
Local Health Organization

-A Progress Report-

By JACK C. HALDEMAN, M.D.

IN the 46 years since the first county health
department was organized, the local health

unit idea has spread, and today 2,197 counties
are served by 1,365 full-time health units-
county, city, local district, or State district
organizations (1). Figure 1 shows this cover-
age by type of department as of June 1953.
The growth of local units did not occur at a

steady rate, but fluctuated widely over the years
and in different sections of the country. The
idea was slow to take hold at first. Then came
periods of rapid acceleration interspersed with
periods of slow expansion or even contraction.
Recently there has been a sharp decline in the
rate of expanision. During the past 5 years
there has been a net increase of only 46 units.

It is appropriate, therefore, to take stock at
this time of the progress achieved in building
local health services and to survey the problems
still to be met in extending services to additional
areas.

Measuring Growth of Local Services

The growth of local health services can be
measured in a number of ways in addition to
geographic coverage. Staffing and financing
patterns are more accurate indexes of the inten-
sity of services, and program expansion can

indicate whether health departments are adapt-
ing their services to meet present-day needs.
Although the number of persons employed in

State and local health agencies has increased
considerably since the end of World War II
(fig. 2), this growth has been uneven, both geo-
graphically and on the basis of the professional
categories in which the increases have occurred.
For local health department personnel, 40 per-
cent of the overall increase between 1947 and
1952 was reported by 3 States. A State-by-
State analysis reveals increases ranging from
less than 3 percent in 1 State to 100 percent or
more in 4 States. Decreases ranging from less
than 1 percent to almost 25 percent were re-
ported in 6 States.
Variations in the growth of professional staffs

are also great with respect to categories of per-
sonnel. While the increase in the number of
physicians in local health agencies amounted to
only 4.5 percent, other professional groups in-
creased markedly. For example, the number
of dentists increased by 68.7 percent; health
educators, 51.9 percent; engineers, 64.6 percent;
and nutritionists, 90.7 percent. Comparable
figures for medical and psychiatric social work-
ers are not available for the 1947-52 period;.
however, their numbers increased by 270 per-
cent between 1948 and 1952.

Staff Shortages and Expenditures

Despite the general improvement in the num-
ber of personnel employed, there are serious
shortages to be considered. Of the 1,365 health
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organizations, 380 reported that the position of
health officer was vacant or being temporarily
filled on a part-time basis. A recent study (2)
showed that about 10 percent of the budgeted
positions in local health departments were
vacant. Analysis of the number of additional
personnel needed to staff existing organizations
with the minimum personnel recognized as be-
ing essential may point up the situation more
effectively. Of the more than 1,200 organiza-
tions reporting to the Public Health Service
(3), 670 units need a total of 1,216 physicians
in order to reach a minimum standard of 1
physician for every 50,000 persons-an essential
according to pooled professional judgment-or
1 for every local lhealtlh unit, whichever is
less. More than 11,600 nurses are needed by
1d189 of these health units in order to reach the
standard of 1 nurse per 5,000 population; and
an additional 2,000 sanitarians and other sani-
tation personnel are needed by 736 organiza-
tions to attain the standard of 1 per 15,000
population.

It should be emphasized that these figures do
not express total needs even for those organi-
zations included in the count. These standards
reflect what is considered to be the minimum
staff needed for providing the more or less
traditional services which any health depart-
inent should supply. Any enrichment of pro-
grram to meet the newer health problems would
require either additional staff or a realinement
of duties of present staff in these categories.
Services of a variety of other professional
groups would also be required to supplement
those of the basic staff.
Measures of growth based on expenditures

are likely to be misleading because of the
changes in the value of the dollar. In addition,
there have been varying estimates of the amount
of money which will provide adequate public
health services at any particular time. The
amounts spent by local health departments are,
on the average, below the lowest of the present
estimates. The expenditures of local health
departments as reported to the Public Health
Service totaled approximately $150 million in
1952. This equals less than $1.00 per person in
the United States as a whole, and about $1.10
per person when only that part of the popula-

tion living in areas served by full-time health
units is considered.
The total expenditures for State and local

lhealth services vary from more tlhan $3.00 per
capita to less than $1.00. (These figures exclude
the costs of construction and operation of hos-
pitals.) The States with the lowest per capita
incomes are spending a larger proportion of
their available resources on health than are
States with the highest per capita incomes.
When the States are divided into quartiles ac-
cording to per capita income, the lowest income
group spends an average of $1.00 for every
$1,000 of individual income paid within the
State, while States in the highest income group
average about 71 cents per $1,000 (fig. 3). Of
the 5 States which rank highest according to the
proportion of income spent for health services,
4-Georgia, Kentucky, Mississippi, and North
Carolina-are among the States lowest in per
capita income, ranking 42d, 43d, 49th, and 46th,
respectively.

Distribution of Services

While the variety of health services being of-
fered by health agencies of all types is steadily
increasing, two facts are important in evalu-
ating the change. First, these services are con-
centrated in cities. This is not unexpected
since the facilities and professional skills
needed for conducting such programs are
largely concentrated in urban areas. For ex-
ample, one-third of the jurisdictions reporting
mental hygiene clinics were cities which com-
prise only about 16 percent of the total organi-
zations reporting (3).

Second, these newer services have been de-
veloped to a large extent under the sponsorship
of voluntary agencies. For example, about 60
percent of the cardiovascular clinics reported
were operated by voluntary agencies, as were
53 percent of the diabetes clinics. In contrast,
only about 7 percent of the tuberculosis clinics
and 8 percent of the well-child conferences were
operated by voluntary groups. These circum-
stances provide the health department with an
opportunity to play a vital role in encouraging
the coordination of the services of voluntary
and official agencies.

It is clear that the problems facing the pub-
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Figure 1. Areas reporting full-time local health service as of June 1953.

lic healtlh adiministrator concerned witlh expan-
sion and improvement of health services are
manifold, and that new ideas and imaginative
planning are necessary for their solution. A
close look at the kinds of communities outside
the existing local health organizations further
supports the view that some change in think-
ing is desirable. T'wo-tlhirds of the counties
without full-time official health services as de-
fined earlier lhave populations under 15,000. Of
the 14 States in which more than 25 percent of
the population is in the unorganized areas, 6
have a population density of less than 10 per-
sons per square mile. Only 2 counties have
more than 100 personis per square mile. Within
the sparsely populated States, most of the ur-
banized areas have some full-time health organi-
zation. Thus, the uncovered areas are generally
those with a population density considerably
less than that of the State as a whole. This
fact points up the difficulty of applying the
usual organizational pattern in these areas.
Health administrators in many parts of the

country are devising methods for meeting some

of these problems. New administrative ar-
rangements for provision of health services are
being worked out. Two States, for example,
are developing plans whereby the local com-
munity may obtain services from the State
health agency on a contract basis. In this way
the sparsely settled community may procure the
kinds and amount of services which it considers
necessary. Such a procedure should prove more
effective and economical than would an attempt
to maiintain a local health department of the
traditional type. It is possible that availability
of such services will stimulate community in-
terest in providing additional services as the
need for them is recognized. Other States are
experimenting with strengthening and region-
alizing their State consultant services in order
to make technical assistance available to larger
areas of the State.

Recruiting and Utilizing Personnel

The problem of the chronic shortage of pro-
fessional personnel must be faced with the
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Figure 2. Increase in public health workers, State and local health departments.

riealization that there probably will not be
enough personniel available to staff healtlh de-
partmenits in accordance with thle accepted
minimnum standards. Professional schlools at
present are not supplying enough graduates to
meet future military and civilian needs as they
are noiw estimated (4). Active, imaginative re-
cruiting will certainly hielp to attract desirable
personnel if the challenge ancd personal satis-
factions inherent in public healtlh work are
clearly slhowin. Finiancial rewards and oppor-
tunities for advancement, liowever, must be
made commensurate with those of private em-
ployment if able, well-qualified persons are to
be expected to remain in public service. Most
important, perhaps, those who are already in the
field must do the kind of job that makes public

lhealtlh a profession oine wouild be proud to
choose.
Here it may be well to reemphasize the fact

that the professioinal kniowledge ancd skills
possessed by those already engc,ag,ed in health
work are not being fully used. A- study made
by the committee on professional education of
the Amierican Puiblic Healtlh Association (5)
slhowed that many duties carried out in the past.
by professional personnel are being delegated
to adnministrative personnel. However, there
nlust be a continiuing effort to relieve the pro-
fessional staff of clerical and administrative
duties, which can be effectively performed by
personnel with training in those fields.
In any plan for health services, it is im-

perative that full advantage be taken of all
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Figure 3. State and local will to spend, in relation to financial capacity, 1952.

commiiunity resources for improvemen-t of thle
public health. Part of the evolutioni of public
health practice lhas taken place tlhrough the
recognition of the increasing importance of the
public lhealth plhysician's function as a com-
munity leader ancd the corresponding decrease
in h-is role as a law enforcement officer. Under
such leaderslhip the health departmenit can act
as a catalyst in bringing togetlher the services
of official and voluntary agencies for the im-
provement of the community lhealtlh program.
Whlen the lhealtlh department is able to fulfill
this responsibility successfully, it may be pos-
sible to reduce the estimates of personnel nieeds
and to extend a different sort of service to the
"uncovered" areas.

Tphe 'ihealthm extension*' conlcept of applying
comiimuniity organization teclhniques to the solu-
tion of lhealth problems h-olds many possibilities.
In (a few places, individuals skilled in obtainiing
personial anid community participation in public
lhealtli plans and operation hiave worked
tlhrou gh existing organizations and leaders to
stimutlate awareniess of healtlh problems. They
lhave lhelped to discover and interpret the steps
necessary to solve the problems, and lhave en-
couiraged the needed individual and group
actioln. Wider use of such techlniques would
uinidouibtedly strengthen the programs of local
healtlh uniits and help to increase tlhe effective-
ness of services available in areas without full-
time health organizations.
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Organizational Flexibility

A great deal has been written and spoken
regarding the necessity for gearing health pro-
grams to the needs of individual communities.
It is nio less important to maintain the same
flexibility in approaching matters of organi-
zation. For example, it is probable that not
all communities will require the same pattern
of organization which has been advocated in
the past. It is also likely that the traditional
lines of political jurisdictions may not be the
best boundaries for health jurisdictions in some
areas. In many cases, consolidation of existing
health units will provide an organizational base
broad enough to permit adequate financing.
Combining the resources of several communities
may also allow more flexibility in the utilization
of professional personnel. Care must be exer-
cised, however, to assure that the combination
really achieves the intended purposes. Unless
sufficient professional personnel-especially
nurses and sanitarians-are available to staff
the combined unit, the existing programs may
be weakened rather than strengthened. This
may happen where the geographic area is large
and requires an excess of travel time for field
personnel or for those expected to visit the
health department clinics or offices.

Summary
Although progress in the development of lo-

cal health services has been encouraging, there
are still many areas where improvement is
needed. Many local health organizations, as

they are now constituted, cannot cope with to-
day's health problems. This does not mean that
local health departments are no longer desir-
able. It may mean that the present structure
should be strengthened, that the organizational
pattern of official health agencies should be sub-
stantially altered, or that services for the more
complex public health problems should come
from other sources. Certainly, any possibility
of getting more or better services for less money
than is now being expended should be contin-
uously explored, and efforts to provide services
for those communities presently lacking them
should be intensified.
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