
Planning
A framework for place based health planning

David A Yeboah
David A Yeboah, PhD, Associate Professor, Health Sciences 
Program

College of Arts & Sciences, Zayed University, Abu Dhabi, 
United Arab Emirates.

Correspondence: Dr David A Yeboah, College of Arts & 
Sciences, Zayed University, PO Box 4783, Abu Dhabi, United 
Arab Emirates. dkayeboah@hotmail.com
Aust Health Rev ISSN: 0156-5788 1 Feb-
ruary 2005 29 1 30-36
©Aust Health Rev 2005 www.aushealthre-
view.com.au
Planning

partnerships to effectively and efficiently identify and
prioritise needs, and develop and deliver programs
and services. Despite its inherent advantages, place
based health planning has not been extensively
used by health professionals, neither has it been
given adequate attention in the literature. This article
provides a framework to guide and encourage health
Abstract
Place based health planning is an effective approach
to health planning with enormous benefits including
the use of local characteristics, organisations and

professionals to use place based health planning.
The framework has three main parts, namely needs
assessment, program planning and implementation,
and covers most aspects of the identification of
needs, and the development and delivery of pro-
grams and services to address those needs. The
article also includes a proposed index of prioritisa-
tion to enable health professionals to prioritise needs
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and improve program and service provision.

PLACE BASED HEALTH PLANNING, also known as
health planning for place, adopts a holistic approach
involving local demographic, socioeconomic and
environmental factors. Unlike more widely used
population based planning, place based health plan-
ning involves the use of partnerships including local
service providers and other private sector agencies,
community groups, local, state/regional and
national governments and their relevant agencies to
develop and deliver health programs and services.

Place based health planning is an innovative
approach to health planning. Indeed the importance
of innovation has been noted by many researchers
who have found that existing approaches have not
been regularly successful.1,2 Place based health
planning identifies and prioritises local health needs
through the collaboration of local community
groups and service providers with national public
sector agencies to enhance the potential for success.
This collaboration enhances the potential for suc-
cess by improving the articulation of local health
needs and the development of localised strategies
and programs. In addition, planning for place
enhances the sharing of vision, goals and ideas by
the groups in the partnership, while the inclusion of
relevant or key partners enhances the targeting of
programs to the local population needs, although
competing interests and conflicts could derail this.

Health is influenced by many factors outside of
the health sector, including population characteris-
tics such as size, composition, distribution and
dynamics, education, employment, income and
other socioeconomic characteristics, as well as the
built and natural environments (climate, flora and
fauna etc).3,4 An inherent advantage of place based
health planning is that because it adopts a holistic
but localised approach it is able to include informa-

What is known about the topic?
Effective planning is important for the development 
of plans and strategies directed at improving 
population health status.
What does this paper add?
This paper provides a detailed framework for place 
based health planning. The framework includes 
needs assessment, planning and implementation 
with a strong emphasis on local community 
partnerships.
What are the implications for practitioners?
Practitioners can use the place based planning 
framework to ensure a comprehensive approach to 
health planning.
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tion on most of the factors which impact on health.
Local input into health planning, and especially the
development and delivery of programs, has the
potential to ensure that health plans and programs
address the specific needs of the locality. This means
that health plans, programs and services can be
linguistically and culturally sensitive and appropri-
ate for local conditions. In addition, place based
health planning can draw upon the benefits inher-
ent in population based planning by including local
population characteristics, as well as the extent of
internal and external migration.5

Local partnerships — an important 
component of place based planning
The establishment of local partnerships creates a
sense of ownership at the local level and improves
participation in the identification of needs and the
development and delivery of programs to address
them.6-8 This sense of ownership improves the
contribution and willingness of partners to cooper-
ate or collaborate effectively. In other words, local
community groups and private and public sector
agencies in those communities are usually moti-
vated to contribute to the success of the plan mainly
because they are part of, and own, the plan. Indeed,
there is a synthesis of evidence to show that higher
implementation rates and effective interventions
usually occur with bottom-to-top strategies involv-
ing the community and their leaders as proposed in
this framework.1,9

The advantages of place based health planning
include the potential for increased efficiency and
improved effectiveness, not only in the planning
process, but also in the implementation of the
plans. This is because the involvement of the local
population and groups could reduce the time
usually taken to identify needs and develop plans
and programs.

Another benefit is that health planners develop
place based plans with the knowledge that there is
community and local support for what they are
doing, and that the health plans are likely to be
accepted by the community, mainly because the
community is involved. An example is the Munici-
pal Public Health Plans developed by local govern-
ments in Victoria; plans which tend to have wide

local community involvement and, to some extent,
support. Involvement of local service providers (pri-
vate and public), individuals and the community in
all phases of the model (identification and prioritis-
ation of needs, program development and
implementation) improves the ability of the plan to
target appropriate needs and to develop and deliver
community supported programs.

Place based health planning can build on existing
community-based research on the transfer of health
care planning to a local level, such as in the estab-
lishment and implementation of multi-purpose
services in rural areas, which were set up to meet the
health needs of rural localities.6,10

Place based health planning has its limitations.
First, achieving community involvement is not
always easy or simple. It involves community trust,
and this can be difficult in some localities. Another
inherent limitation is the potential difficulty of iden-
tifying appropriate and relevant partners. Closely
related is the need to reach agreement with potential
partners and establish partnerships. Once formed,
partnerships must be nurtured continuously, and
where partners persistently seek their individual
interests, conflicts, biases and related problems may
arise.

There is potential for partners to disagree on
issues. An example is the disagreement among the
community groups, doctors, dentists and the Bar-
won South West Regional Office of the Department
of Human Services in regard to adding fluoride to
the drinking water in the region. This is one issue
the Public Health Partnership in the region has not
been able to resolve.

Even so, the benefits of place based health plan-
ning outweigh the potential limitations. However,
despite these benefits, place based health planning is
not used by many health professionals. There is
anecdotal evidence to suggest that many health
professionals do not use place based planning
because of a lack of adequate understanding of the
concept and processes that could be provided by a
guiding framework. The purpose of this article is to
provide a framework to assist health professionals to
use place based health planning to identify and
prioritise local needs and follow up with the devel-
opment and delivery of effective and appropriate
health programs and services.
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The framework

The diagram in the framework (see Box) provides
the proposed framework for place based health
planning by highlighting three areas: needs assess-
ment, program planning and implementation. Each
broad part covers a number of areas with a logical
flow from needs assessment through program and
service planning and development to the implemen-
tation or delivery of programs and services.

The framework acknowledges the involvement
of community groups, various levels of Govern-
ment and agencies, private sector providers and
individual residents at every stage. Various research
findings suggest that interventions which involve
people connected to the place in identifying and in
designing strategies are more likely to result in
improved health behaviours.6,7,10 Place based
health planning as proposed in this framework
avoids top-down strategies for health planning and
service provision. As noted in the research litera-
ture, top-down strategies or approaches have
resulted in poor implementation rates and limited
success in many areas.2

According to the framework, demographic,
health, community services and social disadvantage
analyses must be undertaken to identify and priori-
tise needs. Planning and development of programs
is the next stage in the framework, covering a
complete analysis of population composition and

relevant factors which impact on health from the
social, economic, built and natural environments.
The final part of the proposed framework is imple-
mentation and includes various strategies that can
be used to ensure the successful delivery or imple-
mentation of the programs developed in stage two.

The framework requires that local characteristics
be analysed together with inputs from local commu-
nity groups, various levels of government and their
agencies, and relevant partners, before needs can be
prioritised. Needs identification and prioritisation is
then followed by planning and program develop-
ment, which is also followed by the delivery or
implementation of the plans and programs devel-
oped in phase two (see framework).

Various types of data would be required for
effective analysis, including data on demographic
characteristics and health and community services,
as well as data on the social, political, natural and
built environments. Much of the required data are
available in administrative records of regional health
authorities and the Australian Bureau of Statistics.
Additional information can be obtained from the
community through the usual data collection
approaches, such as surveys seeking community
views on specific topics (eg, household survey to
identify the community views on fluoride in drink-
ing water in the Barwon South West Region). Semi-
structured interviews with representatives of com-
munity groups, and formal and informal discussion

Health planning for place framework
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with service providers are other methods of obtain-
ing data for the analysis.

Needs assessment
The importance of needs assessment has been
noted in the research literature.10 This framework
proposes three broad analyses in the context of
needs assessment — demographic, health and
community services, and socioeconomic disadvan-
tage. Demographic analysis is essential to reflect
the needs of the local community. This framework,
therefore, supports the need for sound knowledge
and understanding of the characteristics and
dynamics of the local population.11 The frame-
work allows for partners, community groups and
individuals who are connected to the area to
contribute to needs assessment.12

Demographic analysis should not only concen-
trate on population composition, but also on popu-
lation change (growth or decline), population size
and population movements within, and to and
from, the locality (internal and external migration
respectively). Also essential is the analysis of the
changes in demographic characteristics of the local-
ity, especially potential changes in size, composition
and net migration, also known as population
dynamics.

In many parts of Australia, population growth
and ageing are becoming endemic demographic
characteristics, and no demographic analysis for
planning for place would be complete without a
clear acknowledgement of the impact of population
growth and ageing on health planning. An analysis
of population dynamics would reveal changes in
population size, distribution and composition as
well as growth and geographical mobility, all of
which impact on the demand for and provision of
services. The population of Victoria has been grow-
ing and this growth is expected to continue into the
future in both metropolitan and many regional
areas, with inherent implications for the demand for
and provision of health and related services.5

In addition, increasing population (among other
variables) at the local level in the western suburbs of
Melbourne has resulted in a shortage of general
practitioners (GPs), with a 2-year queue to see a
local GP and a staggering GP–resident population

ratio of 1 :2000.13 Furthermore, increasing life
expectancy at birth has resulted in population age-
ing and a rising proportion of the population aged
over 65 years in Australia as a whole, but more so in
Victoria and Queensland, partly due to the fact that
retirees are relocating to Victoria and Queensland.
The proposed framework, therefore, acknowledges
the importance of population characteristics and
demographic changes in health planning, and sup-
ports and encourages their inclusion in health plan-
ning for place.

Health planning and program development are
effective and successful when they are preceded by a
thorough analysis of health status and the relevance
of community services.13,14 Place based health plan-
ning, like population based health planning,
requires an analysis of morbidity, mortality and
health status, using indicators such as the incidence
and prevalence of diseases, hospitalisation, waiting
lists and death rates by cause, age, gender and
ethnicity at the local level.

Due to the interrelationships and linkages
between health and other sectors (eg, education,
housing, and unemployment), health analysis
should be complemented by an analysis of commu-
nity services with emphasis on the availability or
lack of community services such as housing and
basic infrastructure.11

The final framework category under needs assess-
ment is social disadvantage (which is related to
health and community services analysis). Various
indices of socioeconomic disadvantage exist, but
this article proposes that in Australia the Australian
Bureau of Statistics (ABS) Index of Social Disadvan-
tage be used. This is because it is comprehensive,
covering a wide variety of social indicators, and is
readily available and accessible.15 The importance of
social disadvantage in health planning cannot be
overemphasised. People’s social and economic cir-
cumstances affect health throughout life, so health
policy must be linked to the social and economic
determinants of health.16 This is equally true for
health planning and service development, and
clearly recognised in the proposed framework.

Evidence from the research literature shows that
socioeconomic status is positively associated with
health status: the higher the socioeconomic status,
the higher the health status.16,17 This translates into
Australian Health Review February 2005 Vol 29 No 1 33
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an inverse relationship between socioeconomic sta-
tus on the one hand and morbidity and mortality on
the other hand. One of the most persistent disease
patterns observed in public health research is that
people in the lowest socioeconomic groups have the
highest rates of morbidity and mortality.12

Index of prioritisation
Needs identified as a result of the above analyses
would have to be prioritised to allow for effective
place based planning, as all needs cannot be
addressed at once. Three broad fields are included
in this index of prioritisation, namely health needs,
service provision or availability, and the ABS Index
of Social Disadvantage. The index of prioritisation is
computed by awarding scores of 1 to 3 for each of
the three fields. Areas with high socioeconomic
amenities (that is, high service provision) are given a
score of 3 and those with high morbidity and
mortality rates as evidenced from epidemiological
data are given a score of 1 to denote high needs. The
final Index is obtained by summing up the total
score as follows:

Health needs
1 = High
2 = Medium
3 = Low
ABS
1 = High
2 = Medium
3 = Low
Service provision/availability
1 = Lack of services (poor service availability/

provision)
2 = Moderate provision (some services are avail-

able, a few lacking)
3 = High service provision (most services avail-

able)
Three categories of total scores are proposed. A

score of 3–4 means the place or locality is character-
ised by low health status, high social disadvantage
and a lack of services. A total score in the middle
range of 5–7 denotes medium priority (not high and
not low), while a score of 8–10 suggests low priority.

3–4 High priority
5–7 Medium priority
8+ Low priority

In addition to these scores, prioritisation may also
be determined by funding. The level of funding will
influence decisions on the needs to be attended,
although sometimes needs may be prioritised and
funding sought to address those needs. These two
scenarios are represented by the arrows to and from
funding to needs prioritised in the framework.

Planning
The second part of place based health planning is
the development of programs and services. The
framework identifies three broad categories: popula-
tion composition, program planning and develop-
ment and the inclusion of socioeconomic and
environmental factors that underpin its holistic
approach.

Population composition
Population composition is defined following the
demographic analysis undertaken in the needs
assessment phase. As indicated in the framework,
population composition flows directly from the
demographic analysis undertaken in the needs
assessment phase. For illustrative purposes, a local-
ity with a high concentration of children would
generally need more paediatric programs and serv-
ices than a population with a lower concentration of
children. Even so, a place with a high concentration
of children where the socioeconomic status of the
population is also high may need fewer programs
than a locality where poverty and high unemploy-
ment are significant.

The number and proportion of females and
ethnic populations in the locality should also be
considered, so that a locality with a high propor-
tion of Aboriginal and Torres Strait Islander people
or non-English speaking background population
would accordingly give weight to these population
characteristics and strive to develop sensitive, cul-
turally and linguistically appropriate services and
programs.

Socioeconomic and environmental factors
The social status, cultural practices and associated
attitudes to health, together with local norms and
values are essential to, and impact on, the health
status of any locality, and this is acknowledged in
34 Australian Health Review February 2005 Vol 29 No 1
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the framework. Similarly, the economic status of
the locality’s population (employment, prevailing
industries and occupations) should be considered.
Localities with a higher level of unemployment are
more likely to have a population which cannot
afford basic health care, resulting in a potential
lower health status. Some industries and occupa-
tions within industries are more prone to acci-
dents, high morbidity and even relatively high
mortality (eg, construction and manufacturing). In
accordance with the principle of adopting a holistic
approach to health planning, planning for place
espouses the inclusion of local socioeconomic and
environmental factors in health planning.16,18 This
is based on the synthesis of research evidence in
many countries that supports the position that
socioeconomic environments impact strongly on
health.11,12,14,19,20

There is also some evidence to suggest that
recent developments in settlement patterns,
including the way new suburbs are designed,
are adversely affecting population health. The
infiltration of larger food supermarkets and the
disappearance of the local small grocers mean
that people are now driving to the supermarket
instead of walking to the local store. The result
is lack of exercise, increasing inactivity and
obesity.7,21-23

The impact of the natural environment on health
is also acknowledged in the framework. The fauna
and flora of a place or locality can and do influence
the health of the population of that place and
should be considered in place based health plan-
ning. For example, the risk of attack from respira-
tory diseases such as asthma increases with the
output of pollen by some plants as well as air
pollution.24-26 Modern amenities such as aero-
planes and cars create noise pollution which tends
to influence health, while the cold conditions of
winter tend to exacerbate the incidence of colds,
flu and respiratory problems.27

Program planning and development
According to the framework, programs should be
developed to address the health needs prioritised
during the needs assessment phase, and the instru-
ment for doing so is the health plan. An integral
feature of planning for place (or place based plan-

ning) is the active involvement of service providers
(public and private), community groups and vari-
ous levels of government in needs assessment and
program planning and development. An effective
approach to this involvement is the establishment,
nurturing and maintenance of partnerships, com-
prising various levels of government, community
groups, private and public sector agencies and
relevant individuals.9 Active involvement means
that partners must work as equals and regularly
participate in and contribute to program planning
and development, including regular attendance at
meetings and developing and articulating the
views of their constituents (community and/or
service provider views etc).

In Australia, the Federal Government provides
funding for health to the states and territories,
which are responsible for most aspects of health
within their areas of jurisdiction. Within states
and territories, local governments have responsi-
bility for developing and implementing Munici-
pal Health Plans. It is essential to bring the
various levels of government, service providers
and community groups together in some form of
partnership to achieve successful planning for
place.

As indicated in the framework, the potential
partners from community groups and service pro-
viders are determined by the population composi-
tion in that locality. Where there is a large
concentration of Indigenous or migrant popula-
tion, the framework proposes that Aboriginal and
migrant and/or refugee service providers be identi-
fied and included in the partnerships. This will
ensure that services developed and delivered in
that community meet the needs of that community
through the provision of culturally and linguisti-
cally sensitive and appropriate services.

Implementation
The final phase is the delivery of programs
developed to address the prioritised needs. The
framework proposes the active involvement of
partners in program delivery to ensure successful
implementation.10,28 However, as discussed ear-
lier, partnerships do not always work smoothly
due to conflicts and potential differences in
interests.
Australian Health Review February 2005 Vol 29 No 1 35



Planning
Outcomes and conclusion
The objectives of place based planning are to
improve program development and delivery, and to
improve the health status of the locality. The model
aims to identify health needs and priorities and plan
appropriate and cost efficient delivery of programs
that reflect sustainable health development and suc-
cessful use of resources within a local context.

Place based health planning has the potential to
improve health planning and program develop-
ment. Further, the benefits of adopting place based
planning outweigh the limitations and health plan-
ners should be encouraged to adopt it, using the
proposed framework.
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