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Preface

This publication is a report of the research staff of the Legislative

Service Commission. The report consists solely of information and
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ses relating to organization and financing general health districts,
epared by the research staff. It does not purport to represent
ndings or opinions of the Legislative Service Commission or of
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will be published in a separate report, as publication is authorized
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e Legislative Service Commission.

he Legislative Service Commission authorized the present study

and has authorized the publication of this report, but it has taken no
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on in regard to the material contained in the report.
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Ohio citizens assume that their water is safe
to drink, that their fgod and milk are pure, that
sanitation facilities pre satisfactory, and that
local restaurants have been inspected peri-
odically by competent public health officials.
Most people also expect the local health de-
partment to take steps to curb the incidence
and spread of contagious and infectious dis-
eases, and to offer nursing services in the home,
in clinics, and in schools. Ohio’s people, fur-
thermore, usually agsume that they can enter
any community in the state and be assured of
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For most people,| these are largely uncon-
scious assumptions, since a local public health
program is seldom directly visible. Fatlures of
a public health prdgram, however, may be-
come dramatically ¢vident in an outbreak of
disease, absence of services needed in an
emergency, and in the discovery that a child
has for years been|suffering from a dental
sight, hearing, or other defect long undetected

schools has been inadequate.

Providing adequate public health services
entails a paradox. In|one sense it is everybody’s
business because every individual citizen can
suffer in a community with low public health
standards; in another sense, public health is
nobody’s business |because individuals are
likely to think of pyblic health as applying to
. their-neighbors but |not to themselves. Yet a
good public health Fecord in a health district
tends to make the ljob of the public health
adminisirator more dificult because the need
for public health seryices is not apparent.

Some cities and cpunties in Ohio do not af-
ford citizens with the public health services
they have a right to| expect.

Each city and cotinty in Ohio by law must
have a health department, but some of these
districts fail to protect the health of the people
within the district. $ome districts employ part-
time, and in some|instances, poorly trained
personnel. The result is the absence of the

Introduction

essential public health services which the aver-
age person assumes are available to prevent
the spread of disease, to locate and help the
child with a defect, to provide clinics for ma-
ternal and infant care, to provide home nursing
services for the aged, the convalescent, and the
handicapped, an§ to educate the people as to

the means of improving and maintaining their
health. :

The causes of inadequate public health serv-
ices in some communities are threefold:
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use needed qualified personnel; (2) the finan-
cial resources of many health districts are
inadequate, unstable, diverse in character, and
suffer from additional shortcomings in collec-
tion procedures; and (3) local boards of health
in some districts appear to lack interest in de-
veloping a satisfactory public health program,
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ves

to help local health districts to help themselves.

Responsibility for the financing and admin-
istration of local public health services in Ohio
has been traditionally located in local health
districts. A state responsibility for the broader
aspects of public Eealth, however, has for
INany years ]geen accepted by the General As-
seuibly, the Ghio ?ubll)ic Health Council, and
the Ohio Department of Health. The Hughes-
Criswold Act of 1919, for example, was ac-
claimed nationally at that time as a major
accomplishment in public health. This law:
required 2,158 city, village, and township
health units to combine into 88 general
(county) health districts and 92 city health
districts; required both general and city health
districts to employ a hea%th commissioner, pub-
lic health nurse, and clerk; and provided that
each district would receive up to $2,000 annu-
ally to pay up to one-half of the salaries of
these health officials.



Within the past decade the legislature has
demonstrated it5 interest in improving local
public health services. The General Assembly
has authorized peneral (county) health dis-
tricts to_vote public health levies of up to .5
mill, subject tg renewal every five years;
amended the stafute governing procedures for
combining general and city health districts in
order to facilitate such unions; considered but
rejected a proposal that health districts be re-
duced in number to the 88 counties plus the
eight cities over 100,000 in population; and
requested that this study of the organization
and financing of jgeneral health districts and of
the selection of boards of health in these dis-
tricts be undertaken.

The Ohio Depariment of Health, further-
- - Ie
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special projects; Jupervisory and consultant ac-
tivities; laboratory services; encouragement of
voluntary combifation of districts: in-service
training programs and conferences for local
health personnel] and distribution of federal

grants-in-aid to local districts.

Purpose of this
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abiiity and feasibfiity of improving the organi-
zation and financing of general health districts.
Three basic issues are presented: To what
extent, if any, doés the General Assembly wish
to provide for the reorganization of health
districts? To what|extent, if any, would changes
be desirable in the statutes governing local
and state financing of public iealth services?
To what extent, ifiany, can the present method
of selecting boards of health in general health

,,,,, b —

© districts be tmproped?

This report undertakes to analyze the exist-
ing laws pertainipg to the organization and
financing of the 88 general health districts and
to the selection of |boards of health, to describe
the problems arising therefrom, and to indi-
cate the possible alternative solutions to these
problems. It is ngt the purpose of this report
to study the specific problems of individual
health districts. Attention is given in this report
to city health districts as well as to the general
health districts, because district consolidation
involves the union of city and general health

districts, because city districts provide useful
comparisons with general health districts, and
because some city health districts provide cer-
tain services in the surrounding general health
district.

Some knowledge of local public health serv-
ices is essential to understand the organiza-
tional and financial problems of general health
districts. The following discussion indicates the
natwe of a local public health program, the
varying factors affecting district health needs,
and the duties of public health personnel.

FACTORS AFFECTING PUBLIC HEALTH
NEEDS

Public health needs vary from one district

ta anather as a result of such factors as
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pupulation, gconomic level of the community,
climate, housing and extent of industrialization.

Seme examples of the variety of factors mflu-
encing local public health problems are as
follows:

Population Density. The estimated popu-
lation density per square mile in Ohio in 1957
ranged from 26.8 in Morgan county to 3,564.7
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lation density of over 1,000 per square mile;
five counties had less than 40 people per square
mile. A high population density may result in
crowded housing, unsatisfactory sanitation fa-
cilities, and rapig spread of communicable dis-
eases. A low population density in a health
Gisirict may wake screening, case finding,
health education, and other health services
difficult to administer.

“Age Distribution. The per cent of popu-
lation under 15 years of age in Ohio in 1958
ranged from less than 24 per cent in Cuyahoga,
Franklin, Guernsey and Hamilton counties to
over 33 per cent in Holmes, Pike, and Vinton
counties. Similarly, the per cent of population
over 65 years of age in 1958 ranged gom 6.6
per cent in Summit county to 14.7 per cent in
Guernsey county. A health district with a
relatively large percentage of school age chil-
dren must emphasize its schoo! health services,
while a health district with many residents
over 65 years of age must emphasize its chronic
disease program.



Population Change. Population change in
Ohio between|1950 and 1958 ranged from a
13.58 loss in Mprgan county to a 85.23 per cent
gain in Pike cqunty. A rapidly growing health
district is faced with a financial strain and plan-
ning difficulties in administering public health
services. Severe losses in population, especially
it the losses ¢onsist chiefly of the districts
emFonabIe residents, may also produce finan-
cial problems.

Wealth. All indices of wealth demonstrate
a great variety in the financial position of
health districts. The effective buying income
per household |in 1957, for example, ranged
trom $3,386 in [Pike county to $7,631 in Cuya-
hoga county. The average weekly earnings in
employment sybject to Ohin unemployment

COMpensalion (aws i Ohic ju 1958 ranged
from $54.90 id Brown county to $121.30 in
Monroe county, The 1958 per capita assessed
valuation for real, public utility and tangible
personal property ranged from $1,100.32 in
Scioto general fhealth district to $6,679.18 in
Morgan general health district. The relatively
oor health districts, which are umable to af-
ord adequate public health services, are often
the Jdisfricts; “Whose {esidents are in the most
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satisfactory housing, lack of sanitation facili-
ties, and mability to secure sufficient private
medical attentipn.

Public health programs are not static but
undergo a continuous process of change and
development.

The concept| of local health services has

within a generption undergone considerable

change. “Advanging medical knowledge and
public health practice have produced a sharp
decrease in morbidity and mortality from infec-
tious diseases, particularly in infancy, child-
hood and the eakly years of adult life. Typhoid
and diphtheria in 1890, for example, accounted
for 172 deaths per 100,000 people in the city
of Cleveland; in| 1956 there were no registered
deaths from these diseases. Tuberculosis was
annually killing nearly 150 persons per 100,000
people near the|turn of the century; today the
annual death rate from this disease has fallen
to about 10 deaths per 100,000 people. In con-
trast, 128 deaths per 100,000 people were re-

corded in the year 1890 from heart disease and
cancer; in 1956 the rate of death from cancer
in Cleveland was 209 per 100,000 persons;
from heart disease the rate was 430 per 100,000
persons. Marked changes in the age distribu-
tion of the population and in the spectrum of
our health problems have forced the theory
and practice of public health to include not
only prevention of illness, but also curtailment
an! cure of disease, associated complications,
and disability.

FUNCTIONS OF HEALTH DISTRICTS

Public health is the art and science of main-
taining, protecting, and tmproving the health
of the people through organize community
efforts. The opiimal responsibilities of the local
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Fublic Health Association, are (1) the record-
ing and analysis of health data, (2) health edy-
cation and information, (3) supervision and
regulation, (4) provision of quarantine and en-
vironmental health measures, (5) administra-
tion of personal health services, (6) operation
of health facilities, and (7) coordination of

activities and resources.

1. Recording and analysis of health data. A
variety of data s necessary to define and locars
local health problems and to assure sound
planning for optimum health. This information
includes the cia:acterisﬁcs of the population,
the incidence and prevalence of disease and
impairment, and the disability and mortality
resulting from them. Equally important is ac-
curate information on the availability, utiliza-
tion, and quantitative and qualitative ade-

-quaey of health personmel,facilities;and

services. In order to obtain such information
the local health department records births,
deaths, and sicknesses. The state is divided
into registration districts. Each health district
is, by law, a primary registration district, but
two or more gistn’cts may be combined into a
single primary district. The reporting and re-
cording of these vital statistics constitute no
problem in Ohio since virtually all deaths and
97 per cent of all births are being reported.

The statutes also provide that communicable
and occupational diseases should be reported
by physicians to local health commissioners.
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Most of the disedses are under-reported for
the following reaspns:

a. Many cases of such diseases as measles
never come to the attention of a physician and
consequently go unreported.

b. Many health| departments have too few
clerical workers.

c. Physicians often do not understand the
importance of reporting, and do not like to
take time to do it

d. Venereal dis¢ases often are unreported
because of the fe¢ling that they constitute a
blot on the community’s record and a stain on
the individual’s character.

Health districts|may also obtain valuable
vidnals Imaues 40 (L
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certain specific long-
term diseases and jmpairments; collecting and
interpreting morbidity data from such sources
as clinics, hospitals, industry, and workmen’s
compensation programs; maintaining records
of the number and jqualifications of health per-
sonnel and the resgurces of available facilities
and services provided through various volun-
tary and public pragrams; and periodic evalu-
ation of community health needs and services.

2. Health education and information. An
informed and educated public is one of the best
guarantees of effective health service. No
regulation can force a person to eat a balanced
diet, or make a mother take her baby to a
doctor, or make certain a child brushes his
teeth. Such practices depend on two things: an
understanding and| conviction that make one
-as- essential, or-a habit so
firmly established that one performs naturally
and without thought. Healtﬁ education brings
about the adoption of practices beneficial to
health and the avoidance of those injurious to
health. Law enforcément, itself, becomes more
effective as an understanding of the need for
it is recognized.

A local health d¢partment may perform its
health education fynctions by: (2) stimulating
the public to recggnize and stucgr existing

health problems; (H and vol-
1s in the development of

untary organization
ns; (c) providing individual

their health progray

) assisting offici

instructions by public health nurses and other
personnel, as in the case of families in which
communicable disease has occurred or of
mothers attending well-child conferences; (d)
organizing lectures and classes for parents,
food handlers, diabetics, and community
groups; and (e) using mass information media
such as newspapers, pamphlets, radio, and
television.

3. Supervision and regulation. The local
health department has supervisory and regu-
latory responsibilities covering various ﬁefd‘;,
such as the protection of food, water, and milk
supplies; the control of nuisances; the sanitary
disposal of wastes and contro! of pollution; the
prevention of occupational diseases and acci-
dents; the control of human and animal sources
of infaction: the rogulnt f i
inspection of hospitals, nursing homes, and
other health facilities. Health departments
may use a variety of methods in carrying out
these functions, such as issuance of regulations,
laboratory control, public education, inspection
and licensure, revocation of permits, and, as a
last resort, court action.

The board of health, through its employees,
is required by law to enforce the quarantine
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and sanifary reenlnbions of the otaka denari-
ment of health, to inspect houses or localities
upon reasonable belief that contagious disease
prevails and restrict persons to their homes, to
inspect sanitary conditions of all schools at
least semi-annually, to keep a record of the
names, residences, and places of business of all
persons engaged in the sale of milk and meat,
to take specimens of dairy products to be used
as evidence in prosecution where it is believed
violations exist, and to enforce statutory huild-
ing standards relating to sanitary construction.
General health districts may regulate the loca-
tion, construction, and repair of water closets,
privies, cesspools, sinks, plumbing, drains,
yards, pens, and stables; prosecute persons dis-
regarding orders of the board of health; quar-
antine vessels, railroads, or other public or
Srivate vehicles; stop the sale of milk where

angerous disease occurs in the family of a
dairyman or among his employees; adopt
orders necessary to prevent and restrict disease
and to suppress nuisances; inspect public insti-
tutions, jails, children’s homes, maternity



boarding houses,| infirmaries, and other chari-
table or correctiopal institutions; inspect places
where food is manufactured, stored, handled,
or sold; examing persons employed in food
processing and handling; inspect trailer parks;
and quarantine carriers of venereal disease.

4. Provision of quarantine and environ-
mental measures.| Health districts are required
to abate and rempve all nuisances, to disinfect
houses where pefsons have had certain com-
municable diseases, and to provide food, fuel,
medical attentior] and all other necessities of
life to persons quarantined. The districts may
destroy infected ¢lothing, bedding, and build-
ings, and employ scavengers to remove gar-
bage within a mu zcipal corporation locateg in
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5. Administratipn of personal health serv-
ices. Local health departments usually provide
for or administer|a variety of health services
for the individual. These may include (a) im-
munization against infectious diseases; (b
application of fluprine to children’s teeth: (e
advisory health maintenance service throu§h
prenatal clinics, parents’ classes, and public
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surveys of the general population, such as chest
X-ray surveys, cancer detection programs, and
school health examinations; (e) provision of
laboratory services and diagnostic and consul-
tation clinics as aifls to physicians; (f) provision
of diagnosis and treatment services for specific
diseases such as syphilis, tubereulosis, dental
defects in children, and crippling impairments

in_children; (g) provision of bedside nursing
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care in the home; |and (h) chronic disease con-
trol through screeping and case finding, refer-
ral, provision of examination facilities, clinics,
and information denters, and through nursing
services.

6. Operation of health facilities. The local
health department can fulfill its responsibilities
effectively if it operates one or more well
equipped centers providing adequate space for
administrative offices, clinic facilities, and an
auditorium or classrooms for public and pro-
fessional education.

7. Coordination of activities and resources,
The local health department has the general
responsibility of providing effective leadershi
in meeting all types of community heal
needs. Its technical and administrative re-

- sources can provide accurate data for sound

planning, for informing the public, and for im-
proving and coordinating the community’s
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public and private neaith raciilies and serv-

P ; ViGIU hbaiin acpari-
ment is t0 encourage full cooperation of the
work of the various official and voluntary
agencies so as to avoid unnecessary duplication
in types of activity or in geographical cover-
a%e. A local health department may, for exam-
ple, (a) develop combinations of voluntary and
official nursing services; (b) act to coordinate
the activities of the health department, volun-
tary agencies, hospitals, and the medical pro-
fession during emergencies such as epidemics
or disasters due to fiood and fire; {c) encourage
boards of education, the medical and dental
professions, service clubs, and other organi-
zations to improve school health services;
and (d) provide leadership in organizing com-
munity action to obtain additions and im-
provements in local health faciliies, such as
hospitals, chronic disease clinics, and rehabili-
tation centers.

....... LAh akimE Y

In addition to the health functions assigned
to local health districts, Ohio statutes also
assign health functions to counties, municipali-
ties, townships, and school districts.



specific public health services are assigned to

Table 1, below| shows the distribution of
two or more local government units.

some of these health functions among the vari-

ous types of local government units. Many
Table 1
Distribution of Health Functions Among Local Government Units
Health Munici- Town-  School
Function Districts Counties palities ships  Districts
Medical and dental spipervision of school children .............. X X x
Free treatment of VI .. TR X X
Inspect public InSHRHONS ... oo x
Vital statistics X X
Frect hospitals for cg ntaglous djseases e e X X
Provide prenatal clinics and infant welfare statlons ........... X X
Froe distribution of dinhtheria antitoxin X x
(Quarantine on transppriation . . X x
Charge fee for trailer| park operations..... ... x
Inspect meat and milk foodstuff producers x x
Regulate sale of fce | .. ... .. e X
Inspect and quarantine bulldmgs e X X X
Destroy contaminated property and buxldmgs x X
Abate and remove nyisances. SR x x X
Employ scavengers tg remove garbage OO X
Construct and operate general hospital X X x
Aid non-profit hospita] corporations . . . X x x
Trovide T hospitai | .
Form joint TB hospital district . X
Bear costs of hospitalization of TB patients... .. ... ... X
Provide facilities for pare of mentally ill x
Detain mentally ill—court. .. . .. x
Support mental health clinies ... ... x
Pay expense of quaraptining county public msntutxons ....... X
Support free vaccinatjon and immunization of school pupils x X X
Free diphtheria antitxin for indigents.... X
Contribute tv maintenance of physxcmn in mumcxpahhes
i inaccessible to figinland . T x x —
Enforce water pollutipn statutes and regulat:ons .................. X x
Regulate constructior| and maintenance of buildings. ... x X
Destroy bushes and weeds along county roads... ..., X
Drain stagnant water| .. . . .o X
Regulate places of employment . ... .. ... X
Street cleaning . . . | .. X
Prohibit public gathdrings x
Maintain sanitary dumps . . X
Remove body laid in yault whxch has become oﬁenswe o x
Enforce vaccination and immunization regulations X
Provide health and physical education courses ... ... .. x

SOURCE:

Ohio Revised Code

10




FUNCTIONS

OF HEALTH DISTRICT
ERSONNEL

The basic professional personnel of local

health districts a
the public heal

Large districts m
dustrial hygienist:
tors, and laborato

Health Commis
sioner serves as e
for the board of h
missioner, during
might be engage
activities. With
sanitarians, and
board of health

nangeq for the fal

)

mission by the fi
commissioner mig
department for he
public health nurs¢
submitted by his
nurses to home v

e the health commissioner,
nurse, and the sanitarian.
y also employ dentists, in-

, nutritionists, health educa-

personnel,

ioner. The health commis-
ecutive officer and secretary
alth. A typical health com-
e course of a week’s work,

in some of the following
e aid of his staff of nurses,
lerks, he would help the

rst Monday in April. The
ht contact the state health
Ip in locating an additional
 for his staff; review reports
urses and sanitarians; assign
risits, clinics, and a health

examination program in the local schools;
direct his sanitarians to inspect the restaurants
and dairy plants in the district and to examine

hOllSlLI]ngeV(;lopl‘mE;lt “meet ]omtly with the

local tuberculosis gnd health society and the
visiting nurses’ association to plan improve-
ments in the coordination of allppublic ealth
nursing in the community; prepare his annual
report to the one or more boards of health to
wlgich he is responsible; meet with the district
advisory council|to present the board of
health’s report to the council and suggest who
might fill a vacancy on the board; and he might
speak at a local divic club meeting and de-
scribe the modern public health program being
conducted in the dommunity, as well as some
of the financial and personnel problems of the
health department] Throughout the week he
would, with the aidl of his staff, ascertain that
state and local heglth regulations were being
followed in the district. One day of the week
he might spend in donference with other health
commissioners and|state health officials meet-
ing in Columbus or at the state health depart-
ment regional office.
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Public Health Nurses. The public health
nurse is probably in contact with the public
more than any other employee of the bealth
district, A typical public health nurse during
a week’s work might perform some of the fol-
lowing functions. One day during the week
she would assist at a clinic operated by the
health department. Here she has the duties of
preparing patients for examination, interpret-
ing doctors orders to the patients, giving pre-
scribed treatments, performin diagnostic tests,
collecting specimens for further tests, and re-
ferring patients to physicians or to voluntary
and other government health service agencies.

On another day this nurse would visit one
of the local schools. Here she would instruct
teachers on vision screening, give hearing tests
prasent a peslth education Him and falk
pupils, screen vision test referrals from teach-
=rs, and refer cases of defective vision and
hearing to medical care.

The public health nurse would teach classes
dealing with problems of overweight, diabetes,
physical handicaps. She
tgartici ate in a well-child conference

ers of pre-school children.

heart disease, and
would

for mo
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Some horme vigits by the nuree ore b
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15 minutes long; others may take several hours;
some patients she has visited many times be-
fore; others she may see but once. In the home
she demonstrates and teaches therapeutic nurs-
inﬁ care to family members, interprets doctor’s
orders, instructs the family on health, assists
families in carrying out the recommendations
made by their physician and in making neces-
sary adjustments to implement medical orders
for rehabilitation, gives prenatal and postnatal
instruction to mothers in homes, demonstrates
baby care, advises on prevention of disease,
immunizations, and autrition, and gives special
consultation on the care of premature infants.

Throughout the week the public health
nurse exchanges information with doctors and
other health workers for more effective care of
individual patients, interprets the needs of
particular families to other health workers,
maintains records of her nursing services, and
assists the health commissioner in evaluating
data obtained in investigations. Once during
the week she might appear at a meeting of a



ublic
epart-

local women's dlub to describe the
health services offered by the health

ment.

Sanitarians. e term sanitarian includes
sanitary engineers, veterinarians, staff sanitar-
ians, and sanitary inspectors.

A typical sanitgrian might in one week have
the following duties to perform. Several days
of the week he hight inspect schools, hotef;,
and rooming houses to determine adequacy of
lighting, ventilation, cleanliness, heating, gar-
bage and refuse|facilities, recreational camp
facilities, housing| facilites for migrant agricul-
tural labor, restaurants, taverns, and establish-
ments with food| and beverage vending ma-
chines far commlignee with the state food serv-
i ©f regliations of the Ohio Fublic
Health Council. He would explain applicable
portions of the sanitary laws and regulations
to owners and operators of food service estab-
lishinents and instruct them in the essentials
of good sanitary practices. He might inspect
both milk producers and milk plants to assure
their comp]iiance with state and local regula-
tons governing |the production, processing,
and retailing of milk, semi-public and private
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water supplies, swimming pools and swimming
areas for safety and water quality, and semi-
public and private sewage disposal systems.
He would give techm'caf advice to owners,
operators, and contractors on plans, equipment,
and operations relating to water suppfy and
sewage disposal systems, milk sanitation, food
service sanitation, and swimming pools, review
and approve plans of proposed installations, in-
vestigate nuisance complaints and dog-bite
reports, initiate insect and rodent controf pro-
ams, investigate an outbreak of communica-
le disease in a neighborhood with faul
sanitation practices and facilities, confer wi
Fublic officials regarding the technical prob-
ems of communit{ sanitation, and would be
called upon to explain the health department’s

el sz n]
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During his few hours in the health depart-
ment office the sanitarian would keep records
and make detailed reports relating to his ac-
tivities, assist the heai)th commissioner and
other staff members in evaluating information
obtained from investigations, and review plans
of proposed sanitation installations submitted
to him by local industries.



Part One
Organizational Problems
Part One of this report is divided into three sections de-
voted to (1) description of the present organization of
health districts in Ohio, (2) problems arising from this

Wit A i, nie 055 osenlilon UL pUssIDIS Aifefialive

solutions to these organizational problems.
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L.

Types of- Health Districts

The two basic types of health districts are
“city health districty” consisting of all munici-
palities over 5,000 in population and “general
health districts” composed of the townships
and villages in each| county.

The statutes also provide that up to five con-
tiguous general heglth districts may combine
to form one unit, and that a city health district
and a general health district may unite to form
a “combined health district,” Ohe board of
health replaces those of the uniting districts.

The Ohio Department of Health has also de-
veloped administrative classifications of health
distrints:

Qualified or Full-Tlime—s

: Foll-Timea—a district which emplovs
a full-time health| commissioner, public health
nurse, sanitarian, and clerk and is, therefore, en-
titled to receive a federal grant-in-aid.
Unqualified or Past-Time—a district which fails
to employ full-time these four basic health per-
sonnel and is, theyefore, ineligible to receive a
federal grant-in-aid.
Contracting—a dispvict, usually a city health dis-
trict, which contracts for health servives from
snnthar disheist al]
iLOoniraciing gismi
health.
Cooperating—a digtrict which employs a health
commissioner who| is also employed by one or
more other city or| general health districts. Co-
operating districts| retain their own boards of
health.

Organization of Geperal Health Districts
The two agencies|involved in the formation
and operation of a general health district are
- known as the district advisory council and the
board of health. The most important function
of the advisory counril is to appoint a board of
health. The board of health, in turn, is charged
with the operation of the general health district
through its executive officer, the health com-
missioner.

District Advisory Council.

council consists of the
chief executive of epch village in the district,
and the chairman of the board of townshi

i
ship in a general healLE
district. The counci} is required by statute to

15

Present Organization of Health Districts

meet annually on the first Monday in March.
Special meetings may be called by the local
health board or by the state director of health,
but such meetings are infrequent. Council
members are compensated at the rate of five
dollars per meeting day, plus necessary ex-
penses.

The statutory powers and duties of the dis-
trict advisory council are:

a. To select a five-member board of health, with
due regard to the equal representation of all parts
of the district. Each village is entitled to one
board position for every one-fifth of the total
general health district population resident in that
village. One board member must be a physician.

h. To make nolicy recommendatione o the

bosrd of healthy

c. To receive and consider annual or special re-
ports from the board of health.

d. To notify the health commissioner of the pro-
ceedings of any meeting.

health district to form a
istrict.

e, 'To unite with a cj
new combined health

2. General Health District Board of Health.

[antl LS ] . L

appoiuted for five-year over-lapping terms.
Board members are compensated for meetings
at the rate of six dollars per day, eight cents per
mile and necessary expenses for meetings,
which are not to exceed 12 in any one year. The
board must meet within 30 days after appoint-
ment and select a president and president pro
tempore. Suitable quarters for the board must

be turnished by the county commissioners.

The board of a general health district mast
appoint a health commissioner for a period not
exceeding two vears. This commissioner, un-
like his counterpart in city health districts, must
be a licensed physician. He acts as secretary
and executive officer of the board and carries
out all orders of the board. When the commis-
sioner serves on a part-time basis, the time to
be devoted to the duties of this office may be
fixed by contract. Upon recommendation of
the health commissioner, full or part-time pub-
lic health nurses, physicians, clerks and other
persons may be employed by the board. See
Chart 1, page 16.

PO T ¥R Y
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Organization of ity Health Districts

Health services|in city health districts are
under the control |of a five-member board of
health appointed by the mayor, with city coun-
cil approval, for five-year over-lapping terms.
City charters, howgver, may provide for a de-
partment of health to operate directly under
the city council without a board of health. A
majority of the members of the city board of
health constitute uorum, and the mayor
serves as president of the board. A president
pro tempore is elected by the board from its
own membership to preside in the absence of
the mayor. The b arﬁ must meet at least once
in each calendar month, and special meetings
may be called by the president or three mem-
bers. Members sefve without compensation.
Suitable quarters for the board must be fur-
nished by the city council.

Combined Health |Districts

A union between a general health district
and a city health district requires the majority
vote of the district pdvisory council of the gen-
etal health district and the approval of the legis-
lative body of the|combining city. The com-
bining districts must make a contract which
apporiions expensds, prescribes adminisirative
responsibilities, and defines representation for
a new advisory council and a new board of
health.

The contract entered into by the uniting
districts may provide that district administra-
tion be turned over to the city board of health,
thf c;,ity health department in a 1c:ha‘rter ‘cit);

iy has ne bhastd of Laalh ol o3 %
Pt o WL LitRail, Wi Dunda O

health of the gevneral health district, or a com-

inrpEr T
VY hEAwdd

--bined-boardof hekith—The-district advisory

council of the new |general health district con-
sists of the membérs of the original advisory
council and the mayor of the city. The advisory
council must elect 3 resident of the city district
to fill the first vacarcy that occurs on the board
of health if the contract provides for administra-
tion of the combined district by the board of
health of the original general health district.
This procedure is at present followed in all but
one of the combined districts.

House Bill No. 142, enacted in 1959, was
designed to encouraie voluntary combination
of city and genera| health districts, although

17

no combinations under this provision have been
undertaken. The act requires that a contract
between a general health district and a city
health district which provides administration
of the combined district by a new combined
board of health must set forth the number of
members on the board, their terms of office,
and the manner of appointment. The contract
may also provide for representation of specific
geographic areas. The status of the employees
of city and general health districts is not to be
affected by such combination.

A union of two or more contiguous general
health districts requires a maiority vote of all
district advisory councils involved. A board o
health for the new district must be elected{
each original general health district is entitled
to at least one member.

When two or more general health districts
combine, a joint board of district advisory
councils must locate the office of the new hoard
of health at one of the county seats. The county
auditor of this county serves as auditor of the
combined district health fund; the county
treasurer as custodian of the fund. The mem-

bers of the county budget commissions of the

et n et I e Ty = ey L

. a
LDHNIRD SOUTISE i 2 joint bos
H 2 g Bt

88 & ;mnt Dosrc Lo oonsider

and act upon the budget.

No general health districts have combined
their boards of health under this statute, be-
cause members of the district advisory councils,
according to state health department officials,
have been reluctant to permit an auditor and a
treasurer in another county to contro! the

. . : . %
health diatriot find, In coms inztances, how-

ever, two or more general health district boards

of health-have formed: a “cooperating®-district

by employing the same health commissioner.

Fatterns of Health District Organization in
Ohio

Ohio’s 88 counties and 150 cities totaled

238 health districts in 1960. Various types of

district consolidations, however, have reduced

the number of separate operating public health
units to 129.

Over one-half of the 238 health districts are
cooperating, contracting, or combined with
other health districts. Most of these consoli-
dated units are designated by the Ohio Depart-



ment of Health as|“full-time” districts, Only
one-third of the cityland general health districts
operating alone, hgwever, are “full-time” dis-
tricts. See Table 2,|below. This suggests that

consolidated districts, in contrast to smaller
independent units, tend to have the necessary
incentive and financial resources to employ
sufficient personnel on a full-time basis.

Table 2
Number dnd Percentage Distribution of Local Health Districts in Ohio, 1960
Total Multi-District City General

Type of .

Organi- Number Number Number Number
zation of dis- Per of dis- Per of dis- Fer of dis- Per
tricts Cent tricts Cent tricts Cent tricts Cent
Total ... 238 100 151 63 61 26 26 11
Full-time 169 71 138 58 22 9 9 4
Part-time ... ... . 6o 29 13 5 39 17 7
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Source: Ohio Departrhent of Health, 1960 Financial Report of Local Health Districts.

Two-thirds of the general health districts are
now consolidated with city health districts or
other general health districts but in most in-
stances only a limited degree of consolidation
is afforded through pooperating and contractual

arranoements.
b TRyt 2 T o

. Thirty-one genergl health districts are com-
bined with city health districts through one
board of health; 27 other general health dis-

tricts have integrated their operations with

18

other districts to a lesser degree by employing
one health commissioner to serve two or more
districts; four general health districts have con-
tractual arrangements with city health districts.
Most of these consolidated general health dis-
tricts ave “Tull-time” districts; only one-third of
the general health districts operating alone, in
contrast, are employing a full-time health staff.
Table 3, below, and Map 1, p. 19, show the
distribution of types of general health districts.
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Table 3
Distribution of Types of General Health Districts, 1960

Type Full-time Part-time Total
All types . . 65 23 88
Single county ... . ... o ] 17 26
Number of counties cooperating . .. . 24 3 27
Number of counties combined with cities. .. ... ... . 29 2 a1
Number of counties cpntracting with cities . ... ... 3 1 4

Source: Ohio Departinent of Health, 1960 Financial Report of Local Health Djstricts.

Patterns of Health
United States

Compared to the United States as a whole,
Ohio has relativeﬁ few single county health
nnits, Ohio has many city health districts

District Organization in the

The internal organization of Ohio health dis-
tricts is similar to that of other states, although
in a number of states the health officer is a
member of the local board of health. Some of
the characteristics of local health organization

in Ohin, California, T Tndisna, Kentuoky
spelaling NGEpendenily O viher deicls, haw- S i{_‘;}]ig‘aﬂ, INew Iork, and Feunsylvania are
ever, in contrast to lother areas of the nation. compared in Table 4, below.
Table 4
Local Health District Organization in Selected States
Ohio  Calif. 1. Indt Ky. Mich. N.Y  Pa
Number of mmbers on board of _
health ... Jeo 5 4 37 37 57 3-8 varies 5
Term—hoard members .. ‘ 5 5 3 4 94 5 2.8 g5
Stuggered terms e e e X X - SCme %
Separate hoards for esch governmental
Professional representption on boards X X X X X X
General public representation on
Geographic representation on boards X x X X x X be x
Legislative or administrative officials
onboards . ... .. ... ... X X x X X X
Health officer member| of board . ... x X x x x
“Board members_compensated— .. .. b4 some  Ssome  some X X
Health officer appointed by local
board of health . |. . .. ... . . .. b3 X A X X X x X
Confirmation of appoiptment by state
department = . o o X x X X
Term—health officer L 2 4 4 1 4-6 1
Authorized to establish health districts:
cities . o X X b X X X X X
counties . X X X X X X X X
townships e X x X X
Combined districts myst be contiguous X X X X X X X
Limitation on number| of units in
combined districts 5 4 4
Souvnce: U. §. Public|Health Service, State Laws Governing Local Health Departments, (Public Health Service
Publication pumber 299), 1953.
20



II. Organizational Problems of General Health Districts

Size of Health Districts in Ohio

A hedlth district, the same as a school dis-
trict, has to be of sufficient size in order to af-
ford to attract and keep, and to effectively use,
the professionally |trained personnel essential
for an adequate public health program. Many
health districts in Qhio are too small to employ
a full-time staff and to provide minimum public
health services, except at great expense.

As a general rule a small health district can-
not afford adequdte health services. A city
health district witl a population of 5,000, for
example, im order|to have minimum health
services would have to spend over $5.00 per
capita. Expenses in such a district might be

Health commissioner .. .

1Clerk . . ... ... 3,000
Medical supplies . .. ... 200
Office supplies = ... . Ny 200
Board expenses ... .. ... 50
Retirement . .. .. 1,600
Other ... . ... .. 100

Total = . ... $26,650

Per Capita—$5.34

Close to one-half of the health districts in
Ohio in 1959, even after some integration of
districts, had a population under 35000.
Forty-six of these districts, including 16 gen-
eral health districts, had fewer than 25,000
residents. A low population is the prevailing

Ao AFIricrmidad

1959

3 o D OCiT Doaiil purEnng
1 $12,000 alone; in approximately one-half of these
1 Public health nurse . .... 5000 independent city districts had less than 25,000
1 Sanitarian . . 4,500 residents. See Table 5, below.
Table 5
Distribution of Health Districts by Population
Type of Under (Population in Thousands) Over Total
District 25 29-35 35’50 50-100  100-500 500
Full-time
General (alone) . | .. ... 2 5 2 9
City (alone) ....| ... ... 3 3 6 4 5 2 23
Combined, Cooperaling,
and Contracting . 1 1 6 16 12 1 37
Total . (4) @ (14) 25) (19) @) (69)
Part-time
General (alone) .| .. . .. 14 1 1 1 17
City (alone) ... | .. ... . 27 4 2 2 33
- -—- Combined, Cooperating; — - - - e o e
and Contracting | .. 1 3 1 5
Total ... ... | ... . (42) ®) (6) () (57)
TOTAL 48 9 20 29 18 3 126

Sounce: Ohio Department of Health,

Most of the small health districts in Ohio,
including 15 genetal health districts below
25,000 in population| employ a part-time health
staff. In contrast, the large consolidated dis-
tricts are “full-time"| districts.

Forty-two of the #6 health districts in Ohio
with a population under 25,000 employ 2 part-

21

time staff. Fifteen of these districts are general
health districts, of which only one is combined
with a city district, Twenty-seven of the 30 city
health districts operating alone with a popula-
tion below 25,000, furthermore, are “part-time”
districts; 10 of these 27 cities had a population
of less than 10,000 in 1959. In comparison with



the small health
health districts wi

istricts, most of the large
over 50,000 in population

employ a full-time staff; 47 of the 51 health dis-
tricts over 50,000 in} population are “full-time”

districts. Siiniﬁca
“full_ﬁm e}) . St[icts
See Table 5, above

The small staff

quate public health

y, over one-half of these
are consolidated districts.

employed by most of the
small general health

istricts results in inade-
services.

The smaller general health districts do not
provide as many health services as do the larger

districts, according

to reports submitted by

local health departinents to the Ohio Depart-

_—

Nursing Visits Per 1,000 Population

ment of Health for the year 1958. General
health districts with a population between
35,000 and 50,000, for example, reported an
average of 64.3 nursing visits per 1,000 popula-
tion, compared to an average of 43.6 nursing
visits per 1,000 population in districts under
25,000 in population. The contrast in health
services between small and large districts is
even more apparent in reports of sanitation
inspections: the larger general health districts
reported and average OF 44 6 sanitation inspec-
tions per 1,000 population, compared to an
average of 19.68 sanitation inspections per 1,000
population in the smaller districts. See Table
6, below.

Table 6
G Us OHTETETHG QDSPUCOUNSs B0Q NUSSIng Visis per 1,0 fopuiation,

by Size of General Health Districts, 1958

Sanitation Inspection 1,000 Pop.

Poulation Nu:ﬁber of Number of
(thousands) Average Range Districts Average Range Districts
1025 43.8 9.0-127.1 18 18.6 00-69.9 19
25-35 53.8 2.9-119.9 19 305 2.3 -742 19
35-50 4.3 d-18E4 ig 44 8 236 540 i5
50-75 55.1 3.7-162.1 16 28.2 168.4 -55.2 16
75-100 17.8 3.1- 55.6 4 28.8 52 381 4
Over 100 48.9 3.3-108.3 12 35.1 156 355.8 12
Sounce: Ohio Department of Health.

The smaller gene:
larly those with pa
_.ers, tend to be und
eral health districts
contracting with cit
an average ratio o
public health nurse
ratio of less than
health nurse in “ful
tricts that are coop
tracting with city
general health disty
with city districts alj
age ratio of about 33
compared to an avs
Eersons per sanitar]

ealth districts that

ral health districts, particu-
rt-time health commission-
erstaffed. “Part-time” gen-
cooperating, combined, or
y districts reported in 1959
f over 20,000 persons per
, compared to an average
16,000 persons per ubﬁc
I-time” general eal&n dis-
erating, combined, or con-
districts. The “part-time”
icts that have consolidated
50 reported in 1959 an aver-
1,000 persons per sanitarian,
rage ratio of about 23,000
fan in “full-time” general
are consolidated with city

health districts. See Table 7, page 23. Some of
the very small general health districts (around
10,000 population) have relatively low popula-
tion ratios per nurse and sanitarian; such a
district is required by law to employ, at least
part-time, one public health nurse and one
sanitarian, thus producing a population ratio
which is far from ideal but quite favorable
compared to some other districts. One nurse
and one sanitarian in a very small district, how-
ever, may be ineffective as a result of a heavy
burden of clerical duties; lack of supervision

- by a nursing supervisor and a sanitary engineer;
direction of work by only a part-time %ﬂ:alth
commissioner; and lack of funds to cover ex-
penses and supplies for personnel.



Table 7
Ratios of Populatign per Public Health Nurse and per Sanitarian in General Health Districts, 1959

Type of District Average Population Average Population
Per Public Health Per
Nurse *° Sanitarian °
Full-Time Alone . | ... 156,093 16,682
Full-Time Cooperating ... ... 13,812 21,730
Full-Time Contracting ... 18,253 24,956
Full-Time Combined |........... 16,796 23,577
Part-Time Alone . | . ... 19,032 24,837
Part-Time Cooperating ... 20,695 38,283
Part-Time Contracting . ... .. 23,902 35,853
Part-Time Combined |... ... .. 19,825 98 494
Comparative Dath:
State Average .. . | ... .. .. 14,374 15,531
US. Average . . | . ... 9,844 17,040
California . .. . | .. ... 10,500 15,782
New York . . | 7,944 17,011

Sounce: Ohio Departinent of Health and U, S. Public Health Service.
* Includes sanitary epgineers, professionally trained sanitarians, sanitary inspectors, and veterinarians,
*® Does not include pyblic health nurses employed by boards of education and voluntary agencies.

Heolth districts in Ohie tend to be smaller in between Ohio and the nation appears STNORE
population than the hedlth districts in other  city health districts operating alone: 64 per
states. cent of the independent city health districts in

Fifty-eight per qent of the gemeral health ~ Ohio had a population under 35,000, compared
districts operating alone in Ohio have a popula-  to 31 per cent of thes_e d‘lstncts natfonally.. Very
tion below 35,000, while only 47 per cent of few consolidated districts both in Ohio and
this type of unit replorting to the United States  throughout the nation have a population of less
Public Health Service in 1958 were under  than 35,000. Some significant comparisons are
35,000 in population. An even greater contrast shown in Table 8, below.

Table 8
Pgpulation of Health Districts in Ohio and in the United States

Percentage of Health Districts With A Population
Below 35,000

Type of District Ohio United States
All types of distriets | ... ... ... ... ... 44% 36%
General (County) Along ... ... 58 47
City Alone b e e, 64 3
Consolidated . .. | o 7 19

Sounce: Ohio Department of Health and U. $. Public Health Service.
23




Thirty-five or mare villages will become new
city health distrigts as a result of the 1960
census.

Many former Ohlio villages now have a pop-
ulation above 5,000 and will soon be classified
as cities. Every new city is required by law to
become a city health district and to employ at
least a health commissioner, public health
nurse, and clerk. The state health department
may find it difficult to persuade these new
cities, whose residents are proud of their new
status, that adequate health services can be
provided at reasongble cost by remaining with-
in the general heglth district by combining
their board of health with the general health
district board, or, ht least, by reaching a co-
operati!ng or t’:on1t_1'a _ting arrangement with the

city health districts to consolidate voluntarily
i districts would result in
ing of public health pro-
grams, more shortages of personnel, loss of in-
come for general Realth districts and further
dilution of state and federal aid among an ever-
growing number of inefficient districts.

“Ideal” Population [Size of Local Health
District

National public health authorities are cur-
rently recommending a minimum population
of 100,000 for local|\health districts, although it
is recognized that \smaller units of 25,000 or
85,000 people may be more desirable in
sparsely populated |areas.

A community, whether of rural or urban
character, may be |so small in numbers, and
with such slender nesources, that it cannot af-
ford the-employment of even a skeleton ‘staff
of persons trained land experienced in public
health. Itis probable that the small population
contained within certain Ohio regions makes it
impractical to render health services on a local
or even county-wide basis. Though small com-
munities and scattered populations may have
the same need for professional health services
as large and concemtrated aggregations, the

indiyi aéord the kind of
employed by the larger
population units.

The American Public Health Association has
recently stated —
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Generally, public health authorities agree
that a population of 100,000 or more is de-
sirable to support an adequate program of

ublic health. Health units may be estab-
Esbed to service smaller populations if ex-
ceptional health problems exist, or sparcity
of population ma.l?es it impractical to ﬂave a
service area for as many as 100,000. The
trend is to have a single health department
serve all of the political jurisdictions within
a single county or in two or more counties,
rather than to have an independent health
department for each city or township. In this
way, a single health department can deliver
more economical and effective service for an
entire metropolitan area.!

Health officials have km(i been urging the
creation of larger health districts. The late
Haven Emerson, former head of the Columbia

Inivareitsr Crhanl of Poshla Haabh in 2 vanaes

endorsed by the American Public Health As-
sociation in 1945, recommended a population
of 50,000 as the minimum for supporting ade-
quate health services. Only 1,197 local health
units in the United States would then cover the
area now served by 3,070 districts. The Emer-
son report suggested that Ohio should have 53
local health districts including 21 one-county
districts, 29 two-county districts, and three
threc-county districts. In 1945 the average
popitation of the 58 proposed districts was
about 130,000; the least populous had 40,500
inhabitants; the most populous 1,217,300; and
15 had over 100,000 residents. The Emerson
report recommendations were based upon such
factors as size of population; area in square
miles; spendable income; number of hospital
beds per 1,000 population; number of persons
per practicing physician; political, social, and
economic characteristics; and geographic, geo-
logic, and transportation fedtures of the terrain.
See Appendix A for map of districts recom-
mendedP by the Emerson report.

The United States Public Health Service
recommended in 1950 that Ohio be divided
into 47 local health districts, of which 17 would
consist of single counties and 18 would consist
of two counties each and the remaining units
would contain three or more counties each. See
Appendix B for map of districts recommended
by the Public Health Service.

! American Public Health Association, Guide To A
Community Health Study, (1960), p. 8.



Most state and [ocal public health
in Ohio have reco memfed a minimum health
district of at least 25,000 population, although
they prefer a largdr size.

The director of|the state department of
health and most local health commissioners
agree that 25,000 Js the minimum acceptable
and feasible populdtion size for health districts,
although they tend to prefer a larlger popula-
tion size. In 1960, prior to the release o]f) the
federal census figures, 30 city health districts
and 28 general health districts had fewer than
25,000 residents. e state director of health
has recommended that no new city health dis-
tricts under 25,000 {n population should be per-
mitted, and that all|existing city health districts
under 25,000 in population should be required

within a period of five or ten years. He has also
recommended that|general health districts be-
low 25,000 in population should be encouraged
by state subsidies land by a standard setting
mechanism to consqlidate voluntarily under ex-

isting statutes.

i =

srironmamraug

For a brief perio e state Ze?'wlature

prohibited cities under 25,000 in population to
establish their own health departments.

Over 40 years agp public health officials and
the state legislature| recognized the desirability
of larger health districts. With the 1919 enact-
ment of the Hughes Act only cities having a
population of 25,000 or more could constitute
a city health district; all cities of less than
25,000 and the villjges and townships of each
county were consolidated into general health
districts. Some public health officials and legis-

in 1019 ]

" “lators, however, feared that this classification
of city health districts would be declared un-
constitutional by the courts. Accordingly, the
legislature at a special session in 1919 enacted
the Griswold Ameridment to the Hughes Act
with a provision that each city regardless of its
population would constitute a city health dis-
trict. The fear of an unfavorable court decision
proved erroneous since the Supreme Court, in
Cuyahoga Heights vs. Zangerle (1921), held
that this classificatipn of cities was reasonable
and constitutional. Today, the problem of small
city health districts would not be acute, had the
Hughes Act been retained in its origina) form.
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Consolidation
ARGUMENTS FOR

The advantages that consolidation of health
districts might afford would include: simpler
administration; broader financial resources; im-
proved personnel management; less duplica-
tion in fees and inspection; simpler physician
teporting; more effective use of financial aid;
and more economical operation.

If the administrative structure of public
health in Ohio were simplified by reducing the
number of local health districts, the coordina-
tion and communication between health per-
sonnel would tend to improve. Public health
problems then could be attacked on an area-
wide basis in place1 :)f Ehelgrresent sp}]intered
program in one jurisdiction can have serious
adverse effects on neighboring areas, because
Eerms and other health hazards cannot be con-

ned within political boundaries.

If health districts were larger in size, broader
local financial sources of support would be
available. The financial burden of supporting
the health program would then tend to be
equalized. At present, many small city and
general health districts benefit from the serv-
ices provided by large neighboring health de-
partments; suburban communities, %or example,
usually accept the milk inspections made by
lar%e city distriets without contributing finan-
cial support for making these inspections.

Fmmen it

The larger districts created by consolidation
could offer better employment prospects to at-
tract more experienced and better trained pub-
lic health personnel than can the many existing
small districts in Ohio. Better salaries, compre-
hensive personnel policies, and greater oppor-
tunity for advancement are some of the ad-
vantages of having larger health distriets.
Opportunities to employ professional personnel
supervisors and persons trained in publiic health
specialties occur only in the larger districts be-
cause the small districts cannot afford to employ
professional staff supervisors, laboratory tech-
nicians, health educators, nutritionists, dentists,
industrial hygienists, and sanitary engineers. If
larger units were used, ermore, some of
the current severe shortages of professional
public health employees might be lessened.



The present multiplicity of health districts
leads to an increasqd number and variety of
fees and to conflicting standards for installation
of sanitary facilities| operation of dairies and
meat-packing plants, tood handler permits, and
numerous other areas of public health regula-
tion. Consolidation pf districts might substan-
tially eliminate confusion and duplication in
collection of fees as well as in the enforcement
of lealth regulations

Consolidation can| benefit the physician as
well as the local public health program; physi-
cians would need to|report their cases to only
one instead of several health departments and
would be more inclined to make such reports.
A large consolidated health district, further-
more, could furnish more consl{itation and lab‘;
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district.
After consolidation of local health districts
the effectiveness of both federal and state aid
would be enhanced|because there would be
fewer districts among which state funds would
be divided. The efflect of consolidation upon
the distribution of federal grant-in-aid funds is
uncertain; the total number of districts would,
of course, be reduced, hut consolidation would
probably increase the number of districts which
could through local efforts employ a full-time
health staff and thereby qualify for federal aid.

Consolidation would probably produce
economies by reducing the number o? health
commissioners, by reducing overhead expenses,
by eliminating duplipation of effort, by more
effective use of persdnnel, supplies and equip-
ment, and by the opportunity for better plan-
ning,

ARGUMENTS AGAINST

The disadvantages suggested by those op-
posed to health district consolidation include:
fear that home rule may be endangered; the
possibility that wealthy districts might pay dis-
proportionately more to support health serv-
ices than surrounding poorver areas; loss of
status of some healill commissioners; decrease
in the quality of service from loss of local con-
trol of public health administration; loss of civil
service status for city|health district employees;
and the difficulty in designing a representative
combined board of health plan.

The people of Ohio have a strong attachment
to the concept of home rule. Therefore, it has
been argued, it may be desirable to retain re-
sponsibility for public health services close to
local communities.

It has been argued that consolidation of
health districts would either lower health serv-
ice standards in relatively wealthy areas to that
of less fortunate communities or, place the
wealthier areas in the position of paying for
health services in the poorer areas and for serv-
ices they do not need. Residents of relatively
wealthy suburban cities with few health prob-
lems might object to paying higher taxes in
order to finance the greatly needed health serv-
ices in both the poorer areas of the large cities
and rural areas of the counties.

SUiIie [CAlUI CONNNISSGHETS WOULU juse ullice
upon consolidation of districts. City health
commissioners who are not physicians, further-
more, would not be permitted to continue in
office, under present law, after consolidation
with general health districts.

Health officials, it has been argued, are likely
to produce a better public health program if
they are in close contact with local health prob-
lems, responsive to the needs of local residents.
dependent upon local financial support, Public
interest in local health problems also may be
more easily stimulated if local health officials
are within easy reach.

Consolidation of city and general health dis-
tricts might jeopardize the civil service status
now enjoyed by city health district employees,
because general health districts are not under
civil service. Section 3709.07 of the Revised

Code, as revised in 1959, states that the status—

of enﬁployees of city health districts shall not
be aftected by combination of districts, al-
though the legislative intent to extend civil
service to empfoyees of general health districts
is uncertain.

A board of health which would fairly repre-
sent all the communities in large consolidated
districts might be difficult to devise. A board
of health which would be small enough to work
effectively might deprive some small communi-
ties of representation on the board or cause
large cities to be under-represented in propor-
tion to their population.
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would endanger home 1'11%63, the proponents of
consolidation have ppinted out that what is
at stake is not home mule but the assurance of
adequate public health services in all commu-
nities. Consolidation pf small health districts,
furthermore, would strengthen and guarantee
continued local responsibility for pubi}i: health
by providing effective and economical opera-
tion of local health services. The continued
operation of small, inefficient districts, it has
been argued, might eventually lead only to
centralized administration of local health serv-
~ices by the state health department.
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When the goal of adequate public health
services replaces the desire to satisfy local
neighborhood pride, the difficulties that might
arise in designing a board of health representa-
tive of all areas of a consolidated district
assume diminished importance.

Constitufionality of Health District
Consolidation

A series of court cases indicates that con-
solidation of health districts would be consti-
tutional, because health districts are agents of
the state and reasonable classification of cities
to implement consolidation would probably
not violate the principle of uniform application
of legislation.

Th> question of the constitutionality of re-
quired consolidation of health districts has
been raised by the opponents of consolidation
on the grounds that home rule is guaranteed
to municipalities by the constitution, and that
any attempt to classify cities by population for
determining which city health £stricts should
combine with general health districts might
violate the constitutional prohibition against
special legislation. The courts have empha-
sized, however, that public health is a state
responsibility, with health districts serving as
agents of the state: therefore, consolidation
would not deprive municipalities of any
unalienable home rule powers? The Ohio
Supreme Court, in commenting upon the
Hughes-Griswold Act of 1919, also stated that
classification of cities for public health organi-
zation is reasonable and does not constitute
special legislation.”

Disadvantages of Present Voluntary Methods
of Consolidating Health Districts

Health districts under existing statutes can
consolidate their operations to varying degrees
to become combined, cooperating, or contract-
ing districts, as explained on pages 15 to 17,
above. The Ohio Department of Health, how-
ever, can only attempt to persuade health dis-
tricts to undertake these consolidation efforts,

® Board of Health v. State ex rel. O'Wesney, 40 Ap
77, 178, NE 215; also State, ex rel, V. Underwoog
137 Ohio St. 1.

" State ex rel. Cuyahoga Heights v. Zangerle, 103 Ohio
St. 366, 134 NE 6886.




since present statutes are only permissive in
nature. Statutory pievision for voluntary con-
solidation of health districts has failed to elim-
inate small health districts.

Over one-half of|all local health districts,
as poiuted out prevjously, are now cooperat-
ing, contracting, or combined with other I?ealth
districts; over two-thirds of the general health
districts have such |arrangements. The Ohio
Department of Health after the 1950 census,
furthermore, was sugcesstul in persuading new
cities to cooperate, ¢ontract, or combine with
general health distrjcts.

This apparently successful record of con-
solidation of Ohio health districts is blemished,
however, by the 30 city health districts and
14 general health districts below 25,000 in

. . i :
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and by the inherent [shortcomings of the pres-
ent methods of uniting districts. Althougfx 62
general health distri¢ts have entered into vary-
ing degrees of consolidation with other dis-
tricts, in only 31 instances has this resulted in
complete integration of public health admin-
istration under one ¢ombined board of health
representing a city and a general health dis-
trict. The temporary and limited degree of
integration provided| by cooperating and con-
tracting arrangements entered into by the other
31 general health districts tend to be unsat-
istactory.

Cooperating districts are not true integrated
units, because the health commissioner may
be the only public health employee who serves
the entire area.

Only “paper” consplidation occurs when two
or more boards of health employ a common

A b smemseag ala

" health commissionier| The public may be given

a false impression thhat all health services have
been integrated. Under this type of consoli-
dation proper coordination and policy-making
may still be difficult|because: the health com-
missioner remains rgsponsible to a number of
boards of health and, indirectly, to several dis-
trict advisory councils and city councils; the
health commissioner|may concentrate his time
and activities in ong district while neglecting
others; planning is difficult where the cooper-
ating arrangement i§ not permanent and each
board of health continues to make its own
budget estimate, [which is reviewed and

amended by separate authorities; uniformity
in regulations, personnel policies, and salaries
is not assured.

The cooperating districts, it has been argued,
represent a sound first step which can be taken
by districts wishing to proceed cautiously to-
ward the total integration of health services
available in a combined district. This plan has
the following advantages: simplicity, author-
ity and responsibility for public health and its
ﬁnancingl is retained by each cooperating dis-
trict, and cost of employing a health commis-
sioner is reduced. The basic weaknesses of the
cooperating arrangement, however, are re-
vealed by these supposed advantages, because
the plan does not go far enough in integrating
health services.

Consolidation in contracting districts is not
necessarily permanent where separate boards
of health are retained, although it is a useful
first step toward complete consolidation.

Efforts to achieve consolidation by the con-
tract method fall short of attaining satisfactory
integration of public health services in many
ways: the annual renewal of the contract makes
planuing difficult; financial control is not cen-
tralized; and city health district residents have
no direct voice in the public health program,
hecause the city board of health surrenders its
responsibilities to another authority. Contract-
ing arrangements have been used by some
small cities, furthermore, to supplement their
income rather than to improve public health
services; these cities contract for lli)mited health
services at a rate below their state subsidy.

The chief advantage of the contracting
method of consolidation is that it provides an
easy first step toward the goal of complete
integration which characterizes a combined
health district. The contracting device is useful
for the village which has just attained the
status of a city, but which is too small to sup-
port its own health department. The small city
district can profit from the more adequate re-
sources and health services available from a
general health district; yet some local auton-
omy is retained by the district through its own
board of health.

The combined health district provides the
highest degree of permanent integration of
public health services. Health districts, how-



ever, tend to reject this type of consolidation,
because local units ate reluctant to surrender
authority for financing and policy-making.

The specific advantages of combined dis-
tricts, compared to other types of consolidated
districts, are: there i5s only one budget; the
health commissioner i§ responsible to only one
board of health; there is one uniform set of
regulations, fees, and|permits; health services
and health personnel are completely integrated
to achieve maximum |efficiency; better health
personnel may be attrdeted; centralized respon-
sibility may encourage public interest in the
health program; and planning is easier, because

H 1S

Or

The possible alternative solutions to the
organizational problems of Ohio health dis-
tricts described in this| section are: a mininmum
size requirement, estaplishment of the county
as the(iocal health unit, distribution of state
subsidy to encourage donsolidation, direct state
administration of heallth services in selected
rural areas, modification of present statutes,
creation of a few large health districts, and
direct state administration of local health serv-
ices throughout the state.

A Minimum Size For Local Health Districts

All city health districts under 100,000 in
population, or some lesser figure, could be re-
quired to combine with general health districts;
in predominantly rur [ areas general health
districts with-under 30,000 in population, or
some lesser figure, cotld be required to com-
bine with each other.

This approach to tonsolidation of local
health districts has the merits of being rela-
tively simple, yet it asures 2 minimum gjstrict
population which would conform to the sug-
gestions of public health officials. The large
cities, which can financially support adequate
health services, would be free to concentrate
on the problems peculliar to them. This plan
appears to have the support of the state depart-
ment of health and most local health com-
missioners.
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the consolidation is permanent and income is
more readily predicted.

Health districts for years have been reluc-
tant to combine, despite the ackmowledged
opportunities for combined districts to o%er
better public health services. Efforts have been
defeated to combine districts voluntarily under
existing statutes because of fear of the pur-
ported disadvantages of consolidation, as de-
scribed on page 26, above. As previously
indicated, only 31 combinations of city and
general health districts have been effected; no
general health districts have combined with
each other.

Alternative Solutions to the
anizational Problems of Health Districts

This plan could be put into effect by amend-
ing the statutory definition of health district. A
city health district could be defined as any city
with a population over 100,000, or any city
over 25,000 as prescribed in the original 1919
Hughes Act. AH other municipalities together
with townships would constitute general health
districts. Statutes could also require the smaller
general health districts to unite under a com-
bined board of health appointed by a joint
district advisory council.

The number of health districts in Ohio fol-
lowing the adoption of this proposal would, of
course, be dependent upon tﬁe minimum popu-
lation size established for health districts. If
the minimum population size for city health
units were set at 100,000 and for general health-
districts at 50,000, the number of health dis-
tricts in Ohio would be reduced from the 238
reported in 1960 to 67, consisting of eight cities
over 100,000 in population, 39 general health
districts with a population above 50,000, and
20 districts created by combinations of the 49
general health districts with under 50,000 pop-
ulation. If, on the other hand, all districts
below 25,000 in population were required to
consolidate, the number of health districts
would be held below 200, consisting of 120
cities over 25,000 in population, 60 general
health districts with a population above 25,000,



and 12 districts created by combinations of the
28 general health districts with under 25,000
population.

A transition periog might be provided to
avoid the disruption of immediate change. City
and general health districts with less than the
prescribed minimum [population could be per-
mitted to continue to pperate alone indefinitely,
or for a period of five or ten years, provided
they maintain certain| standards in their health
services.

Some relatively small city and general health
districts which are now operating alone appear
to be providing satisfactory public health serv-
ices. It would seem r asona]l:le that these units
would not need to unite with other districts
inunediately or as long as they are willing and
able to finance adequate health services. Such
an arrangement would necessitate (a) the for-
mulation of definite|standards by the Ohio
Department of Health for administering health
services and (b) irspections by evaluation
teamns composed of state health officials and,
possibly, local healthl commissioners.

Immediate action qould be taken to prevent
new cities from becoming independent health
districts.

Emergency legislation could be framed to
prevent the 35 or morg cities created as a result
of the 1960 census from becoming independent
city health districts. |All new cities could be
required to remain part of general health dis-
tricts pending consideration by the General
Assemgly of further reorganization of health
units. Such an act would halt the continued
increase in the number of health districts in
Ohio, prevent the dilution of the present state
—subsidy program for health districts, assure the
financial f)artici ation of these municipalities

in general health districts, and assist the state
department of health in promoting district
consolidations.

Counties As the Locdl Health Unit

Larger health districts could be assured by
designating counties ps the basic health unit.
This would be a simple and direct method of
reorganizing health districts. '

Ohio’s 88 general health districts could be
expanded to take in|all city health districts.
The outstanding advantage of this plan is its

apparent simplicity. The county, a traditional
unit of local government, would be designated
as the basic public health jurisdiction; no new
organizational structure of special districts
would thereby be superimposed upon the exist-
ing jurisdictions of local government. Respon-
sibility for financing and administering health
services over a relatively large area and popu-
lation would be centralized under one anrd
of health. This type of organization, further-
more, is followed in many other states.

This plan could be put into operation by
adopting one of the following courses of action:
require %Joards of health in general health dis-
tricts to assume responsibility for financing and
administering all county health services; pro-
vide for a now board of health in each county,
appointed by either the couty commissioners
or jointly by the mayors in city health districts
and the district advisory council; require all
existing boards of health in each county to sit
as one combined board; or require all districts
within one county to combine under the pro-
visions of existing statutes within a limited
period. Villages which become cities would,
of course, remain within the general health
district.

The largest cities, such as the eight cities
over 100,000 in population, could be permitted
to operate as separate health districts. Small
county health districts, such as the 28 districts
below 25,000 in population could be required
or encouraged to combine.

The principal weakness of the plan to desig-
nate counties as the only health districts is the
lack of any rational attention to the population
size, financial resources, and to economie, so-
cial, and geographic factors within the pro-
posed 88 health districts. The disregard of
sentiment for township, village, and city re-
sponsibility for public health, coupled with a
possible lack of common interest between
urban and rural areas within one county, might
be difficult obstacles to overcome in order to
consolidate all health districts into 88 count
units. Some of the proposed county healtﬁ
districts, furthermore, would have a population
well below the minimum usually recommended
by public health officials. Only 18 of the 88
counties now have a population of more than
100,000, while 49 counties have a population



under 50,000, and 33 of these 49 counties have
less than 35,000 residents.

If the largest cities were permitted to oper-
ate as independent health districts, and if small
counties were requirgd or encouraged to com-
bine, the basic advantages of the county health
district plan would be retained and some of the
objections to it would be eliminated.

The county health district plan would be
particularly suitable if financing o{ health serv-
ices were made a county, rather than a munic-
ipal and township, responsibility, and if the
county commissionets were designated as the
appointing authority for a county board of
health.

Under this plan efficiency in public health
administration would be enhanced by county
financing of health gervices. Health services
could be administered on the basis of need
rather than ability tp pay, if the tax burden
for such services were shared equally by all
county residents. If this county-unit health
plan were adopted, it might also seem advis-
able to designate the|board of county commis-
sioners as the appointing authority for a county
board of health. The county, as the agent of
the state, would be gjven the responsibility for
a public health progtam to protect and main-
tain the health of the peaple of Ohio.

State Subsidy To Encourage Consolidation of
Health Districts

A substantial increase in the present state
subsidy, to be distributed only to health dis-
tricts above a minymum population, could
serve as an incentive| to encourage health dis-
tricts to combine. As an alternative, all state
subsidies could be denied to small districts
~which fail to combing.

Small health districts would tend to combine
voluntarily under present laws, if they would
thereby be eligible for state aid. Only a state
subsidy for a combined district well above the
$1,900 distributed in| 1960 would serve as an
effective incentive to| combine. In California,
for example, no funds are given to any city of
less than 50,000 popplation for the mainten-
ance of an independent health department.* In
New York all health| districts receive a state

* California Health and Safety Code, Sec. 1141, 1154,
1153,
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subsidy, but county districts receive larger
amounts than do smaller units: county-wide
units receive state aid equal to 75 per cent of
the first $100,000 expended and 50 per cent of
all additional expentfitures, while smaller units
in contrast receive state aid equal to 50 per cent
of local expenditures.” As indicated previously,
use of the state subsidy as an incentive to con-
solidation has the support of the state director
of health and many local health commissioners.

The chief aduvantages of using the state sub-
sidy as an incentive for consolidation are that
health districts would not be required to com-
bine and combination of districts would not re-
sult in an increased local financial burden for
relatively wealthy areas in order to raise stand-
ards of fxeft!th sgrotces in neighlboring poorer
areas.

Distributing an increased state subsidy to re-
ward consoligation of health districts permits
an element of choice for local districts. Small
health districts could continue to operate alone
if they so desired, as long as the residents of the
district were able to support the cost of an ade-
quate public health program. The state subsidy
would be available for consolidated districts
either to support adequate health services for
relatively poor districts or to provide health
services above minimum requirements in the
districts with better local financial support.

Many residents of relatively wealthy health
districts oppose consolidation with poorer units
because they might have to pay higher taxes to
improve health services in the neighboring dis-
trict. The assurance of a substantial state sub-
sidy for a combined district could diminish
this fear of higher local taxes, thereby encour-
aging voluntary consolidation of health dis-
tricts under existing laws. Further discussion
of a state subsidy is set forth in Part Two, pages
63 to 64, below.

State Administration of Local Services in
Sparsely Populated Areas

The relatively sparsely populated areas of
the state could be permitted, under conditions
set forth by law, to request the Ohio Depart-
ment of Health to administer local public
health services in these areas.

® New York State Department of Health, 1959 Supple-
ment to the Public Health Law, Sec. 608.



Some Ohio areas lack the financial resources
to support even minimum public health serv-
ices for a widely dispersed population. Exten-
sive consolidation of health dl.l?stricts in these
relatively poor areas might produce more ad-
ministrative problems rather than improve
health services. No financial reforms, short of
substantial state supsidies, moreover, would
solves the problems of these areas. A possible
solution would be to |permit these sparsely pop-
ulated areas to apply for direct state adminis-
tration of local public health services. Such a
procedure is now followed in the mountainous
areas of California:

- . - upon request ot the board of supervisors
of any county of legs than 40,000 population
and upon the apprapriation for pugh'c health

urposes by such 4 county of a sum of not
Eass than ffty-five pents ($0.55) per capita
for the total county population, the State
D?artment of Public Health may organize
and operate a local public health service in
such county.

Under this California plan local health districts
must continue to cantribute to the financial
support of health services. Forty-one Ohio
counties have fewer [than 40,000 residents.

Voluntary Combina
Existing statutes

on
robably afford sufficient
methods through which health districts may
voluntarily unite, although the less desirable
consolidated units, copperating and contracting
districts, might be prohibited or restricted in
order to compel recoyrse to the more effective
administrative unit, the combined district.

The General Assembly in 1959, as noted pre-
viously, amended an |existing statute to facili-

_.tate the combination pf general health districts

and city health distrigts. This statute now per-
mits these districts to prrive at a mutually satis-
factory contract sperifying the composition
and manner of selectibn of the board of health
of the new district. Before the enactment of
this amendment cities would usually be ser-
iously underrepresented on combined boards
of health. Despite the advantages offered by
this legislation, no combinations have yet been
effected. Additional legislation can do little
more to encourage vgluntary combinations, A

¢ California Health and Safety Code, Sec. 1157.
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civil service system, however, administered for
general health districts by the state department
of personnel might create a more favorable
attitude toward combination on the part of city
health employees now under civil service. A
statute that prohibited or curtailed the creation
of contracting and cooperating districts might
encourage further voluntary efforts to create
combined districts. Such “action, however,
might be a step backward in the current trend
toward voluntary consolidation, since health
districts might be inclined to go their separate
ways, rather than to combine their boards of
health.

Although some voluntary consolidations
health districts under existing statutes can be
expected in the future, only state intervention
can_ hring substantial progress toward larger
health districts.

Health districts will continue to combine, or
at least to enter into cooperating and contract-
ual arrangements. Some city units, however,
are eager to establish their own health depart-
ment, and can be expected to withdraw ]From
their present cooperating or contractual rela-
tions with general health districts. Thirty-five
or more villages, as a result of the 1960 census,
will become city health districts which may or
may not be persuaded by the state health de-
partment to consolidate voluntarily with gen-
eral health districts. Fifty more villages may
reach city status by 1970. As pointed out pre-
viously, 2,158 districts were reduced to 180 in
1919, but the creation of new city districts has
increased the 1960 total to 238 units. Voluntary
consolidation has reduced the number of sep-
arate operations to 131, but only 26 of these
units are the completely integrated combined
distriets—In shost, efforts to combine health-dis-
tricts voluntarily have failed to provide dis-
tricts of sufficient size to support adequate
health services at a reasonable cost in many
Ohio communities.

Creation of a Few Large Health Districts

Existing local health districts could be re-
constituted by law into fewer, relatively large
districts.

A complete reorganization of health districts
might be effected by statute, based upon such
factors as density of population, existing politi-



cal boundaries, transgortation, present medical
facilities, and economic and geographic areas.
This type of health district reorganization
would conform closely to the standards recom-
mended by the Amerjean Public Health Asso-
ciation and the United States Public Health
Scrvice. Local health| districts could be reor-
ganizcd along the lines suggested by these two
groups, as reported on page 24, above, and as
shown on the maps in Appendixes A and B.

Dvisregard of traditional public health re-
sponsibilities of existing local government units
is the chief objection Yo this proposal.

The determination|of the proper size and
number of health districts with little regard for
cxisting units of local government would be
difficult. The resulting reorganization, it has
been argued, might |seriously weaken local
public interest in the| public health program.
The probable administrative advantages of this
plan might be overshagdowed by a decrease in
local concern for publjc health problems. Such
a decrease of local esponsibifity for public
health, however, is nqt a certain result of this
proposal. In defense of this total reorganization
plan, it has been de¢lared that the £ossible
efficiency of these relatively large health dis-
tricts would strengthen, rather than weaken,
local responsibility for public health services.

Direct State Administration of Local
Health Services

Responsibility for the financing and adminis-
tration of local public (health services could be
reserved to the state government, through the
Ohio Department of Health. The necessary re-
gional decentralization of the administration of

‘health—services would be determined by the

state health department.

This proposal carries health district consoli-
dation to the extremed; one state-wide health
district, with necessary regional administrative
divisions, would replage the existing local dis-
tricts and local responsibilities. The major
arguments against this plan are that: it runs
counter to sentiment for home rule; it would

result in centralization of authority; certain lo-
cal health problems mi%ht be neglected; and
public interest in the local health program
might decline as a result of the loss of local re-
sponsibility. Ten possible advantages of this
type of consolidation include: the support of
local health services by the financial resources
available throughout tﬁe state; equalization of
the financial burden; state-wide uniform regu-
lations and standards; elimination of duplica-
tion of fees and inspections; attraction of better
qualified public health personnel through
higher salaries and greater opportunities for
advancement; a career service for public health
personnel without dependence upon the vagar-
ies of local polities, local prej tﬁce, and local
whims; selection of the local health officer and
the determination of the number and quality
of personnel under him on the basis of needs of
the area rather than its ability to pay; flexibility
in state regional district boundaries; concentra-
tion of personnel at points of particular danger
as in epidemics anc{) disaster; and integration
and effective use of highly specialized services
now unavailable in some districts.

Some public health services now adminis-
tered by local health districts could become the
responsibility of the state health department
without transfer of all functions. Certain health
problems may be best met through state-wide
action.

It appears that some health services, such
as inspection of milk producers and plants,
might justifiably be performed by state officials.
Such a program would eliminate duplication
of inspections and fees, problems of reciproc-
ity, lack of uniformity in standards and fees,

—and use of inspections as-an economic weapon.
to protect producers and plants established in
a community. Health clinics for migrant work-
ers and inspections of migrant labor camps
could possibly be handled by the state health
department to avoid local financial and admin-
istrative obstacles to these programs. See the
1961 Ohio Legislative Service Commission
Stﬁlﬁ Report on “Migrant Farm Workers in
Ohio.”






Financial Problems

Part Two

Part Two of this report is divided into five sections
devoted to (1) analysis of the financial requirements of
general health districts, (2) description of health dis-
trict sources of income, (3) problems of inadequate and
unstable sources of income, (4) other financial prob-
lems, and (5) presentation of possible alternative solu-
tibns to these financial problems of general health dis-
tmicts.







I. Financial Requirements of General Health Districts

Essential Public Health Personnel

The public health functions of health dis-
tricts are largely setvices, and by far the
greatest part of generdl health district expendi-
tures are for salaries df local health personnel.
Knowledge of personnel needs is necessary to
the understanding of the financial require-
ments of health districts.

The largest item in many general health dis-
trict budgets is the health commissioner’s sal-
ary, which ranges from approximately $12,000
to over $20,000 per annum for full-time com-
missioners. FEach health district, either full-
time or part-time, also employs at least one
public health nurse. ¢ne clerk, and one sani-
tarian. Contributions |by health districts into
the retirement fund for these personnel amount
to several thousand dollars in most general
health districts. Salaries accovnted for seventy-
four per cent of the total expenditures of gen-
eral health districts in [1959.

There are sevious shortages of dall types of
public health personnel in general health dis-
tricts.

Public health is a |specialty. The positions
of health commissioner, public health nurse,
and sanitarian usually cannot be filled satis-
factorily by untrained|laymen, or even by per-
sons trained in other fields of medicine. Persons
trained and experienced in public health tend
to seek the positions in large cities in Ohio and
in other states which offer relatively high sal-
aries and opportunities for advancement.

~ HEALTH COMMISSIONERS

Although most of Ohio’s 129 health commis-
sioners are physicians, relatively few are
trained or experienced in public health as a
medical specialty. Only 15 health commission-
ers have tﬁe Master of [Public Health degree; 31
commissioners are over 65 years old; 20 are em-
ployed on a part-timg basis; 17 are employed
by two or more boards of health.

The health commissioner is the key man in a
health district. The American Public Health
Association recommends that the local health
officer have a medica] degree, further educa-
tion toward the Master of Public Health

degree, and some prior experience in public
health. Only general health districts must by
law employ physicians as health commission-
ers; only 19 Ohio city health commissioners are
not physicians.

The director of health believes that required
gualifications for health eommissioners s(imuld
be uniform in city and general health districts.
He prefers physicians for this post, provided
they are employed full-time and are trained
and experienced in public health. In view of
the general shortage of physicians, the director
has recommended employment of non-medical
administrators, as well as physicians, in both
city and gereral health districts. Both non-
medical administrators and physicians em-
ploved as health commissioners, however,
should have a minimum of three to five years
experience in public health, formal academic
training in pu}f)lic health, preferably with a
Master of Puhlic Health degree, and a period
of in-service training in the Ohio Depariment
of Health.

PUBLIC HEALTH NURSES

Only one-half of the 1,343 public health
nurses in Ohio are employed by health dis-
tricts, and only one-half of these are employed
by general health districts. Ohio needs 3,500
more public health nurses in order to have a
recommended ratio of nurses per population.
Many public health nurses, furthermore, lack
adequate formal training.

Public health nurses are employed by volun-
tary agencies, by boards of egucation, and by
other government agencies, as Well as by health
districts. It was reported in 1960, for example,
that 31 voluntary agencies employed 199 pub-
lic health nurses; 177 boards of education em-
gloyed 342 public health nurses; 148 health

istricts and other government agencies em-
ployed 671 public health nurses (318 located n
79 general health districts); and five combined
official and voluntary agencies employed 131
public health nurses. The total number of pub-
lic health nurses employed early in 1960 was
1,343, compared to 1,253 in 1957 and 1,188 in
1955. The Division of Nursing of the Ohio De-
partment of Health has estimated that Ohio



needs almost 3,500\ more public health nurses
in 1960 in order to| have an adequate ratio of
nurses per populatipn. Only 22 general health
districts employ a |supervisor for the public
health nursing staff.

Despite the relatively high level of Ohio
medicine many public health nurses of various
grades lack sufficient training. It was reported
in January, 1960, that only 11 of 106 nurses
serving in a supervisory capacity had a grad-
uate degree or gradunate work in public health
nursing; 31 nurse supervisors had a baccalaure-
ate de%ree in nursing with preparation in pub-
lic health; 56 had n¢ degree of any kind, One-
half of the 22 staff| directors had a graduate
degree in public health. Insufficient training
staff nurses is also evi-
3 1.200 staff nurses had a
graduate degree in public health, althougll 17
others had some grafluate work in other fields;
171 staff nurses %:a.:l a baccalaureate degree
with preparation in public health, although 59
others had a baccalaureate degree in another
nursing specialty; 34 public health nurses had
a baccalaureate in 4 Eeld other than nursing.
Over 900 public health nurses did not have a
college degree in nursing or a related field, al-
though about 350 of these nurses had com-
pleted some college |work in public health.

SANITARIANS

Although over 80Q sanitarians are employed
by local health districts in Ohio, few have ex-
tensive formal training. Because sanitarians

erform a key role inj the execution of a public
Eealth program, their adequate training is es-
sential to the succegsful operation of a local
health district. Their|work also has great influ-
ence on_the public’s judgment of the. entire
health department. Sanitarians include: (1)
sanitary engineers, with a basic background
and specialization in anitary engineering, sani-
tary science, and puyblic health; (2) veterin-
arians; (3) sanitarians, usually with at least
two years of college work and specialization in
biological and social science; and (4) sanitary
inspectors, with little formal training other than
short courses provided by the state health de-
districts in Ohio in 1960
employed only five sanitary engineers, 43 vet-
erinarians, 335 sanitarians, and 238 sanitary in-
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slgectors. General health districts employed 220
of these 621 sanitation personnel.

PUBLIC HEALTH SPECIALISTS

Only a few health districts employ public
health dentists, health educators, industrial
hygienists, and other public health specialists,

The fields of the public health dentist activi-
ties are education, prevention, research, and
introduction of remedial care. Some of the
activities are: (1) advisory assistance to the
public health nurse, the health educators, the
nutritionist, and the family dentist; (2) screen-
ing programs in schools; (8) toothbrushing
demonstrations; (4) application of sodium
fluoride for prevention; (5) oral hygiene; (8)
referrel of cf:efonnities to other agencies; and
(7) remedial care for children of indigent par-
ents and dental treatment at county children’s
homes.

Only one general health district and five ci
districts in 1960 employed nine full-time heal
dentists; three general health districts and four
city districts employed 34 part-time dentists.
Boards of education employed seven full-time
and nine part-time dentists. Four full-time
dentists were employed by the state health
department.

The state picture for Ohio health educators
is no more favorable, as only six health districts
employed in 1960 a total o eiﬁht such officials.
Five voluntary agencies each employed one
health educator.

The public functions of the industrial hy-
gienist are investigation, prevention, and con-
trol of occupational health hazards. While
Cleveland and Cincinnati each employ an
industrial hygienist, private corporations em-
ploy about a dozen such officers. The Division
of Industrial Hygiene of the Ohio Department
of Health, which performs some local inspec-
tions, employs one physician, two nurses, three
chemists, and five engineers. Each of the four
state regional health districts is authorized to
employ an industrial hygienist, but in 1960
only one of these positions was filled.

About 50 persons are employed in local
health district laboratories, and over 80 in state
laboratories.



OHIO'S PUBLIC HEALTH
PERSONNEL POSITION

Ohio falls far short of most of the personnel-
population ratios recommended by the Ameri-
can Public Health Assogiation and the National
Public Health Council.| Ohio has 129 full-time
and part-time medical and non-medical health
commissioners serving |238 districts. This does
not meet the ratio of a full-time health officer
for each district with additional physicians at
the rate of one for gach additional 50,000
population, as recommended by the American
Public Health Association. The state has a ratio
of 7,300 persons per public health nurse, includ-
ing, however, 672 nurses employed by govern-
ment and vohintary agencies other than health
districts, compared to the recommended public
health nurse ratio of ¢ne per 2,500 to 5,000
persons. Ohio also fails to reach the recom-
mended ratio of one health educator per 50,000
population. Dentists, dental hygienists, veter-
inarians, and laboratory workers are not em-
ployed in all districts with a population above
100,000, as recommended by the association.
Ohio, however, empldys one sanitarian per
15,500 persons, and meets the recommended
sanitarian ratio of one per 15,000 to 25,000
population.

Ohio, furthermore, lags behind some other
states in the number of health personnel em-
ployed. Ohio’s health|districts in 1958 em-
ployed about one-half [the number of health
personne] employed in California, and only
one-third the number employed in New York.
In the same year Ohi¢ employed only three
sanitary engineers, while 22 states had a larger
number, including New York with 73 and
Pennsylvania with 54.| Only California and

—New York, however - xceeged Ohio in the
number of public health physicians, public
health nurses, dentists, and sanitarians. Ohio’s
Iocal health districts employed more veterinar-
ians than any other state. In only three states
were more clerks emplgyed than in Ohio local
health districts.

Minimum Cost of An
Health Program

The cost of adequate health services, based
on personnel requirements for minimum health
services, would exceed $2.00 per capita. State
and local public health officials agree with the

Adequate Public
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current recommendations of the American
Public Health Association that per capita ap-
propriations should exceed $2.50. Districts with
small populations in rural areas tend to require
higher appropriations.

Basic health services in a district with a
population of 50,000, would cost $2.16 per
capita, or a total of $108,550, if recommended
minimum personnel were employed at current
average salaries. Salaries and expenses of this
hypothetical district would be—

1 Health Commissioner . $ 15,000
1 Nurse Supervisor ... ... 7500
10 Public Health Nurses .. 48,000
1 Sanitarian Supervisor ... 7,200

3 Sanitarians or Inspectors 12,000
1 Clerk-Administrator 4,200
2Clerks . ... ... ... 5400
Medical Supplies . ... . 1,000
Office Supplies . 500
Board Expenses .. ... .. 250
Employees’ Expenses .. ... 1,000
Retirement . . 6,000
Other . .. .. .. .. ... . 500
TOTAL . ... ..  $108,550

This budget makes no provision for the em-
ployment of a public health dentist, a health
educator, a nutritionist, or an industrial hygien-
ist. The ten public health nurses would pro-
vide a nurse-population ratio of 1:5,000, which
is the highest ratio recommended by the Amer-
ican Public Health Association. This health
district could employ fewer nurses, if public

‘health nurses were also employed within the

district by boards of education and voluntary
agencies.

The American Public Health Association
recommended, in 1960, a local per capita pub-
lic health expenditure of $2.50 to $3.50, exclu-
sive of medical care expenditures.” Although
the Ohio Department of Health has suggested
that $2.78 per capita could adequately support

resent day pub]iic health programs in most
gistricts of over 25,000 population, the actual

" American Public Health Association, Guide To a
Community Health Study, (1960), p. 12.



minimum figure would depend on such factors
as population of district, population character-
istics, nature of lopal heaKh problems, and
geographic considerations. Local health com-
missioners have reported that an expenditure
of at least $2.60 per capita in Ohio is needed to
support an adequatg public health program. If
demands for public health services continue to
increase and salarieg and operating costs grow
higher in the next five to ten years, this recom-
mended expenditurd would also increase.

Present Expenditures of General
Health Districts

General health districts vary widely in the
amount of per capitg health expenditures, but
most districts have relatively low expenditures.
Sixty-nine of the 88|general health districts in

1960 had a per capita health appropriation
below the state average of $1.47. Thirty-five
of these districts had a per capita appropriation
below $1.00.

The per capita appropriations of general
health districts in 1960 ranged from 44 cents
in Knox county to $4.09 in Defiance county.
The average per capita appropriation of gen-
eral health districts ($1.33) was below the
state per capita average of $1.47 and the $1.54
average per capita appropriation of “full-time”
city health districts operating alone. Appendix
C lists the 1960 per capita appropriation of
each general health district; T:R)le 9, below,
shows the expenditures of selected general
health districts in 1958; and Map 2, page 42,
shows the range of per capita expenditures of
general health districts in 1959.

Table 9
Expenditures of Selected General Health Districts, 1958
Item Amounts
Miami Montgomery Fairfield Licking

Health Commissioner galary $ 7,500.00 $ 11,725.99 3 4,000.00 $ 3,830.00
Other salaries o 20,027.65 87,958.57 15,003.50 18,625.73
Office supplies . 935.79 799.14 23347 857.84
Board members N 186.90 215.80 175.20 162.80
Medical supplies B 60.49 967.55 48.68 334.22
Employee’s expenses 7,330.65 10,110.89 1,755.19 5,600.80
Retirement - S IR 1.773.69 5,849.10 1,335.21 1,578.58
Equipment . | .. 42,92 553.86 66.53 870.84
Other e, 1,855.53 12,788,71 200.33 732.18
Workmen's Compensatign 25771 549.19 487.05

Total o I $ 39,722.62 $131,709.25 $ 23.360.28 § 33,170.04

e —_ Mahoning - - Knox Trumbull Stark~

Health Commissioner salary $ B8,000.00 $ 1,200.00 § 8,000.00 $ 11,850.00
Other salaries - 48,167.50 4,500.00 52,355.00 93,496.72
Medical supplies . T 1,257.66 44.62 471.38 108,13
Office suppTies 1,025.84 268.44 4,185.42 1,984.86
Board members o 237.90 189.20 266.10 203.20
Employee’s expenses . 8,940.00 599.97 261.60
Epidemic & Quarantine 654.65
Other v 2,316.93 207.37 1,416.17 1,771.92
Equipment 4,115.11 100.51
Retirement R 3,660.17 358.16 4,149.88 7,488.79
Restaurant Licenses . [ . . | 1,272.01
Workmen's Compensatidn 127.31 1,811.20

Total .. .. ... $ 78,375.61 $ 8,767.08 $ 71,15555 $118,815.33



Belmont Summit Tuscarawas Lake

Health Commissiongr salary . $ - 65%4.46 $ 13,300.08 $ 12,000.00 $ 13,000.00
Other salaries o 22 452.00 200,693.59 49,807.20 42,240.75
Medical sus:ph'es . e 811.77 1,698.52 260.48
Office supplies . || . 1,611.58 3,544.90 702.04 5,537.27
Board members .| . 203.40 152.00 204,15
Restauramt Licenses . . . . 581.00
Other . ... o 286.65 9,909,19 5,132.31
Polio shots ... ... e 157411
Employee’s expenses .. ... .. 3,276.64 5,988.91
Reticemenat ..........| .. .. ... 3,195.20 6,602.04 2,200.97 3,896.47
Equipmenxt ... ... 515.14 3,880.32
Workmen's Compengation . 502.05

Total ... e, $ 40,266.75 $235,900.32 $ 76,820.20 $ 69,056.86

Source: Ohio Publi¢ Expenditure Council, 1960.

EXPENDITURES COMPARED

In 1957, according to the U.S. Public Health  state overninent in Ohio spent less per capita
Service, 82 states|spent more per capita for  for public health than did state governments in
public health than| Ohio. Twenty-four of these 18 other states. In the same year, however,
39 states had a pg capita income below the  local governments in Ohio spent more per
per capita income m Ohio in 1957. Ohio, unlike capita for public health than did local units in
most states, relies lon local, rather than state, 7 other states. (See Table 10, page 43, be-
financing of local health services. In 1957 the low.)
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MAP 2. PER CAPITA HEALTH EXPENDITURES, GENERAL HEALTH DISTRICTS, 1959,
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Table 10

Health Expenditures of State and Local Governments, 1957

— ———
Local Per Capita Expenditures, By Source of Funds

States Raéked By Tgta] Per
1957 Per- Capita apita
: Local From From From
Income E’;,Pegfgggfe Total State Local  Federal
ang Local Funds Funds Funds
Governments
Connectdicut. . . | ... $2.82]1 3 8.97 $ 1.80 $ .12 $ 145 $ 03
Delaware ... ... |, . ... 2,740 3.06 58 40 — .16
New York ... | ... 2,578 4.68 2.05 1.02 1.00 03
California ... 2,523 4.35 1.80 32 151 07
District of Columb - W 2514 5.99 522 —_ 4.46 .76
New Jersey .. e 2504 2.75 1.88 12 1.74 02
IMinois... . ... ..o 2447 3.79 99 J2 B3 04
Nevada . . 2,423 3.66 .55 -— 37 18
Massachusetts 2,335 5.87 94 05 81 08
Ohio .. . 2,255 2.52 1.50 12 1.30 .08
Maryland 2,158 3.75 2.04 30 1.62 J2
M]chlgﬂn . 2,141 3.35 1.37 07 119 Al
Washington..... 2,198 7.93 1.88 09 1.55 04
Pennsylvama -~ 2,112 277 .99 21 13 05
Wyoming: S 2,038 3.04 88 — 55 33
United States Averag 2,027 324 137 28 1.00 09
Indiana . . .| ... .. 2,010 177 55 14 38 .02
Colorado . .. . .. 1,998 238 1.50 .03 139 .08
Rhode Island. .. 1,990 3.74 — — —_ —
Missouri T 1,940 1.84 117 08 1.01 08
Wisconsina.. .... ... N 1,920 2.60 128 07 1,14 .05
Oregon . 1,814 5.22 1.38 — 1.26 J2
Montana . . 1,898 2.67 152 — 118 38
New Hampshlre 1,862 8.12 — —_ - —_
Minnesota .. .. .......|.. .. . . 1,850 3.87 64 05 51 08
Florida ... .........|... ... 1,838 411 130 44 .80 .08
Nebraska . ...~ 1,818 158 1.30 —_ 113 A7
Iowa T T 1,808 1.34 27 — 19 .08
Texas ] PO 1,761 1.70 LIs K 14 95 13
Kansas ... ...l ... 1,787 2.30 87 .08 57 02
Arizona . .| 1,750 2.89 .96 04 72 A7
Utah . SRR RO 1,604 3.04 1.27 33 .83 Jd1
New Mexico ... ... .| 1,886 4.01 1.81 23 50 08
VYermont. ... P 1,665 4.38 — _ - —
Maine . . ... .....| 1663 2.99 — — — -
Vir| uua [RETSRTETTPRCTOT IR e 1,880 290 — —1go a8 .10 14
Idaho T 1,630 3.28 108 01 .60 45
Oldahoma ..................... 1819 192 .88 17 .60 09
Louisiana _. e b 1,566 275 L18 .28 .76 14
West Vir ixzu'al S D 1,554 1.88 .87 .08 54 .05
South Dakota . .| 1,531 1.72 1.05 —_ 97 .08
North Dakota...........|........... 1,435 3.69 1.22 — 99 23
Georgia ... oo 1,431 3.00 154 45 98 J1
Tennessee . RPTRTR NS 1,383 270 1.00 27 57 .18
Kentucky PR SR 1,372 2.16 98 38 49 1
Alabama. . ... . 1324 1.97 .89 U1 .81 A7
North Carolma . 1317 2.12 1.38 28 1.02 .08
South Carolina.. . 1,180 1.589 115 .50 49 .18
Arkansas. SO T 1,151 183 .81 18 37 .08
Mlssmmppl R [T 958 2,88 1.08 24 57 27

SOURCE: U. S. Public Health Service,




General health district expenditures are rela-
tively small compared to expenditures for other
government services in Qhio’s counties. Ex-

enditures by general health district boards of
Eealth accounted foy 1.49 per cent of the total
operation, maintenance, and interest expendi-
tures of Ohio’s counties according to the 1959
report of the state quditor. County health ex-
penditures were exceeded by expenditures for
administration, judicial functions, elections,
buildings and lands,| protection of persons and

roperty, hospital qare, charities and relief,
Ejghways and bridges, and insurance and pen-
sions. General health districts, however, spent
more money for public health, exclusive of hos-
pitals, than the counties spent for agriculture,
welfare and corrections, sanitation and drain-
age, public service| enterprises, the county
board of education, pnd interest payments.

Most of the general health districts have a
per capita expenditute well below the $2.50 ex-
penditure recommenfled by the American Pub-
lic Health Association. Onf; one general health
distriet in 1960 applﬂjpriated more than $2.50
per capita; five other districts appropriated

over $2.00 per capita but less than $2.50.

General health districts which employ a full.
time staff and thereby qualify for federal
grants-in-aid on the average have larger per
capita appropriations than the “part-time” djs-
tricts. General health districts which are con-
tracting, cooperating, or combined with city
health districts on the average have larger per
capita agpropriations than %]jstricts operating
alone. The “full-time” consolidated health dis-
tricts had the highest average per capita appro-
priations in 1960. Some comparisons are -

Full-Time Part-Time
Districts Oper-

ating Alone $.97 per capita $.92 per capita

Consolidated
Districts $1.04 per capitz $.95 per capitz

The wealthier health districts do not always
spend as much per capita for public health as
do the poorer districts, although Table 11, be-
low, shows that per capita health appropri-
ations tend to be ]I:':.igher in districts with rela-
tively high assessed valuations.

Table 11

Relation of Per Capita Health Appropriations to Per Capita Assessed Valuations in General

Health Districts, 1960

Number of
Average Range of Districts
Per Capita Per Capita Per Capita Number  Above State No. of
Assessed Health Health of Ave., below Districts
Valuation Appropriation Appropriatons Distriets $2.00 Above $2.00
T $1,000 — $2,000 $94  $.55— 185 18 2 0
2,000 — 3,000 1.23 A4 — 223 37 11 1
3,000 — 4,000 1.63 73— 4.09 25 0 9
Over $4,000 1.39 85 — 203 8 1 1
Total 88 14 11

Source: 1960 budgets submitted by local health departmerts to Ohio Department of Health.
Note: State average per capita assessed valuation (all health districts)-—82,731.32
State average per capita health appropriation (all districts}—$1.47




Disparities between assessed valuation and
health expenditures, however, are numerous.
For exarnmple, Portage general health district,
with a 1958 per fapita assessed valuation of
$1,620.59, hacF a 1959 per capita health appro-
priation of $1.10,| while Stark general health
district, with a 1958 (fer capita assessed valu-
ation of $3,339.71, had 2 1959 per capita health
appropriation of oply $.80. Disparities are even
more apparent among city health districts. For
example, Shaker Heights, with a 1958 assessed
valuation of $4,61]1.80, had a 1959 per capita
appropriation of ¢nly $.70, while Gallipolis,
with a 1958 assessed valuation of only
$1,516.60, had a 1959 per capita appropriation
of $2.36.

The fact that sorpe health districts with rela.
tively high assessed valuations have relatively
low per capita heglth ap ropriations may be
explained, in part, by the lack of serious public
health problems in| the wealthier areas which
have the advantages of good housing, good pri-
vate health facilities, satisfactory sanitation
facilities, and publi¢ and private schools which
are able to finance their own school health sery-
ices.

INCREASES IN OHIO PUBLIC HEALTH
EXPENDITURES
Per capita money expenditures for public
health in_Ohio increased 60 per cent between
1949 and 1958; the effects of inflation how-
ever, limited this increase to 37 per cent in
terms of purchasing power.

For over a decag
tures have been creaszl]%,
amount is corrected for inflation. Total local

public health expendi-

even when the -

The mounting need for more specialized
public health services has also resulted in
higher costs for su plies, equipment, and bet-
ter trained public health specialists, New stat-
utes cnacted by the Genera Assembly and new
regulations by the Ohjo Publie Health Council
continually add to the work and expenditures
of local health units. The le slature in 1959,
for example, imposed upon local health dis-
tricts the duty of inspectin vending machines.
The Public Health Council in 1960 also added
to the work load of local districts by requiring
them to inspect and license camps for migrant
agricultural laborers. Further discussion of this
phase of health district activity may be found
in the 1961 Ohio Legislative Service Commis.

sion Staff Report on Migrant Farm Workers in
Ohio.”

Relation of Public Health Services to
Expenditures

Residents of general health, districts with
relatively high per capita public health appro-
priations usually are afforded better public
health services than are the residents of health
units with low per capita  appropriations.
Higher per capita expenditures for public
health frequently mean more sanitarians and
public hedlth nurses and more sanitation in-
spections and nursing visits,

The extent to which the amount and quality
of public health services vary with the size of
expenditures is difficult to document because
of the many variables in reporting health serv-
ices. Many reports submitted to the Ohio De-
partment of Health by local health districts

ropriations for public health were-5.7-per
ggr?t lfi);her in 1960 than in 1959. Though most
general health districts spent more for public
health in 1960 than |in 1959, in 9 districts ex-
penditures declined by as much as 7.4 per cent
to as little as .5 per qent.

Between 1949 and 1958 total per capita
health appropriation§ at all levels of govern-
ment in Ohio rose from about $1.00 to $1.60,
which represents a 60 per cent increase, but
the actual increase in|per capita appropriations
in terms of the 1947/1949 average dollar was
only 33 per cent duripg this period.
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lack-accuracy and completeness. Thesa reports
show the number of nursing visits and sanita-
tion inspections performed by each health dis-
trict, but they do not indicate either the quality
or the time consumed in each visit and inspec-
tion. One sanitarian, for example, may spend
an hour inspecting a dairy farm, while another
spends only 10 minutes, and yet does a better
job. Much information also may be misleading
such as the number of health personnel em-
ployed by a health district. The number of
public health nurses employed by boards of
education and voluntary agencies is not re-



ported by health districts, although this may
be a significant part of the total community
health program.

Personnel and service reports indicate that
eneral health districts spending more than
2.00 per capita in 1959 averaged a lower
population per public health nurse ratio and

Average population| per public health nurse,

1959
Average population |per sanitarian, 1959 ..

Annual average number of nursing visits per
1,000 population

more nursing visits and sanitation inspections
per 1,000 population annually than any other
grou& of general health units. Other general
health districts in 1959 spending $1.75 to $1.99
per capita, however, averaged the lowest popu-
lation per sanitarian ratio.

Some significant comparisons are as follows:

General Health Districts
Spending Over $2.00 per
capita in 1959

(General Health Distriets
Spending Under 75¢ per
- capita in 1959

Annual average number of sanitation inspections

per 1,000 population

The relation of expenditures to nursing visits
in general health districts is illustrated by
Chart 2, page 47, below. This illustrates the
direct relationship between per capita appro-
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11,204 24,483

24,177 28,586
161.¢ 22.4

45.3 24.0

priations and pnumber of nursing visits per
1,000 population; the number of visits increases
with increases in average per capita appro-
priations.



NURSING VISITS PER 1000 POPULATION

Chart 2

BY AVERAGE PER CAPITA APPROPRIATIONS

IN GENERAL HEALTH DISTRICTS
SOURCE: OHIQ DEPARTMENT OF HEALTH

NUMBER OF NURSING VISITS PER 1000 POPULATION ANNUALLY,

.
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In General

General health districts receive their finan-
cial support from |seven sources: deductions
from property taxes distributed to townships
and villages within |the general health district;
licenses, permits and inspection fees; contrac-
tual agreements with cities and boards of
education; grants |from unofficial agencies,
such as the tuberculosis society; a state subsidy
of approximately 82,000 annudlly to each
health district regardless of size and type; fed-
eral grants-in-aid to “qualified” districts; and
voted public health|levies up to .5 mill.

The accepted and traditional source of gen-
eral health gistn'ct ipcome is the township and
village property tax. The county auditors de-
duct moneys for health districts from property
taxes levied within the 10 mill limitation before
the semi-annual distribution to the townships
and villages within the districts, This income,
together with funds|received from cooperating
and contracting cities, represents 56.9 per cent

D

ources of Income in General Health Districts

of the estimated revenue in 1960 for general
health districts.

The second most important source of income
for general health districts is the fees collected
by health districts for permits, licenses, and
inspections. This accounts for 16 per cent of
the 1960 estimated income of general health
districts.

A third source of income is the voted public
health levy which accounts for 13.6 per cent
of the estimated income of general health dis-
tricts, although only 28 of the 88 general health
units are operating with the levy. The four
remaining sources (state subsidy, federal
grants-in-aid, grants from unofficial agencies,
and contracts with boards of education) are
relatively minor sources of income for general
health districts. Table 12, below, shows the
sources of income in the various types of health
districts. A percentage break-down of the
sources of income of each general health dis-
trict is listed in Appendix C.

Table 12
Expected Sources of Health District Income in 1960

Per Cent of Total Income

Districts

Townships, Federal  Voted

Villages, State  Grant- Health Other

and Cities Subsidy in-Aid Levy Fees Agencies  Total Income
All General

___ Health Districts . ....... 56.9% 5.1% 5.5% 13.6% 16.1% 2.8% $ 5,694,871.96

All City
Health Districts . 78.4 15 2.3 0 162 1.8 8,929,780.59
All Full-Time
Health Districts ... 69.7 2.4 3.9 5.5 16.3 2.2 13,246,929.06
All Part-Time
Health Districts.. . . 73.6 8.6 0 31 14,4 3 1,374,723.49
All Health
Districts . . 70.0 29 3.6 5.3 16.1 21 14,624,652.55

Source: Ohio Department of Health (Reports of budgets submitted by local health departments. )
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income in general health districts. See also  the districts with a per capita appropriation
Appendix C, over $2.00 receive only 55.4 per cent of their
The general health districts with relatively  income from this source,
Table 13
Percentage Distribution of Sources of Expected Income
_ in General Health Districts in 1960 .
Average Average Per Cent of Total Income
A ro 1 — .. - — -
at{'}g] EI’::; Number Townships, Federal  Public
Capita, of Villages,  State Grant-in- Health Milk  Plumbers °°*Other  *Other
1959 Districts and Cities Subsidy Aid Levy Fees Fees Fees Agencies
Under $ .50 2 66.4% 23.5% 0z 0% 0z 0% 10.1% 0%
S50 — 74 12 68.7 9.5 8.9 0 11 5.3 8.2 3
J5 — 99 21 65.3 8.9 75 5.0 4 3.8 104 7
1.00 — 1.24 22 544 6.8 5.1 20.2 1.5 2.3 8.7 1.0
195 — 1.49 9 60.3 7.1 3.1 176 65 0 2.0 34
150 — -1 F—— 417 52 62 294 3 9.8 7.3 d
L7 — 1.99 4 494 3.7 7.0 206 8.2 0 4.1 0
Over 2.00 7 55.4 5.4 29 21.2 23 24 6.3 41
All Reportin
General Health
Districts 84 58.2 5.3 55 12.0 13 6.8 7.9 3.0
Source: Ohio Department of Health (Reports of budgets submitted by local health departments).
® Board of Education|and unofficial agency contributions.
*® The following types|of fees have been reported: food service operation, septic tank, meat, trailer parks, vital
statisties, food pe its, frozen dessert, scavenger, sanitation, wells,

installers, F.H.A. pe

journeymen plum

stations, vending ma
blood fees, school nuy
and vegetable wagon

rm%s, grocery store fees, food handler

[ilerm
its, motels, water supply, land-fill haulers, plumber’s e
registration, master plumber sewer layers,
chines, septic tank cleaners, county sub-divis
.rsin%)services, food and beverage permits, ¢
s, rabies tags, and swimming pools.
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Sources of Income Described

Townships and villages are required by law
to support the general health district through
deductions made | from the property taxes
which are distributed to them by the county
auditor, Many townships, however, spend
more for cemeteriés or for fire protection than
for public health.

On or before the first Monday in April the
board of health of a general health district
must submit to the county auditor an itemized
estimate of amounts needed for current ex-
penses for the following calendar year. The
auditor in turn sybmits this estimate to the
county budget commission which is composed
of the county prosecutor, treasurer, and audi-
tor, The county budget commission may
reduce, but not ingrease, any item or the ag-
gregate. The county auditor then deducts the
expected state subsidy for the district from the
total estimate of | expenses. The remaining
aggregate of estimgted expenses is then appot-
tioned by the auditor among the townships
and villages within the general health district
on the basis of assegsed valuations. Apportion-

ment is made according to contract terms
where a city has united with a general health
district. The county auditor withiolds one-half
of the amount charged against each township
and village at the semi-annual settlement of
taxes. Amounts withheld are placed in the
health district fund, with the county treasurer
as custodian.

The total amount withheld in 1959 from
from property taxes of 1,005 townships was
$1,266,765.15. Deductions from property taxes
of individual townships ranged from a low of
$14.56 in both Marlboro and Kingston town-
ships in Delaware county to a high of $27,-
674.64 in Washington township in Lucas
county. The average withholding from prop-
erty taxes was $1,260.46, These withholdings
averaged only 3.7 per cent of the total town-
ship expenses for the year, although they
ranged from 0.3 per cent to 40.6 per cent of
the total expenditures of individual townships.
By comparison, cemetery expenses in 114 of
a sample of 239 townships exceeded deductions
from property taxes for health purposes; fire
protection expenses in 141 townships exceeded

Table 14
Estimated Income from Fees in 1960
Fees General Health Districts ~ City Health Districts Al Districts
Amount Per Cent Amount Per Cent Amount Per Cent
'Food Service ... . | .. __..§ 21353500  234% 31070728  215% § 52424998  02.9%
2 Sanitation Services ... 496,317.81 54.3 55,488.00 3.8 551,805.81 23.4
SMilk 78,941.57 8.8 307,652.30 21.3 386,593.87 184
$Meat .. 49,672.66 54 318,954.48 291 368,627.14 15.6
Trailer Parks . . 18,020.00 2.0 5,143.00 4 23,163.00 1.0
5 Retail Food .. ..... .| .. ... 9,265.00 1.0 65,039.60 4.5 74,304.80 3.2
- Birth and-Peath-Cerntificates-. 23.353.21 2.6 - —--238.099513 16.5 262.278.34 - | 3 i X
8Other . ... ... ol 24 750.25 2.7 142.579.00 9.9 167,329.25 71
Total . ... . e .8 913,855.50 100.0 $1,444 488,79 100.0 $2,358,344.29 100.0
Sounce: Ohio Department of Health.

' Restaurants and yending machines.

2 Plumbing, septic tanks, wells, sanitary land lls, etc.

* Producers and plants. _

* Abattoirs, retail and wholesale establishments, ete.

% Groceries, bakeries, food processing, frozen dessert, ete.

“ Food handler permits, barber and beauty shops, bottling plants, rooming houses, motels, camps, immun-
ization fees, etc.
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roperty tax deductigns for the health district
}Jund. General government expenses and high-
way expenditures ag¢counted for the largest
part of most towuship budgets.

Most gener-l health districts collect some
kind of fees, although| there is no specific statu-
tory authority to do so.

General health districts in 1960 expect to
receive income from| over 40 different kinds
of fees, although most districts collect only
two or three. Most cgmmon are fees for licens-
ing milk and meat proeessing plants, plumbing
and septic tank installations, and retail food
and meat outlets. See/ Table 14, above.

Some general health districts collect reason-
able fees o cover theleast of enforcing some of
their regulations, althpugh fee collectinn is not
specifically authorized by law., Court decisions
in some counties have prohibited or restricted
the collection of such|fees.

Small city health districts and boards of edu-
cation often enter into contracts with some
general health districts, which sell health sero-
ices for a contracted amount of money.

Four general health districts have contrac-
tual arrangements wijth one or more cities.
Cuyahoga general health district, for example,
provides health services to 30 contracting
cities. The law requires that these contracts
must be a provecgll y the district advisory
council of the general health district and by
the city council.” By law the Ohio Department
of Health, furthermore, is required to deter-
mine if the general health district providing
the services is organized and equipped to pro-
vide adequate health services. Contractual

arrangements_are_ particularly suitable for vil-

lages which become cities and must withdraw
from the general health district, since these
city districts are too gmall to finance and to
justify a separate health department.

Some boards of edugation pay general health
units for the health services rendered to them
by the local health department. The present
statutes specify that hoards of education may
set up their own health program, but, in the
absence of such a prpgram, the local health

district is required to

perform health services

for the schools. Boards of education are not

required by law to p4

y for these services, al-
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“problems, financial need, a

though in some instances they do in accord-
ance with local tradition, the persuasiveness of
the local health commissioner and the board of
health, and the financial situation of the school
district,

Voluntary agencies may make contributions
to general health districts or may combine
their services.

Grants of money ‘o general health districts
made by voluntary agencies, such as the Tu-
berculosis and Health Society, are usually not
for specific services. Assignment of personnel
occasionally takes the place of money; a public
health nurse, for example, may work under
the direction of the general health district bhut
receives her salary trom a voluntary agency. In
many districts manifoid services are supplied
by these voluntary agencies. By directly pro-
viding nursing services, by establishing clinics,
by their public health education functions, and
by grants to health districts to meet an unfor-
seen emergency, private agencies have played
an important role in local public health.

Each city and general health district, re-
gardless of its size, kind of organization, health
quality of sero-
ices, is authorized by law to receive a state
subsidy of up to $2,000 annudlly.

The Ohio Department of Health, in accord-
ance with the Hughes-Griswold Act of 1919,
must make a subsidy payment every six
months to each local healtﬁ istrict which em-
ploys a health commissioner, public health
nurse, and clerk, and which is certified by the
state health department as having complied
with state statutes and departmental reﬁula-
tions. No local health district has ever been
denied its subsidy. The amount paid may not—
exceed $2,000 annually or one-half of the sal-
ary of the health commissioner, nurse, and
clerk. Appropriations to the Ohio Department
of Health rarely permit distribution of the full
subsidy to each district. The continual creation
of new city health districts, which become eli-

ible for the subsidy, furthermore, tends to
gilute the funds available for distribution. Any
city which contracts, cooperates, or combines
with a general health district retains its eligi-
bility for the subsidy. Appropriations in 1960
permitted each one of the 238 health districts
in Ohio to receive up to $1,900.



General and city health districts which em-
loy a full-time heqlth commissioner, public
ealth nurse, sanitatian and clerk are g ible

to receive federal gyants-in-aid distributed by
a formula determine]i by the Ohio Department
of Health.

These “full-time” jor “qualified” health dis-
tricts receive federal|funds in quarterly install-
ments on a fiscal year basis from ti;e Ohio
Department of Health. The formula for dis-
tributing these funds|is weighted to favor gen-
eral health districts pver city health districts.
General health distrigts, including those which
are cooperating, contracting, and combined
with city healt% districts, received almost 70
per cent of the $350,000 in federal funds dis-

tribated in the 1960 Rznal vear. See Takle 18

o lmerr

Federal grant-in-aid| distribution formula:
a. Population is /determined from official de-
partment estimates,

b. The index of financial need is obtained by
dividing the state gverage per capita tax dupli-
cate by the per cgpita tax duplicate for each
participating local health district. The population
of the local health istrict is then multiplied by
this index, giving an adjusted resource-population
figure for each health unit.

c. The adjusted | population figure is then
weighted by a factor of 2 (multiplied by 2) in
the case of all general health districts operatin
alone or in combingition. and for all city heal
districts operating ip combination with 4 general
health district.

d. The adjusted weighted Fo ulations are then
converted to percentages of the total, and the
grant-in-aid funds available are distributed ac-
eording to these percentages.

Total federal aid for public health given to
Ohio in 1959 amounted to $1,819,005. This aid
was received under several federal aid

programs:
Cancer .. ...... .. ... e, $111,050
General Health ... ... ... ... .. 843,880
Heart e e 114,620
Maternal and Child Health (A) ... .. 391,878
Maternal and Child Health (B) .. 261,768
Water Pollution . .. .. . . 110,706

This federal aid has been used to finance
about 50 per cent of the salaries of personnel
in the four state regional health offices: to nav
for drugs and other supplies which are dis-
tributed free to local health districts: to finunce
special projects in cooperation with local
health districts; and to aid general health serv-
ices in local districts through the distribution
formula.

Some general health districts receive income
from a voted public health levy of up to .5 of
a mill for a period of up to five years.

Since 1953 general health districts have been
authorized by law to supplement their incom.-
with a voted public hea]f levy of up to .5 of
a mill for a period of up to five years. The
board of health may certify to the county com-
missioners that the income from property taxes

Table 15

Distribution of Federal Grant-in-Aid Funds to Local Health

Districts, Fiscal 1960

- T Per Cent of — - " Range of Total Range of

Type of District Total Grant Per Cent Amount Amount

Citles Alone 30.3613 0.1223 to 3106,200 $ 400 to
6.3189 22,100

General Health

Districts Alone 10.6031 0.7179 to 37,100 2,500 to
1.6901 5.900

Cooperating,

Contracting,

and Combined Units 59.0358 0.0665 to 206,700 1,400 to
2.0929 24,100

Total = S 100. $350,000

Sourcr: Ohio Department of Health,
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levied within the 1(¢

mill limitation is insuffi-

cient to meet the estimated expenses for the

next calendar year, as

budget commission.

approved by the county
The county commission-

ers, as a special taxing authority for the health
district, are authorized by law to declare that

the amount of tax m.

pneys raised within the 10

mill constitutional limitation will be insufficient
to support health units and that a voted levy

in excess of such limj
vide sufficient funds

tation is necessary to pro-

for the health district. A

simple majority of the voters can approve the

levy, when placed d
election, although a
required in the years

Success

n the ballot at a general

60 per cent majority was
1953 through 1958.

Public health levies have met with varying
success at the polls. In the period since 1954
the public heaf)th levy has been approved 51
times in 28 general health districts; 20 of these
approvals were renewals of existing health lev-
ies, and six approvals followed previous fail-
ures. The public health levy has lln)een defeated
39 times in 21 counties, although 26 of these
defeats were concentrated in eight counties;
only two of these defeats were for levy re-
newals. More public health levies were ap-
proved in 1959 than in any year since 1954.
Eighty-three per cent of the public health
levies were approved by the voters in 1959,
while county tuberculosis and welfare levies

Tahle 16
pnd Failure of Voted Public Health Levy, by Characteristics
of General Health Districts, 1953-1959

Number of General Health Districts

Levy Passed Levy "Total No.
Levy After Initial Renewal Levy of Levies
Characteristic Passed Defeat Defeated Defeated Submitted
Type of District
Full-Time Alone = | .. ... 3 1 3 7
Full-Time Cooperating .. .. .. 12 1 1 4 18
Full-Time Combined|.. .. .. .. 13 2 1 3 19
Part-Time Alone ... |. . . 2 4 6
Part-Time Cooperatigg ....... 1 1
Part-Time Con&acti?% ............ 0
Part-Time Combined|. ... 0
Population (thousands)
10-25 6 1 3 10
5.3 L 4 4 2 10
.50 RPN SR 11 1 5 17
50-75 8 1 3 10
=100 o - 1 1 2
Over 100 .. . ... | 2 2
® Per Capita Assessed
Valuation (1958)
$1,000 - $1,500 . ... H 1
1,500 - 2000 ... |....... 4 1 7 12
2000- 2500 .| ... 12 1 1 3 17
2,500 - 3,000 .. 7 2 1 3 13
3,000 - 3,500 4 2 6
Over 3.500 1 1 2
Totals 20 8 2 14 51
Sovrce: Ohio Department of Health,

° State per capita assessed valuation (1958): $2,652.57.
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had less success. The apparent success of the
public health levy in 1959 may be explained in
part by the change| it the statute in 1959 to
require a simple majority approval, rather than
60 per cent. Four of the 10 public health levies
approved in 1959 would have been defeated
it a 60 percent majprity requirement had still
been in effect.

Public health levies have been most fre-
quently approved by voters where the general
health districts have|a full-time health commis-
sioner, public health nurse, sanitarian, and
clerk, and thereby |qualify for federal aid; a

population between 35,000 and 50,000; and a
per capita assessed valuation slightly below the
state average. (See Table 18, above)

The 28 general health districts operating
with a public health levy have estimated that
the total 1960 income from the levy would b
$784,867.00, which is 13.6 per cent of the total
anticipated income of all 88 general health
districts. In these 28 general health districts
the public health levy provided from 16.7 per
cent to 76.3 per cent of their 1960 expected
income.

I1I. Problems of Ihadequate and Unstabie Sources of Income

In General

Although it is eagy to contend that general
health districts in Qhio do not spend enough
per capita for publi¢ health services, it is diff-
cult to evaluate the|fnancing and administra-
tion of public heglth services to test this
contention. Comp4gratively, most general
health districts have a per capita health ex-
penditure which is ;imu})taneously lower than
the state average of pll health districts, the per
capita expenditure in many other states, and
the per capita expenditure currently recom-
mended by the Amadrican Public Health Asso-
ciation. Yet statistidal information and com-
ments made by state and local public health
officials about genergl health districts in Ohio
are of greater importance in defining financial
problems than are such comparisons. Evidence
indicates, as pointed out on pages 45 to 46,
above, that general health districts with rela-
tively low per capitd health expenditures usu-
ally have less health personnel and perform
fewer services than do the better financed
districts.

The basic financigl problem is how much
income is available for a health district, rather
than how much is spent, because the low per
capita expenditures |of many general health
districts tend to be related directly to income.

Inadequate Resources in General
Health Districts

Local resources in| some general health dis-
tricts are insufficiant to support adequate
health services,

Farty-gight of the 77 general heglth distriote
with a per capita appropriation below $2.00
in 1960 had a per capita assessed valuation
below the 1959 state average per capita ns-
sessed valuation. A $2.00 per capita appropriu
tion appears to be the absolute minimum to
support adequate public health services. See
pages 39 and 40, above. Only 29 of the 77
general health districts spending less than
$2.00 per capita in 1960 had an assessed valua-
tion above the $2,781.32 state average. In 1950
eighteen districts had a per capita assessed
valuation between $1,000 and $2,000, and 36
districts were between $2,000 and $3,000 in
per capita assessed valuations. See Table 17,
page 55, below.

Township and village property taxes provide
an unsatisfactory income for many general
health districts.

Districts with relatively low assessed valua-

tionstend-to have inadequate income becaise

property taxes are traditionally the major
source of general health district income. Fx-
penses for a public health program estimated
annually by the board of health and the health
commissioner must be approved by the county
budget commission, which may “reduce any
item in the estimate. Thus the board of health
has to compete for tax funds with the elected
mayors and township trustees who, as members
of the district advisory council, appoint health
board members. Rightly or wrongly, the
elected officials on the county budget commis-
sion in some instances may be influenced more



by the mayors and tpwnship trustees than by
the board of health which has been appointed
by these mayors and|trustees.

General health distyict income received from
township and village property taxes does not
necessarily increase gt the same rate as popu-
lation growth and resplting increased needs for
Fubh’c health services, At the same time, popu-
ation increases and new community problems
tend to strengthen the demands of villages and
townships to retain more of the property tax.

A number of general health districts with
low property wvaluations cannot solve their
financial problems by recourse to the voted
public health levy. Other districts with above

average property valuations have failed to
develop sufficient income to support a mini-
mum public health program.

Some relatively poor general health districts
have failed to reach a per capita appropriation
of $2.00 in spite of their efforts to develop addi-
tional sources of local revenue. Eighteen of
these districts with a 1959 per capita assessed
valuation below $3,000 are already operating
with a public health levy, yet they are still un-
able to support a per capita expenditure of
$2.00. See Table 17. Although fees have been
an attractive source of income in some general
health districts, eight of these units with a per
capita assessed valuation below $3,000 are now

Table 17
(eneral rieaith Districts with Per Capita Appropriation
Below $2.00 in 1960

——— — ——
Levy, or Average
Fees,or Tax Rates
Voted Increase Combina- In Mills
.3 Le in Fees to Levy tion Would (1959)
Range of Number Number Woul “Average” Plus Fees NOT in Districts
Per Capita Now With Support Wou Would Support Without
Assessed  Number Operating Above  Over $2.00 Support Support  Over $2.00 Public
Valuation of With “Average”  Fer Cap. Per Cap, Over $2,00  Per Cap. Health With
(1958) Mistricts Levy Fees® Approp. Approp. Per Cap. Approp. Levy Levy
$1,000-
2,000 18 4 4 3 0 0 15 27.19 20.23
2,000-
3,000 38 4 4 18 2 2 14 26.88 28.63
3,000-
4,000 18 B 1 13 0 0 3 25.04 24.66
4.000- .
5,000 4 0 2 4 0 0 0 27.96
Over :
5,000 3 D 0 3 0 0 H 15.37
TOTALS 77 al 11 41 2 2 32

Sounce: Ohio Department of Health, 1960 Financial Report of Local Health Departments; and Department of

Taxation,

® “Average” refers to the|average per capita income from fees in the eleven general health districts with a per
capita appropriation above $2.00 in 1960; this average is 26 cents.

Note: State average per papita assessed valuation in 1959—$2,731.32; 29 of the above 77 general health districts
had an above avefage per capita assessed valuation.

State average per ¢apita appropriation for health in 1960—$1.47; 15 of the above 77 general health districts

had an above averjge per capita appropriation.

State average tax rpte in mills in 1958—30.84 M.; 8 of the above 77 general health districts were in counties
with an above average tax rate; 4 of these 8 districts do not have the public health levy.




collecting fees which exceed the average per
capita income from tees obtained by the 11

eneral health distrjcts that appropriated more
than $2.00 per capita in 1960.

Twenty-nine general health districts with a
per capita assessed |valuation below $3,000 do
not have the voted public health levy or above
average fees. Thesg units, furthermore, could
not support a per capita appropriation of $2.00
even it they had agdditional income from a .5
mill voted levy, or an average income from fees,
or both.

Twenty-nine other general health districts
with a 1960 per capita appropriation below
$2.00, however, had an agove average 1959
per capita assessed| valuation, as indicated in
Table 17, page 35, above. Only eght of these
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ties with a tax rqte above the 1959 state
average of 30.64 mills. The three districts in
counties with the highest per capita assessed
valuations had the jowest average tax rates.

Twenty of the 23 health districts with a 1959
per capita assessed valuation above $3,000
would be able to support 2 per capita appro-
priation above $2.00 it their total income were
to be increased by & voted public health levy.
Forty-one of the general health districts, as
shown in Table 17, |would be able to increase
their per capita appropriations to over $2.00,
if they adopted the| voted public health levy;
one-half of these districts have an above aver-
age assessed valuation.

WEAKNESS OF PUBLIC HEALTH LEVY AS
SOURCE OF INCOME

Passage of voted public health levy does not
always mean increased income for the public
health program.

After the public health levy has been passed,
the township trustees and village mayors in
some instances attempt to relieve a serious
financial crisis by ppersuading the county
budget commission |to reduce the amount of
their property taxes deducted for the health
district. As a result, fotal funds available to the
health district are adtually less than before the
passage of the public health levy and health
services may be drastically reduced. Since the
voters have approved the levy because they
want a better publig health program, they are
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inclined to reject any pleas for levy renewal
when they discover that the additional voted
taxes have been used to give townships and
villages financial relief rather than to improve
public health services.

The public health levy, as pointed out previ-
ously, on page 53, above, has been approved
51 times in 28 counties and has been defeated
39 times in 21 counties, although in 1959 10
out of 12 health levies were passed. Until 1959
these levies were required to have the approval
of 60 per cent of the voters, rather than a sim-
ple majority. The levy can be submitted to the
voters only with the cooperation of the county
budget commission and the approval of the
county commissioners. The campaign for pas-
sage of the levy usually takes much of the time,
and monev, of the health commissioner and
UUICT BroICssional Hidaitii personnel, 1he necey-
sity of renewing the levy every five years is an
additional burden for the staff. Defeat of a
tax levy has occurred only in counties where
the existing tax rate was below the state aver-
age; and in all except three of these counties
the per capita assessed valuation also was be-
low the state average.

WEAKNESS OF STATE SUBSIDY AS SOURCE
OF INCOME

The present state subsidy fails to raise public
health standards; equalize the ﬁnancia;mbur-
dens of health districts; help districts with
serious financial, health, and population prob-
lems; stimulate local efforts to initiate and
maintain better health services.

Some 40 years ago the $2,000 annual author-
ized state subsidy to each health district went
a long way toward paying one-half of the sal-
aries of the health commissioner, public health
nurse, and clerk in each district. In recent years
the state subsidy has not paid even the retire-
ment system contributions for employees in
many health districts. Appropriations over the
years to the state health department frequently
have been insufficient to permit payment of the
full $2,000 subsidy. The appropriations are di-
luted by the continual creation of new city
health districts; Ohio in 1960 had 150 city
health districts, compared in 1919 to 92 units.

The small and equal state subsidy distrib-
uted to each district does not help districts
meet their special financial problems caused



by low assessed valyation of property, large
or rapidly ex(fanding population, and annual
sanitation and disease situations.

The state subsidy, furthermore, fails to stim-
ulate citizens, boards of health, and local
health officials into improving public health
services, because the|same amount is distrib-
uted to each district| without regard to local
eflort. Districts are npt required to match the
state subsidy with local funds, to provide ade-
quate health services, or to employ highly
qualified personnel in| sufficient numbers.

Absence of Board of | Education Support of
Health Services

Little or no financjal support for school
health services is given to geneval health dis-
tricts by boards of education.,

Boards of education are permitted to estab-
lish their own school healtﬁ program. In the
absence of such a program, however, the local
health district is required by law to provide
health services in the| schools. Relatively few
boards of education pay the health districts for
these services, because the law does not re-
quire them to pay. If|a school district decides
to operate its own sciwool health services, lack
of adequate supervisipn of the program by a
physician trained in public healtg tends to re-
sult in inefficient use|of public health nurses
employed by the board of education. On the
other hand, if the school district relies upon
the local health department to provide school
health services without paving for these serv-
ices, the school health program is usually lim-
ited by insuflicient funds and health personnel
within the health district.

Instability of Income| in General
Health Districts

The general health districts must rely on
types_of income that|tend to be particularly
unstable. Causes of uynstable income are the
power of the county budget commission to
reduce the estimate prepared by the board of
health; the possibility that a public health levy
may not be passed or|renewed; the possibility
that contracts with citjes and boards of educa-
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tion may be altered or not renewed; and unpre-
dictable changes in federal and state aid,

Not only do the general health districts have
no taxing powers of their own, but continually
they are subject to circumstances beyond their
control. The board of health, appointed by and
responsible to the district advisory council
composed of township trustees and village
mayors, cannot easily persuade the coun
budget commission to improve the district’s
income. The general health district’s traditional
source of income, support from the property
taxes distributed to the townships andp vi])])aéglfs
within the district, may be reduced by the
county budget commission. If the district turns
to the public health levy for a substantial por-
tion of its income, it faces the danger that the
entire levy will not be renewed. The faiiure to
renew a levy can be a serious blow to a district
which receives over one-half of its income from
the levy, as illustrated in Hocking county in
1958, where a defeated levy resulted in a
budget decrease of almost $11,000, or 38 per
cent. If the district has a contract to provide
health services to a city in return for a stated
amount of money, there is a possibility that the
contract may not be renewed. City health dis-
tricts ocoeasionally withdraw from their con-
tractual arrangements with general health
districts because they desire to operate an inde-
pendent health department. Similarly, a board
of education might give up its contract with
the board of health because it plans to employ
public health nurses to operate its own school
health program without the aid or supervision
of the local health department. The federal aid
which the district may receive also varies from
year to year, the amount being influenced by
changes in federal appropriations to the state,
eligibility standards determined by the state
health department, changes in the number of
districts eligible for federal aid, and changes
in district population and assessed valuation.
As noted previously, districts do not receive
the authorized $2,000 annual state subsidy in
full because of insufficient appropriations and
an increasing number of districts eligible for
state aid.



IV. Other Financial Problems of General Health Districts

The Problem of Hees in General
Health Districts

Fees collected ate not specifically authorized
by statute, are ndt uniform in character or
amount, and in sofne districts are used to re-
place taxes as the chief source of income,

Although districts usually assume the power
to collect reasonable fees to cover the cost of
regulating certain jndustries and occupations,
court decisions in |some counties have been
conflicting in regard to collection of fees by
general health districts.

Fees which are gollected by general health

districts lack uniformity in kind and amount.
Only 52 general haalth districts, for examela
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expect to collect nfilk fees in 1960. In many
of these districts milk fees will provide less
the total income for 1960,
ict expects to receive as
much as $17,800, or almost one-fourth of its
income, from milk fees in 1960. General health
d%stfricts also collect more than 40 other types
of fees.

A basic question |which arises from the use
of fees is whether |inspections performed by
health officials in order to protect the public
health should be paid for by individuals and
businesses or by the general public through
taxes. In some health districts the fees of a few
industries are suppqrting a substantial portion
of the total public health program.

The imposition of fees by many health dis-
tricts creates an addjtional problem by subject-
ing some businesses, particularly rmﬂc produ-
cers, to several-fees: Fees have also been used
in some health distripts as an economic weapon
to exclude competitipn and to assist businesses
located within the ¢

although one dis
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Financial Problems Arising From
Budget-Making Procedures

Handicaps in the budget-making procedures
in general Eealth districts include: the require-
ment of early preparation of the budget; in-
ability to transfer funds from one item in the
budget to another; and lack of provision for an
emergency fund within the budget.

The board of health of a general health dis.
trict must by law submit an estimate of its ex-
penses for the next calendar year to the county
budget commission by the first Monday in
April. At this date it is difficult for the board
to anticipate its expenses for the next year be-
canse legislative action mav resnlt in increagec
in required contributions to retirement and in-
surance funds and in new and expensive man-
datory health services. The board also is unable
to accurately estimate in April its income be-
ginning the following January from federal
grants-in-aid, contracts with city health dis-
tricts and boards of education, voluntary
agency grants, the voted public health levy,
and the state subsidy.

The early date for submitting the budget
would not be serious, if the budget were flexi-
ble, The county budget commission, however,
may not at any time increase any item in the
budget, or the aggregate. Under the present
statutes, funds may not be transferred from one
item to another within the budget, even with
the approval of the county auditor or the
county budget commission, The general health
district, furthermore, unlike city health dis-
triets which can make appeals to city council,
cannot provide for unanticipated expenses
since emergency funds within the budget are
prohibited by law.



V. Aliernative Solutions to the Financial Problems of

Although general |health districts’ financial
roblems cannot be met and solved solely by
f:zgislative action, suph units need legislative
help in developing their own resources. Some
districts are unable tq support minimum health

services, although they are making or could.

make strenuous efforts to improve their local
financial situation, as|indicated on pages 54 to
56, above. The legislative issues involve ques-
tions of whether and to what extent general
health districts should be helped to develop
local sources of income, and whether and to
what extent direct state financial aid or inter-
vention should reduge the financial problems

Some of the general] health districts” financial
problems can be eased through local efforts by
the residents, boards pf health, health commis-
sioners, and other local government officials in
these districts. The pmblic health levy, for ex-
ample, could be submitted to the voters in
more counties, More districts could voluntarily
combine under existing statutes in order to im-
prove health services with little ar no addi-
tional sxpense. Some |[distriots also might make

more use of fees as a [source of income.

A number of legislgtive actions can be taken
to help general health districts to help them-
selves financially: the| voted public health levy
might be made a more reliable source of in-
come; the oollection| of fees might be spe-
cifically authorized; boards of education might
be required to pay fpr school health services
rendered by health | districts; appropriations
from the county general fund to the health dis-
trict might be authorized; a specific millage
rate might be guaranteed for general health
districts; and some of the obstacles in the
bucéget-making procddures might be elimin-
ated.

If it is decided that some direct state action
is also needed and desirable to supplement lo-
cal financial efforts to|solve financial problems,
there are at least three possible alternatives
that could be adopted separately or together:
the state subsidy program might be expanded
and the distribution [formula revised: health
districts might be required to combine in an at-
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General Health Districts

tempt to effect economies of operation; and the
internal structure of general health districts
might be reorganized to provide county, rather
than township and village, financing.

These alternatives are discussed below. The
adoption of one proposal would not exclude
consideration of others; a combination of sev-
era] approaches to financial problems might be
the most effective and practical solution.

Action to Develop Local Sources
of Income

General health districts could be

a

encouraged

AaFoayareim f1a0 ar T s

health levy. The statute authorizing the voted
levy might be revised to permit the voters to
approve a levy effective for an indefinite length
of time or for 10 to 15 years, in place of the
present necessity of renewing the levy every
five years. The county busget commission
could also be restricted by statute in its reduc-
tion of the total amount or per cent of property
taxes wz‘t}:held from townships and oiﬁages
f.ﬂ‘fﬂf_'n' LIEE .f-t:f-’:’j’ TLELY LA il u!}"’_}l AL L,

The public health levy since 1953 has been
submitted to the voters 90 times in 41 geperal
health districts, although it has been approved
in only 28 counties. The importance of obtain-
ing passage and renewal of the levy to secure
income is apparent: four of the six general
health districts with a per capita health appro-
priation in 1960 above $2.00 have approved
the levy, while only 24 of the 82 districts below
$2.00 have approved the levy. The total esti-
mated additional revenue, based on 1959 as-
sessed valuations in general health districts,
would be $3,389,489, if all general health dis-
tricts had a .5 mill public health levy. This is
close to one million dollars more than was
needed in 1960 to support per capita appro-
priations above $2.00 in the 82 districts as a
group; in 41 of these 82 districts a .5 mill levy
would have been sufficient to support a per
capita 1960 appropriation of $2.00 or more.

The health officials in general health districts
might be more inclined to work for the passage
of the voted public health levy, if the income



from the levy could be relied upon indefinitely,
or for a period of more than five years since re-
jection of a levy |renewal after a five-year

eriod can be a damaging blow to established
Eealth services. Planning of public health pro-
grams is difficult jn general health districts
which now receive|from 16 to 76 per cent of
their income from |a levy which must be re-
newed at frequent |intervals. The authority of
school districts to yote levies for an indefinite
period raises the question whether education is
more deserving of flscal stability than other lo-
cal services.

The voted publi
adopted by more general health units if both
the voters and the health officials in the district

could be assured t
b‘?’”’ﬁ" !—2_,3.-.]41 oy

¢ ViSiip di VHIRES suppoit.
The voters, howevet. are not likely to approve
or renew a levy which serves only to provide
financial relief fof townships and villages
through decreased | property tax deductions.
The wisdom of seeking to settle township and
village financial problems by appeals to the
voters for tax increages for hetter public health
services is questiohed where revenue may
navear 1‘1‘ £".ﬂ‘“f‘“’1‘ o "\"-’""3: af vadunting i

property tax deductjons.

More extensive use of collection of fees
could be encoutagerl to cover the cost of is-
suing permits and of making inspections to en-
force public health| regulations. These units
might be granted specific authority to collect
roasonable and windform kinds and amounis of
fees from certain industries and occupations.
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ARGUMENTS FOR PROPOSAL

Relatively few districts now use fees as a
substantial source of income. Twenty-seven of
the 69 general health districts with a 1960 per
capita appropriation| below the state average,
for example, have o income from milk fees,
while only eight of
state average are
pendix C.

Fees can providg general health districts
with substantial income, especially if expressly
authorized by statutes. If all géneral health
districts received as much in plumbing fees as
does Clermont county ($43,200), the total in-

come from this source would be close to four
million dollars, as opposed to the approxi-
mately $350,000 total in plumbing fees actually
anticipated in 1960 by general health districts.
Clermont general healgh district is, however,
an extraordinary case, since plumbing fees
provide over 63 per cent of the support for the
public health program. Columbiana county,
where the public health levy has been rejected
four times, has turned to fees other than milk
and plumbing for 28 per cent of its income. If
all 88 general health districts on the average
collected a similar amount, this would produce
$1,091,200 as opposed to approximately one-
half million dollars anticipated in 1960, The
77 general health districts which appropriated
less than $2.00 per cagita i11]1960 would, as a

oroun have had an additional inpn
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fees equal to the average per capita income
from fees collected by t%le 11 general health
districts with an above $2.00 per capita ap-
propriation. Such an increase in fees, however,
would have supported a $2.00 per capita ap-
propriation in 1960 in only two of thesc 77 djs-
triets.

It has been argued by local health commis-

sionare that cenernl haslth MHoteiors ohoy L1 Ly

assured this source of income, becausce city
health districts are now able to legally collect
fees through ordinance of city council.

The proponents of the fee system have
pointed out that businesses, such as da::ﬁ/ pro-
ditcers, whose products are more readily ac-
IR 0]
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as a result of inspections by public health of-
ficials, might justifiably be expected to bear
the cost of these inspections. Many business
and industrial activities, furthermore, create
special health problems, and therefore require
regulation to protect both the general public
and the participants in the activity, The cost
of this special regulation and inspection is a
consequence of that industry just as much as
the cost of the labor and materials that go into
its product. If this cost of regulation is borne
by the health district, the public is subsidizing
part of the cost of the product. This subsidy is
known as a “subsidy in kind,” and a case can
be made for covering these costs by an inspec-
tion fee or permit imposed on operators and
owners of a private activity. The special fee or



license eliminates, of partially eliminates, the
subsidy by becoming a cost to private parties
involved in the activity.

The difference between the cost of health
inspections in Ohio and the amount of fees col-
lected is unknown but apparently substantial.
Not only could existing fees be raised, but the
could also be extendc? to other activities whicﬁ
currently require inspection but upon which no
fees are now imposed.

ARGUMENTS AGAINST PROPOSAL

Some local health commissioners believe that
taxes, rather than fees, should be used to sup-
port public health sefvices. It has also been as-
serted that inspection fees may be used by one
communi!ty as an ecguomic weapor to protect

e

especiaily if tiie amounts and kinds of iees are
determined locally. Some dairy producers, fur-
thermore, oppose the fee system, at least in its
present form, becausg they are frequently sub-
ject to inspections, varying standards, and fees
imposed by several health districts.

County, city, and| exempted village boards
of education might| be required by statute
gither to contract with and reimburse health
districts for school Reshth services or to pro.
vide their own serviges, subject to supervision
by the local health department,

ARGUMENTS FOR PROPOSAL

Boards of education would pay for the
health services rendered to them by local
health districts. Boands of education could af-
ford to pay health districts for services, it is
argued, because state school foundation mone
may now _be used fo employ public healt
nurses, although mdney is not granted spe-
cifically for this purgose to school districts. At
present, some local health districts are unable
or unwilling to undertake in the schools a com-
prehensive program pf screening and preven-
tive medicine becausg they receive no financial
assistance from boards of education.

Under this proposal, school health services
would be effectively supervised. Inefficient use
of professionally trained public health nurses
employed by boards of education with the
nominal supervision |of a contract physician
tends to arise under the present independently
school-operated health services.
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ARGUMENTS AGAINST PROPOSAL

Payment by a board of education for health
services, it is claimed, might prevent it from
fultilling its responsibilities for an adequate
educational program. Boards of education, fur-
thermore, might provide inadequate school
health programs oF their own, if the only al-
ternative were to enter into costly contracts
with local health districts.

The county commissioners might either be
required, or be permitted voluntarily, to make
approptiations from the county general fund
to the health district fund. County support of
the general health district would be particu-
larly appropriate in counties in which the gen-
eral health district and all city health districts
are now, or could be, ¢
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31, above.)

ARGUMENTS FOR PROPOSAL

It is urged that financial support of health
services no longer be determined exclusively
by direct competition with townships, villages,
and school distriets. Boards of health under
this plan would be less dependent upon the
county budget commission and the district ad-

Many county commissioners, furthermore,
now have an interest in and awareness of
county-wide public health problems. Prece-
dent has already been set to secure health
funds from this source, since tuberculosis care
is already lodged with the county commission-
ers; some county commissioners are now assist-
ing general health districts by employing tu-
berculosis control nurses and nuisance inspect-
ors who are placed under the supervision of the
health district; and county commissioners by
law constitute a special taxing authority for the
public health levy.

ARGUMENTS AGAINST PROPQSAL

Local government units presently benefiting
from the county general fund would probably
have strong objections to using any part of this
fund for public health. Residents in city health
districts also might object to using county
funds to aid general health districts providin
services outside the cities, unless city healt
districts would also receive a proportionate
share of the county general fund.



Some public heglth officials fear that under
this proposal the gounty commissioners might
tend to combine the public health program
with the medical aspects of the welfare pro-
gram, thus neglecting public health programs.

The proposal hay been made that a specific
millage rate within the present constitutional
limit of 10 mills be|assigned by statute to gen-
eral health districts which could be designated
as taxing districts similar to school districts. As
an alternative to this proposal, a constitutional
amendment might| be proposed to authorize
health districts to receive funds from a perman-
ent mandatory levy above the present 10 mill
constitutional limitation. The advantages of
this type of income, however, might be out-
weighed by the interference with traditional
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ARGUMENTS FOR PROFOSAL

A stable and preglictable income would per-
mit better planning, and some general health
districts might receive an increase in their in-
come. Boards of health would cease to be at
the mercy of the county budget commission
and the district advisory council, bhecause
health services support would no longer be
fixed exclusively by diveet competition for

PUIEES Wilil OLGeT U

ARGUMENTS |AGAINST PROPOSAL

Any attempt to guarantee by statute a spe-
cific millage to the general health districts
would probably meet with strenuous oppo-
sition from the other local governments that
presently share the income produced under the
10 mill limitation. All tax rates now used in
every county fall within the constitutional 10
mill limitation. The|lowest average tax rate in
1959 was Gallia county with 14.02 mills and
the highest was Gleauga countv with 4115
mills; the state-wide|average tax rate was 30.64
mills; 62 counties had an average tax rate in
1959 of 25.00 mills lor more. A guarantee of a
millage rate for general health districts would
deprive other units|of some of their income,
which might force|them to seek additional
voted levies. County| tax rates inside the 10 mill
limitation in 1959 sanged from 1.50 mills to
5.00 mills, while school tax rates inside the 10
mill limitation in lopal school districts ranged
from 1.50 mills to 7.10 mills.
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No doubt a general increase in the 10 mill
constitutional limitation would meet very
strong opposition, since it might lead to in-
creased costs from all departments. Boards of
health, it is also feared, might become finan.
cially irresponsible if they had an independent
source of income.

Revision of budget-making procedures of
general health units would permit o later date
for budget preparation, fund transfer from one
item of the budget to another, and an emerg.
ency fund for unanticipated expenses. Placing
general health districts under the provisions of
the Uniform Tax Levy Law would reduce some
budget-making problems.

Boards of health could be permitted to sub

mit their estimate of receipts and expenditires

who in tum submits it to the county budget
commission, at some date later than the first
Monday in April, as now required by law. The
Uniform Tax Levy Law, enacted in 1927, is
not applicable to health districts, but could be
amended to include health districts. Section
5705.28 of the Revised Code provides that each
“district authority entitled to participate in any
appropriation or revenue of a subdivision shall
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first day in June in each year, an estimate of
contemplated revenue and expenditures for
the ensuing fscal year, in such ?orm as is pre-
scribed . . . by the bureau of supervision and
inspection of public offices.” The taxing au-
thority must prepare a tax budget on forms pre-
scribed by the Bureau of Supervision and In-
spection of Public Offices; the budget must be
submitted by July 20 to the county auditor.
Subtnission of the health district budget esti-
mate in June, for example, would assure better
finan~ial planning than in early April; vet the
townships and villages in the district would
still have sufficient time to prepare their own
budget estimates, with regard to their contyi-
butions to the general health district.

Budget-making procedures also could be re-
vised to enable general health districts to meet
unanticipated public health problems and ex-
penses. The boards of health of these districts
might be permitted by law to transfer funds
from one item of the budget to another, sub-
ject to the approval of the county budget com-



mission. I, for exgmple, a qualified person
could not be found to fill a vacancy on the
nursing staff, the money which had been bud-
geted for this salary|could then be used to em-
ploy an additional |sanitarian, provided such
an employee were needed. Permission to in-
clude a relatively small emergency fund within
the budget to provide for unanticipated ex-
enses would give boards of health still more
exibility in financial affairs. It has been ar-
ed, however, that| emergency funds tend to
%: used to meet situptions which are not really
critical. To a limited |extent, the law now makes
provision for emergencies. To meet an epi-
demic or threatened|epidemic when the health
district fund, in the [judgment of the board of
health, is insufficient to defray the expenses of
preveuting tlie sprgad of disease, the board
may estimate the required amount and appor-
tion it among the townships and villages on the
basis of assessed valuation. After the certifica-
tion of estimate arld apportionment by the
board of health to the county auditor, he in
tum draws an order on each township and
village for the amount due. This procedure of
meeting emergencies has not been used for
many years becausy it may be used only in
the rare circumstange of an entire community
being subjected to a devastating epidemic,

Direct State Assistance

Revision of the present state subsidy to
health districts could provide substantiall;;
larger amounts; help equalize public health

standards and financial burdens throughout the

e the £.

Action to Provide
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State aid to health| districts could be distrib-
uted by a formula based on the popunlation
size; financial need; jand special public health
problems and necessary services resulting from
district characteristics, such as population age
distribution, an unugually high incidence rate
of certain diseases, [a special sanitation situ-
ation, or unique industrial health hazards. This
distribution ?ormula ould tend to raise public
health services throughout the state to uniform

standards and might tend to equalize the finan-
cial burden of suppotting these services.

A state subsidy distribution formula could

also require a certain minimum local effort in
financing and in providing public health serv-
ices. State aid could be distributed on a match-
ing basis representing a certain percentage of
local appropriations, perhaps 25 per cent; in
1960 the state subsidy represented only 5.1 per
cent of the total income of all general health
districts. Another approach would be to re-
quire each district to make a certain minimum
or local total or per capita appropriation in or-
der to qualify for state aid, The state director
of healcti] believes that a desirable state sub-
sidy would initially amount to three million
dollars. This amount would provide state aid
equal to approximately 25 per cent of the 12
million dollars currently spent by all city and
general health districts. If these distriets,
through local efforts, were to raise their per
capita appropriation to $2.50, they would, at
the local level, be appropriating 19 to 20 mil-
lion dollars and the state would, at the maxi-
mum, be spending five to six million. Other
types of state aid formulas might be more or,
possibly, less expensive. The total state subsidy
in 1960 was $430,516.56 or 2.9 per cent of the
total income of all 238 health distriets.

The state subsidy also could be distributed
as an incentive for small health districts to com-
oine. City and general health districts below
25,000, for example, might be denied the state
subsidy; or as an alternative, all districts which
met certain minimum standards might receive
a subsidy, but only districts over a certain pop-
ulation size would receive additional amounts.
Distribution of state aid to encourage consoli-
dation of health districts was described in Part
One, page 31, above.

ARGUMENTS FOR STATE SUBSIDY
The state subsidy formulas described above,
£ n

L ¥ A —raly o 1 -
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is ciaimed, might cqualize the burden of &
nancing local health services. At present the
ability to finance health services varies consid-
erably from one district to another. A state sub-
sidy distributed by a formula requiring match-
ing of local appropriations also might encour-
age the voters to approve public health levies
and might stimulate the county budget com-
mission to approve larger local health appro-
priations. Unitormly higher standards of public
health services might result, especially if the
subsidy were distributed only to districts meet-



ing certain standards determined by the state
health department.

Health districts would be encouraged to
combine, if the state subsidy were made avail-
able only to districts above a certain minimum
population. Giving [publicity to the fact that
combined units woyld have an opportunity to
to receive these stgte funds also might tend
to greatly reduce wealthier health districts’
fears that combination with poorer districts
would result in higher taxes in order to main-
tain the present heallth service level. The state
also would be justified in denying state subsi-
dies to health districts with uneconomical oper-
ations resulting from their small size.

Statutes in 39 states authorize allocation of
state funds to local [health districts, Seventeen
of these states have|provisions for distribution
of state aid by a fofmula; 1Z by a percentage
of the total cost of local health services: seven
by a percentage of local salaries. In 1958 the
state government in|Ohio spent less per capita
for public health thHan did state governments
in 18 other states. See Appendix D for a de-
scription of state subsidies in other states.
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The stale, i is arued, canuot afford iarger
appropriations for public health only to re-
place local public health financing with no cor-
responding improvement of health services,
The taxpayers of the state collectively, more-
over, would receive |no tax relief by a shift of
financial responsibility for health services from
local to state govern
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believe that an incteased state aid program
might result in an unidesirable centralization of
control of public he‘il‘th. Local citizen interest

in the public health program also might de-
crease, because locpl Anancial responsibility
for raising revenue would decrease.
Administration of|a state subsidy distribu-
tion program might be difficult as well as ex-
pensive. Ifealth distfict needs vary so widely
that a formula canngt be devised for the allo-
cation of state funds which would be commen-
surate with individual district needs. Income
can more easily be|proportioned to require-
ments if it is raised| by local health districts
which are in need. If|state aid were to be given

only to those districts meeting certain stand-
ards in the operation of their local publie
health program, the cost of this evaluation to
the Ohio Department of Health might amount
to $100,000 to $200,000 annually, according to
estimates of department oﬁicia?;. But a com-
?rehensive evaluation program can be an ef-
ective means of improving public health serv-
i(ies, even if not included as part of a state aid
plan.

Small health districts could be required to
combine to effect operating economies and to
n:gke more effective use of federal and state
a .

The methods and advantages of combining
health districts into larger units have been dis.
cussed in detail in Part One, above.

_ The county, rather than townships and wvil-
tages, could be designated by law as the re-
sponsible taxing authority for health districts.

County financing of health districts would
be appropriate if Ohio’s health districts werc
reorganized into 88 county units, as described
in Part One, pages 30 to 31, above. The county
commissioners, in place of the district advisory
council composed of village mayors and town.
ship trustees. could be given the anthority tn
appoint the county board of health, hecause
townships and villages would no longer con-
tribute their funds to the health district. See
Part Three, page 70, below.

Under this proposal the board of health
would submit its annual estimate of expendi-
tures to the county commissioners, pursuant to
the Unitorm Tax Levy Law. The county com-
missioners, in turn, would inciude heaith dis-
trict expenditures as an item in the county bud-
get which they submit to the county budget
commission. The board of health expenditures
would be met by allocations from the county
general fund. For this purpose, the county bud-
get commission might approve an increase in
the county tax levy and a decrease in township
and village levies, because the townships and
villages would no longer be responsilfle for
health district support. The county commis-
sioners also could place a public health levy on
the ballot whenever the county levy within the
10 mill limitation, together with other sources
of health district income, would fail to meet
board of health expenditures.



Part Three

Selection of Boards of Health in
General Health Districts

Part Three of this report examines some of the ap-
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and concludes with a discussion of four poss1ble altema-
tives, with special attention to county commissioner ap-
pointment of boards of health.




Disadvantages of the Present Selection

Procedure

The appointmen: o{ the health board in gen-
eral health units by the district advisory coun-
cil does not assured competent and interested
boards, because the appointing authority has
no responsibility far, and often no interest in,
the administration| of a county-wide public
health program.

Some members of the district advisory coun-
cil tend to be indifferent to the appointment of
health board memlers because they have lit-
tle direct interest o1 responsibility in maintain-
ing a comprehensive county-wide health pro-

tram. The council
once ¢ach year on
Special meetings are
meetings of 64 dis

1960 indicated that

is required to meet only

the first Monday in March.

infrequent. Minutes of the
trict advisory coumncils in
attendance at these meet-

ings ranged from 1|1 per cent to 95 per cent,

with

an average aftendance of 64 per cent.

Neither interest in public health problems nor
the compensation gf five dollars per meeting

day plus expenses
stimulates large att

Many district ad

for each council member
ndance at these meetings.

isory couneil members be-

lieve that the scope|of public health programs
fn vemnined L sl DGR SRSHLICES L Lick
own communities. [This narrow concept of a
public health activity is reflected in the char-
acter of health board members and thwarts the
development of a cpmprehensive county-wide
program. The lack of interest in public health
problems among some district advisory coun-
cil members tends tp produce four adverse re-
sults: health hoard
ested in improving |public health services are
appointed; boar embers who_have gained
Iitt]l)e knowledge of public health problems
during their board membership are automatic-
ally reappointed; board members who feel that

their chief responsib
quate public health
trict health expendit
appointed; and the
tends to depend upd
to name the membh

health.

The large and wi

lity is not to maintain ade-
services but to keep dis-
ures as low as possible are
district advisory council
n the health commissioner
ers of his own board of

dely dispersed district ad-

visory council membership makes it difficult

for this body to resp

ond to the public’s wishes
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in regard to public health policy and the selec-
tion of boarcf members. The number of council
members ranges from 15 to 43, with an average
of 24 members. As might be expected, this
large multi-member appointing body exercises
an extremely diffused direction over public
health policy. Individuals and groups within
the district find it difficult to transmit their
views on public health to the many council
members. The large size of this appointing
body, moreover, enhances the opportunity for
the exercise of political and personal consider-
ations in choice of board members.

Appointment of boards of health by the dis-
trict advisory councils has been defended on
the grounds that the traditional major source
of income for general health units has been
township and village property taxes. Some vil-
lage mayors and township trustees, further-
more, believe that their appointing authority
for the board of health shouf)d be retained and
be accompanied with an additional power to
review and to amend general health district
budgets. To divest the district advisory coun-
cils of appointive power, however, wonld seem
reasonable if the townships and villages were
relieved of financial responsibility for public
haalth services

Possible Alternative Selection Procedures

All methods of selecting health board mem-
bers possess some weaknesses. No procedure
can guarantee a board of health composed of
interested and competent members. A good
health board usually develops from the integ-
rity and concern of the appointing authorities
and from genuine community interest in an
adequate health program. Since certain selec-
tion devices, however, may be more conducive
to choice of competent board members than
are other methedg, four of the possible pro-
cedures are described below.

Boards of health in general health districts
could be appointed by the board of county
commissioners.

County commissioners might be inclined to
appoint a satisfactory board of health, because
e voters would hold the commissioners ulti-
mately accountable for an adequate public
health program. The prominent status which
county commissioners enjoy within a county



provides the most pffective answer to the crit-
ies of this plan who fear both inattention to
citizen interests an political influence in pub-
lic health personnel selection. County com-
missioner activities|are better reported than are
those of the 20 or more district advisory coun-
cil members.

The county commissioners could integrate
public health functjions throughout the county,
if they were assigrjed financial responsibilities
for health services |and if health districts were
reorganized into 88 county-wide units. The
county health compmnissioners, ermore, are
alreadyy engaged in many public health activi-
ties, such as appointment of boards of trustees
for county hospitals, and responsibility for
tuberculosis, sanitation, and public welfare
programs. They afe also now desipnated by
law as a special taking authority for the gen-
eral health district voted public health levy.

The following states relz; upon county com-
missioners to appoint the board of health:

California—A “board of trustees” of five or
more members for|each health district is ap-
Eointed for four year terms by the govemin

ody of each county. Unincorporated areas of
tha district are ranvbesnted her nno mambar £ae
each 100,000 people or fraction thereof, al-
though each county is limited to three mem-
bers. Cities of less|than 2,500 population are
included in determining the population of un-
incorporated territo

Illinois—Local boards of health consist of
seven members appointed for three-year terms
by the chairman of tthe county board of super-
visors.’

Indiana—Seven-member county boards of
health are appointed for four-year overlapping
terms by the county commissioners. Cities
above the “fifth class” must be represented in
accordance to the population ratio of city and
entire county. The boards must be bipartisan
and must include three physicians, one dentist,
and one school superintendent. In multi-county
health districts the| county commissioners of

8. California Health|and Safety Code, Chap. 6,

Article 3.
9. Ohio Committee op Public Health, Local Health
Units in Ohio (Preliminary Report, (1949),
8.

mimeographed), p. 2

each county appoint four members each, of
which two must be physicians and one a den-
tist. City-county joint health districts have
seven-member bipartisan boards of health, in-
cluding three physicians. Six members are ap-
pointeg by mayors and one member by the
county commissioners.'®

Michigan—Where a single county has only
one health department, a health committee of
three county supervisors is selected by the
chairman of the board of supervisors. In multi-
county health districts, each county board of
supervisors elects three supervisors to a district

board of health.**

New York—Here the board of health of a
county consists of seven members, one of
whom is a member of the board of supervisors,
selected by the board of supervisors. Three
members must be physicians. Each city which
becomes a part of the county health district is
entitled to one additional representative mem-
ber on the board of health. The county medical
society may submit to the board of supervisors
a list of physicians from which the bhoard of
supervisors may choose the medical members
of the board. The additional city representative
members of the board are appointed by the
ekl idh glfsed vhawra abUizi G0k Us tiiioe FUiniiin

subnnitted by the mayor of each city.

Pennsylvania — Five-member boards of

ealth are appointed by the county commis-
sioners for four-year terms. Two members must
be physicians. In a joint-county health district
the joint-county health commission, which is
composed of the combined boards of county
commissioners, appoints a board of health
which is equal in size to twice the number of
counties involved plus one. The number of

hysicians on the board must equal the num-
Eer of counties participating in this district.®

The county commissioners could be added
to the district advisory council to participate
in the selection of health board members.

The advantage of this plan, in addition to
simplicity, is that the county commissioners

10. Indiana Statutes, sec. 35-605; 35-810; 35-815.

11. Ohio Committee On Public Health, (Preliminary
Report, 1949), op. cit., p. 26.

12. New York Public Healti Law, (1958), sec. 343.

13. Pennsylvania Statutes, 16-12008; 18-12007.



would be able to contribute to the district ad-
visoxy council their knowledge of county-wide
problans of financing and administering public
healthservices. The participation of the county
commissioners on the council could stimulate
their interest in public health. Some local
health commissioneys have suggested that if
courity commissioners were included in the dis-
trict idvisory  couneil, they could be given
statutory authority to make voluntary grants
to heAdth units from gounty funds.

This plan fails to |overcome, however, most
of the shortcomings |of the present method of
choosing health board members and might
only further dilute responsibility for appoint-
ing Dbeards of health

FELYS 11T ST
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A board of health in each general health dis-
trict could consist of one or all of the county
comunissioners, mayors of cities, some repre-
sentatives of villaged and townships, and rep-
resentatives of the medical professions and the
public. This type of hoard oF health, if properly
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services now providetl by several governmenial
and voluntary agencies. Several states now en-
joy this type of county board of health:

Kentucky—County| boards of health consist
of thiee physicians| appointed by the state
board of hanth plus [the county judge and one
member appointed Ry the fiscal court of each
county,'

North Carolina—The county board of health
here is composed of three or more ex officio and
four public members. The ex officio members
are (1) the chairman of the board of county
commissioners, (2) the mayor of the city or
town which is the dounty seat, and (3) the
mayors of all other dities with a population of
over 15,000. The public members, selected for
tour-year staggered [terms by the ex officio
members, must include a licensed physician, a
licensed pharmacist, and a licensed dentist.

Whenever two or| more counties are com-
bined into a larger hqalth district, the ex officio

14. Kentucky Revised Statutes, sec. 212.010; 212.020,
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members of the board of health are selected by
the state health director, At le:1st one of the ex
officio members must come from each partici-
pating county, and the ex officio members must
include at least one chairman of a loard of
county commissioners, one mayor of a town
which is a county seat, and one county super-
intendent of schools. Public members are se-
lected as indicated in the preceding para-
graph.'

Tennessee—The board of health is composed
of two physicians, one dentist, the chairman of
the county fiscal court (made up of representa-
tives known as “magistrates” from each “civil
district” and incorporated towns and cities in
the county), and tEe local school superintend-
erf. The physicians and the dentist are selected

Ly e ooty RScal Coult iGm UonUnations
made by the local medical and dental socie-
ties'"

The boards of health of general health dis-
tricts might be elected as are boards of educa-
tion.

The advantage of electing a board of health
would be the stimulation of public interest in
the local public bealth program throu%h peri-
odic election campaigns. The membershin, re-
sponsibilities, and duties of the board of health
might be brought to the attention of the entire
population. Health board members, further-
more, would be responsible directly to the
health district’s resigents, who would then
have more influence in public health policy.

The possibility of serious shortcomings in
elected anrds ot health, however, tends to out-
weigh the supposed advantages. Able individ-
uals who are willing to accept appointment-to
a board of health are often reluctant to spend
their time, money, and energy in campaigning
for membership. Other arguments which have
been made against elected health boards are
based on a lack of confidence in the voters.
Board members, it is claimed, might be elected
on the basis of their political affiliations rather
than their competence and interest in public
health. The voters might favor those persons

15, Public Health and Related Laws of North Caro-
lina, General Statutes of North Caroling, Article 3,
sec. 130-13; 130-14.

16, Ohio Committee on Public Health (Preliminary
Report, 1949), op. cit., pp. 24, 26.



who were pled%et:l o lower health expenditures
rather than to higher health standards. Voters
would be burdlened with a longer ballot with-
out the time and ability to evaluate the com-
petency of board candidates. Residents of the
relatively heavily |populated areas, further-
more, might dominate the board of health,
with a resulting neglect of rural health prob-
lems. Finally, some individuals fear political
influence might be brought to bear on an
elected board in the hiring of the health com-
missioner and other health personnel.

Conclusions
Although no on
board of health wil
terested and comp
advantages of appo

procedure for choosing a
guarantee selection of in-
ent board members, the

is P

of ihe oiher aiternag
sioners have a cognty-wide view of public
health needs, are divectly accountable to the
voters, can inlegrate the public health program
to other county heglth-related activities, and
are accessible to individuals and groups inter-
ested in public health.

The county commissioners by reason of their
experience and interests are in a position to
4 o r - Il

A I
Hiv of

Sty g die
Fsriry

] N T LT . -3 H
unctaysiansd fns asciraiy Vettrisfa B

nancing, policy-making, and admnistration of
public health servicgs. This can not be said for
the present district advisory councils, or coun-
cils which would include county commissioners,
or a board of health |composed of local govern-
ment officers or possibly an elected board of
health.

Under this plan the appointing body is lo-
cally elected. The voters therefore cannot be
~misled as to who is responsible for the public
health program. The board of county commis-
sioners, unlike the district advisory council, is
a small group which| meets frequently and can

not easily avoid its duties.
The county commissioners now have respon-
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sibilities for other county-wide functions which
are related to health, such as tuberculosis con-
trol and sanitation. Appointment of the loard
of health would provige a logical integration
of health functions under the county commis-
sioners. Coordination of county health activi-
ties is difficult under both the present selec-
tion procedure or under a proposed elected
board of health. A board of health composed
of local government officers might be able to
facilitate such coordination, although its large
size and diverse source of membership would
be a handicap. '

A difficult problem is now faced by groups
and individuals who wish to express their
views on health board selection am(iJ on public
lzealth policy, because they must consult with
Phe 20 ro oners Aic B e suyETee gl gmm mann
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county commissioners, as the appointing au-
thority, on the other hand, would be easily ac-
erssible to the public becawse of their gmall
}mmber and day-by-day duties in county af-
airs.

Appointment of the health board by the
county commissioners would be particularly
desirable i health districts were reorganized
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Ohio’s 88 counties, with possible exceptions
for the largest cities, could become the basic
health units, as suggested as one alternative so-
lution to organizational problems in Part One,
above. These county health districts could be
financed by county funds, an alternative solu-
tion to financial problems described in Part
Two, above. Adoption of both alternatives, or
modifications thereof, to solve organizational
and financial problems would make the county
the responsible local government unit for pub-
lic heaith and w0ul§ imply that the county
commissioners as the elected officials in charge

of county affairs, should appoint the county
health board.
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Appendix B
HEALTH DISTRICTS| IN OHIO RECOMMENDED BY UNITED STATES PUBLIC HEALTH SERVICE, 1950.
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of the total cost of| local healt
seven by a

methods of
are as follows:

State Subsidy Distribution In Other States
Statutes in 39 stgtes authorize allocation of

state funds to local |health districts. Seventeen

of these states have| provisions for distribution
of state aid by a formula; 12 by a percentage
services and
ercentage of local salaries. The
istribution in some of the states

ALABAMA—State| aid 55% of budget to povrest
counties down to 25% state aid to richest
counties; computed on assessed valuation,

ARIZONA—FPopulation and fnancial need.

ABKANSAS _Minimum Iocal participation of
ot L

nirtg e brst il

;;ay local shisu;e_ be less th:;ng.‘i%%
CALIFORNIA~California health and safety

1. Health |districts serving one or more
counties receive a basic allotment of
$16,000 per county or 60 cents per capiia
per county, whichever is the lesser.

L I 5 county is divided into two or
more local health districts the

inoigas
Loig LiRW

L RAUL Zi REUpUT U B L
laton served

3. No funds are given to any city of less
than 50,000 |po u]galtion for the mainte-
nance of an| independent health depart-
ment.

4. The balance of the state health ap-
propriation is allotted on a per capita basis
to each local| health district in proportion
that the population of the loeal district
bears to the fotal population of all quali-
fed local hedqlth districts in the state,

= 5, No funds are allotted to any local
health district which has failed to appro-

: . - - 1
priate from Ipoal funds an amount equal

to at least twice the per capita allotment
specified in the preceding paragraph (4).
6. No funds are allotted to any local

health district whose professional and
technical personnel a.ng whose organiza-
tion and program do not meet the state
department of public health standards.

7. Local health districts’ standards are
promulgated by the state department of
public health |after consultation with and
approval by the California conference of
local health officers,
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Appendix D

8. Provisional approval may be given by
the state department of public health to a
county heaFth department which meets
minimum standards but which does not
ferve all cities of less than 50,000 popu-
ation.

FLORIDA~Per capita grant varied by popula-
tion size with required per capita local
contribution and system of bonus for excess
local contribution and penalties for de-
ficiencies in local contrillnautions.

GEORGIA—Percentage of state participation
varies with population, with most popu-
lous areas receiving the smaller percentage.

ILLINOIS—$1.00 subsidy for $3.00 local money
ar 30¢ par capita, whichever is the lesser,
Special need subsidv added in poorer
counties (o equalize avuiiable resources 4o

approximate $1.20 per capita state wide.

IOWA—State pays $1,200 toward salary of onc
nurze or 21 800 toward salary of  twn
nurses. Pays $1,350 toward salary of sani-
tarian.

KENTUCKY—State board of health allots to
each county or district health department
such amount as just and equitable share
of all funds available; therefore, no alloi-

mant tn ha lege than 29 500

LOUISIANA—Total amount avatlable for alloca-
tion to local districts is divided by popu-
lation-—this per capita amount is used as
general basis and then modified by finan-
cial need of area.

MAINE—One-third of salary, but not over $800
for approved full-time local health officer.
Percentage ot salary of nurse paid directly
to nurse.

MICHICAN—Fixed amount allocated to each
county,
MINNESOTA-—No standard formula, funds allo-

) A R .
cated on basis of nesds in enaciBe pro-

grams.

MONTANA--$1,000 plus 50¢ per capita in coun-

ties with population of 8,000 or less. $5000

lus 10¢ per capita in counties with popu-

Bit‘ion ofp more than 8,000, Total state

participation not to exceed 35% of total
budget.

NEBRASKA—Based on need, population, and
ability to pay.

NEW HAMPSHIRE—Only as part of cost of
specific joint programs,



NEW JERSEY—Priority of need and availability
of funds.

NEW MEXICO—Allo

tion based on need.

NEW YORK-—Fifty per|cent of amount of money
expended by a cpunty not organized as a
county or part-cqunty health district; 50%
of amount of mqney expended by health
department of a 2’1- of over 50,000 popu-
lation; 75% of the first $100,000 expen ed
and 50% of all money expended in excess
of $100,000 by a county or part-county
health department.

NORTH CAROLINA-}Based on population,
financial, and specific program needs.

OKLAHOMA—Fifty cents per capita, based on
population, provided that not more than
$10,000 shall b ailocated to any one
soumby. Fack ofunty must provide fands
ecflual to net prgceeds of county tax levy
of .3 mill in % of counties having lowest
per capita assessed valuation, .6 mill in %
of counties having highest per capita as-
sessed valuation, and .5 miﬁ in al! other
counties.

PENNSYLVANIA—Injtial grant equal to 350¢,
but no initial grant shall exceed 6% cents
times population. Limited to annual grant
of 50% or not more than 7S¢ per capita.
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SOUTH. CAROLINA—$6,000 flat to each county
and balance on per capita basis.

TENNESSEE—$7,500 minimum to each county,
balance of need of county made ;:F by
state hoard of health from funds available.

VIRGINIA—DBasic local share of $4,500 for one
health officer, one sanitarian, one nurse,
and one clerk.

WASHINGTON—Grant to those counties whose
mandatory .4 mill levy is below the mean,
of such amount as necessary to bring it up
to the mean, except in cities of over 100,000
population, matching of local funds other
than the mandatory 14 mill levy, but not
to exceed $1.75 per capita total budget, in
inverse proportion to the assessed valu-
ation of taxable property, using as a base
a 1 to 1 ratio for the mean assessed valu-
ation;‘additionai funds distributed for

: :
speginl PIODICIHS.

WISCONSIN-—$1,000 to each county employing
One of MOTe NUrses.

WYOMING—Allocation based on need.

Sources: U.S. Public Health Service, State Laws Gov-
erning Local Health Depariments, (Public Health
Service Publication Number 299, 1953)

Information on California and New York is based on
eurrent materials from the Health Departments of
those states.
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