THE SHIFTING POWER STRUCTURE IN HEALTH

RAY H. ELLING

This paper deals with a complex, difficult topic about which little
is known. The paper considers social power in a general way; makes
some observations on power changes internal to the health establish-
ment, including observations on “the” physician’s role and the univer-
sity health center; examines the increasing role of government, particu-
larly at the federal level; the changing role of lay community leaders;
and the awakening, but as yet relatively inactive, consumer public.
Following these considerations, the conclusion will present some
thoughts on the central problem of the paper: the implications of
power analysis for structuring the planning and administration of re-
gionalized health services and facilities and the preparation of persons
for this endeavor. To grasp these problems, a brief examination will
first be made of social power and certain broad changes in the health
systems of complex, technological societies.

SOCIAL POWER

Social power is here defined as the ability to influence the orientation
and behavior of others. How does an individual or group obtain social
power in a social system? Individual and group power is given through
the consent of others in the social system.? That consent is dependent
upon certain recognized bases or sources of power that are described
below. An individual may “hold” power or “exercise” influence, but he
can do so only if others do his bidding. The power structure in health
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(or any other sphere) changes, as does the control of different indi-
viduals and groups over the bases of power.

Some authors differentiate between power and influence on the basis
of resistance versus acquiescence in the relationship. For example,
friends are said to influence each other, while opponents wield power.?
Since social interaction is always redefining some situation or reducing
some ambiguity from a situation,* the above distinction between power
and influence is rejected. For no matter how much in accord two per-
sons or groups may be, if they engage in symbolic exchange, the resis-
tance of prior definitions must be overcome. Thus the category of no
resistance is essentially a null category in human intercourse and the
problem of a substantive basis for distinguishing between power and
influence is not a useful one.

If it is not important to make a distinction between power and in-
fluence on the basis of resistance being present or not (since it is always
present to some degree), it may be more valid and useful to make a
distinction on a temporal basis. Thus, one might suggest that power
applies only to potential, or undemonstrated realization of an actor’s
influence.® Influence then is actualized power. Instances of influence
are evidahce that power existed and has been employed. Power is al-
ways present in a situation and will show itself as influence before a
particular “scene” or other bit of interaction is completed.®

To more fully understand social power and have some way of assess-
ing or “toting up” what Norton Long calls “the power budget™? of the
health administrator or other persons and interest groups in the health
system, the bases on which power rests must be studied. Some or all of
the following bases of power may be involved in a given interaction
between a staff physician and the hospital administrator, between a
hospital and a planning agency and so on:

1. The interpretation of traditions, philosophies and history is one
important tool by which men may be moved. The administrator who
can remind board members of past traditions of delivering maternity
care, when some members of the board were themselves born in the
hospital, has considerable power in opposing a planning agency’s
moves to consolidate maternity services in another hospital.

2. The ability to generate believable myths, whether intentionally
mythical or not, is another idea tool of some importance. Simply
mentioning the Orson Wells-directed radio broadcast of the Inva-
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sion from Mars, during which some people jumped into the Hudson
River to save themselves, validates W. 1. Thomas’ aphorism, “When
men define things as real, they are real in their consequences.” The
same phenomenon is seen in the health field (usually with less fright-
ening results) when justification is sought in “magic numbers’—
one public health nurse per 5,000 population, 4.5 general hospital
beds per thousand population, and so on. Often such figures are
justified very little in terms of function and need; yet plans are
drawn, budgets passed and building programs launched in response
to such calculations.

3. Reasoning ability or the power of logic seems clear enough not
to need illustration.® However, it differs from “force of presentation”
in the sense of personal style or other valued social characteristics.
One can illustrate that distinction by “the brains of the outfit” (a
person with knowledge as well as reasoning ability), who may act
from a relatively hidden position of the state health department
where some abrasive personal characteristics cannot do much harm,
while his influence is felt through the actions and programs he sug-
gests to others.

4. In most community (and other) power structures the expert who
controls technical knowledge or skills fills an essential place. He may
or may not constitute an initiating and perpetuating force, but he
is essential at some point to certify the soundness of a program.

5. Control of economic resources is a major base of power. To Marx,
this factor was important enough to base a theory of history on con-
trol over the means of economic production. Indeed, it may be that
regional health services planning structures can have their major
impact on coordination of services through control over the chan-
neling of both operating and capital funds. But at least four condi-
tions limit the power of the person or group who controls resources:
those to be influenced may have resources the controller badly de-
sires; they may obtain the same resources elsewhere; they may have
power on other grounds to force relinquishment; they may resign
themselves to do without.? Some of these limiting conditions reflect
the operation of other bases of power.

6. The authority one has as a function of his office in a formal

organization may be a source of far-reaching influence. This source
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of power has increased in importance and to some extent changed
hands as the administrative function in hospitals, health departments
and other organizations has emerged as a special endeavor.

7. Apart from holding an office, control over an organization of
men through formal or informal means is a familiar, but none-
theless important part of accomplishing tasks, especially large-scale
ones. One or more nonelected power figures may control a political
party, a government bureaucracy, even a health services planning
agency from “behind the scenes.” Such control may involve a formal
office, as in the case of a large employer who is asked to head the
United Fund drive; or it may not involve formal office, as in the
case of the racketeer who moves into the nursing home field.

8. Position in the social structure (aside from prestige as discussed
below) can be an important determinant of power. It is not impos-
sible, but very much less likely, that the “lower-class” patient will
have as great access to or control over any of the sources of power as
will the health professional who seeks to influence his behavior. The
health organization that is primarily “plugged in” to the “lower
class” will be similarly short in its power budget.*®

9. Prestige can be thought of as the combined impression of a person
or organization due to valued social characteristics. Whatever causal
role these characteristics play in the generation of power, consider-
able evidence may be found of their association with those identified
as powerful. This has been regularly noted among community lead-
ers.’* It has also been noted for high-prestige occupational roles
such as that of the physician. Outwardly, given some native intelli-
gence, training makes the physician. But this is not all, for he is
expected to have certain of what Everett Hughes terms “auxiliary
characteristics.”*? In the United States, these expectations operate to
exclude many women, Negroes and others from these roles.® That
condition may change, however, in the face of manpower shortages
and public demands.

10. Direct popular or political support is an important power base
to which public health professionals have given inadequate attention
while attempting to justify their programs to political figures on
economic grounds. Within certain limits, the costs do not matter if
the people in general are sophisticated enough about health prob-
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lems and services to vigorously demand adequate care as a basic
human right.

11. The “miraculous cure” lends charisma to the one seen by the
patient as responsible, for the event breaks all expectations of dis-
aster. Charisma is not a mystical source of power. It can be empiri-
cally indexed by behavior that violates rules or expectations with
good results. Some community health leaders acquire charisma as
they demonstrate ability to ignore various bureaucratic labyrinths
while achieving results for their followers.

12. The power of violence is gone as soon as it is unleashed. Only
in the potential of its use are men moved out of fear to do the bid-
ding of its wielder. To a considerable degree, the potential of vio-
lence on the mental patient’s part structures the whole mental hos-
pital, even to some of the fine points of architecture. In some institu-
tions this is seen as the ultimate problem. Even if the threat of vio-
lence achieves negative results, it can influence the behavior of others.

13. But even violence, to have its effect, requires, as Simmel pointed
out, the reciprocity of the threatened person.** The narcotized pa-
tient has no ability to influence the surgeon, but we could not say
that social power is involved in this relationship. The matter of
hypnosis is an interesting and problematic relationship from this
point of view.

To distinguish these several foundations upon which social power
rests may be arbitrary and no doubt overlaps occur, which a better
categorization might eliminate. Nevertheless, an inventory of these
sources of power for a given health administrator or planner and his
organization, as compared with the same assessment for those to be in-
fluenced, would yield a reasonably adequate estimate of the “power
budget” available to develop and institute plans.

Plans, of course, have their own definitional power when developed
throughout the system to be affected. Further, the various sources of
power may be differentially weighted and these weightings may vary
with the context of opposition or encouragement faced by the planning
organization. Clearly, the power budget is no static entity granted
within some fiscal period. The total budget may increase or decrease
and its component parts shift depending on changing definitions, new
enthusiasms, crises and other events.
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THE CHANGING HEALTH SYSTEM

The relevance of the size and complexity of a social system will be
seen if certain broad shifts in the health system are considered that have
altered access to and control over the bases of power and have thus
changed its power relationships.

First, in recent years a vast proliferation of new health specialties has
taken place. By way of illustration, Dochez examined the records of two
cases of heart disease in the same hospital, one in 1908 and the second
in 1938. The first case developed a written record of two and one-half
pages reflecting the observations of three professionals—an attending
physician and a house officer, with consultation from a pathologist-
bacteriologist. In the later case, the record occupied 29 pages reflecting
the contributions of 32 professionals, more than ten times the number
involved in the first case. These included three attending men, two
residents, three interns, ten specialists, and 14 technicians.’®

New groups continue to enter the field. “The trend toward new
careers is yet to be fully appreciated. Among the 200 plus careers listed
by title in the Health Careers Guide Book, the majority represented but
a smau segment of total health manpower prior to World War II
Many careers, e.g., inhalation therapist, nuclear medical technologist,
radiologic health technician, cytotechnologist and medical engineering
technician, did not exist.”¢

Within the once relatively unified, single profession of medicine,
numerous specialties now operate in effect as independent occupational
groups.!” Whereas, in 1931, five general practitioners were found for
every full-time specialist in active private practice, 30 years later one-
half were specialists. “Between 1931 and 1959 the number of full-time
specialists more than tripled, increasing from 22,158 to 78,635. On the
other hand, the number of general practitioners (including part-time
specialists) decreased from 112,116 to 81,957.”8

Increased complexity is also evident for health organizations. In his
book, published in 1945, covering 95 national health agencies of the
nongovernmental, promotional type (National Tuberculosis Associ-
ation, American Child Health Association, etc.), Cavins noted that no
attempt was made to deal with all national voluntary health organiza-
tions. Further, none of the organizations dealt with was formed before
1904. In the following two decades they sprang up “mushroom-like.”*®

In 1961, a report for the Rockefeller Foundation by an ad hoc citi-
zen’s committee counted, aside from hospitals, over 100,000 national,
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regional and local voluntary health and welfare agencies that solicit
contributions from the general public.®® The growing complexity of
governmental organizations in the health field is not much, if any, less
striking. For example, in recent federal legislation granting 256 million
dollars in addition to matching state and local monies for activities
in the field of mental retardation, Congress provided for no less than
12 federal agencies to disburse these funds.?*

In 1950, Roemer and Wilson examined this problem from a new
perspective. In the words of Joseph W. Mountin, they “Attempted to
set down systematically the structure and function of all organized
health services having an impact on the people of one county.”?? In
this semi-rural county of what is now identified as “Appalachia,” they
found no less than 604 agencies involved in organized health service
that had some impact on health care in that county. Locally based
health-relevant organizations numbered 155.2%

In addition to increasing complexity, the health system shows striking
evidence of increased size, change in relative size of different compo-
nents and change in position in society generally. As regards occupa-
tional groups, “It is estimated that the health professions requiring
college education or professional preparation accounted for approxi-
mately 200,000 persons in 1900. The number of individuals in these
same categories increased to 409,000 in 1920; 692,000 in 1940; and
1,140,000 in 1960. . . . Individuals in the health occupations accounted
for 1.2 per cent of the experienced civilian labor force at the turn of
the century. This proportion increased to 2.1 per cent by 1940; 2.4
per cent by 1950; and 3.0 per cent by 1960.%* Relative to other groups,
physicians have lost dominance simply in terms of numbers. “Whereas
at the turn of the century, three out of five health professionals were
physicians, by 1960 rapid growth in other disciplines reduced the pro-
portion of physicians to one out of five professional health workers.
A continued decline is to be anticipated as other disciplines experience
more rapid rates of growth and new categories of personnel emerge.”’?*
According to another estimate, the present ratio of physicians to all
health personnel is less than one to ten.?’

From fear-inspiring, segmental units serving only the displaced and
disinherited of society, some of the most essential health organizations,
such as clinics and hospitals, following the development of scientific
secular medicine, became more effective, highly desired and generally
used.?® The rate of admissions to general hospitals, for example, rose
from about one in every 18 persons in 1931, to approximately one in
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seven in 1962. Modern health care has come to be regarded as a basic
human right.?” Health institutions have moved squarely into the com-
munity. They have become community institutions.

CHANGING POWER RELATIONS

General

It is not possible to detail the impacts on power relations in the health
system of the increased complexity, size, change in relative size of cer-
tain components (e.g., physicians relative to other health workers) and
overall shift in the place of the health services industry in society. Yet
several observations seem evident. First, with the rate of technological
and social change in this field the power structure is certainly very
fluid. That is not news. But perhaps it is this very fluidity throughout
modern society that seems to accentuate the striving of occupational
groups and organizations to protect or increase their autonomy, gain
greater support and generally hold or improve their “place in the sun.”
Perhaps, too, this complexity and fluidity of power relations is what
makes the problem of planning health services so important, yet at
once frustrating and fascinating. In any case, it is not anything that
could be characterized as a stable structure; the power budget is fluid.
Thus, rather than carrying the assigned title, this paper should have
“power relations” in its title.

Second, some growth has taken place in the power of the total health
system. In these perilous, warring times, health has not achieved, and
may never approach, the concentration of power C. Wright Mills found
combined in the “defense” establishment as it serves the interests of
“Big Business,” “Big Labor,” Government and The Military.?® But
with the generally high regard in which health services have come to
be held, increased utilization and greater proportions of personnel
and funds, health now occupies a more substantial place in society. For
this, and other reasons to follow, health affairs have become matters of
important public concern and political action. For example, see the
conflicts between groups of elderly voters, the American Medical As-
sociation and other interest groups as detailed in Richard Harris’ series
on the legislative process involved in the development of Medicare.?

Third, although the system overall may be more powerful (at least
when overwhelming budgets for international conflict do not inter-
vene), power is more dispersed, shared as it is among a myriad of
health occupations and organizations in different public and private
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jurisdictions. That entails unnecessary inefficiency, expense and sus-
pected lower effectiveness. Certain reactions have occurred to the dis-
persal of power within the health system. Government has begun to
play a larger part as have various quasi-governmental health bodies.
Consumers too, particularly in poverty areas have begun to insist on
arole in determining the character of health services delivered to them.

In the Health System

Although the position of “the” physician in society may have re-
mained relatively constant and high in the view of the general public,®®
insiders are beginning to realize that “the” physician is a myth. Not
only do medical schools differ in their emphases in the two, four or five
years their programs run, but differentiation within specialties has pro-
gressed to such an extent that when someone collapses in a gathering
it no longer makes sense to shout, “Is there a doctor in the house?”
Doctors in a range of specialties who really treat patients might answer
the call (if they are not afraid of a malpractice suit as a consequence
of treating someone outside their usual, well-equipped work setting).
But what of the administrator, the researcher, specialists in “thing-
oriented” fields such as radiology. What of epidemiologists? Or psychia-
trists who have only talked to patients for years? Could they do much
more for the victim than the nurse or even the lay person trained in
first-aid?

The specialization and development of new health occupations is
not limited to physicians.

What are the consequences of specialization for the power of a given
occupational group or representative thereof? On the one hand is a
tremendous increase in esoteric, technical knowledge and, in situations
where it is relevant, it affords tremendous power. On the other hand,
the monopoly the physician once had in the health field is gone.>* Not
only is his own house often divided against itself, with different special-
ties having different associations and making different representations,
but many newcomers are on the scene. Often the newcomers are as
vital as any particular type of physician in the provision of care. For
example, a radiologist recently complained that he was leaving his
practice in a community hospital in part because he was no longer in
complete control of therapy—a physicist now determines the use of the
cobalt unit. It is this “functional equality” that is beginning to make
one member of the health team as vital as another.

Although the colleague rather than leader-follower relationship
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among health workers has not been given wide recognition, to some
extent it is a fact and it makes some health workers uneasy. After im
perialistically referring to “sub-professionals” for years and recently
modifying this to “ancillary professionals,” the vogue among physicians
now is to speak of “allied professionals.”

Of course, prestige and income differentials suggest that the label
may only be a sop. The left-hand column of Table 1 shows a ranking
of several listed groups according to “how professional” their members
are judged to be by a general sample of public health workers (mem-
bers of the American Public Health Association or one of its state
or regional affiliates).3? In the right-hand column are the median in-
comes determined from reports by members of these occupational
groups in the same mailed questionnaire. Although new words like
“allied professionals” may only be a cover for continued exploitation,
they probably reflect change in power relations.

In the struggle for position, now with particular reference to occu-
pational groups, various strategies and means are employed.3* But one
that comes under myth making should be examined briefly as it is so
pervasive, ubiquitous and consequential for the question of health man-
power, That is the master myth of “professionalization.” If a group can
become known as “professional,” as seen in Table 1, it is more likely
(though the rank-order correlation is only .57) to enjoy a better in-
come. Other conditions lending prestige and power to the group are
also correlated with this appelation. Indeed, after a careful analysis of
available studies and theoretical discussions, Becker has concluded that
“professional” is only a term of approbation, and does not clearly dis-
tinguish one work group from another except possibly in terms of
power and prestige.’* Yet, a great deal is made of the term with exten-
sive ideologies and much effort is invested in “becoming professional.”
Aside from a certain assurance of quality to the public, the net result
may be a narrowness of outlook, special jargon, restricted supply,
higher costs, sloughing off of necessary but “dirty” tasks, divorce from
those most in need of service (such as poverty, “lower-class” and certain
ethnic groups)*® and expensive machinery to license, accredit, lobby
and otherwise protect secrets and domains. In short, as has been seen
in various parts of the world, “when the chips are down,” doctors and
nurses are not so different from other work groups; they make use of
the ultimate labor weapon like anyone else; that is, the strike, though
it may be called “mass sick leave” or “a professional holiday.”s¢

Control of the health organization, too, is changing. In the hospital,
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particularly, a new breed of non-medical administrators has entered
upon the scene in the past 30 years.

Sharply prepared in quantitative aspects of management, personnel
relations and organization theory and other aspects of the social sci-
ences, they are in a better position to respond to the problems of the
complex health organization than is the case-oriented, biologically pre-
pared physician, however much he enjoyed (or did not) his preventive
medicine and public health courses. Over the years, the administrator
has also learned the value of having the board in his corner. Through
his board, if it has the right composition, the administrator has access
to the community leadership—the industrial, financial, legal people.
Physicians and other health professionals listen when and if these men
become interested in “a new wing,” “a new professorship in surgery,”
“a hospital planning agency” and so on.

Public health organizations are also showing signs of change, even at
the very top of the structure. A blue-ribbon committee composed largely
of public health physicians concluded the following: 3"

To say, however, that the departments of health are the logical agencies
to take on major responsibility for the planning and coordination of the
deligery of these [personal health] services is not to say that they are now
ideally equipped for the job. A responsibility of this breadth will of course
require special personnel to meet it, and this brings us back again to the
problems of education for public health, especially in the schools of public
health. The simple fact is that very few people are being prepared in
schools of public health today, or anywhere else, who could justifiably be
presented to a community as qualified for this task. . .

The schools of public health should give immediate attention to estab-
lishing a doctoral curriculum which would blend the contributions of
economics, political science, sociology, the health sciences, certain of the
physical sciences and other fields of study.

Although the power of formal position and control over an organi-
zation have accrued to the administrator’s balance to an ever increas-
ing degree as the hospital has taken on greater central importance in
the health system, important counter trends have appeared. With the
increasing size of the health system (in terms of overall budget, per-
sonnel and other matters) and complexity of modern care and conse-
quent rising costs, no health organization is an island unto itself. If, as
Martin Cherkasky has indicated, the hospital must become “a sharp-
ened instrument” used in the right way for the right case at the right
time, it must be integrally tied in to preventive services, ambulatory
care, domiciliary care and diagnostic services, home care, nursing homes
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and other extended care and rehabilitation units. That means a sharing
of power and the likelihood of numerous interorganizational prob-
lems.®® In any case, it is no longer fruitful to look at the hospital as an
autonomous unit with definite boundaries outlined by its walls. Instead,
it has become a kind of point of intersection for several functions that
must be carried out by the community or regional health system as a
whole.

The development of organizational networks, as well as other condi-
tions that will be discussed presently, has turned the organization out-
ward. The Surgeon General, William Stewart, has reflected on this
trend as it affects medical schools by pointing out that after developing
two faculties, the so-called ‘“basic” science faculty and the clinical
faculty, medical schools have begun to develop a third faculty—a com-
munity medicine faculty. Growing community awareness is in no way
limited to or particularly characteristic of medical faculties. Other pa-
tient care professionals, the administrators and board members of the
university-based health center are becoming community conscious.
Since the Flexner report, the medical school particularly, but other
schools of the health professions as well, have served increasingly as the
establishers of new knowledge and legitimators of values in the health
system. In addition, the university-based health center has gathered,
in most cases, the most elaborate and effective armamentarium of per-
sonnel, equipment and facilities of any organization in the immediate
vicinity. To the extent of these occurrences, the university health center
has become the power center of the local health system. Now, in addi-
tion, the Regional Medical Care Program, even if it is interpreted as
primarily educational in character, may add major impetus to the abili-
ties of the centers to reach into the surrounding networks of health
organizations and occupational groups.

Changes in the Environment

Four general developments seem noteworthy: the efforts of organized
occupation groups; the increasingly political nature of health issues;
the increasing interest of lay community leadership in health planning;
and a slowly awakening desire of consumers of health services to de-
termine policy with regard to local service institutions.

As mentioned in the previous section, occupational groups, of which
numbers are increasing in the health field, are on the move toward
establishment. Their efforts are sometimes carried out within the health
organization and could have been treated as part of the internal an-
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alysis as one examination of the “negotiated order” suggests.*® But
many of these efforts are frank moves in the larger body politic to gain
legislative support for higher salaries, a different more advantageous
system of payment, higher stipends to aid recruitment and stricter
licensure to maintain better control over a domain of work.

That health issues have achieved political status indicates a reaction
to rising costs, fractionation, inefficiency, impersonality, suspected in-
effectiveness and the dispersal of power among the units of the complex
health system. The engagement of political power in the determination
of health policy has of necessity held in view the action of government,
particularly the federal government.*® The state, after all, is, at any
level of government, the only institution of society that covers or in-
tends to cover all elements of the society no matter how disparate and
diverse. The larger part that government plays in health policy is not
only a matter of payment and decisions as to criteria and standards for
these expenditures. Government is also an adjudicator, a guardian of
the public interest as regards licensure of individual practitioners and
health organizations. The hearings conducted by Commissioner Smith
of Pennsylvania on Blue Cross rates demonstrated that even where a
privaée insurance organization is concerned, the state may inquire into
the public interest.

As effective and desirable as modern health care has become, the
public has an ambivalent attitude. On the one hand is the possibility
of saving life, preventing disability, even realizing and enhancing hu-
man potential. On the other hand are fantastically rising costs,* and
impersonality and disjointedness in a family’s care, which is difficult
for even the most sophisticated to tolerate.*? Thus, health services
have become matters of public concern, particularly to large, so-
called “third-party” payers (Government, labor, industry, insurance
organizations), but also to community leaders, philanthropic inter-
ests and consumers. As a result, health issues have become key po-
litical issues with government at all levels entering the health care
picture to an increasing degree.

Since Bismarck’s time, politicians have seen that they can protect
their power or obtain election in part by making adequate health
services more available. Although the determination of health policy
has always been to some degree external to the health system because
the actions of health agencies and professionals require the support
and acceptance of the surrounding society. Such determination is
currently moving into the conscious scrutiny of mass politics and
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could easily mean the setting of goals and priorities that “profes-
sionals” would not choose. The bulk of the voters are not health
professionals, although the sizable interest group, particularly the
large “third-party” is likely to have the expertise of health workers
at its command.

Sometimes a lack of correspondence is noted between the general
public mandate for action to improve health services as expressed in
the election of officials and legislators and the specifics of health legis-
lation and administration of such legislation. No exact correspondence
exists, for example, between the Debakey Report, representing an
expression of broad public interest in the receipt of “the latest”
medical care, and the Regional Medical Program Legislation. On the
one hand, the pressures of public demand and political promise build
up relevant to very general health goals. On the other, the expertise
of health officials is applied to specific measures in a context of what
is possible in Congress and the political arena generally.

Political parties as such have not as yet engaged themselves in
the health sphere to any great degree at any level. True, the major
parties have included health concerns in their platforms and presi-
dential candidates have included issues such as Medicare in their
campaigns. But good health care is an amazingly nonpartisan issue
and detailed questions of financing and organizing are generally too
complex to make good public issues. Although it is difficult for po-
litical parties as such to develop and take positions on health ques-
tions, they can be expected to do so increasingly as good health care
is more and more regarded as a fundamental human right. Further-
more, politicians, as individual campaigners and as policy makers, can
be expected to take greater interest in the details of health issues in
the future. Men like Hill and Fogarty have already become expert
guides to their congressional colleagues on health policy.

At the local level, health questions—especially when they involve
the determination of the location for a new hospital or other facility,
or the expenditure of public funds for programs and improvements—
often become points for political action; sometimes rather acrimonious
as Banfield’s analysis of the Cook County Hospital expansion plans
indicates.*®* But, again, these are seldom developed into party issues
with one party vigorously supporting one side and so on. Instead the
local party leader is called upon to meet the demands of various
organized interests that do not fall along strict party lines. Of course,
when a hospital rests under the control of the party in power, a con-
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tinuing struggle occurs between patronage and appointment and pro-
motion for merit. But, again, the Cook County case is instructive.
Although the hospital administrator, Meyer, had built up “an organi-
zation” it was not for party politics.**

On occasion a local party will adopt a program of economy, per-
haps even focusing on welfare and indigent care. The mayoral can-
didate may run on that issue with success (the case of Newburg,
New York, comes to mind). Or the issue may be improvement of
services in city or county health institutions, a situation that may be
developing now in New York, where state legislators and others have
made tours of Bellevue and other public hospitals and found appalling
conditions. These developments obviously have important implications
for retaining personnel and for general ability to deliver services.
Usually the issues depend less on party competition than on other
organized interest groups (welfare association, medical or dental
society, trade unions) or civic leadership. By common consent po-
litical parties tend to avoid “stirring up fights” on religion, schools
and hospitals.

Another reaction in the environment of the health system has
been #he establishment of new, sometimes quasi-governmental systems
of planning and control that cut across health occupations, organiza-
tions and even communities where “area-wide” or regional planning
is envisioned. Lay community leaders have begun to assume an in-
creasing role in these endeavors. One official of a powerful planning
agency, composed of nonelected financial and industrial leaders (and
two ministers to lend a sense of contact with the populace), was
asked from where his board derived its authority. His answer: “They
asserted it.”

With the colossal capital and operating expenses required by the
modern hospital in an urban region, the men who control the large
economic and organizational resources that are likely to be financially
bled to death, have begun to band together to seek economies. So far
the emphasis of community leaders has been on the costs of bricks and
mortar rather than on sophistication about people and service pro-
grams. They have also concentrated their interests on those organiza-
tions requiring the most private capital (hospitals) with little aware-
ness of the total community health system.*> But one can expect
community leaders to expand their interests to other organizations,
supply of manpower and concern for services, including their quality
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and controls, in a continuing and expanding search for an answer to
the question, “Are we getting our money’s worth?”

With the activities of the Office of Economic Opportunity, particu-
larly the Community Action Programs that arose in response to the
poverty-civil rights revolution now in progress, a larger voice is de-
manded by consumer groups. These are mainly “lower-class,” neigh-
borhood-based groups with social structural characteristics similar
to those Gans described for the once vibrant West End of Boston.%¢
It is evident that on the local scene where a direct confrontation can
take place between health professionals and those they serve, or
should serve (a confrontation even the political system or some vast
and distant bureaucracy of the state does not provide), “the for-
gotten” may develop a contribution to determine the policy for
operating a given network of health service agencies. New forms of
nonbureaucratic organization may evolve in which these populations
will exercise control and learn to seek health care before it is too late.
The present wilderness of outpatient clinics may be particularly
anachronistic in this context.*?

In summary, thus far, to assess the power budget available to the
health planner, one must realize how the bases of power have come
to be distributed through complex changes, internal and external, to
the health system. These have entailed fluidity in power relations; a
more prominent place for health concerns generally in society, but
dispersal of power among occupational groups and organizations in
the system, including a less exclusive and dominant role for “the”
physician and a more prominent role for administrators and planners;
the development of organizational networks in which hospitals and
university health centers play key roles; and certain public reactions
including a vast politicalization of health policy issues, sometimes with
political party involvement and greater involvement of “third-party”
payers, community leaders and the consumer generally.

IMPLICATIONS

Research

From this brief and necessarily abstract overview of a complex
topic, one thing is clear: knowledge, even an adequate framework, is
lacking in the field. This is not the place to specifiy a long list of re-
search opportunities and needs, but a few examples are called for.
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What is the relative contribution of each of the bases of power to
the outcome of various issues in the health field? Is “professional
magic” (myth making), scientific knowledge, tradition, economic
and organizational resources, official authority, charisma or some
other source of power the dominant factor in resolving various issues?

How do power relationships alter with changes in organizational
complexity, size and arrangement?

What is the relative contribution of various types of health experts
and lay leaders to decisions at the policy-planning level in the local
community and at regional, state and national levels?

How do lay leaders’ connections with and understandings of the
health system and its component organizations differ according to the
socioeconomic composition of the community and the structure of
the leadership itself? What places do health and particular health
endeavors hold in the value hierarchies of lay leaders such that the
position of health in the priorities of public policy is affected?

Must the “value” of health be expressed in economic terms or is
a potent political force that is desirous of better and more health
services enough to assure health a high priority in public policy?

If the health system is to be regionalized, how does “community
power structure” relate to “regional power structure” (if such exists)
and what effect does crossing local and state jurisdictions have on
regionalization?

The Organization of Regional Health Planning

The accomplishment of efficient, effective delivery of health ser-
vices to all segments of the population within a specific geographical
region will require special personnel and special organization to ac-
complish the task. The concluding section will discuss the preparation
of community-wide health services administrators and planners. All
aspects of the organizational question will not be considered, for that
involves a determination of 1. the potential of the population, given
adequate health care; 2. the relative place of health in the overall
endeavors of the region and the investment that can be made in
health; 3. sociocultural variations in the population; 4. the available
resources including manpower; 5. the setting of priorities among
health activities; 6. delegation of responsibility and authority for
assigned, functionally interrelated tasks; 7. two-way (center—pe-
riphery—center) flow of communication, patients, staff; 8. evalua-
tion, and so forth. Here, interest is limited to power relationships.
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Much discussion has centered around the “locus” of the health
planning effort in the future. Will it be the hospital? Will it be the
Health and Welfare Association? Will it be the Health Department?
Will it be the university-based health center? Will it be public or
private? These questions cannot be answered in any final sense at this
time. In fact, the problems should be treated in experimental fashion
across different regions. Nevertheless, if the foregoing analysis is at all
accurate, and since the effective power is now dispersed throughout
many organizations and occupational groups in the local system, no
present single component will be adequate to carry out planning.

Some new organization will be required that, above all, will have
to bring to bear the effective power structure of the region. The
“power budget” must be adequate to the task. Where the power
structure is fractionated and uninformed as to the overall health sys-
tem, planning will be little more than several unheeded staff functions
located where they cannot become an embarrassment. Where the
power structure is united in the achievement of well-understood
specific goals, the planning process will be integral to the total en-
deavor of the system. Under these ideal conditions, planning would
not be exclusively assigned to a given unit. Instead, the development
and institution of plans would go on throughout the system to be
affected.

Major contributors to the power structure as regards health are:
1. government and legal authority; 2. lay community leaders, par-
ticularly financial and industrial figures, depending somewhat on the
composition of the community;*® 3. increasingly, consumer groups who
may have an impact through local government, health organization
boards or neighborhood groups; 4. the university-based health center;
5. large “third-party” payers; 6. particular organizations, such as
dominant hospitals that are well connected with lay community
leaders; 7. particularly well-organized occupational groups.

Although the pattern of regional health planning for the future
cannot be envisioned, it is possible to suggest that this become a prob-
lem for the design and evaluation of planned change. With a legal
mandate and the engagement of the effective power system, along
with health planners, health service personnel, social scientists and
other researchers to aid in the design and evaluation, various health
planning systems can be tried out in different regions. Careful re-
search methods involving before-after and cross-regional compari-
sons will be necessary. In some settings, nothing should be under-
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taken other than the before-after measurement of the efficiency and
effectiveness of the local health system. The most sophisticated the-
ory will be required to develop the design, with deliberate variation
on key points to “test” the impact of crucial factors on the operation of
various regional health planning structures. Under this plan the
region will become a laboratory for the design, institution and evalua-
tion of planned change.

Preparation of Regional Health Administrators and Planners

It was of major concern to the Joint Committee on Education for
Public Health that nowhere in this country today is an adequate
effort consciously being put forth to provide the kind of persons re-
quired for the above task.?” What would such preparation involve?

Several components of the university would be required to carry
out a program at the doctoral level in regional health services ad-
ministration and planning. It would be necessary for the student to
become acquainted with the subculture of the health world, its occu-
pations, its organizations, its traditions and patterns generally. That
could be done in part through reading and class work, but more
throughgvaried field experiences. The student would need to have
social science theories and methods at his command, the tools of
quantitative management, an understanding of the place of science
in society, knowledge of political and economic systems and an un-
derstanding of, if not expertise in, epidemiological research. He would
give special attention to the planning process and to the design and
evaluation of planned change.

For the student to develop ability in practice, teaching and re-
search, the school or health center that prepares him would ideally
have responsibility for the planning and delivery of health services in
the surrounding region. As suggested above, community leaders and
consumers might play determining policy-making roles to assure that
the health center carry out its responsibilities to the public. Through
this means, students could be assigned in such a manner that the
teaching would be beneficially focussed, and in turn the teaching
would be altered to confront realities seldom imagined in the in-
sulated classroom.

It is not necessary that students in such a program be of any par-
ticular health discipline or profession. Excellence in a liberal arts and
sciences background should be adequate. Nor should a certain amount
of experience be required, since practice in regional health services
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administration and planning would be gained in the program itself.
It should be clear that persons of any health discipline or profession
and any amount of experience would also be admitted on grounds
of ability and interest in pursuing such a program.
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