of their mother and wife (Yad Sarah) in 1976 to provide free, loaned medical devices and services from wheelchairs to home meals to day care centers and emergency call systems, with the mission of helping the elderly and handicapped to function in their own homes. Subsequently, branches were established in 70 cities all over Israel, organizations established in over 25 cities of the former Soviet Union, and plans are in progress for a similar organization in New York City. 

Medical Practice and Public Health

Public health and clinical services are both vital and inter-dependant to improve individual and population health. Ready access to high quality health care services is a right of the population and a requirement of good public health. This requires availability of high quality providers of clinical and preventive care. The phenomenon of private payment to physicians working in public sector health systems is widespread, as is that of physicians in public service who practice privately after official hours. This is almost impossible to stop, but can be regulated.


In the United Kingdom, private practice by specialists employed by the hospitals is permitted and encouraged, allowing faster access to hospital care for private patients. This is often seen as a built-in injustice in the NHS. In Israeli teaching hospitals, a private medical service is organized using senior physicians on the hospital premises, with some of the generated funds going to the hospital. 


Fee-for-service practice of medicine is still a common mode of practice in the United States and Canada, even though each has different methods of financing services. Canada's national health insurance program is based on private fee-for-service practice of medicine, but bans extra-billing by physicians, which could threaten equity of access for all the population, as part of federal criteria for support of provincial health plans. 


The United States has a mixed situation of private health insurance, mainly through place of employment, Medicare for those over age 65, and Medicaid for the poor. Some 40 million persons lack health insurance and another 15 million have poor levels of coverage, with further difficulties for those who change jobs and lose their health insurance coverage. Growth of managed care plans, private medical practice is declining in the United States, and operated as for-profit or as not-for-profit programs, they provide lower cost and more comprehensive coverage than traditional insurance plans.


Reform of health care is going on in many countries. This requires incentives to promote ambulatory and community outreach services, through incentives and integration of hospital and long-term care. Managed care is important in the United States and the model is relevant in other countries because of the linkage of restraint in unnecessary use of hospital and unreferred specialist services, placing emphasis on primary care and preventive care (see chapters 12-14). 

Incentives and Regulation 

Incentives and disincentives are important tools in health policy and management. Governments are responsible to assure adequate supplies and quality of health facilities and personnel is sufficient to meet the needs of the population and assure financing of the system is adequate and efficient. This responsibility includes the use of public authority to ensure a balanced and high quality system of care equitably available to the people of all regions and social classes. Whether services are owned and administered through government, non-profit agencies or private auspices, the public authority is responsible and accountable for ensuring that the health needs of the population are met.


The appropriate balance between different elements of health serving the same regional or district population is an important public health planning issue. Health facilities such as hospitals and long-term and community care facilities are licensed and regulated by the appropriate public health authority. This regulatory power is necessary, but not sufficient without financing arrangements to combine incentives and disincentives (i.e. a "carrot and stick" approach). The combination provides mechanisms to encourage health facilities to develop, in keeping with national, state or local needs. In developed countries, this may mean closure of excess hospital beds and reallocation of resources to community-based health services, as is under way in the United Kingdom, the Scandinavian and many European countries, Canada, the United States and Russia.


The ratios of hospital beds and medical personnel per thousand population are crucial determinants 

of health economics, so that national and state health authorities mst use their regulatory powers to limit their supply and distribution. Excess supply of medical doctors is a problem in many mid-level developing countries, such as in Latin America. Regulatory or financial powers, as well as financial controls, can be used to reduce enrollment in medical faculties in order to reduce the oversupply of doctors, and to redirect doctors to undeserved areas of a country. 


A federal government authority can act to promote specific health programs by setting financial incentives and disincentives. The categorical fiscal grant approach provides grants specified for a certain purpose, or cost-sharing for a program that meets specified guidelines. The Canadian health insurance plan is based on provincial plans meeting federal guidelines to qualify for a specified share of the costs. 


National health insurance was included in the proposed social security legislation during the Roosevelt administration but excluded from the Social Security Act of 1935, because it placed the act in jeopardy politically. Following the end of World War II, in 1946, the proposed Wagner-Murray-Dingell Bill for national health insurance failed to reach the floor of Congress, dying in committee, under pressure of the American Medical Association and the health insurance industry. A portion of that proposal emerged, however, as the Hill-Burton Act to provide federal assistance to local agencies to build or upgrade hospitals. 
The Hill-Burton model is a relevant approach to problem-solving in a federal state, using a categorical grant mechanism to promote what is seen as a health priority. Such an approach may be used to strengthen a weak health program such as immunization and maternity care in a developing country. It may be used to change the balance in supply of services and resources. A system of incentives or cost-sharing arrangements can provide capital funding, for example to reduce total bed capacity and to promote integration of maternity, mental health, geriatric and tuberculosis facilities into general hospitals. A "down-size and up-grade" conditional grant would provide for renovation and transition to an approved program of facilities to modernize hospital services. The federal grant would encourage the local authority to apply and match part of the funding, and meet federal criteria and guidelines for this process. 

PRIVATE 

B0X 10.4: THE HILL-BURTON ACT
The Hill-Burton Act provided a federal-state-local partnership which channeled $16 billion to assist 3800 communities in 11,500 projects for hospitals, extended care, rehabilitation facilities and public health centers. It brought national standards and financing to local hospitals. The program helped raise standards of medical care in underserved areas throughout the United States in the 1950s and 1960s. It led to an increase in numbers of hospitals in underserved areas and the renovation of obsolescent facilities. It promoted desegregation in the southern United States and provided a mechanism for treatment of the uninsured in the nation's hospitals. 

The program also succeeded in limiting the build-up of an excess of hospital beds, setting standards at 4-4.5 acute care hospital beds/1,000 population (more for rural areas), without an increase in the total supply of beds. While it favored middle-class communities because it required local financial contributions, it also channeled federal monies to poor communities, thus raising standards of hospitals and equity in access to quality care. It also required those hospitals assisted by federal funding to provide a reasonable volume of free or reduced cost care to the poor (see Chapter 12) and emergency treatment of the uninsured. In setting upper limits on hospital beds, it limited hospital expansion and contributed to a continuing process of improving and shortening hospital stays. 

The program had a number of basic failings, including the promotion of the hospital as the main center of health care, leaving community care out of the main flow of added funds. It led to an increase in the proportion of health expenditures going to hospital care. Expenditures for hospital care as a percentage of total health expenses increased from 34.5% in 1960 to a high of 41.5% in 1980, but has since declined to 35.4% in 1995. Years later the Act was expanded to promote clinic and primary care facilities. 
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 In countries where health systems were highly centralized, such as in Britain's National health Service an in former soviet health systems, decentralization and diffusion of power occurs with promoted by financing mechanisms. The Canadian national health insurance plan was implemented with fiscal cost-sharing incentives by the federal government to induce the provinces to agree to federal conditions of universal coverage, comprehensiveness, portability and public administration as criteria for the provincial plans. When the federal government moved from fixed percentages of expenditures to fixed or block grants, it lost some control over detailed management of provincial plans, but retains a strong voice in requirements for equity, portability (transferability of insured benefits), public administration and not allowing extra billing for covered benefits. As federal funding declined as a share of total provincial costs, the provinces were under pressure to reform mainly by reducing the hospital bed supply and promoting community wide health service organization. 


Unregulated chronic care facilities operated by private interests resulted in proliferation of poor quality facilities and sometimes scandalous levels of care in many communities in the United States. Public health authorities were powerless to interfere except in cases of gross neglect or poor sanitary facilities. The introduction of Medicare for the elderly and Medicaid for the poor provided federal and state agencies with the power to set minimum standards for care facilities, by requiring all facilities serving Medicare patients to be accredited by a non-governmental agency accepted by the federal health authorities. This has become a standard requirement throughout the United States, and the Canadian provincial health insurance plans also apply economic sanctions on unaccredited hospitals.
.


Another measure to increase regulation of health care facilities was requirement for any hospital proposing expansion or renovation to seek state approval through a Certificate of Need (CON). The CON, as used in the United States under state health legislation, is contingent upon demonstrating need and sources of funding that are in compliance with state regulations. This can be linked with incentive grants, but can also be used as a simple regulatory mechanism. The CON approach implemented by state departments of health were only partially successful in limiting unbridled ambitious expansion of hospital facilities. In the 1980s and especially the 1990s, competition and changes in payment systems have resulted in hospital closures and down-sizing in the United States. 


Promotion of Research and Teaching

Medical research and education are the basis for future developments in health care. They foster new health science developments, such as vaccines for HIV and malaria, or through the human genome project, treatment for genetic and chronic diseases. They will not only produce the supply of medical personnel, but also safeguard and increase its quality. These are fundamental to raising standards of health in a country. Research in public health depends on the basic and clinical sciences, but equally on epidemiology and documented experience of field service programs. 


In the United States, the National Institutes of Health (NIH), starting with the National Cancer Institute in the 1930s, have done much to encourage high quality medical education and research. The NIH granting system has been a major factor in promoting standards of medical education by financing research and teaching faculties in medical schools throughout the United States. NIH funding has played a major role in moving the United States into the forefront of the biomedical sciences since World War II. There are 24 separate National Institutes (including centers and divisions) of Health. 


Table 10.2: United States National Institutes of Health, 


Centers and Divisions, and Internet Addresses, 1997
	PRIVATE 
Institutes (general home page www.nih.gov)

National Cancer Institute (NCI)  www.nci.nih.gov

National Eye Institute (NEI)   www.nei.nih.gov

National Heart, Lung and Blood Institute (NHLBI)   www.nhlbi.nih.gov/nhlbi/nhlbi/htm

National Human Genome Research Institute (NHGRI)   www.nhgri.nih.gov

National Institute on Aging (NIA)   www.nih.gov/nia

National Institute of Alcohol Abuse and Alcoholism (NIAAA)  www.niaaa.nih.gov

National Institute Allergy and Infectious Diseases (NIAID)  www.niaid.nih.gov

National Institute of Arthritis and Musculoskeletal and Skin Diseases (NIAMS) www.nih.gov/niams

National Institute of Child Health and Human Development (NICHD)  www.nih.gov/nichd

National Institute of Deafness and other Communication Disorders (NIDCD) www.nih.gov/nidcd

National Institute of Dental Research (NIDR)   www.nidr.nih.gov

National Institute of Diabetes and Digestive and Kidney Diseases (NDDK) www.niddk.nih.gov

National Institute of Drug Abuse (NIDA)   www.nida.nih.gov

National Institute of Environmental Health Sciences (NIEHS)  www.niehs.nih.gov

National Institute of General Medical Sciences (NIGMS)   www.nih.gov/nigms

National Institute of Mental Health (NIMH)    www.nimh.nih.gov

National Institute of Neurological Disorders and Stroke (NINDS)   www.ninds.nih.gov

National Institute of Nursing Research (NINR)  www.nih.gov/ninr

	Centers and Divisions  

Warren Grant Magnuson Clinical Center (CC)   www.cc.nih.gov

National Library of Medicine (NLM) and MEDLARS www.nlm.nih.gov

National Center for Research Resources (NCRR) www.ncrr.nih.gov

Fogarty International Center (FIC)  www.nih.gov/fic

Division of Computer Research and Technology (DCRT)  www.dcrt.nih.gov

Division of Research Grants (DRG)  www.drg.nih.gov


 Note: MEDLARS = Medical Literature Analysis and Retrieval System

 Source: NIH home page   http://www.nih.gov/     August 1997 


A combination of collegial competition and the free publication and exchange of scientific studies and views in peer-reviewed journals and professional meetings, government agencies as well as the private sector of manufacture of drugs and medical devices contribute to the continued development of medical and public health sciences. National centers of excellence in public health in other countries include the Pasteur Institute in France and Cambridge Laboratories in the United Kingdom. They receive national funding and have a critical mass of high quality researchers. 


Federal funding of medical teaching centers supports academic standards of undergraduate education. Federal or external granting mechanisms can be used to promote schools of public health and health administration that are needed to prepare the next generation of health leaders and researchers. Research may be initiated by scientists in university or research institutes, or in the governmental or private sector, in response to requests for proposals and a competitive grant system can be useful to upgrade medical education and university academic standards by promoting research and graduate education. 


Accreditation and Quality Regulation 

While public health authorities have sufficient powers to regulate health facilities, in practice accreditation based on professional guidelines and systems outside the governmental structure (see chapter 15) plays an important role in quality of health care provider organizations, an important adjunct to the official regulatory approach of health departments.   


Initiated in the United States in 1913, with Canada from 1951 to 1959 when she established her own accreditation system, the Joint Commission on Hospital Accreditation (JCHA), established by a consortium of the American College of Surgeons, the American Hospital Association and other voluntary professional bodies, carries out voluntary peer review of hospitals throughout North America. The Commission established Minimum Standards in 1918, and has gone on to develop extensive guidelines based on physical, organizational and professional criteria, to protect the safety and rights of the patient, standards of care and efficient organization of services. The JCHA review was initially on the basis of voluntary request by the institution, but accreditation has become virtually mandatory for the economic survival of a hospital in the United States and Canada. Since 1965, Medicare and Medicaid accept accreditation as compliance with federal standards for the purpose of payment, and refuse to pay for services in an unaccredited hospital. The Joint commission has gone on to develop standards for accreditation of facilities for the mentally retarded (1969), psychiatric facilities (1970), long term care facilities (1971), ambulatory facilities (1975), hospices (1983) with home care (1990) and managed care programs (1989) with ambulatory care in 1990. In the s a growing emphasis on action plans for quality improvement for rural hospitals, health care networks, laboratories, public health programs and has become active in promoting accreditation in other countries such as the United Kingdom and Australia.


The New York State Department of Health has its own mandatory regulatory system for hospitals and long-term care facilities. While perhaps unpopular with providers, regulation is viewed by many state health officials as essential to the maintenance of quality standards and prevention of professional and human rights abuses. Israel established a national system of inspection of private long-term care facilities, which has improved standards of facilities and care over the past decade. While opponents see this as excessive state interference, in principle they accept the need for state regulation. These models could be useful for raising standards in other health care systems. 

 National Government Public Heath Services

Federal governments can use their financial power to promote programs directly to state, provincial or local governmental level or indirectly through non-governmental agencies. These include universities, voluntary teaching hospitals or private non-governmental organizations (NGOs). They can use direct or indirect funding to diffuse and promote national standards, such as in medical education and research. They can also ensure regional equality of services by cost-sharing or grants that favor poorer regions of the country. National governments are responsible for external relations, including those with international bodies such as the United Nations, the World Health Organization, the Food and Agriculture Organization, the International Labor Organization and others. 

PRIVATE 
BOX 10.5: FUNCTIONS OF FEDERAL OR NATIONAL MINISTRY OR DEPARTMENT OF HEALTH
National health planning

National health financing



National health insurance

Assurance of regional equity

Goals, objectives, targets

Standards and quality of care 

Research promotion and quality

Professional standards/licensing

Environmental protection agency

Food and drug standards, licensing

Epidemiology of acute and chronic disease

Health status monitoring 

Medical/pharmaceutical industrial development

Health promotion

Nutrition and food policy

National reference laboratories

Social Assistance

Social Security
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Prior to and following World War II, most Western industrialized countries developed some form of national health program. In North America, health care was provided through private insurance, while Europe tended to have employment-based health plans. The United States, frustrated in its attempts to bring in a national health insurance plan in 1946, established many categorical programs for financing state and county public health services and research and teaching facilities through the National Institutes of Health (NIH). This promoted high levels of competitive, peer-reviewed programs throughout the country, but did not assure universal access to health care.


In all forms of government, the national responsibility for health has led to increasing supervisory and regulatory functions. This includes provision of vital support services, such as public health reference laboratories, epidemiology and communicable disease control activities (e.g. national epidemiologic publications, airport and port surveillance), national health statistics, supervision of drugs and biologicals, research and teaching facilities, and cooperation among federal, state and local authorities. Standards bureaus and agencies provide the guidelines, monitoring and/or supervision of health care at the lower levels of government and in the non-government and private sectors.


The federal government entered the public health arena in areas where only a national jurisdiction could function. The Marine Hospital Service was established in 1798 to provide care for US and foreign seamen. The federal Food and Drug Act of 1906 protects the consumer from adulterated foods and ineffective or dangerous medicines. The Social Security Act of 1935 provided pensions for the elderly and the handicapped. In 1965, the Social Security Act was extended to include Medicare as a federal program providing health insurance for the elderly. Also, set up as a cost-sharing program with state and local authorities was Medicaid for the poor. At the end of this chapter, the highlights of the history of public health in the United States indicates the breadth of the topic, and the diffusion of responsibility for the health of the American people. It includes highlights in the history of development of public health in the United States, reflecting advancing scientific knowledge, societal demands for better health and the evolution of interactive organization at federal, state and local levels. 


The Department of Health, Education and Welfare was established in 1953 under a cabinet level officer of the executive branch of the Eisenhower administration, bringing together a variety of federal agencies and programs. This and subsequent reorganization led to emergence of the Department of Health and Human Services (HHS) and its branches. The present organizational structure at the federal level is seen in the following table of the structure of the federal department of Health and Human Services (HHS). The federal role in direct regulation and funding of projects deemed to be in the national interest help to promote state and local health authority response to public health problems. The categorical grant system has been instrumental in advancing specific areas of activity, such as maternal and child health, which remain a major activity of local state and local public health departments. The initiatives of the Health Care Financing Administration (HCFA) in promoting changes in methods of paying for hospital care through Diagnostic Related Groups (discussed in chapters 12 and  13) helping reduce hospital lengths of stay, days of care and the hospital bed to population ratio.


The Surgeon General of the Public Health Service provides important professional leadership to the public health movement in the United States. This was perhaps best exemplified by Dr C Everett Koop, Surgeon General for many years during the Reagan administration. A pediatric cardiac surgeon, Dr Koop's appointment was initially opposed by the American Public Health Association. Within a short period of time he showed a degree of professional and moral leadership that served as a beacon for the profession and was greatly recognized by the public health profession for his work in promoting anti-smoking education, documentation and legislation. 


Table 10.3: United States Department of Health and Human Services (HHS)

	PRIVATE 
Office of Human Development Services
	Public Health Service

(USPHS)
	Health Care Financing Administration (HCFA)
	Social Security Administration (SSA)
	Family Support Administration (FSA)

	
	Assistant Secretary

Deputy Assist. Secretary

Surgeon-General
	
	
	

	Administrations on:

Aging

Children, Youth,          Families

Native Americans

Developmental           Disabilities

Planning and Policy

Management Services
	Centers for Disease      Control (CDC)

Food and Drug        Administration (FDA)

Health Services      Research Administration   (HSRA)

National Institutes of        Health (NIH)

Alcohol, Drug Abuse         and Mental Health Agency for Toxic             Substances Diseases        Registry
	Offices of:

Executive            Operations

External affairs

Management support 

Program development
	Offices of:

Management

Operations

Programs

Systems

Policy and external        affairs

Chief financial officer
	Offices of :

Family assistance

Refugee settlement

Child support Enforcement

Community services



The Centers for Disease Control and Disease Prevention (CDC) play a continuous role in dispersing epidemiologic data and evaluation throughout the country and the world (see chapter 5). The training program of Epidemic Intelligence Officers for federal and state and local health departments continues to provide high quality medical epidemiologists capable of developing leadership in this field. 


Other agencies of the federal government have control of health related programs, including the Departments of Agriculture, Defense, Environment, Interior, Labor and Transportation. The Department of Agriculture operates a National School Lunch program and a food stamp program to supplement food purchasing power for the working poor. The Department of Labor operates the Occupational Health and Safety Administration, the Environmental Protection Agency is an independent federal agency responsible for air and water quality, pollution control, pesticide regulation, solid waste control, radiation and toxic substance hazard control and noise abatement. 

State Government Public Health Services
PRIVATE 
BOX 10.6: HEATH RESPONSIBILITIES OF A 

PROVINCIAL/STATE MINISTRY/DEPARTMENT
Resource allocation

Health planning

Epidemiology

Vital statistics 

Communicable disease control

Health promotion

Education of health professions 

Licensing of professionals

Licensing of health facilities

Laboratories

Health education

Quality promotion

Environmental health monitoring

Nutrition

Maternal and child health services

Mental health
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The state or provincial level of government has a leading role in health in most federal countries. State or provincial governments have responsibility to ensure adequacy in organization, set standards and targets, assist financially and provide professional and technical support services to local health departments. State functions, such as financing and in some cases direct services and monitoring health status, include the following:

1. Coordination with other government departments: governmental planning and priorities, education, social welfare, labor, agriculture, mental health and financing of universities;

2. Establish standards, develop, finance, advise and supervise local health departments;

3. Legislation and regulation of health-related matters: preparation, assistance and enforcement;  4. Planning and setting priorities;

5. Direct services to local health departments in epidemiology, laboratory services, biological surveys, program planning and development;

6. Develop and publish vital statistics, epidemiology, health information systems;

7. Develop standards and monitor quantity, quality and distribution of diagnostic and treatment services;

8. Occupational health supervision;

9. Environmental health supervision;

10. Licensure and discipline of the health professionals and health care institutions;

11. Occupational and personal health services to state employees;

12. Coordinate with related state services, including social services, mental health, retardation, drug and rehabilitation, prison services;

13. Coordinate with national and other state/provincial health authorities;

14. Monitor health status indicators of state/province and local authorities.


State or provincial departments of health are complex organizations with many responsibilities for financing, regulating, inspecting and assuring health related issues. In the United States, this including administration of health insurance for the poor under Medicaid; in Canada, the provinces administer universal health insurance plans. States may initiate programs which are shared with local health authorities and with federal cost sharing, and respond to federal initiatives and seek their funds in a wide variety of programs through federal requests-for-proposals for maternal and chid health or other categorical grants. 


The New York State Department of Health has a strong tradition of regulation in chronic care facilities, laboratories, hospitals, and in environmental health. Certificates of need, regulation of methods of reimbursement for hospital care (see chapter 13), health standards and surveillance systems, rural health systems, and many other regulatory functions of the department make it a powerful determinant of the operation of health care in the state. This state DOH is active in screening programs for congenital and infectious diseases of the newborns, laboratory certification and quality assurance. The AIDS Institute is responsible for screening, prevention and AIDS care programs. The Center for Community Health operates a wide range of public health programs, ranging from epidemiologic surveillance of infectious diseases, to prenatal and newborn care among the underserved, to community health workers program, to nutrition monitoring and many other intervention programs focussed on high risk groups or topics. Environmental epidemiology and monitoring is also strong in the state which experienced the Love Canal incident (see chapter 10). Table 10.5 is the 1996 configuration of the New York State DOH. This is not necessarily typical, but does show the wide range of activities, including state, federal and local initiatives.


The New York State Department of health targeted the following issues for 1995-1997:

1. Reform of health care financing - converted hospital financing from a state regulated tariff to a competitive system in which the hospitals negotiate with the insurers to determine fees with the object of introducing competition, greater efficiency and lower health costs;

2. The Health Reform Act of 1996 created a fund of $2.6 billion from surcharges on specific medical services to finance charity medical care and expand health insurance for the working poor, support graduate education, develop primary care and assist hospitals to adjust to the new economic climate;

3. Managed Care Initiative for 3 million Medicaid beneficiaries is negotiating with federal agencies (Health Care Financing Administration), including provisions for regulating managed care program recruiting practices;

4. Managed Care Bill of Rights - 6 million New Yorkers are enrolled in managed care programs, and this Bill of Rights assures that plans must advise members of their rights of potential treatment for their conditions, and assures a 2 day stay in hospital following births; 

5. Physician discipline reforms through 1996 legislation enabled the Board of Professional Medical Conduct to stop the practice of a doctor pending appeal for revocation of license; of 6,000 investigations in 1995, 363 disciplinary actions were taken, including 15 immediate revocations of licenses;

6. Public Health Priorities for the Next Decade consultation was undertaken with hearings throughout the state;

7. Long-Term Care Task Force appointed by the governor of the state recommended strategies for reform of long-term care financing, insurance, managed long-term care and home care programs;

8. Newborn HIV screening was accepted by 90% of new mothers offered the service; this is important since antiviral therapy taken during pregnancy reduces risk of transmission to the newborn by 70%;

9. Emerging infectious diseases; control of E. coli 0157 in undercooked hamburgers, cryptosporidiosis as a water borne parasite, Group A Streptococcus, Multi-Resistant Strep Pneumonia, Hantavirus related to exposure to rodent droppings, Ehrlichiosis transmitted by ticks;

10. Response to health care crises by increasing quality of care oversight in hospitals, nursing homes an other health care settings; a ban was imposed on sale of herbal stimulants carrying ephedrine which caused 15 deaths nationwide.


Table 10.4: Table of Organization, New York State Department of Health, 1996 
	PRIVATE 
Commissioner
Health Facility Management

Office of Managed Care

Government Affairs and Strategic Planning

School of Public Health

Office of Minority Health

	Office of Public Health (OPH)
	Office of Health Systems Management (OHSM)

	AIDS Institute

========

HIV care and community services 

Prevention

Center for Community Health

==============

Family and local health

Nutrition

Epidemiology

Chronic disease prevention and control

Center for Environmental Health

====================

Environmental protection

Environmental health assessment

Occupational and environmental epidemiology

District offices

Laboratory Center

=============

Molecular medicine

Infectious diseases

Environmental disease prevention

Laboratory quality certification

Laboratory operations

Genetic disorders
	Health Care Financing

=======

Elderly pharmaceutical coverage

Financial management and institutional support

Health economics

Long term care reimbursement

Primary and acute care reimbursement

Health Care Standards & Surveillance

======

Home care

Hospital services

Professional medical misconduct

Emergency medical services 

Funeral directing 

Controlled substances

Standards health facility planning

======

Architecture engineering

Health facility planning

Long Term Care Initiatives

Facility and service review

Financial analysis and review

Project management



Other agencies with public health responsibilities in New York State include: the Department of Education (school sanitation, health education, licensure of physicians and other health professionals), the Department of Labor (health and safety of workers, in-plant pollution and radiation control), Department of Environmental Conservation (control of pesticides, rabies control, air pollution, sewage and solid waste control), Department of Social Services (Medicaid), State University of New York (School of Public Health, student health services), Department of Mental Hygiene (mental institutions and community services), Narcotics Addiction Control Commission (treatment facilities, research, education), Department of Agriculture (licensure of meat dealers, slaughterhouses, inspection of restaurants, regulation of food additives), Department of Corrections (operation of prison hospitals and clinics, TB case finding) and the Department of Motor Vehicles (highway safety promotion). The New York State Department of Health is unique in that it is a co-sponsor with the State University of New York (SUNY) of a School of Public Health at Albany, which involves departmental personnel as faculty and students in internships in branches of the DOH.

PRIVATE 
BOX 10.7:  HEALTH RESPONSIBILITIES OF A LOCAL HEALTH AUTHORITY
Registration and vital statistics

Epidemiology of infectious diseases

Health education, health promotion

Environmental protection, sanitation

Control of communicable diseases, STDs, HIV, TB

Preventive prenatal, infant, toddler care 


Allocation of resources

Planning and management of services

Licensing and supervision of health facilities

Hospitals and home care





Care of handicapped



Rehabilitation and long-term care


Coordination of health services

Inter-sectoral cooperation

Mental health




Social assistance

Nutrition

Community participation 
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Local Health Authority (LHA)

Historically, the Local Health Authority was responsible for sanitation and the provision of direct care to the poor and other high risk groups. Boards of Health in Philadelphia were established in 1794 and in New York City in 1796 for these purposes.



The city or county local public health department is the official public health agency closest to the population served. The LHA provides a range of direct supervisory sanitary functions to ensure compliance with local, state and federal sanitary codes. The local public health department may also provide direct services, usually personal preventive services funded by the local government authority, or by higher levels of government. In the United States, the local public health department is the agency attempting to ensure services to persons inadequately served by voluntary or federal and state insurance plans. Programs may be funded by cost-sharing, or based on categorical or block grants from state or federal governments.


Even though there has been massive growth in the involvement of higher levels of government in public health, the LHA remains the major force for public health at the community level. In the United States and Canada the LHA is organized in the form of city or county public health departments. 


In new health initiatives, such as "Health for All", district health systems and "healthy cities", the LHA is involved in a wider set of programs for health of its population. To meet the objectives of these programs, formerly highly centralized systems, such as those of the United Kingdom, the Scandinavian countries, developing nations and Republics of the former Soviet Union are being decentralized to LHAs.


In 1940, the American Public Health Association adopted a recommended standard of six basic responsibilities of the LHA. These were:

1. Vital statistics;

2. Communicable disease control: in the areas of childhood diseases, TB, STDs and tropical diseases;  3. Environmental sanitation: water, food processing and marketing, sewage, garbage, sanitary 
condition of places of business, public eating places and workplaces;

4. Laboratory services;

5. Maternal, child and school health;

6. Health education.


In 1950, the APHA adopted an expanded program of responsibilities for the LHA, which included the above plus the following:

1. Chronic disease control;

2. Housing and urban planning;

3. Accident prevention;

4. Coordination with other agencies;

5. Surveillance of total health status; births, deaths, chronic disease, morbidity data, surveys, 
reporting of morbidity and evaluation of community needs;

6. Education of the public and professional community regarding health status and needs;

7. Supervisory and regulatory activities including health services providers;

8. Personal health services: direct provision and supportive services; varying from comprehensive 
service programs to services for those in need;

9. Planning of health needs: health facilities and urban planning and renewal;

10. Special diagnostic services: including STDs, TB, cancer, child development and dental care.


PRIVATE 

BOX 10.8: ALBANY COUNTY HEALTH DEPARTMENT
Albany County, New York had a population of 298,500 in 1993, a birth rate of 12.9/1,000, an infant mortality rate of 5.7/1,000, and a low birth weight rate of 7.6%, all similar to the rates for the rest of upstate New York (i.e. outside of New York City). Mortality rates for cerebrovascular disease and diseases of the heart were just under 10% higher than those of upstate NY; motor vehicle accident mortality and homicide rates were lower. Infectious disease morbidity rates were similar to those upstate.

The Albany County Health Department receives income from program revenues (31%), county government (26%), state government (22%) and grants (21%). Grants are mainly from state government for primary care for infants and toddlers (1-5 years), prenatal care, and lead poisoning prevention. Services include children with special needs, early intervention, preschool programs for children 3-5, and the physically handicapped program, accounting for the majority of expenditures ($12 million out of $18 million dollars). The Department is active in a wide range of programs including rabies control, environmental health, control of infectious and foodborne disease, health education (particularly HIV and STD related), smoking reduction, prevention of heart disease and stroke, TB control, travel immunizations, Lyme disease, Pap smear services, injury prevention, training of family practitioners, community health outreach workers, and promotion of fluoridation. 

In 1995, the Department began to contract out for obstetrical and pediatric services to low income population groups to two Catholic-run hospital networks and a federally funded Community Health Center. Clinics operated by the county were turned over to these providers which established services at the level of their other service programs. This "Healthy Partnerships" shifted care for over 1,00 families from the county to these providers, using community health workers to followup non-attenders and others in need, with improved access and satisfaction with care. This model of cooperation between public health and medical care systems represents a model and growing trend in other parts of the United States.  

Source: Committee on Medicine and Public Health [Lazker RD ed]. Medicine and Public Health: the Power of Collaboration. American Public Health Association and American Medical Association. New York: New York Academy of Medicine, 1997, and Albany County Department of Health, 1998. 
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An example of a LHA in the function is the Albany County Health Department of Albany New York, showing a growing trend to inter sectoral cooperation, with out-sourcing for services , with leadership provided by the County Health Department. Cooperation between the different levels of government is vital to define and achieve national health objectives. Each level of government has a unique role to play. Decentralized administration of public  health, without national financing and policies will not achieve the full potential of public health and will produce inequities between different regions of a country.

Monitoring Health Status 


As discussed in chapter 3, public health depends on information, just as an army depends on intelligence in order to modify approaches in accordance with changing circumstances and need. Collection, collation and analysis of this information is vital to informed health policy and must be available to all concerned with health for analysis and policy debate. All levels of government are engaged in health status monitoring, in Geographic Information Systems (GIS), a multi-source data related to health indicators for the population of a definable geographic entity. 


The responsibility of gathering vital statistics lies largely at the local government level, as is the reporting of infectious diseases and other events. Initial collation of the data occurs at this level, then passed on to state health authorities and subsequently to the national level. The gathering of information is a strongly developed tradition in the industrialized countries, and the United States has in many ways done this effectively. In the United States, the Centers for Disease Control (CDC) serves as a national leadership and reference center, not only for infectious diseases, but also for chronic diseases such as cardiovascular disease, nutrition (e.g. the NHANES project), perinatal epidemiology, and many other conditions.


Vital statistics provide the ongoing data needed for monitoring the health status of a population. They provide routine diagnostic and population-based monitoring data which supply valuable epidemiologic information on congenital conditions, STDs, tuberculosis and HIV infection. Centers of excellence of all kinds, funded or administered directly by federal or state government or by the NIH mechanism, provide tertiary level medical care, biomedical an epidemiologic research making important contributions to the information pool needed to promote quality analysis and health care. 


The national health authority is responsible for the central collation and analysis of health information on the epidemiology of infectious and chronic diseases, vital statistics, utilization of services, and monitoring of national and regional variations in health. This information is only of value if gathered, processed and published so that it is available to health administrators, planners, epidemiologists, care providers and the public. Census data provides the population denominators for calculation of rates of death and disease incidence or prevalence.


Inexpensive technology of personal computers with modems, as well as telephones and facsimiles, in local public health agencies should be able to receive real time information through internet connections for continuous health profiles of their communities. Sources of data include:

 1.  Vital statistics and national centers for health statistics;

 2.  Epidemiologic reports of infectious and reportable diseases, including STDs;

 3.  State, national and international reporting centers for disease control;

 4.  Census data;

 5.  Special disease registers, eg. cancer;

 6.  Hospital discharge information systems;

 7.  Public health laboratories;

 8.  Poison control centers;

 9.  Central medical libraries with Medline; 

 10. Registries of medical, nursing and dental professionals. 


Geographic epidemiology has been important in the history of public health, but fragmentation of information systems has delayed applying modern information systems approaches to multi-phasic evaluation and monitoring of health status. 

National Health Targets

The US Public health Service sets national health targets since 1979. These are increasingly accepted at all levels of the national public health complex. They highlight areas of concern that require effort by all levels of government and the health care system. They also serve an educational role for health providers and the community. 


Some of the progress made in reducing morbidity and mortality from epidemiologically important diseases is the result of that wider awareness and growing concept of "self-care." The "Healthy People 2000 Review, 1994" report issued by the National Center for Health Statistics and the CDC cited progress being made toward over 300 separate objectives designed to prevent disease and injury, and to promote health in the United States. Some 8% of the goals had been met and progress made in another 41%. However, for 16%, there was regression, for 7% mixed or no change. For others, data was not yet available. Some highlights of this report include:

* Infant mortality in 1994 was 7.9/1,000, a decline of 5% from 1993, with fewer deaths from 
respiratory distress syndrome and sudden infant death syndrome (SIDS);

* Heart disease and stroke mortality continue to decline, in both the white and black populations; 
however, the excess mortality for blacks as compared to whites has increased; 

* A number of risk factors for cardiovascular disease (elevated cholesterol, smoking and high intake 
of fats) have declined; overweight has increased substantially, including among teenagers;

* An increase in the number of adults who exercise vigorously and regularly; an increase in the 
number of worksites offering exercise programs;

* A decline in smoking among adults; an increase in the number of states restricting or regulating 
smoking; a decline in lung cancer rates between 1991 and 1993, after steady increases for 50 
years;

* A decline in alcohol-related motor vehicle crashes; licensing revocation laws in 37 states; 
mandatory seat belt laws in 48 states; 2/3 of adults now use seat belts;

* Suicide, a leading cause of death among teenagers (aged 15-19), is relatively stable, but suicide 
attempts increased;

* Cancer mortality rates (e.g. colorectal and breast) have declined; increasing numbers of women are 
getting mammograms; the percentage of women over 50 who have had clinical breast 
examinations increased from 25 to 55% from 1986 to 1993;

* Occupational disease and injury mortality declined slightly;

* Dental caries continue to decline; tooth loss is less common in older adults. 


The concepts of prevention and health promotion are integral to the setting and attaining of health targets. Increasingly the methods of public health are moving toward wider responsibilities in terms of health monitoring and organization to reach the stated goals and objectives. The New Public Health provides a conceptual basis for this process. 

Public Health Organization and the New Public Health

Because the US lacks a national health insurance program it is commonly said that the US has a "non-system". This is misleading; the US has a very complex and unfinished health system. The pessimist says the cup is half empty, the optimist says the cup is half full. The United States is a world leader in public health, not only in the development of new vaccines, but in implementation of important advances in public health, such as fluoridation of community water supplies. The United States has the costliest health system, but lags behind many other countries in important indicators of health status (see chapter 13). Still, the US is one of the few countries in the word with a universal school lunch program. Further, the US health systems is a complex interactive set of organizations, subject to system changes, which has pioneered many innovations in health sciences, health care administration and public health. 


Publicly administered universal access elements exist in that the middle class are protected by employment-based health insurance, the elderly by Medicare and the poor by federal-state-local Medicaid. The failure to adopt national health insurance providing equitable access to health care continues to be a major hindrance to improving health of the vulnerable poor and marginalized sectors of society. The public health services of all levels of government spend much of their energies and resources trying to cover the deficiencies resulting from inequities in access to services.


Increasingly the US population is covered by managed care plans in which financial incentives are in play to promote decreasing use of hospital care and increasing use of ambulatory and preventive care. Collaboration between organized public health and medicine, long antagonists in the United States, took a new direction in the mid 1990s with development of a " new paradigm" of cooperation. The American Medical Association and the American Public Health Association agreed to working together to promote networking in the form of collaborative local programs to resolve unmet health needs of the community. This mutual awareness and recognition of resources both clinical medicine and public health to cooperative efforts, provided tools and examples of this form of inter-sectoral cooperation, and to identify barriers to cooperation in the context of dramatic changes taking place in the United States in health care organization.    


In other countries, the United Kingdom, the Scandinavian countries, organization of health services moved to district health systems in which public health was a full partner with clinical services and where prevention was integral to the economic and function of a population-based program. The managed care revolution of the late 1990s also has the potential for interaction between the previously marginalized public health and health care delivery systems. Integration of services financed by Medicare and Medicaid with federal waivers of eligibility conditions from age and poverty may allow a new approach based on residence in areas of need. Expanding Medicaid will occur largely through enabling enrolment into managed care programs of large numbers of eligible persons not currently enrolled.


Down-sizing the hospital sector, constraint in health costs, increasing enrolment in managed care, focussing on health targets and increasing coverage through managed care will constitute a national health program evolving toward some form of the New Public Health. The United States has been very innovative in financing systems to promote efficiency in use of services, while other countries have begun to apply those lessons in their national health insurance plans. The United States will benefit from examining the reforms going on in many countries, including Canada and European countries, as their health systems also evolve. The American public health community, including the schools of public health, has capacity and experience with professional leadership and advocacy, and can make a great contribution towards adaptation of the New Public Health. 


Expenditures on population based public health services in 50 states is 3.0% of total health expenditures. Most expenditures by state health departments (66%) were for personal care services, so the vast bulk of all health expenditures are for personal medical care. This reflects the predominant priority for hospital and ambulatory care services based on insured or personal outlay for services. While much ambulatory care involves preventive services, the relatively low expenditure for community oriented public health functions reflects traditional values and under evaluation of the potential impact of community oriented approaches to health promotion.

Hospitals in the New Public Health


The hospital is an important element of the New Public Health. The individual institutional health facility, whether a general, rehabilitation center, a nursing home, a mental or other special hospital, is called a generic "hospital." Each has a defined role, administrative structure, budget, and modus operandi as a unique organization. Hospitals evolved under municipal, religious, voluntary, governmental, university, private or other form of sponsorship. Hospitals have traditionally been separate administrative units from other health services, although often with a strong connection to medical and paramedical training programs. The organizational structure reflects the history of the organization, but should also address the facility's mission, resources and its role as part of a larger community health system. 


Hospitals remain among the largest employers in any country, with some 3/4 of all health personnel and, depending on the country and its traditions and reform processes, between 38-75% of total health expenditures. The magnitude of the hospital sector and the key role it plays in the health service system makes it vital to rationalize its services, preventing duplication, bed surpluses, overemphasis on specialized services versus primary care, and depersonalization of patients. 



The modern hospital is the most costly and visible to the public, it employs the most personnel and it provides care for the seriously ill. Its management is therefore a important factor in managing the total health system. While health care is an organizational system, the component facilities such as hospitals are also living organizational entities that require structure, management and planning. 


Under managed care systems, the hospital will try to satisfy the patient and the managed care system's economic interests. The two clients may have different objectives and methods of assessment of the functioning of the institution and the community it serves. The patient, with the choice to change health plans, will be able to exert some influence on the care he or she receives. Similarly, the managed care system can judge the quality of care rendered by the hospital and express dissatisfaction by choosing an alternative provider.

 
The mission of a hospital is to provide high quality of care and service to the patient within the limits set by current standards of knowledge and resources. In addition, there are many other objectives of the hospital as an organization. They include professional and economic survival as an institution, teaching functions, research and publication. The hospital provides an important contribution to its community, providing employment, financial stability and solvency, prestige through educational and research goals and a system of access to health care. 


To meet these diverse goals and objectives, hospitals have become complex organizations with an extensive division of labor (see Chapter 12). This involves many different professional areas, as well as the "hotel functions" of food, laundry, housekeeping, supplies, and the financial and personnel administrative functions. As a large organization of great complexity, there must be a formal, quasi-bureaucratic structure with clear lines of authority and responsibility. But given that, the modern hospital cannot function under traditionally authoritarian, paternalistic pattern of administration. Coordination of the many complex skills brought together in a hospital require lateral coordination between departments and staff at all levels or the machine simply will not function. As a result, the hospital is highly dependent on the motivation and integrity of its staff, and their ability to network with others in different departments or professional levels freely and without excessive bureaucratic constraints.


Nevertheless, basic acceptance of authority, discipline and rigid requirements to maintain standards of care are still essential to hospital function and predictability of performance. A new demand on hospitals is efficiency so that waste, duplication of service, poor maintenance and function of facilities and equipment, corruption, negligence or thievery cannot be tolerated by the organization. The modern hospital has formal bureaucratic lines of authority, and hundreds or perhaps thousands of examples of informal networks and sometimes formal organizations to carry out the daily work of patient care, while meeting the other needs of the hospital and "good standards of care" with efficiency in use of resources. There are many checks and balances in the structure with multiple lines of authority and responsibility, and sometimes even tension between administrative and professional elements. 

PRIVATE 
BOX 10.9: TYPES OF HOSPITALS
Short Stay Hospitals are those in which more than half of the patients are admitted to units in the facility with an 
average length of stay of less than 30 days. These include teaching, general, community and district 
hospitals providing a broad range of services, as well as specialized hospitals which focus on a special 
category by age, sex or medical condition.

Long Stay Hospitals are those in which more than half of the patients are admitted to units in the facility with an 
average length of stay of more than 30 days. These may include special hospitals and may be jointly 
managed with short stay hospitals.  

Nursing Homes are establishments with three or more beds that provide nursing or personal care to the aged, infirm 
or chronically ill. They employ one or more registered or practical nurses and provide nursing care to 
at least half of the residents. Skilled nursing homes provide more intensive nursing care, as defined by 
nursing care hours per patient day.  

Hostels are residential facilities attached to a medical center for overnight stay of patients undergoing outpatient 
investigation or care.  

Hospices are facilities related to a medical center especially organized to provide a humane, personalized and 
family-oriented setting for care of dying patients. 

Non-profit Hospitals: are operated by a government, voluntary, religious, university or other organization whose 
objectives do not include financial profit.  

Proprietary Hospitals: are operated for profit by individuals, partnerships or corporations.  
General Hospitals provide diagnoses and treatment for patients with a variety of medical conditions or for more 
than one category of medical discipline (e.g. general medicine, specialized medicine, general surgery, 
specialized surgery, and obstetrics). This excludes hospitals which provide a more limited range of care. Community Hospitals serve a town or city and are usually short stay (less than 30 days average length of stay) 
general hospitals.  

District Hospitals are general hospitals which serve a population of a defined geographic district and have, as a 
minimum, four basic services; general medicine and surgery, obstetrics and gynecology and pediatrics.  Teaching hospitals are those operated by or affiliated with a medical faculty in a university or institute.

Special Hospitals are single category in-patient care facilities such as a children's, maternity, psychiatric, 
tuberculosis, chronic disease, geriatric, rehabilitation or alcohol and drug treatment center which provide 
a particular type of service to the majority of their patients. Tertiary care hospitals are referral and 
teaching hospitals; a secondary level hospital is a community or district hospital providing a wide range 
of services; and a primary level hospital is a limited service community hospital in a rural area. 

Source: Health United States, 1996-97 and American Hospital Association. 
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Hospital Classification

Any bed that is set up and staffed for care of in-patients is counted as a bed in a facility. A bed census is usually taken at the end of a reporting period. The WHO defines a bed as one regularly maintained and staffed for the accommodation and full-time care of inpatients and situated in a part of the hospital where continuous medical care is provided. A bed is measured functionally by the number and quality of staff and support services that provide diagnostic and treatment care for the patient in that bed. 


Hospitals are institutions whose primary function is to provide diagnostic and therapeutic medical, nursing and other professional services for patients with medical conditions. They have at least six beds, an organized staff of physicians and continuing nursing services under the direction of registered nurses. The WHO considers an establishment a hospital if it is permanently staffed by at least one physician, can offer in-patient accommodation, and can provide active medical and nursing care.


Hospitals include those operated not-for-profit and on a for-profit basis. Most operate as not-for-profit facilities as public services by government, municipalities, religious organizations or voluntary organizations. In the United Kingdom, hospitals formerly operated by the NHS are being turned over to public trusts to operate as not-for-profit public facilities. In the Scandinavian countries, county hospitals and other local health services are operated by the county health department. Private, for-profit hospitals, though increasing, are still a minority of general hospitals, but include a large proportion of chronic care facilities.


In the United States, Canada and Israel, long-term care for the elderly and infirm is dominated by private for-profit facilities. In these countries, private facilities arose because of inadequate public resources for direct provision of services. As payment systems evolved, private operators were encouraged to enter the field. Government supervision and regulation have diminished the abuses and exploitation that occurred in the 1960s, but the standards of care can be compromised by the profit motive. There are, however, good examples of large-scale operations of long-term care facilities by private organizations which are efficient and provide good standards of care. As illustrated in Box 10.11 , hospitals are also defined by the types of services provided, the population served and average length of stay.


Supply of Hospital Beds

The supply of hospital beds is measured in terms of hospital beds per 1,000 population. This varies widely between and within countries. Historically, hospital development was initiated by church or religious groups, municipalities or voluntary charitable societies, or by governments without national planning criteria. In all health systems, regardless of administration and financing methods, the supply of hospital beds and their utilization is fundamental in health economics and health planning. 


The hospital bed is often a political issue. In some countries, the hospital has been seen traditionally as a center of refuge from harsh conditions of life, climate and social conditions. This is especially the case in rural areas with lesser access to health care. Pressures for more beds may come from physicians or from the public. Political figures tend to favor more hospitals because they provide jobs in a community, signify access to medical care and a public sense of well-being. The addition or closing of hospital beds is one of the difficult and controversial issues in health planning and health politics. However, if they are responsible for paying for hospital operational costs, they are able to resist. Pressures are difficult to resist and political expediency to build more beds then faces the difficulty of financing the operation of those beds. It is even more difficult to close redundant or uneconomic hospital beds, because this means a loss of jobs in the community, unless coupled with transfer of personnel to other services. 


The hospital bed has important economic implications for the health system. The cost per bed is measured by the total expenditure of the hospital divided by the number of beds. Building and operating costs, on average, are such that the cost of construction of a bed are usually equal to the cost of operating the bed over 2-3 years. The decision to build a bed obliges the health system to indefinitely fixed costs even if that bed is unused as a result of regulation or the reduced utilization from professional or economic incentives. Hospital planning is no longer left to the initiative of the facility itself even in the most competitive, market economy-oriented health system. 


The tendency to build excess hospital beds and the resultant difficulty of maintaining them is common to developed and developing countries. Excess supply is associated with high utilization rates and long lengths of stay. Where there is no incentive for the hospital or the doctor to increase efficiency, patients tend to linger in the hospital. This results in higher overall costs of health care and is associated with medical mishaps, including falls in the hospital, errors in care, drug errors, anesthetic mishaps and nosocomial infections. Excess bed capacity can be dealt with in a number of ways. Essentially it requires conversion of bed stock to other purposes, or closure of obsolete facilities.


Especially since the 1980s, many countries are reducing excess hospital bed utilization by shortening length of stay, increasing efficiency in diagnostic procedures, decreasing unwarranted surgical procedures, adopting less traumatic procedures (eg. breast conserving surgery for breast cancer, and endoscopic surgery). Ambulatory services replace in patient care for many types of surgery, including most eye, ear, nose and throat surgery, and for medical care for oncology, hematology, mental health and many internal medical problems. 


Development of alternatives to hospital care, such as organized home care, to assist in earlier discharge of patients from acute care hospitals by providing services to the patient at home, such as nursing, physiotherapy, intravenous care, change of dressings or removal of stitches following surgery. Rehabilitation facilities provide appropriate low-cost alternatives to lengthy recovery periods after surgery such as hip or knee replacements. Long-term care facilities for geriatric patients requiring extensive nursing care, but who not benefit from lengthy stays in acute care hospitals, provide alternatives to hospital care. Closure or reduction of beds is important to assure that savings in one area of service are transferred to a common financing system to provide funding for those alternative services. This may require investment in these extended, community services before savings are realized from reduced hospital utilization. 


The capitation system of payment provides incentives for managed care systems to limit admissions and lengths of stay. Sweden succeeded in reducing the percentage of GNP spent on health care during the 1980s by reducing hospital bed supplies. Managed care systems and DRGs are having the same effect in the United States. District health system capitation is leading to reduced hospital bed supplies in the United Kingdom. This is a complex and controversial issue, but essential especially in view of aging populations with chronic diseases, and the highly intensive and expensive kinds of care needed by many patients.


The Changing Role of the Hospital 


Hospitals are increasingly technologically oriented and costly to operate. Under the influence of rising costs, incentives for alternative forms of care have led to the development of home care, ambulatory services and linkages with long-term care. Forces acting on the hospital as an organization and economic unit place the hospital in a context where community-based care is an essential alternative which requires organizational and financial linkage to promote integration.


As a key element of any health system, the hospital will undergo changes as technology and health management sciences advance. Managing health systems with fewer hospital days requires reorganization within the hospital to provide the support services for ambulatory diagnostic and treatment services as well as home care. The interaction between the hospital-based and community-based services will require changes in the management culture and community oriented approaches. Involvement of all the staff in quality of the service has become part of this management culture. 


PRIVATE 

BOX 10.10: HOSPITALS MERGERS IN LOS ANGELES COUNTY -  


THE UNIVERSITY OF CALIFORNIA LOS ANGELES (UCLA) 


HEALTH SCIENCES CENTER AND COMMUNITY OUTREACH
Los Angeles is a large, multi ethnic and rapidly growing metropolitan city of over 9 million population in southern California. It has built up a large number of hospitals operated by not-for-profit religious, ethnic and other organizations, as well as for-profit facilities, the LA County Department of Health Services and university owned facilities. The hospital bed-to-population ratio has been 3.5/1,000 population during the 1980s and 1990s. Payment by DRGs in the 1980s, and growing membership in managed care led to reduced hospital bed occupancy with 45% of beds occupied in 1996. In 1998, the vast majority of insured "Angelinos" belong to managed care programs. As a result, many hospital are selling to for-profit hospital chains, or under threat of closure, some being converted to long term or ambulatory care facilities.

UCLA Health Sciences Center is a teaching hospital owned and operated by the University. In the mid 1990s this center developed contracts to provide hospital care to many managed care programs including those covering UCLA employees and others serving many employers in LA County. In order to broaden its community service base, the center purchased several community hospitals and established affiliation agreements with medical group practices in adjacent areas of the city. This enabled the center to ensure its catchment population in a highly competitive market. The emphasis is increasingly on developing contractual arrangements with primary care medical services. The Heath Sciences Center is replacing the hospital due to damage in the 1994 earthquake and will do so with substantially fewer number of beds. This is the survival strategy adopted to ensure its continuing role as a major teaching and community service hospital in the changing medical market in the 21st century. 
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Countries which operated hospitals as part of the Ministry of Health or National Health Service are tending to transfer their ownership and operation to not-for-profit agencies, trusts as free-standing economic units or to become part of integrated service programs of district health authorities. Competition for patients and payment for services such as by a DRG system will increase the need for excellence in hospital care and its management for the financial survival of the facility. A trend in the United Kingdom and Israel, and under discussion in Russia, is movement toward less centralized management and greater competition in medicine. The trend to include hospitals in district health authorities, such as in the Nordic countries, as part of geographic managed care programs is another important policy direction. 


In the United States, hospital networks are developing in the for-profit and not-for profit sectors with integration of management and other cost savings in scale of purchasing and operation. Contracts with managed care organizations for hospital care has replaced the previous system where hospitalization of insured patients depended on where the attending doctor had privileges or worked on staff. The for-profit hospital corporations, along with similar managed care organizations have brought health care to the stock market with profits larger than many other sectors of the private economy. Hospital mergers may then be seen in the context of any other business merger or corporate development.    

  
Regulation of Hospitals 


Governments have the responsibility and authority to assure standards of health for the population. Licensing of health facilities is one of the traditional methods used to ensure the public interest and prevent harmful practices in patient care facilities. The licensing procedure is the basis for regulation of standards, and the content of the service. 


Where government operates the hospital, it has two methods of regulation: one, control of the payment mechanism which allows much room for negotiation and influence on standards and content of care; and second, regulation as the licensing and standards authority. The level of government responsible for regulation varies from country to country, usually depending on the constitutional division of responsibility between the different levels of government and the size of the country. Generally, the local authority has the most influence due to its proximity.


The combination of governmental roles in a highly centralized health system, of financing, operating and regulating hospitals may appear to have some advantages, but separation of these conflicting functions is important in promoting a high quality service. The separation of financing and regulation from operation of services is a widening trend in national health systems. 



Governmental regulation makes non-governmental accreditation virtually mandatory. The NGO agency's standards are accepted by government. Mandating that hospitals and long term care facilities in the United States are required to have full accreditation and using an existing NGO inspection system as a proxy for governmental standards, saves the government from the necessity of establishing large-scale regulatory and inspection systems.


The Uninsured as a Public Health Problem

The 40 million Americans uninsured and the large number with poor coverage constitute a serious challenge for public health in the United states. The focus of much activity by county and municipal health departments for the past several generations has focussed a great deal of attention on this population, who are largely poor and in need of health care. The coverage of the elderly and the very poor under Medicare and Medicaid has given a base of protection to these groups, but the near poor and the near elderly are still highly vulnerable especially when job layoffs are a major part of the economic condition. While this problem is becoming more acute with a growth in the uninsured following the failure to enact national health insurance in 1994, there are increasing federal and state initiatives to widen coverage for Medicaid and especially target the approximately 20% of children who are uninsured. The United States, despite still being the only industrialized country lacking universal health insurance, has established other mechanisms which have had positive health effects, such a the school lunch program and many categorical health programs to promote prenatal care, immunization, mammography, Pap smears and other preventive services. No prediction can safely be made as to when or if the US will adopt national health insurance. The extent of its continued delay will be a continuous burden on the full realization of America's national health potential, for its individual citizens and as a nation as a whole.  

Summary

Public health is organized at local, state and national levels to define and work toward health targets. A balanced health care system requires that resources be rationally allocated to the different preventive, curative or environmental elements of health. Resources must be directed to all vulnerable groups in the population, recognizing that some groups have greater needs than others. At the same time, public health management must be sensitive to issues which affect all, such as nutrition, sanitation, housing and socioeconomic conditions. Sound public policy must also take into account the need to ensure adequate quality of care by health care providers and institutions, by developing and regulating standards, licensing procedures and quality assurance mechanisms. 


Impressive progress has been made in public health in the United States over the nearly two centuries since the establishment of the United States Marine Hospital Service, and the century since the establishment of the APHA. Despite lack of a national health system, the United States has been a leader in formulating administrative mechanisms to improve the efficiency of health care.


The revolution of health care in the United States in the late 1990s toward managed care is causing a large scale reorganization of hospitals with both vertical and lateral integration i.e. formation of networks of hospitals and linkage of hospitals with primary care. Adjustment to meet the health care organization environment of the 21st century requires changes for hospitals. These include down-sizing, development of ambulatory and home care services and linkages with primary care services to ensure a "catchment population". The competitive factors in which primary care providers and the community have a role in determining a hospital's utilization, occupancy and ultimately its survival, will help build a more community oriented health system.


In the United States, public health has been separate and unequal in relation to medical services. The advent of managed care for a large portion of the population creates a profession and economic challenge for both sides. Organized public health in the United States needs to seek a closer liaison with managed care to promote a more comprehensive New Public Health approach. Relating managed care to health promotion on the one hand and ensuring the interests of the patient and the community on the other. If public health remains outside the issues of organization and financing of personal care services, the isolation of public health in the United States will deepen. 


The New Public Health is a comprehensive approach to health care, stressing the inter-dependence of medical and hospital services with prevention and health promotion. Clinical medicine, management of health services and community health approaches are interactive in many forms, in the United States and elsewhere. In northern Europe and the United Kingdom, district health systems are responsible for and budgeted on a per capita basis to ensure community health and all levels of personal care services. In the United states, lack of universal health access and central payment systems for all has not inhibited development of managed care systems linking all levels of health care, but public health remains organized and financed separately. The New Public Health approach seeks to link those activities of local, state and national governments with non-governmental services that promote the health of a population, including the provision of personal care in hospitals, community and long-term care or community settings. 

Websites

Agency for Health Care Policy Research   http://www.ahcpr.gov/

American Hospital Association   http://www.aha.org/

American Public Health Association   http://www.apha.org/

Bureau of Primary Care, DHHS    http://wwwbphc.hrsa.gov

Centers for Disease Control and Prevention, DHHS  http://www.cdc.gov/

Department of Health and Human Services (DHHS)    http://www.hhs.gov/

Health Care Financing Administration, DHHS   http://www.hcfa.gov/

Health Care Indicators, US   http://www.hcfa.gov/stats/indicatr/indicatr.htm


 and DNHS@hcfa   (National Health Indicators)

Hill-Burton Obligated Facilities. Health Resources and Services Administration.  
http://www.hrsa.dhhs.gov/osp/dfcr/obtain/hbstates.htm

Health, United States, 1998   http://www.cdc.gov/nchswww/products/pubs/pubd/hus/hus.htm

Indian Health Services, DHHS     http://www.ihs.gov/

Institute of Medicine, National Academy of Science  http://www4.nas.edu/IOM/IOMHome.nsf

Joint Commission on Accreditation of Healthcare Facilities   http://www.jcaho.org/index.htm

National Center for Health Statistics    http://www.cdc.gov/nchswww

National Institutes of Health   http://www.nih.gov
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