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A LARGE SEGMENT of the population is
discontented with the role of public health depart-
ments. This discontent is expressed by other
health professionals as well as those whose dis-
cipline is public health. Among the questions
being raised are: What's wrong with public health?
Why have health departments become so out of
touch with the times, so out of the mainstream
of health matters? Why is the leadership so
apathetic? What's going to be left for health
departments if more of their functions are taken
over by other agencies? Why aren't health depart-
ments more involved in the provision of medical
care services or of mental health services? Why
don't they do a better job about environmental
health and automobile safety? The list could be
increased because one hears such questions
throughout the nation.

Health departments have been described as
systems characterized by excessive entropy, a con-
cept that systems theorists define as a law of
nature in which organizations move toward dis-
organization and death (1). To fight entropy,
say the theorists, organizations must resist be-
coming closed systems; organizations must im-
port new energy in the form of new people, new
ideas, and new programs. These theorists state
that as time goes on, organizations become con-
servative; their members pursue safe, uncon-
troversial paths and become more concerned
with the security of their employees.

Persons concerned about the mission of public
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health claim that policymaking boards of health
represent the establishment's point of view. These
boards direct departments to pursue establish-
ment-approved programs. When a dynamic health
department impinges on the domain of either
private medical practice or private industry, pres-
sure is exerted on the health officer. The result
is a retreat to cautiousness. Too often the
chastised professionals hesitate to initiate new
programs because they fear alienating their pro-
fessional superiors. Survival becomes the dominat-
ing force.
A combination of external forces, such as the

elected public officials, appointed health com-
missioners, and private interests-together with
cautious, survival-oriented health department pro-
fessionals-have contributed to the present static
conditions of public health.

This static condition is being recognized. The
leadership in the American Public Health Asso-
ciation is attempting to remedy it (2), but the
task is not easy, and increasing opposition is
evident among members who are resisting change.
Recent editorials in the APHA's "The Nation's
Health" (3) have revealed that some members
are leaving the association because they are
experiencing a "loss of professional status." One
member wrote, "I'm being driven to the corner
of our professional organization by consumers."
Another says the association has become "a con-
sumers' lobby," and has abandoned scientific pro-
grams. However, these complaints are not the
real issue.

The issue is that in its attempt to break out
of the old, traditional, conservative model, the
new leadership is attempting to open up the
relatively closed system of public health. These
leaders are introducing new inputs by listening
and relating to other groups in their respective
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constituencies. These groups include the con-
sumers, the poor, the minorities, and other pre-
viously uninvolved segments of society. The
APHA is taking strong positions on issues such
as national health insurance. In short, the leader-
ship is attempting to revitalize the public health
system.

Decentralization and Citizen Participation
Among the solutions being offered for the

revitalization of health departments is some form
of decentralization, community control, or con-
sumer participation. Proponents of this approach
believe that health department bureaucracies must
share some of their power with the citizenry, par-
ticularly with persons who previously have not
been represented in decision-making bodies. The
proponents point to accumulating evidence of a
movement both in the United States and abroad
for people to have a greater voice in their work
(4), education (5), church (6), and lives in
general (7). They predict that this trend toward
participatory democracy will continue and the
subsequent force can energize public health,
thereby bringing it back into the mainstream of
health. To explore this movement, there is a
need to clarify such much-confused terms as de-
centralization, community control, community
participation, and community involvement (8).

Traditionally, decentralization may be used
synonymously with administrative decentraliza-
tion. Decentralization refers to delegation of
authority from higher to lower levels within an
organization or unit of government. Federal offices
are created or street-level bureaucracies are estab-
lished. The objective of such decentralization is
to bring government closer to the people, but not
to delegate authority to entities outside the formal
structure of government (9).

Conversely, political decentralization refers to
the delegation of authority not only to lower
levels within the formal government hierarchy but
also to groups outside the government. Apparently
administrative decentralization is markedly dif-
ferent from political decentralization. Administra-
tive decentralization implies retention of power
and authority with the formal government unit,
whereas political decentralization mandates the
sharing of authority with persons outside govern-
ment (10).
Community control or neighborhood control

may be viewed as a form of political decentraliza-
tion. In its extreme version, "control" is assumed

to have literal meaning in that the local unit seeks
autonomy while at the same time asserts a claim
to the fiscal and taxing resources of the wider
community (9a).

In terms of a health agency, community control
has been described as (a) the allocation of the
all important planning, policy, and operational
responsibilities to broadly representative neigh-
borhood health boards with locally responsible
neighborhood health administrators, and (b) the
power of the local community to hire and fire
all staff including professionals and to control all
departments including the clinical services (11).
The terms citizen involvement, participation,

or consumerism refer to a variety of devices which
allow the individual access to the institutions of
government; in this instance, health departments.
These devices may be viewed as a continuum of
authority, power, and control being shared by
citizens and official agencies. This continuum
ranges from token citizen involvement to the most
extreme form of community control, which all
but excludes involvement of governmental or
agency representatives.

In the general study of decentralization and
participation, I have found Eisinger's model to
be particularly useful (12). He presents a rather
complex paradigm, the heart of which is control
sharing. He describes control sharing as a form
of administrative and political organization of
municipal service agencies in which the authority
to make policy decisions about service levels and
general administrative standards is shared. Among
the decision makers are professional bureaucrats,
elected officials, and democratically selected citi-
zens representing geographic neighborhoods or
particular client groups. Another crucial aspect
of his concept is the "formally guaranteed pres-
ence of democratically selected citizen representa-
tives or client representatives on bureaucratic
policy making boards."

Health Departments vs. Decentralization
Proponents of a decentralized, control-sharing

scheme for health departments believe it is one
of the ways to regenerate public health. They
point out that the decentralization of health
department services, which began as early as
1915, was administrative: more authority was
delegated to public health administrators at the
local level (13-15).

These proponents claim that although non-
professionals from the community are members
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of the board of health, these persons have been
carefully selected by local government officials
and have not been elected by their constituencies.
This concept of democratic selection is a key
aspect of Eisinger's control-sharing model.

Furthermore, proponents say that citizen in-
volvement usually has been in uncontroversial
programs, such as immunization campaigns, chest
X-ray surveys, community sanitation campaigns,
and health education activities. Seldom have citi-
zen groups radically changed the direction of
health departments from health education and
prevention of communicable disease to politically
hot issues, such as the delivery of medical care
services, mental health services, or air pollution
control programs.

Advocates of decentralized control sharing
admit a number of "activist health departments"
(16) are involved in dynamic, innovative pro-
grams. However, most health departments are
concerned with carefully circumscribed, non-
controversial activities.

Four Positions
In reviewing the growing literature on decen-

tralization and citizen or consumer participation,
I have found no overt opposition to consumer
or citizen involvement. It is the degree of citizens'
participation that becomes the subject of concern
(17-22). I have attempted to delineate four
positions within this subject as follows.

Participation is good. This position, accepted
by almost everyone, represents the ethos of par-
ticipatory democracy. To oppose it is to admit
being totalitarian, and few would dare. Entire
programs are built on the participation concept.
Programs such as the Office of Equal Oppor-
tunity's neighborhood health centers, the Demon-
stration and Model Cities Act, and the Com-
prehensive Health Planning Law require a
majority of consumers to constitute their board
membership.

Community control is better than participation.
Advocates of community control say participa-
tion is good but that it is not enough; control is
the answer. Their position may be illustrated by
the following demands on one community by
advocates of community control (23).

* Self-determination in health care planning
(both services and facilities)

* Removal of all outside-appointed adminis-
trators and staff working in the community

* Immediate cessation of health care facility

construction pending review by a community-
appointed review board

* Publicly supported health care provided for
short-term illness and preventive medicine (in-
cluding elimination of all fee-for-service remuner-
ation), that is, free health care for all

* Health education program for all members
of the community

* Community control over health care facili-
ties (including hiring, firing, salaries of personnel,
and construction)

* Total support from community and extra-
community organizations and individuals.

Community control is not enough. The third
group comprises persons concerned with the
limitations of community control. These critics
warn of the danger of participation for the sake
of participation, achieving accountability with no
increase-and perhaps even a decrease-in pro-
ductivity or efficiency (24). They claim that
community control is concerned mainly with ad-
ministrative problems and suggest that the real
power sources must be reached in order to effect
significant changes in the health system.

These people warn that community control will
fall far short of its objectives unless it becomes
a broader struggle for popular, democratic con-
trol of all public institutions and the economy
(11, 25, 26). They feel the movement must go
further and escalate its demands.

The case has yet to be made. This group
represents an increasing number of persons voic-
ing concern about whether decentralized, control-
sharing models work. In a recent issue of the
American Behavioral Scientist which was devoted
entirely to urban decentralization and community
participation, a number of contributors raise flags
of caution (9). One contributor reports that little
evidence can be found supporting or refuting the
proposition that greater participation in local
governance improves services (10).

Another author concludes that neither decen-
tralization nor citizen participation (nor neighbor-
hood control) are waves of the future and that
these systems or structures are not likely to be
either durable or widely adopted (27).
A third contributor writes that "already some

early supporters of decentralization measures have
begun to move away from their initial positions,
and, as disadvantages accumulate with existing
experiments, there may likely be a return to the
virtues of professionalism and strong central policy
direction" (9b).
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In a nationwide study of citizen participation
in Model City programs, Dinerman reported that
only 30 percent of the Model Cities directors
who responded to her questionnaire described
their experience with citizen involvement as being
"very effective" (28). Most respondents evalu-
ated resident participation as being only "some-
what effective" in stimulating needed changes in
community services and programs.

Persons in this group raise the issues of benefits
in relation to costs and wonder whether the bene-
fits are worth the foreseeable disadvantages. These
persons are concerned about the dangers of fac-
tionalism being created within neighborhoods and
between neighborhoods competing for scarce
resources. This faction worries about "alleged
leaders" who profess to speak for the commu-
nities and about the dismally low percentage of
neighborhood residents who vote for representa-
tives to local boards. The group fears the lack
of organization, the inefficiency, and the dangers
of eventual disillusionment and hostility among
local residents who discover their health problems
may not have been significantly affected by the
community's participation.

Crucial Side Benefits
It may be too soon to determine if decentral-

ized, control-sharing mechanisms result in im-
proved services. A number of studies are now
in progress which should provide much needed
information (29). More time may be required
before consumers can develop the needed tech-
nical expertise to make the proper decisions affect-
ing their community. However, the comments of
E. Kelty, a National Institute of Mental Health
official who has had considerable experience with
community-controlled organizations, are revealing.
In a personal conversation on April 4, 1972, he
said: "As a result of their involvement in health
programs, there are now low income consumers
who can stand up and talk to professionals and
who are quite sophisticated about the whole plan-
ning process."

There are those who feel that the desire for
improved public services may be only part of
the rationale for control sharing. They claim
that even if higher quality services are not pro,
duced, social and psychological benefits will
accrue. These rewards, such as reducing the feel-
ing of powerlessness and alienation, may be as im-
portant as the provision of direct health services
(12, 30).

An entire profession, public health education,
has been built on the evidence that citizen par-
ticipation in planning and carrying out health
programs yields acute awareness of health prob-
lems, increased use of health services, and-in
many instances-prevention of disease. In the
final analysis, say the proponents of decentraliza-
tion and community control, unless major changes
in services and their delivery are attempted, there
may not be too much left for public health depart-
ments to do.
One thing appears fairly certain. Barring a

backlash toward a repressive political state, one
can predict that the movement by people to have
a greater voice in their lives will continue and
will probably gain momentum. Citizen participa-
tion appears to be here to stay (20, 31).
Implications for Administration

I began this paper stating there was consider-
able discontent with the state of public health and
reported that one solution being offered was some
form of a decentralization, power sharing, or
community control. Although there is no con-
sensus as to which form is best, I did say that
the participatory democracy theme seems to be
pervading most institutions and will likely con-
tinue to do so. Widespread practice of participa-
tory democracy, I believe, is a healthy develop-
ment and a force which administrators could use
to revitalize public health.
My major point is that the combination of

external forces such as conservative local govern-
ment, local medical societies, and other private
interests in concert with conservative bureau-
cracies within health departments-have helped
create the status-quo situation in which, public
health now finds itself.

I believe that public health administrators can
effect changes by using new social forces whether
they be within or outside the health depart-
ment. The outside forces are those persons who
until now have had little to say about decision
making, that is, consumer groups, minorities, un-
involved segments of the middle class, and young
professionals going into private law or medical
practices. The forces within are the new pro-
fessionals and the nonprofessional workers enter-
ing public health eager to do meaningful work.
Many of these new workers are client centered

and advocacy oriented: they have a value system
that fits neatly into a progressive mission for
public health. Such a mission would provide direct
medical services for all people-not just poor

May 1973, Vol. 88, No. 5 445



people. These services might include contracep-
tion or abortion and deal with subjects currently
considered controversial but which directly affect
the public's health.

In no way am I suggesting that public health
administrators ignore the traditional holders of
power such as local government officials, private
industry, and private medicine. This would be
folly. These groups are important in this plural-
istic society. Administrators will have to work
with all groups, but such cooperation will require
certain knowledge and skills, some of which I
will discuss.

1. Administrators will have to realize that their
departments must be more truly open systems
(la). No longer will administrators have the
luxury of running their departments as relatively
closed corporations in which the decisions affect-
ing the community's health are made exclusively
by a board of health, a group of administrators,
a professional staff, or any combinations of these
groups. More frequently decisions will have to be
based on community needs-not the convenience
of the staff. This change will necessitate altering
the ratio of time that administrators spend inside
their work unit to the amount of time spent out-
side the unit. There will be a definite shift in the
direction of "outside" activities.

2. Administrators have to establish improved
mechanisms for feedback not only within their
organizations, but for their client groups as well.
Feedback must be set up for their patients,
patients' families, and other clientele groups.
Adequate feedback is not autogenic; it must be
engendered by careful planning.

3. System theorists state that organizations
must have sensing devices reaching into the
environment if they are to survive. Most health
departments have been attuned to the established
power sources, such as local government, private
medicine, and private interests. However, the
administrator will have to extend his awareness
to those groups who have not been adequately
represented. Yet he will have to be aware that
there are dangers in interpreting statements of
so-called community leaders-leaders who pre-
tend to represent their communities but who in
reality may be speaking for themselves.

4. Just as accountability has become a key
issue in public education (24, 32, 33), so may
it be in public health. Administrators in all likeli-
hood will be accountable not only to the recog-
nized power sources, but to the emerging power

groups such as the minorities, welfare rights rep-
resentatives, and consumer groups.

5. The administrator must be aware that the
health department's outputs are going to be in-
creasingly scrutinized by its community's constit-
uencies in terms of efficiency and, more impor-
tant, its effectiveness. Efficiency may be thought
of as the "amount of resources used to produce
a unit of output" (34), but it may not necessarily
be related to the quality of output. Measuring
effectiveness will be thornier, because it neces-
sitates studying the agency's outputs in terms of
its goals. Serious questions will be raised by the
emerging community groups concerning the rele-
vance and quality of these goals and, equally
important, the agency's value judgment.

6. The administrator will have to become more
knowledgeable and skillful in dealing with con-
flict. Most present-day administrators come from
the middle class and find it difficult to deal with
the hostility, verbal abuse, and militancy of the
indigenous community (35). On the basis of
my personal observations of numerous such con-
frontations, a safe prediction is that as militant
groups demand more services, the traditional pur-
veyors of services will protest.
The administrator will be right in the middle

and will require considerable skills in negotiation
and bargaining to resolve conflicts. Effective in-
volvement of poor people in community decision
making will ultimately require the institutionaliza-
tion of bargaining mechanisms, just as collective
bargaining arrangements have become the normal
practice in labor-management relations (36).

7. In addition to their own feelings, adminis-
trators will have to deal with those of individuals
in community groups, members of boards of
health, and of their staffs. Whether relating to
minority groups or to members of the youth
counter-culture, both within and outside their
agencies, administrators will find that these
groups express their feelings more freely and are
reluctant to suppress them.

8. Expertise in group dynamics will be another
requisite. Increasingly administrators will find
themselves working with groups of all kinds,
sizes, and functions. Administrators are now using
terms such as task force, study groups, autono-
mous work groups, project management, and
matrix organization. All of these terms imply the
concept of working in teams or small groups.

Bennis and Slater (37) point out that in the
very near future there will be a plethora of tem-
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porary organizations in our society. These orga-
nizations and groups will be continuously form-
ing, dissolving, and being replaced by new ones.
Administrators will have to be able to relate
to these groups quickly. They will not have
the luxury of gradually developing working
relationships.

9. The skillful use of politics, which has been
described as the ability to influence the actions
of others, will be increasingly required in a
participatory, control-sharing model. In the past,
political activity traditionally revolved around
elected officials and the more powerful private
and public interests. However, additional seg-
ments of society are entering politics, exerting
pressures, and making demands. The adminis-
trator will truly be the person in the middle,
pressed between the private and public providers
of health services and the vocal, organized
recipients.

10. Administrators will also require-a thorough
understanding of the health industry, their agen-
cies' functions, and the newer technological devel-
opments. These developments include computeri-
zation, information systems, planning methodol-
ogies, and performance budgeting techniques.
Although these are grouped together, I am not
suggesting they are of secondary importance.
They are part of the required vital tools of the
profession.
You might comment after reading the list of

recommended knowledges and skills, that no
single administrator is likely to have them all.
You may be right! If Bales and other investiga-
tors (lb) are correct in stating that the totality
of leadership attributes are rarely found in a
single person, then perhaps the administrator's
job is to develop a leadership team which has
these knowledges and skills. This will necessitate
that he share control and power within as well as
outside his organization.

Whether he builds a leadership team or
attempts to develop his own skills, I suggest that
the wear and tear on the nervous system of
administrators who work in participatory, control-
sharing agencies will be enormous. In view of
(a) the stress and hazards involved in satisfying
the demands of competing power groups and
(b) the increasing tendency of professionals to
follow their profession rather than accept a life-
long career in one particular agency (38), the
administrator's job tenure in any one position
may be limited, perhaps to 4 or 5 years. By that

time, he may want to change jobs or have the
chance to "recharge his batteries," much like
faculty members do in the university sabbatical
system. This will necessitate enlightened and
basic changes in civil service procedures. Financial
limitations and tradition will be difficult to deal
with, but it is hoped that they will not be impossi-
ble to change.

This paper is not intended to discourage ad-
ministrators from working in participatory, con-
trol-sharing agencies. Admittedly, the problems
will be numerous. However, if health departments
are again to become relevant, vital agencies, they
must more vigorously attempt to become par-
ticipatory and control sharing.

Summary
The considerable discontent with the present

state of public health suggests that a major cause
is that health departments have become relatively
closed systems. The combination of conservative
decision-making bodies outside the health depart-
ment-such as elected public officials, private
medical and other private interests-in concert
with bureaucratic, security-conscious leadership
within the departments has contributed to the
present state in all too many health departments.
New segments of the population, such as the

consumer, the minorities, the poor, must be
brought into the departments of the decision-mak-
ing process. Decentralization, community control,
and other citizen participation models are dis-
cussed as possible ways of revitalizing health
departments.
One model of citizen participation was stressed.

It contained the following concepts.
1. The community's democratic selection of

its representatives to policy-making boards for
tho health department.

2. Sharing the authority to make policy deci-
sions among the health professionals, elected offi-
cials, and the democratically selected citizen
representatives.

Whether citizen participation will result in
improved services cannot be discerned at this
time. A number of studies in progress should
contribute much needed data. However, it is
asked whether some of the side benefits accruing
from citizen participation, such as the combat-
ting of alienation and powerlessness, may not be
as important as the improvement of services.

Although no one model of citizen participation
or control sharing was identified as optimal, I
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believe that some variation of the model is needed
if public health is to become relevant again.
Administrators who will be working in a par-
ticipatory, control-sharing model should be aware
of the difficulties they will face and the knowledge
and skills which will be required for effective
administration.
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