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ABSTRACT

This dissertation is a history of Clinch River Health

Services, Inc., a federally funded, rural community health

center that has served the communities of Dungannon and Fort

Blackmore in southwest Virginia since 1978. It is also a

concise history of the evolution of the United States Public

Health Service's rural health activities from 1900 through

its administration of the community health center program,

under the Rural Health Initiative policy. The dissertation

concludes that the rural community health center program, in

general, and Clinch River Health Services, in particular,

have succeeded in delivering comprehensive, primary health

care to medically-underserved communities. Consistent

federal funding through the Public Health Service's Rural

Initiative program (with its concept of positive program

ming) greatly contributed to the success. Also contributing

to the success are components of the health care model

itself: the inclusion of curative and preventive primary

care; the use of health care teams, including mid-level

providers; the commitment to community representation in

governance; and the promotion of supplemental services, such

as health education.
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However, the research demonstrates that the community

health center program's success is vulnerable; at the

national level, it depends on executive and legislative

politics and bureaucratic management; at the local level, it

depends on socioeconomic conditions; the ability to recruit

and retain health care professionals, especially physicians;

and the commitment and assertiveness of the board of

directors.

The research included a careful examination of Clinch

River Health Services, Inc., applications for federal

assistance; interviews with health care professionals,

administrators, and board members at Clinch River Health

Services, and Public Health Services officials; as well as a

thorough reading of secondary sources.

The dissertation consists of an introduction and seven

chapters: 1. U.S. Public Health Service's Involvement in

Rural Community Health Care, 1900 - 1960; 2. Legislative

History of the Community Health Center Program, 1960 - 1977;

3. Introduction to Clinch River Health Services, Inc.;

4. Organization and Opening, 1975 - 1978; 5. Service and

Crisis, 1979 - 1985; 6. Growth and Decline, 1986 - 1990;

7. Maturity and Success, 1991 - 1994.
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TIME LINE

Jan. 8

1964

Aug. 20
1964

Spring
1965

Jul. 13

1965

Apr. 26
1966

Nov. 8

1966

Dec. 5

1967

Dec.

1967

President Lyndon B. Johnson delivered State of
the Union Address to Congress, declaring "War on
Poverty."

Economic Opportunity Act became law, administered
through Office of Economic Opportunity (OEO).

OEO sponsored first two neighborhood health
centers, Columbia Point Health Center, Boston, and
Tufts-Delta Health Center, Mound Bayou, Ms.

OEO established the Office of Health Affairs (OHA)
and funded six additional neighborhood health
centers (one jointly with PHS).

National Commission on Community Health Services
presented its report. Health Is a Community
Affair, culminating four years of research and
identifying community health problems and
advocating solutions in line with those under
consideration by OEO.

Amendment to Economic Opportunity Act authorized
OEO to develop and implement Comprehensive Health
Service Program (neighborhood health centers).

"Partnership for Health Amendments of 1967:"
Amendment to Public Health Service Act permitted
PHS to authorize grants for comprehensive health
planning and public health services, including
neighborhood/community health centers. Broke
PHS's traditional barrier between funding curative
and preventive care.

DHEW published its report. Delivery of Health
Services for the Poor, endorsing comprehensive
health center model and proposing 620 centers to
serve nation's poor.
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1970

1974

Vanderbilt University students formed Rural
Student Health Coalition (RSHC) to assist rural
communities in solving their health problems
by organizing health centers.

Under orders by Nixon administration, OEO
completed transfer of all its neighborhood health
centers to the PHS.

Jul. 7

1975 "Special Health Revenue Sharing Act:" gave PHS's
community health center (CHC) program its own
separate and distinct legislative authority.
Divided services into primary (required) services
and supplemental (optional) services.

July
1975 PHS created Rural Health Initiative program (RHI)

to coordinate federal funding for rural CHCs. RHI
incorporated the concept of "positive programming"
to fund centers according to "greatest need,"
based on community's demographic and health
status.

Summer

1975

Fall

1975

Rural Student Health Coalition conducted health
fair in Dungannon-Fort Blackmore, Va; informed
communities of RHI/CHC program.

Residents of Dungannon-Fort Blackmore formed a
health council and started fundraising to
establish a CHC.

Mar. 22

1976

1976

Health council incorporated as Clinch River Health
Services (CRHS).

DHEW assigned the classification "community health
centers" (CHCs) to neighborhood health centers,
family health centers, and similar institutions.

Jun. 19

1976 CRHS's "cornerstone laying" for CHC building;
continued to conduct fundraising and clinic
building.
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Nov. 29

1976

fyl977

National Health Service Corps designated
Dungannon-Fort Blackmore area a "health scarcity
area," enabling health personnel who served CRHS
to qualify for loan forgiveness.

Carter administration doubled n\imber of RHI

projects funded, including CRHS.

Oct.

1978 Community Health Center legislation created the
category of "priority supplementary services" to
improve funding status of certain services, e.g.,
dental services and health education.

Dec.

1978

1981

CRHS became fully operational, with 2 physicians
and 1 dentist.

Congress placed CHC program in its own "primary
care block grant" to protect it from Reagan's
(new) New Federalism system of block grants to the
states.

1982-

1984 CRHS lost its physicians; struggled to continue
services with a nurse practitioner supervised by a
team of physicians from Kingsport Family Practice.
Utlilization rate sharply declined.

July
1984 RSHC conducted a small health fair in Dungannon-

Fort Blackmore to promote the clinic.

June

1985

Apr. 2 4
1986

Dr. Todd Cassel started practicing at CRHS.
Ultilization rate improved.

Congress repealed CHC block grant and created
separate categorical grant program for CHCs.

June

1987 Dentist left CRHS.

Jun. 30

1988 Dr. Todd Cassel left CRHS.
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July
1988

June

1990

Dr. Henry Tarn started practicing at CRHS.
Utilization rate held steady.

Dr. Tam left CRHS.

administrator.
Carolyn Bowen joined CRHS as

Sept,
1990-

June

1991

1991

CRHS was without a physician; depended on a nurse
practitioner, supervised by team of physicians
from ETSU's Family Practice Department.
Utilization rate sharply declined.

PHS initiated Clinical Performance Measures for
all CHCs.

July
1991

Nov.

1991

July
1994

Dr. Gary E. Michael started practicing at CRHS.
Utilization rate slowly improved.

Campaigning on health care reform. Democrat Harris
Wofford defeated Republican Richard Thornburg for
vacant U.S. Senate seat for Pennsylvania,
igniting national health care debate.

Dr. Todd Cassel joined Dr. Michael to practice at
CRHS. Utilization rate at highest point in CRHS's
history.
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INTRODUCTION

In 1987 the "congressionally mandated" Rural Health

Research Agenda Conference issued this statement, "There is

a need to identify, evaluate, and disseminate information on

successful innovative rural health care models." In 1994

in the midst of a health care debate, there is an even

greater need for such research. This dissertation is an

attempt to identify, evaluate, and disseminate information

on one such successful innovative rural health care model,

the rural community health center program.

Since 1966, through its community health center

program, the United States Public Health Service has suc

ceeded in bringing comprehensive, primary and preventive

Larry Patton, "Setting the Rural Health Services
Research Agenda: The Congressional Perspective," Health
Services Research 23 (February 1989): 1009. The National
Rural Health Association and the Foundation for Health
Services Research sponsored the Rural Health Research Agenda
Conference (San Diego, California, December 13-15, 1987);
the National Center for Health Services Research, Health
Care Technology Assessment, and the Health Care Financing
Administration provided support. Patton, p. 1005.



health care to poor, medically underserved communities.

With the establishment of its Rural Health Initiative policy

in 1975, the Public Health Service has greatly improved the

program's ability to serve rural America. Since 1978,

Clinch River Health Services, Inc., a community health

center established under the policy and funding of the Rural

Health Initiative, has successfully delivered comprehensive,

primary and preventive health care to the people of the

Dungannon and Fort Blackmore area of southwest Virginia.

However, the success of the rural community health

center program has depended on the ideological currents of

national politics and on the workings of the Public Health

Service bureaucracy. Clinch River Health Services's success

has depended on both the program's success at the national

level and on socioeconomic conditions and community and

professional commitment at the local level. While the

communities served have more control over forces at the

local level, they have less control over forces at the

national level. Therefore, the rural community health

center program and the centers themselves, such as Clinch

River Health Services, are successful but vulnerable.

The success of the rural community health center

program may be attributed principally to consistent federal

funding and administration by the Public Health Service.



The Public Health Service created the Rural Health Initia

tive, an innovative, bureaucratic policy with the advocacy

concept of "positive prograiraning," to coordinate federal

funding and assist the coiranunity health center program to

penetrate rural areas of greatest need, for example, the

Dungannon-Fort Blackmore area of southwest Virginia.

Unfortunately, the community health center program's

dependence on federal funding has made it vulnerable to

attacks by the President and/or Congress.

The community health centers' success may also be

attributed to components in the model itself. For example,

the centers' health professionals deliver not only preven

tive care but also primary treatment; that is, they treat

the majority of a community's health problems. In admin

istering the community health center program, the Public

Health Service officials fully overcame the careful dis

tinction earlier public health program administrators main

tained between diagnosis, referral, and preventive services

and actual treatment. In order to offer comprehensive,

primary treatment, the centers operate through the team

approach, utilizing the services of a variety of health care

professionals, including mid-level providers such as nurse

practitioners.

For its community health center program, the Public

Health Service mandates community representation and partic-



ipation in the formation and governance of the centers, thus

aiding the program's local acceptance and adaptability. The

Public Health Service also encourages the centers to offer

supplemental non-medical services addressing social and

environmental problems that affect the health status of the

community. Although important to the community health

center program's overall success, these last two factors

have had a more ambiguous and controversial history.

Despite Public Health Service guidelines, community partici

pation, especially by the lowest-income members of the

population served, often falls far short of the ideal. And

the degree of local success in governance and outreach

depends on a board's dedication, attitude, and actions. In

response to political dictates, the Public Health Service

compromised the status of non-medical services from man

datory to supplemental.

In conclusion, the rural community health center

program has succeeded, but its success has depended on

funding, policy, and design factors that are vulnerable to

national and local forces.

This dissertation is a history of the Public Health

Service's rural community health center program as it

operates through Clinch River Health Services, Inc., a rural

community health center serving the Dungannon-Fort Blackmore

area of southwest Virginia. To provide historical back-



ground, Chapter One is an analysis of federal programs — in

particular, those under the auspices of the Public Health

Service — that delivered health care to rural communities

from 1900 to 1960. By tracing the development of federal

health care programs in general, and in particular Public

Health Service programs for rural communities, we gain an

appreciation of the Public Health Service's readiness to

assume responsibility for the community health center

program in the early 1970s. Several commentators on federal

health care reforms, for example, Alice Sardell, Karen

Davis, and Cathy Schoen, lamented the transfer of the

community health center program from the Office of Economic

Opportunity where it originated as part of Lyndon B.
2

Johnson's War on Poverty to the Public Health Service.

They criticized the Public Health Service's conformity and

bureaucracy and its stress on cost containment and effic

iency in contrast to the Office of Economic Opportunity's

operation, which they described as innovative and guided by

Alice Sardell, The U.S. Experiment in Social Medi
cine; The Community Health Center Program, 1965-1986
(Pittsburgh: University of Pittsburgh Press, 1988). Karen
Davis and Cathy Schoen, Health and the War on Poverty: A
Ten-Year Appraisal (Washington, D.C., The Brookings
Institution, 1978). Although the Office of Economic
Opportunity originated the program in the mid-1960s and
referred to it as the neighborhood health center program,
the later title and broader identification, community
health center program, will be used throughout.



a social justice mission. A closer look at the Public

Health Service's record in rural health delivery, however,

will demonstrate its long history of innovation and openness

to concern for social issues.

Chapter Two is a presentation of the legislative and

bureaucratic history of the community health center program

from 1960 through 1977 when Clinch River Health Services was

funded. Although community health centers were not pro

tected by legislation until 1966, the historical analysis

begins in 1960 with John F. Kennedy's election to the

presidency. Concepts important to the program appeared in

legislation and bureaucratic programs during his administra

tion. For example, the concept of community action and

participation appeared in juvenile delinquency prevention

progrcims originating in the office of Attorney General

Robert F. Kennedy. Also, policymakers in the administration

discussed the writings of John Kenneth Galbraith, Michael

Harrington, and Harry Caudill, social critics who had

recognized the link between poverty and illness, between

lack of economic development and lack of health care facil

ities in poor communities. Important pieces of Kennedy

proposed health care legislation, for example, the Migrant

Health Care Act of 1962, featured concepts and services that

later appeared in the community health center program.

Also, beginning in 1962, the Public Health Service was one



of the major contributors to the National Commission on
3

Community Health Services's four year study. The Commis

sion's report addressed many of the concerns and concepts

embodied in later health care reforms, especially in the

community health center program.

The neighborhood health center program — from which

the community health centers evolved -- originated in the

Office of Economic Opportunity, an executive agency estab

lished by Lyndon B. Johnson in 1964 to administer his War on

Poverty programs. Therefore, this second chapter briefly

recounts the roots of the program in Johnson's administra

tion. The analysis then focuses on the 1967 legislation

that allowed the Public Health Service to authorize and fund

community health centers, and continues its focus on the

Public Health Service's administration of the program.

The transfer of the community health center program

from the Office of Economic Opportunity to the Public Health

Service in the Department of Health, Education and Welfare

occurred early in Richard M. Nixon's first term. During the

New Federalism of the Nixon and Ford administrations, the

executive branch attempted to demolish the Office of

National Commission on Community Health Sei/ices,
Health Is a Community Affair; Report of the National
Commission on Community Health Services (Cambridge,
Harvard University Press, 1967).
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Economic Opportunity programs, including the community

health centers. Meeting the challenge, allies in Congress,

bureaucrats in the Public Health Service, and supporters in

the rural communities and their associations prevc nted the

destruction of the community health center program. But in

the course of the attacks and defense, the program changed,

with reduced emphasis on non-medical services that addressed

social and environmental problems and with increased focus

on medical care.

However, in response to the negative pressures from the

executive branch, program defenders designed two important

protections. In 1975 under the Special Health Revenue

Sharing Act, Congress gave the centers their own separate

legislative identity. Also in 1975, bureaucrats in the

Bureau of Community Health Services in the Public Health

Service designed the Rural Health Initiative, an adminis

trative policy that has integrated the funding and support

for the rural community health centers, and through the

practice of positive programming has allowed the program to

serve communities with the greatest need. These measures,

along with continued federal funding, are responsible for

the success of the program.

Chapter Two concludes with a discussion of the commun

ity health center program's status during Jimmy Carter's

presidency. While the Carter administration was a window of



opportunity for the growth of the centers, it was not a

reversion to the idealistic and experimental climate of the

Office of Economic Opportunity. Efficiency and cost effec

tiveness, rather than experimentation, became the bywords.

However, there was an increase in funding and in the estab

lishment of new centers, including Clinch River Health

Services, the center under study.

Chapters Three through Seven present the history of

Clinch River Health Services; beginning with its community

organizing in 1975, through its incorporation and funding in

1976 and 1977, to its opening in Autumn 1978, following its

operation through to Autiamn 1994. Chapter Three begins with

a review of the community health center model and the

concept of primary care, reiterates the components of a

successful health center, and explains the reasons for

choosing Clinch River Health Services as a representative

rural community health center operating under the Rural

Health Initiative policy in the Public Health Service.

Two other institutions that influenced the health

status of the area, Holston Valley Hospital and Medical

Center in Kingsport, Tennessee, and the Dungannon Develop

ment Commission, are introduced here. Holston Valley

Hospital has been the communities' choice for tertiary care

since its opening in 1935. The Dungannon Development

Commission is an excellent example of a grassroots organi-
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zation founded as a spinoff of the community spirit gener

ated by mobilizing around health care. The Commission

sponsors programs, for example, housing rehabilitation and

surplus food distribution, that address social and environ

mental problems which affect the health status of the

population. Following the introductory material, data on

the demographics of the county in the early 1970s demon

strate the twin problems of poverty and inadequate health

services. At this point, a brief history of the area is

also given.

Although Clinch River Health Services demonstrates

features unique to its communities' demographics, needs, and

leadership, it does not vary greatly from any of the common

characteristics of a rural community health center. While

its location in the southern mountains is a consideration in

the analysis, it is not an overwhelming one; its problems

are common to most community health centers in low-income

rural areas.

Chapter Four, 1975 - 1978, documents the community

leaders' efforts to bring health services to their area.

Fort Blackmore and Dungannon residents succeeded in their

efforts in 1975, when, in cooperation with Vanderbilt

University's Rural Student Health Coalition, the two towns

co-sponsored a health fair. In the aftermath of the suc

cessful health fair, the communities organized a non-profit
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corporation to construct a conununity health center building.

This chapter is an analysis of the dynamics of community

organizing — especially the fundraising efforts that evoked

community spirit, the role of outside agencies, such as TVA,

and the process of applying for federal funding and recruit

ing health care and administrative personnel. The chapter

concludes with the center's opening in Fall 1978. The

factors that have been instrumental in the success of the

rural community health center program were in place: federal

funding and technical support from bureaucrats in the Public

Health Service; physicians (and a dentist) to provide

comprehensive primary care; a health educator to stress

preventive care; and a board of directors to insure commun

ity representation and participation in governance.

Chapter Five, 1979 - 1985, begins with a study of the

board of directors, discussing the degree to which it repre

sented the health center users, especially the lowest-income

patients, and its method of operation in relation to the

goals of the center as expressed in the Articles of Incor

poration. The chapter then details the center's history

from 1979, its first year of operation, through 1985, years

of great contrasts, with a period of growth and stability

when the center enjoyed physician services, and years of

decline and instability when the center was left without a

physician and had to rely on a nurse practitioner supervised
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by visiting physicians. Utilization rates, third party

reimbursements, physician recruitment and retention efforts,

and the communities' acute and chronic health problems and

the center's programs to treat them are analyzed. Espec

ially important to the 1990s debate on national health

insurance, the difficulties encountered by uninsured and

underinsured patients are discussed at length.

Despite major problems with physician recruitment and

retention and some weaknesses in governance, throughout

these years Clinch River Health Services provided comprehen

sive primary health care to the communities. The continued

cooperation of the Public Health Service bureaucrats assured

consistent funding even during the years of crisis when

utilization rates declined. Two main factors necessary for

success, therefore, remained constant, federal funding and

the cooperation and assistance of the Public Health Service.

Chapter Six, 1986 - 1990, examines Clinch River Health

Services in its maturity during the services of two differ

ent physicians, both of whom enhanced the center's visibil

ity in the area. Relying on the dramatic increase in the

amount of information demanded in the Rural Health Initia

tive application, an in-depth examination of the health

status of the community, the medical programs, and the

referral network is possible for these years. For example,

one major and complex health issue, the high percentage of
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smokers among the population and the high rate of illnesses

attributed to tobacco smoke, is discussed. Also, the

arrangements with area hospitals to admit and care for

patients from the center are examined, as are the diffi

culties those arrangements presented for both the center

physicians and the patients. A review of these years

reenforces the fact that physician-centered services

increase center utilization. The period ended with a

downturn as the center lost its physician and had difficulty

recruiting another. To keep from closing, the center

operated with a nurse practitioner under the supervision of

a group of physicians affiliated with East Tennessee State

University College of Medicine's family practice department.

The socioeconomic circumstances of the surrounding

area, affected by a major coal strike, an increase in the

poverty rate, and the continued departure of physicians from

the region's small towns, demonstrated the great need for

Clinch River Health Services' continued operation. The

importance of continued federal funding is emphasized, as

well as the Public Health Service's continued support.

Chapter Seven is a detailed examination of the period

1991 to 1994, a time of gradual recovery after Clinch River

Health Services again secured the services of a physician

and retained the services of the nurse practitioner, giving

the center a medical team. Based on an increase in utili-
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zation and revenues in the early 1990s, the Public Health

Service permitted the center to recruit a second physician

who began practicing in summer 1994. During this time,

under the direction of the Public Health Service, the

center's administrative and medical staffs initiated a new

system of clinical performance measures designed to improve

assessment of health problems and the delivery of care.

Again, with the increased volume of data available, a

detailed look at health status and medical procedures is

possible. Based on interviews with physicians and Public

Health Service officials, a critique of the clinical perfor

mance measures at the local, state, and regional level is

offered. These measures allow a more systematic and real

istic appraisal of the quality and quantity of health care

being delivered by community health centers.

During this period, the Public Health Service also

directed the center's board of directors to revise its

bylaws to include term limits, in an effort to correct

stagnation and introduce new participants in the process of

community governance. A concluding section of this seventh

chapter evaluates the center's sixteen years of performance

in meeting its own objectives and the recommendations of the

National Rural Health Association in its 1992 report on

successful rural health care delivery systems, a report

contracted under the Public Health Services Act.
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This study has provided an opportunity to place the

historical account of legislation and bureaucratic policy in

a working context. Throughout the study of Clinch River

Health Services from 1978 through 1994, relevant executive

and legislative decisions made in Washington D.C. are

included. Decisions made at the federal level by the presi

dent, Congress, and the Public Health Service bureaucrats

determined the operation of community health center program

at the local level. Thus, the legislative and administra

tive processes and the local operation are connected.

However, conditions and decisions made at the local

level to a substantial degree affected the performance of

Clinch River Health Services and its success or failure in

delivering health care to its local community. Therefore,

the study is concerned with the people — both outsiders and

local residents — who played a role in the founding and

operation of Clinch River Health Services, and with local

events and decisions that shaped the center's structure and

performance.

Due to the limited archival resources for Clinch River

Health Services in its beginning years, a history of its

early operation is gleaned from the few available grant

applications and from interviews with health care providers,

the administrator, and board members. For the middle and

later years of this study as the reporting procedure for
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grants became more complex, more information was recorded.

Due to differences in reporting requirements over the years,

the availability of information was not consistent for each

grant period. Changes in health status, center utilization,

reimbursement, and services offered are examined within the

chronological narration, rather than as separate topics.

From all accounts, written and oral, the conclusion was

overwhelming. At the end of the study period, 1994, with

sixteen years of operation to its credit. Clinch River

Health Services was successfully delivering comprehensive

primary and preventive health care to the community. Above

all else, over the years this rural community health center

succeeded because federal funding covered the persistent gap

between its operating costs and reimbursements, and the

Public Health Department bureaucrats offered continued

support and guidance.
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CHAPTER 1

U.S. PUBLIC HEALTH SERVICE'S INVOLVEMENT

IN RURAL COMMUNITY HEALTH CARE, 1900 - 1960

In 1900 no one could have predicted that starting in

the late 1960s the federal government and the U.S. Public

Health Service would be the major funding source and

administrator (respectively) for rural community health

services, in particular, for the rural community health

center program. Throughout the nineteenth century, public

health programs had been the province of city governments

and philanthropic agencies, with some organization being

achieved at the state level. The major public health

impetus for much of the century focused on control of the

deadly epidemics, such as yellow fever and cholera, that

periodically visited the major port cities and spread

inland. Quarantine regulations and sanitary campaigns

generated enormous enthusiasm and some funding while the

threat was present but funds and fervor dwindled after the

threat passed.

Ongoing public health measures to protect the health

and welfare of the community were mostly urban activities to

correct urban problems, for example, unsanitary conditions
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caused by rapid population growth, generated by the influx

of poor European immigrants and blacks and whites from rural

areas. The United States was still basically a rural

society, clinging to its belief that the countryside was a

clean and wholesome environment.^

The federal government's role in public health, while

extremely limited, was initiated in the late 1700s. Acting

upon European and colonial precedents, in 1798 Congress

established the U.S. Marine Hospital Service to be respon

sible for directing hospital services for merchant seamen,

whose health was vital to our nation's commerce. Exposed to

hazardous working conditions and foreign epidemics and

moving constantly between our ports, these seamen needed a

central authority to administer the hospital services to

which they contributed through compulsory deductions from

.  2their pay.

During the nineteenth century, the federal government

acquired other medical responsibilities, but always in a

restricted capacity so as not to interfere or compete with

the police powers of the states. A definite pattern emerges

in analyzing the groups for whom the federal government

For the preeminent public health history, see John
Duffy, The Sanitarians; A Historv of American Public Health
(Urbana and Chicago: University of Illinois Press, 1990).

^Duffy, pp. 159-160.
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provided medical services. The groups are either vital to

our national interests, such the merchant seamen or members

of the armed forces (and in extension, military veterans);

threats to our national health and welfare, such as lepers,

or arriving immigrants with potentially deadly diseases; or

wards of the nation, such as native Americans on reservation

lands, felons incarcerated in federal prisons, or, from

1865-1869, freedmen who were treated in 56 hospitals and 48
3

dispensaries operated by the Freedmen's Bureau. These

groups tended to be in isolated, underserved, or protected

circumstances; and there was little or no competition for

their medical care from private practitioners.

Beginning in the 1870s in the trend towards bureau

cratic organization, professionalization, and specialization

at all levels of business, government, education, medicine,

philanthrophy, and social welfare, public health emerged as

a new medical specialty. In 1872, public health specialists

founded the American Public Health Association (hereafter

APHA). In 1879 in the aftermath of the 1878 yellow fever

epidemic that swept through all the lower Mississippi and

Gulf Coast ports and up the Mississippi Valley, the APHA

leadership persuaded Congress to authorize a National Board

of Health. With limited powers and funding, this first

^Ibid, p. 116.
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federal health agency developed a national quarantine system

and assisted cities, counties, and states in establishing or

improving their health boards.

However, the Surgeon General of the Marine Hospital

Service successfully blocked the reauthorization of the

National Board and it terminated in 1893. The Marine

Hospital Service, which had already assumed responsibility

for examining arriving immigrants for contagious diseases,

assumed all the national guarantine and public health

responsibilities. Thus, in 1900 the Marine Hospital Service

was the dominant federal health agency with expanding

responsibilities, powers, and funding. In 1902 Congress

reorganized and renamed the agency the United States Public

Health and Marine Hospital Service, and in 1912 adjusted the

title to the United States Public Health Service (hereafter

PHS). In addition to its sanitation, quarantine, and

research responsibilities, the PHS continued its support for

state and local public health departments, increasing its
4

focus on rural problems.

With the majority of local public health efforts in the

late nineteenth century occurring in the cities, for

example, in engineering water and sewer systems, in legis

lating pure milk standards and in establishing well-baby

^Ibid., pp. 164, 168, 170-72, 240, 242.



21

clinics and school medical examination programs, the health

of urban populations had steadily improved. Slowly the

country realized that the health of its rural population was

lagging. On February 9, 1909, President Theodore Roosevelt

presented to Congress the report of the Commission on

Country Life. Among its recommendations for cooperative

efforts to improve rural living, the Commission urged

"better sanitation, for easy preventable diseases hold

several million country people in the slavery of contiuous

ill health." The preventable diseases included dysentery,

typhoid, gastroenteritis, and, especially in the South,

hookworm infestation, pellagra, and malaria. The Commission

criticized the "lack of adequate supervision of public

health," and recommended "[i]ncreasing the powers of the

federal government in respect to the supervision and control

of the public health."^

In 1916, William J. Bray of the American School Hygiene

Association called the rural community "the most unhealthful

U.S. Congress, Senate, "The Roosevelt Commission
Report," Senate Document 705, 60th Congress, 2nd sess., 9
February 1909, and L. H. Bailey et al, "Report of Commission
on Country Life — A Siimmary," (Washington, B.C.; 23,
January, 1909), reprinted in Rural America 7 (January 1929):
4-6; for a discussion of health problems among rural chil
dren in the South, see D. Clayton Brown, "Health of Farm
Children in the South, 1900 - 1950," Agricultural History 53
(January 1979): 170-187.
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place in which to live." For example, while the public

health agencies of Kansas City and St. Louis, Missouri,

could rightly claimed great improvements in city children's

health, a survey of six rural Missouri counties showed that

"country children [were] distinctly worse off than city

children." When the Missouri governor's office and vol

untary associations called upon the PHS to assist the state

in organizing rural public health programs, the federal
g

agency eagerly agreed and sent field workers to the state.

The PHS adroitly used its child hygiene campaign as a

"wedge" to establish public health programs and promote a

host of public health activites: birth registration cam

paigns, maternal and infant hygiene programs, well-baby

clinics, school health examinations, and nutrition demon

strations. According to Peter Romanofsky who studied the

PHS effort in Missouri, the PHS's goal was "permanent local

health projects which local citizens would maintain and

develop further, especially baby, children's and community

health centers." Romanofsky quoted a PHS officer as saying,

"The more [community] people ... become actively involved

Peter Romanofsky, ""To One Common End': The United
States Public Health Service and the Missouri Child Hygiene
Movement, 1919-1921," Bulletin of the History of Medicine 52
(Summer 1978): 251, 252, 254.
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with the health center work, the more likely it is to be
7

[successful].*"

Public health organization in New Mexico, which was

admitted to statehood in 1912, is a good example of the

levels of PHS assistance to state governments in establish

ing health departments. This new state with a widely

scattered, rural population had essentially no public health

services and one of the nation's highest rates in infant

mortality. Upon a request from the governor, in 1918 the

PHS assigned a medical officer to survey New Mexico's public

health needs and, in 1919, to supervise the organizing and

staffing of the new health department. Further assistance

to the developing public health system came from the PHS,

the federal Children's Bureau, the Rockefeller Foundation,
g

and The Commonwealth Fund.

While health was acknowledged to be poor across much of

rural America, public health officials recognized that

health problems were worst in the South. Besides the common

rural illnesses, such as dysentery and gastroenteritis, the

South was tormented by its distinctive diseases, malaria.

^Ibid., pp. 254, 255.

^Duffy, p. 231; The Commonwealth Fund, "The Anglos Go
Nursing," The Commonwealth Fund; Eighteenth Annual Report of
the General Director for the Year Ending September 30. 1936
(New York; Commonwealth Fund, 1937), pp. 71, 77.
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hookworm, and pellagra. The South's poor health was

worsened by the region's widespread poverty and inadequate

public health services. In cooperation with the Rockefeller

Foundation and The Commonwealth Fund, the PHS increased its

efforts to establish and improve county health departments

throughout the region. Some of the most dramatic improve

ments came as a result of the work of two PHS Hygienic

Laboratory scientists. Charles W. Stiles's work on hookworm

infestation and Joseph Goldberger's research on pellagra led

g
to the control and treatment of those problems.

Whether considering the community health centers the

PHS was promoting in Missouri, well-baby stations in

Georgia, pre-natal clinics in New Mexico, or rural school

medical inspections in Maine, in all instances, the PHS and

the local government agencies were offering only preventive

services: health education, examination, diagnosis, and

referral to private physicians for actual treatment. The

PHS, local public health agencies, and private institutions

9
For an excellent discussion of the interaction between

poverty, culture, and disease in the South, see James O.
Breeden, "Disease as a Factor in Southern Distinctiveness,"
in Disease and Distinctiveness in the American South, eds.
Todd L. Savitt and James Harvey Young (Knoxville, University
of Tennessee Press, 1988), pp. 1-23; for a comprehensive
study of the health of poor whites and blacks in the South,
see Edward H. Beardsley, A History of Neglect: Health Care
for Blacks and Mill Workers in the Twentieth-Century South
(Knoxville: University of Tennessee Press, 1987); Duffy, pp.
232, 233, 241, 229.
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sponsoring public health programs, for example. The Common

wealth Fund, all carefully distinguished between preventive

and curative care. Strictly avoiding competition with

private medicine, they offered preventive care but left

treatment in the hands of fee-for-service physicians. The

roots and continuance of this rigid dichotomy are complex.

Briefly, private practice physicians, dedicated to protect

ing their incomes and professional freedom, controlled the

American Medical Association (hereafter AMA) and exerted

enormous influence through local medical societies. The AMA

at the national and local level influenced politics and, in

turn, policy. Because public health officials received

their training in medical schools that condemned state

medicine and held fee-for-service, private medicine sacred,

they accepted the arrangement. And in the aftermath of the

Bolshevik Revolution, there was widespread fear of Soviet

inroads into our government and institutions. Any usurption

of the private practitioner's role was seen as socialism,

the establishment of state medicine.

However, while limited to offering only preventive

care, the number of public health endeavors and sponsors

grew. Besides the PHS, other federal government agencies

undertook programs, especially in child hygiene. The

Children's Bureau, established in 1912 in the U.S. Depart-
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10
ment of Labor, designated 1918 as "Child Health Year."

One of the most substantial public health efforts resulting

from the focus on child health was the Maternity and Infancy

Act of 1921, better known as the Sheppard-Towner Act.

The Act was a logical outgrowth of the development of

national child welfare agencies and a demonstration of the

power of the recently enfranchised women. Rosemary Stevens

pointed out that the Sheppard-Towner Act "emphasized the

growing social implications of modern medicine." Like the

Children's Bureau, its administrative agency, the Act

developed from the "social work movement," rather than from

the pediatric and/or public health specialties. In their

efforts to reduce maternal and infant mortality and prevent

able childhood diseases, the program administrators recog

nized the "correlation between poverty and the mortality

rate."^^ However, the Sheppard-Towner pre-natal and infant

In 1917, in light of the fact that "38 per cent of
farms boys [were] found physically unfit for military duty"
in World War I, the Farmers Educational and Cooperative
Union (the National Farmers Union) called for "an improved
child health program in rural areas." Frederick D. Mott and
Milton I. Roemer, Rural Health and Medical Care (New York:
McGraw-Hill Book Company, 1948), p. 467.

^^Duffy, p. 248; Rosemary Stevens, American Medicine
and the Public Interest (New Haven: Yale University Press,
1971), p. 144; J. Stanley Lemons, "The Sheppard-Towner: Act:
Progressivism in the 1920s," Journal of American History 55
(March 1969): 776; Sheila M. Rothman, Woman's Proper Place,
A History of Changing Ideals and Practices, 1870 to the
Present (New York: Basic Books, 1978), pp. 140-141.
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health centers were stuck in the rigid categorical framework

of the period: the "public health nurses and female physi

cians" preached prevention, offered advice on personal

hygiene and infant care, but avoided any treatment that

12
would create competition with private medicine. Unfor

tunately, that distinction was not enough to save it from

the AMA's wrath.

Since Sheppard-Towner was not a PHS program -- and in a

sense competed with the Service for funding and prestige —

its main relevancy here is its demonstration of the impact

and importance of substantial federal funding. An initial

grant went to each state that applied to the program, with

additional grants based on a state's population and its

ability to provide matching funds. To appreciate its

impact, it is compared here with a philanthropic program in

child hygiene operating in the same period. From 1922 to

1929, The Commonwealth Fund, a New York City-headquartered

philanthropy concerned with promoting rural health and child

health, sponsored four Child Health Demonstrations as

exemplary models of public health and child welfare. During

the same time, the administrators of the Sheppard-Towner Act

implemented 2,978 permanent centers of prenatal care.

1 ?
Rothman, Woman's Proper Place, pp. 140-41.
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183,252 health conferences, and 3,131,996 home visits by

public health nurses. The major difference here is the

source and size of the funding: the generous but limited

philanthropic contribution of The Commonwealth Fund compared

to the federal grants with state matching funds of Sheppard-

Towner. The federal appropriation amounted to $1,480,000

for fiscal 1921-22 and $1,240,000 for fiscal year 1922-23

through June 10, 1927, scarcely enough for the need and work

envisioned, but a portion of this money was matched by state

funds, so the final expenditure was well over the $2,720,000

federal appropriation. From 1922-29, The Commonwealth Fund

recorded appropriations of $1,100,445 for "Community

Health." The four Child Health Demonstrations undoubtedly

received the major portion of this money; the line item

began in 1922 with the establishment of the program. The

four sites also contributed to the maintenance of the

Demonstrations through city and county public health

14
appropriations.

Lemons, pp. 781, 785. Between 1922 and 1929, The
Commonwealth Fund sponsored four Child Health Demonstra
tions: two urban projects, Fargo, N.D., and Athens, Ga.; two
rural projects, Rutherford County, Tenn., and Marion County,
Ore. For a history of the Demonstrations, see, A. McGehee
Harvey and Susan L. Abrams, "For The Welfare of Mankind:"
The Commonwealth Fund and American Medicine (Baltimore:
Johns Hopkins University Press, 1986), pp. 91-107.

^^Lemons, p. 781; The Commonwealth Fund, Historical
Sketch, 1918-1962 (New York: 1963), p. 104.
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According to John Duffy, Sheppard-Towner was not the

first federal use of matching grants, but he noted that the

Act "firmly established the principle of using matching

grants for social purposes." Consequently, Duffy said, it

served to enforce the "idea that medicine could not be

divorced from society." Likewise, Stevens noted that

thereafter physicians, especially pediatricians and obste

tricians, had to recognize the social aspects of their

practices in the wake of the attention generated by

15
Sheppard-Towner.

In her analysis of Sheppard-Towner services. Sheila

Rothman explained that the Act's administrators focused the

services "first on families living in rural areas and second

on those in small towns." Recognizing the warning signs —

the number of physicians was decreasing in rural areas and

poor, isolated populations suffered higher infant and

maternal mortality rates, they established services among

these high-risk rural populations. In this first experiment

in federally-funded clinics, only a community which had

specifically requested a clinic received one, signalling to

the Bureau that at least "some influential citizens were

The Chamberlain-Kahn Act of 1918 established a
program to treat venereal disease and employed this funding
strategy. Duffy, p. 249; Stevens, p. 144.
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committed to preventive health care." As hoped for by the

Children's Bureau officials and clinic administrators, the

local women rallied around community health reform, waging

campaigns, for example, for improved sanitation, pure milk
16

standards, and compulsory school attendance laws.

The end of this social experiment came on June 30,

1929. The Sheppard-Towner Act's demise was engineered

mainly by the AMA, with an assist from some right-wing

"patriotic" women's groups lobbing charges of bolshevism and

from the Catholic Church. Duffy pointed out an additional

problem that weakened the campaign to renew Sheppard-Towner

and continued to plague legislation for the poor; that is,

"[t]he act's chief beneficiaries, poor women and children,

17
were not an effective political force...." Ironically, if

the Sheppard-Towner program had been administered by the PHS

it may have fared better. Throughout the campaign for

renewal and the struggle against the AMA, the Sheppard-

Towner program did not receive endorsement or support from

the PHS, a federal agency known for its tenacity in protect

ing its territory from all invaders, especially other

Sheila M. Rothman, "Women's Clinics or Doctors'
Offices; The Sheppard-Towner Act and The Promotion of
Preventive Health Care," in Social History and Social
Policy, eds. David J. Rothman and Stanton Wheeler (New York:
Academic Press, 1981), pp. 184-85.

^^Duffy, p. 249.



31

federal agencies — no matter how worthy their programs and

good their intentions.

In summer 1929 as the Sheppard-Towner program expired,

ending federal funding for the maternal and infant health

care centers — many of which served rural communities.

President Herbert Hoover announced the first meeting of the

White House Conference on Child Health and Protection. In

the October 1930 issue of Rural America, Ray Lyman Wilbur,

M.D., Secretary of the Interior and Chairman of the White

House Conference, reported the White House Conference's

special sub-committee's preliminary findings:

Motherhood and infancy are more hazardous in rural
districts than in the city. The limited supply of
doctors, longer distances to be travers^^ and
poorer roads contribute to this hazard.

He also reported that the "investigation of public

health service and administration" drew attention to the

dangers of typhoid and other diseases resulting from
19

inadequate sanitary measures. Obviously, a great need for

public health programs at all levels of rural government

existed at a time when the Depression was worsening the

already depressed farm economy.

^®Ray Lyman Wilbur, M.D., "The White House Conference
and the Rural Child," in Rural America 8 (October 1930): 6

^^Ibid., p. 7.
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State health boards, crippled by budget cuts, staff

reductions and program cancellations, appealed to the PHS

for special emergency grants. From 1930 to mid-1933, with

dwindling resources to draw on, the PHS resorted to a

funding selection process that hurt the poorest counties,

many of which were in rural areas, especially in the South.

Edward H. Beardsley reported that "[small] county health

units ... and units lacking assurance of continuing local or

state support were automatically excluded from assistance."

In its efforts to protect the best public health operations,

the PHS used a short-sighted selection method that insured

that "only those departments which did not really need help

20
could get it." This funding policy would slowly change in

favor of the disadvantaged communities.

The election of Franklin D. Roosevelt and the commence

ment of the New Deal brought about the greatest shift in

public health responsiblity in U.S. history, as funding and

control passed from the states to the federal government.

As Beardsley explained, previously the PHS had acted in an

"advisory capacity" to the states. With the federal govern

ment becoming the major funding source and with the PHS

serving as chief conduit and administrator, Washington set

20
Beardsley, p. 154.
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"overall direction." As the PHS director of the southern

region remarked, "The Service should accept without question

the fact that it is the leader of the public health movement

in the U.S." With the imposition of federal guidelines and

regulations, regional and state differences in public health
21

program content and quality lessened.

Within the New Deal's plethora of relief, recovery, and

reform agencies, several are especially relevant to this

review of the federal government's delivery of health care

to rural communities: the Federal Emergency Relief Adminis

tration and the Works Progress Administration (hereafter

FERA and WPA respectively), the Farm Security Administra

tion, and the Social Security Administration. The federal

programs offered by these agencies fell into three cate

gories: large-scale projects, community programs, and health

care delivery services.

The PHS grabbed at the opportunity to administer the

medical piece of Harry Hopkins's enormous FERA/WPA pie,

enabling it to protect and expand its authority in public

health. FERA, and later the WPA, funded the construction of

sanitary privies, the establishment of anti-malaria pro

jects, and the employment of public health nurses. In the

^^Ibid., pp. 156, 165.
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rural communities, the WPA funded medical and dental examin

ations in schools; health services for crippled children;

and nutrition, prenatal and postnatal programs. Still

mindful of the need for proper relations with both the state

public health agencies and the private medical establish

ment, the federal government required local public health

programs to be approved by the state board and avoid ser-

22
vices that would compete with private physicians.

Of all the pieces of New Deal legislation, the Social

Security Act had the greatest impact for long-term delivery

of services to rural populations. Title V of the 1935 Act

allowed matching categorical grants to states for maternal

and child welfare programs, the funding to be administered

by the Children's Bureau; Title VI allowed the PHS to assist

state and local governments "in establishing and maintaining

adequate public health services." Duffy commended the Act

as greatly assisting in the growth and improvement of state

public health services. For example, in Wisconsin, under

Social Security Act financing, the state board of health

23
expanded "rural health activities."

This expansion of public health services throughout

rural America was only possible because of federal funding.

^^Ibid., pp. 157-159.

^^Duffy, pp. 258-59.
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At the start of the Depression, philanthropic foundations,

including the Rockefeller Fund, had severely reduced or even

ended their contributions to rural public health programs.

And the level of federal funding was critical to the pro

liferation and success of services. Beardsley compared

Social Security funding to Sheppard-Towner's appropriations.

All of Sheppard-Towner's state programs shared an annual

appropriation of about $1.25 million. In contrast, the

Social Security program allocated $3.8 million for maternal

and infant care, and $8 million for state and local health

services.

However, to receive a share of this money, the federal

government required states and local governments (combined)

to provide "dollar-for-dollar" matching funds, a stipulation

that would eliminate the most medically needy but fiscally

impoverished communities. Fortunately, one mechanism in the

funding process allocated special funds "solely on the basis

of financial need," thus allowing totally impoverished

areas, especially in the rural South, to acquire greatly

needed services. Equally important as state/local funding

responsibilities demanded by the federal government, the PHS

demanded that state boards receiving Social Security monies

24
Beardsley, pp. 153-54, 163.
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meet high standards for operating public health programs.

Thus, more uniformity came to public health services across

rural America.

The New Deal program that is most relevant to this

review of federal delivery of rural community health ser

vices is the health clinic system of the Farm Security

Administration (hereafter FSA), created by the Bankhead-

Jones Farm Tenancy Act of 1937. In order to relieve the

devastating sharecropper and tenancy problems, especially in

the South, the FSA made available low-interest, long-term

loans so that tenant farmers and sharecroppers could pur

chase their own family-size farms. While boasting of the

high rate at which its farmers were repaying their loans,

the agency noticed that when defaults did occur they were

often caused by illness suffered by the farmer or his

family. FSA director Will Alexander concluded, "...a family

in good health is a better credit risk than a family in bad

health.

The FSA tried to protect the farm families' health

through two approaches: government-sponsored health insur-

^^Ibid., pp. 163, 165.
26
Richard A. Couto, Ain't Gonna Let Nobody Turn Me

Round: The Pursuit of Racial Justice in the Rural South
(Philadelphia: Temple University Press, 1991), p. 264.
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ance, utilizing local, rural physicians contracted to serve

the FSA-sponsored farm families; and FSA-established health

centers at its larger resettlement sites. The Taos County

[N.M.] Cooperative Health Association, a premier operation,

offers a relevant model for this study of rural community

health centers. As described by sociologist Richard Couto,

the center's staff provided "a complete array of therapeutic

and diagnostic services with preventive medicine." Although

the various sites were staffed differently, the Taos staff

included health professionals, clinic aides, a non-medical

executive director, and an elected board of local residents.

In an area of poor roads and widely scattered dwellings, the

Taos program also included transportation for its
27

clientele.

Athough infrequently considered, the FSA clinics —

featuring federal funding, treatment and preventive care, a

team approach, supplemental services, and community represen

tation -- may serve as close precedents for the 1960s/70s

community health center model. Here the federal government

demonstrated its traditional responsibility for providing

medical service to special groups (those in isolated,

totally dependent, at-risk, and/or medically underserved

Ibid., p. 265.
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categories). In this case, impoverished transients whose

poor health and wretched living conditions threatened the

public health were generally neglected by or rejected by

local community service agencies and the medical estab

lishment, out of prejudice and/or already constrained

resources.

Mobilization for World War II stripped the FSA of

funding for its farm family health centers. However, in a

scenario reminiscent of the Children's Bureau's struggle to

promote Sheppard-Towner clinics, all along the FSA had been

competing against powerful interests. As William E. Leuch-

tenburg pointed out.

The FSA had no political constituency -- croppers
and migrants were often voteless or inarticulate
— while its enemies, especially large farm
corporations that wanted cheap labor and southern
landlords who objected to FSA aid to^^enants, had
powerful representation in Congress.

Unlike the Children's Bureau and the FSA, the PHS was a

more politically astute and entrenched federal agency with a

record of protecting itself and its programs, and accommodat

ing the established powers, especially the AMA and the APHA.

That political and bureaucratic savvy would serve it well in

promoting and protecting its community health center program

^^Couto, p. 266; William E. Leuchtenburg, Franklin D.
Roosevelt and the New Deal, 1932-1940 (New York: Harper &
Row, 1963), p. 141.
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from political competition or opposition in the 1970s and

1980s. Under the PHS the rural community health center

program would also serve middle-income people in underserved

communities, gaining valuable support from these active and

articulate voters.

In 1937 the Interdepartmental Committee to Coordinate

Health and Welfare Activities, created in 1935 by presi

dential order, set up a Technical Committee on Medical Care

to evaluate the nation's health needs and recommend a

national health program. Among the agencies represented on

the five member taskforce, the PHS had three representa-

tives. While much of the report, delivered to the Presi

dent in 1938, dealt with the correlation between income

levels, health needs, and medical service utilization,

several recommendations are relevant here. Recognizing the

unmet health needs of all age groups, the committee called

for "more comprehensive public health services" and addres

sed the inadequate distribution of physicians, dentists,

nurses, and hospitals in rural areas and small communities.

The committee also noted:

...[H]ealth and diagnostic centers are greatly
needed in rural areas where they may serve as
centers for the local health department staff.

Paul Starr, The Social Transformation of American
Medicine (New York: Basic Books, Harper Collins, 1982), p.
275; Duffy, p. 261.
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local physicians, visiting nurse services,
maternal and child welfare staff, basic laboratory
and .^^her diagnostic services,-emergency beds,
etc*

While these centers were to be limited to diagnostic

and preventive services, the committee "conservatively

estimated" that the construction of "about 500 such centers"

could serve communities without local hospitals," but

"adjacent to areas which have local hospitals" where acute

31
care could be delivered. Although these centers were not

full-service community health centers -- the barrier between

preventive and curative care still in place — they

represent a move in that direction.

One of the initial goals of the Interdepartmental

Committee was to coordinate the various health and welfare

programs created by the New Deal. As demonstrated here,

various federal agencies funded or administered New Deal

programs delivering health services. For example, the

Children's Bureau in the Labor Department administered Title

V programs of the Social Security Act; the PHS in the

Treasury Department shouldered responsibility for Title VI

30
Josephine Roche, "Special Report: A National Health

Program and Some Proposals Toward Its Design," Journal of
the American Medical Association 110 (26 February 1983):
656-665, especially 665.

^^Ibid., p. 665.
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programs and FERA/WPA health projects, as well as its tradi

tional responsibilities; and the FSA operated medical

services. These are but a few of the many examples of

fragmented responsiblity, often resulting in duplication of

services. In 1939, the Reorganization Act — supported by

the Committee -- attempted to "consolidate federal health,

education, and welfare services" by creating the Federal

Security Agency. In the process, the Public Health Service,

the Children's Bureau, and other agencies, such as the Food

32
and Drug Administration, came under its adminstration.

While these transfers improved coordination to some degree,

the federal government was far from achieving an organized

health service system.

During World War II, the federal government gained

responsibility for the medical care of new groups isolated

and/or underserved due to the wartime emergency. During the

Depression, another important undertaking of the FSA had

been its "operation of sanitary, well-run migratory labor

camps" that also offered medical services. During World War

II, the migrant farm worker clinics were transferred to the

Office of Labor under the War Food Administration. The

Office operated "health centers or clinics in about 250

^^Duffy, p. 261.
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areas where agricultural labor was concentrated." According

to Milton I. Romemer, the migratory farm worker clinics were

staffed by "[d]octors on part-time salary and full-time

nurses with rather broad 'standing orders' (shades of the

33
nurse practitioner of the 1970s)...." Here again, the

federal government assumed its responsibility to deliver

medical care to an at-risk, transient group whose labor was

essential to the interests of the nation, that is, food

production in time of war.

In a rage of wartime hysteria, abetted by longstanding

racism among the civilian white population, early in 1942

the federal government incarcerated 115,000 Japanese Ameri

cans, whose only crimes were their Japanese ethncity and

residence on the West Coast. For the duration of the war,

at isolated relocation camps in the Midwest and West, the

federal government provided medical services for the

34
internees, and it assigned the task to the PHS.

The federal government had always assumed responsi

bility for the health care of military personnel. But in

Stevens, p. 268; Leuchtenburg, p. 141; Milton I.
Roemer, M.D., "Historical Perspective of Health Services in
Rural America," in Rural Health Services; Organization.
Delivery, and Use, eds. Edward W. Hassinger and Larry R.
Whiting (Ames, la.: Iowa State University Press, 1976), p.
13.

^^Duffy, p. 269.
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the wake of the largest military callup in U.S. history, it

was faced with a new responsibility in treating the civilian

dependents of members of the armed forces, in particular,

the wives and children who lived in the vicinity of its

military bases. For this group, the greatest need was for

obstetrical and pediatric care and hospital facilities for

childbirth. Around southern bases, this was a major problem

as such services were inadequate or did not exist. In order

to provide medical, hospital, and nursing care for depen

dents of servicemen in the lowest four pay grades. Congress

enacted the Emergency Maternity and Infant Care Act (here

after EMIC) in March 1943. One result of the act was the

upgrading of participating hospital and health department

35
standards.

Despite its great service to address a health care

crisis in wartime, this program -- administered by the

Children's Bureau -- incurred the fury of the AMA. In a

replay of its old quarrel over Sheppard-Towner, the AMA was

suspicious that the Bureau was trying to use the EMIC to

impose "the socialization of medicine in this country."

Beardsley explained that the AMA's fears were so great that

it "tried, unsuccessfuly, to get EMIC shifted to the more

^^Ibid., p. 270; Beardsley, pp. 174-75.
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manageable PHS," a responsibility the PHS would have

3 6
undoubtedly welcomed.

The crisis addressed by the EMIC highlighted the

shortage of adequate hospital facilities, especially in

rural areas. During the Depression and World War II, many

of the nation's hospital facilities had deteriorated and

especially during the war new construction and renovations

had ceased. In the immediate postwar years, the federal

government invested its attention and resources in bricks

and mortar projects and research. Therefore, in assigning

an overall health care theme for the years 1945-60, William

L. Kissick chose the "Federal investment in health care

resource development," a decided change from the program and

37 ■ .
service funding of the previous decades. But even in this

new emphasis, rural health care was a consideration and the

PHS had a role to play.

That investment got underway on August 13, 1946, when

President Truman signed the Hospital Survey and Construction

Act, commonly known as the Hill-Burton Act. Initially, the

act funded only public and community hospital construction,

much of it in rural areas, but beginning in 1954, the

^^Beardsley, p. 175.
37
William L. Kissick, "The Evolution of American Health

Policy," Transactions & Studies of the College of Physicians
of Philadelphia Set. 5. 11 (1989): 191.
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"[pjrogram broadened to include nursing homes, diagnostic

and treatment centers, rehabilitation facilities, and

chronic disease facilities." However, Hill-Burton's major

3 8
emphasis remained hospital construction.

In this review of federal funding and delivery of rural

health care, Hill-Burton's relevancy rests in an analysis of

its funding process and an identification of the weaknesses

therein. In order to insure that the greatest benefit would

go to the poorest states, Hill-Burton allocated matching

grants based on a formula which considered a state's total

population and per capita income. After a federally-funded

survey of needs, federal funds were distributed through

appropriate channels to agencies or communities that would

raise one-half (later one-third) of the construction costs

and guarantee continued economic maintenance. In the survey

and approval process, after state board of health approval,
39

the PHS delivered the final authorization.

O Q

The act received bipartisan sponsorship from Senator
Harold Burton (R-Oh.) and Senator Lister Hill (D-Al.) and
was administered through the PHS. Rosemary Stevens, In
Sickness and in Wealth; American Hospitals in the Twentieth
Century (New York: Basic Books, 1989), p. 217; U.S. Depart
ment of Health, Education, and Welfare, Public Health
Service, Division of Hospital and Medical Facilities, 2
Decades of Partnership: Hill-Burton Program. 1946-1966.
Public Health Service Publication Number 930-F-9 (Washing
ton, D.C.: U.S. Government Printing Office, 1966) p. 1.

^^Duffy, p. 278; Beardsley, p. 177.
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Unfortunately, Hill-Burton's policy operated to the

detriment of poor communities. Only economically secure

towns could successfully compete for funds, commmunities

which would probably have secured hospitals through their

own means. During the congressional debate in 1946, Senator

Robert Wagner (D-N.Y.) criticized the financial criterion

for awarding grants, stating "...the poorest communities --

the very ones that need help the most; these are the ones

that will have to be turned down."^° Also, besides raising

one-half or one-third of the construction costs of hospitals

or other health care facilities, communities had to demon

strate ability to continue economic support. Health care

analysts Frederick Mott and Milton Roemer understood that

the presence of a large number of prepayment hospital plan

subscribers in a community insured the hospital's economic

viability; but poor rural areas, especially in the South,

41
had the fewest prepayment plan subscribers. Until an

innovative funding mechanism was devised and federal health

U.S. Congress, Senate, Congressional Record, 79th
Cong., 1st sess., il December 1945, vol. 91, part 1, p.
11,794. For an analysis of Hill-Burton financing, see Dan
Feshbach, "What's Inside the Black Box: A Case Study of
Allocative Politics in the Hill-Burton Program," Inter
national Journal of Health Services 9 (1979): 313-339.

^^Frederick D. Mott and Milton I. Roemer Rural Health
and Medical Care (New York: McGraw-Hill, 1948), p. 498.



47

care coverage for the poor was legislated, poor, rural

communities were often unable to compete for federal (and

private) grants for health facilities.

As more and more rural communities suffered from the

absence of general practitioners and hospital facilities,

there was a surge of activity to organize rural health

cooperatives. In 1948 the Farm Credit Administration in the

U. S. Department of Agriculture and the PHS conducted a

study of 48 of the 93 known groups involved in "various
42

stages of development" of rural health cooperatives.

The communities — the majority of which were west of

the Mississippi — had considerable experience with cooper

ative associations, for example, "[cjooperatives to market

farm products, purchase farm supplies, insure property, or

secure credit, electricity, and other services...." The

federal study found -- as with all cooperatives — "[t]he

members set the goals and determine general policies."

However, in the case of health cooperatives, the members and

elected board of directors "confine[d] their interests to

business aspects of the associations," relying on the

physicians to conduct "all professional affairs." The

cooperatives offered preventive health care, such as "regu-

"^^Helen L. Johnston, "Rural Health Cooperatives,"
Public Health Reports 65 (27 October 1950): 1384-85.
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lar physical check-ups," besides the curative care, but did
43

not undertake outreach services.

Economics dictated a large measure of the communities'

planning and, consequently, the study's findings. Besides

organizing a local health center, the cooperative board had

to develop a prepayment plan "to help local families budget

the cost of health services" and "to provide regular sup

port" for the center's services. While all the communities

studied were rural and medically underserved, very few (only

seven) were poor; most "were organized in counties with a

rural level of living approximating, or above, the average

for the country as a whole." After all, the members had to

afford the initial investment, usually between $50 to $100,

to the building program and the annual dues to the prepay

ment plan.

Non-members could also receive services by paying "the

fees ... customarily charged in the community," but there

were no provisions for indigent care. If residents could

not afford the membership fee, annual dues, or the custom

arily charge, they lacked access to care, despite the

presence of the health cooperative in their midst. Also, if

the area suffered an economic downturn affecting the

^^Ibid., pp. 1384, 1395, 1383, 1389.
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members, the health service center's existence was threat

ened. The prospects for keeping the physicians dimmed when

44
the community could not offer them a guaranteed income.

Recruiting and retaining a physician "in an isolated

rural community" was a major problem for the surveyed

centers. And the local medical societies' opposition to the

health cooperatives added to the problem. According to the

report, the AMA affiliates often objected to "lay develop

ment and control of prepayment systems," and the coopera

tives' common practice of "salaried payment to doctors."

The medical societies only approved of the traditional fee-

for-service arrangement. Where hostility existed, the

cooperative's physicians were refused admittance to the

local medical societies and denied privileges at the area

45
hospitals.

Through this study, the PHS learned of the potentiality

and problems of community-organized rural health centers

offering curative and preventive care. To be successful,

such centers had to have secure funding, the cooperation of

the local medical societies, a plan for recruiting and

retaining physicians, and a strong community board with

'^^Ibid., pp. 1384, 1386, 1387, 1390-91.

^^Ibid., pp. 1391-92.
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management skills. The PHS also noted the limits of the

cooperative model, that is, the lack of provision for

indigent care and outreach services. Most important, the

PHS and the Farm Credit Administration concluded;

Although the achievements of rural health coop
eratives thus far appear small measured in terms
of total rural health needs, the organizations
demonstrate interest and willingness on the part
of rural ̂ gople to work for their own health
security.

Prior to assuming responsibility for the community

health centers in the early 1970s, the PHS's most important

experience in providing comprehensive, primary health care

to rural communities was its involvement in the Manyfarms

Clinic on the Navajo reservation in the 1950s. The Many-

farms Clinic was established as a "community health demon

stration project" by the Department of Public Health and

Preventive Medicine of New York Hospital-Cornell Univer

sity Medical Center for the Public Health Service-Indian
47

Health Service (PHS-IHS) and the Navajo Tribal Government.

Although the project operated for only five years, approxi

mately 1955-60, the Manyfarms Clinic had a lasting impact,

as explained by several rural health care analysts.

'^^Ibid., 1396.

^^Walsh McDermott et al, "Introducing Modern Medicine
in a Navajo Community, Science 131 (22 January 1960): 197.
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In their history of The Commonwealth Fund and its

support of rural health programs, A. McGehee Harvey and

Susan L. Abrams stated that the Manyfarms Clinic "was the

prototype of [the 1970s] neighborhood health centers." And

activist physician H. Jack Geiger, M.D., who with a col

league brought the neighborhood health center concept to the

Office of Economic Opportunity, acknowledged the influence

of the Manyfarms Clinic as one which "joined curative and

preventive medicine in local centers serving defined popu

lations." Kurt W. Deuschle, director of the Manyfarms

Clinic, wrote in 1982 that "there are critical lessons

learned from that experience that are applicable to the COPC

movement today. (COPCs, community-oriented primary care

48
centers, are similar to community health centers.)

The Cornell team and the PHS physician and project

director Kurt W. Deuschle had realized, that given the

strong presence of traditional Indian customs, it was

important to understand "cultural differences when treating

patients." As Deuschle recalled, from the very beginning.

AO

Harvey and Abrams, p. 299; H. Jack Geiger, "Community
Health Centers: Health Care as an Instrument of Social
Change," in Reforming Medicine: Lessons of the Last Quarter
Century, eds. Victor W. Sidel and Ruth Sidel (New York:
Pantheon Books, 1984), p. 17; and Kurt W. Deuschle,
"Community-Oriented Primary Care: Lessons Learned in Three
Decades," Journal of Community Health 8 (Fall 1982): 14.
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the Manyfarms medical staff understood that it was "essen

tial to have community participation and active involvement,

thus insuring a close communication between the health

providers and the community served." For example, a "health

committee" with "district-wide representation," included

"several medicine men as members," and consulted regularly

with the professional staff. In order to reach the people,

the health care professionals also placed "great reliance"

on community health workers, who were "bilingual Navajo men

and women, trained to the level of a field nurse assistant
49

— a kind of public health Licensed Practical Nurse."

Besides bridging the cultural gap, an important contri

bution in itself, the community health workers also extended

the services usually provided by the public health nurses.

With the Navajo population thinly scattered over rough

terrain, the project's public health nurses could only make

a few home visits per day and they each had to be accompan

ied by a "driver-interpreter." The Manyfarms staff created

the position of Health Visitor, "a single all-purpose

subprofessional worker — that is, an auxiliary to the field

nurse, a driver-interpreter, a sanitarian, and a community

Navajo Medicine Men blessed the Manyfarms clinic
building before it opened for service. Deuschle, pp. 15-16;
McDermott, p. 200.
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worker all in one."[authors' italics] In contact with the

nurses or physicians "by radio-telephone" installed in their

vehicles, the trained Health Visitors were able to admin

ister injections and "immunization procedures," record "the

patient's basic history" and details of the current prob

lems, and "perform many of the tasks that so frequently
50

consume the time of more highly trained personnel."

While excited about studying the interaction of culture

and medicine, Deuschle put the greatest emphasis on studying

demographic and epidemiological factors, being able to

record fertility and mortality rates, and to describe

disease patterns within the strictly defined population.

His studies revealed another aspect of community health

work. Based on "careful documentation of health and disease

problems of the community," Deuschle acknowledged:

[i]t was soon documented that the primary care
problems seen in the clinic were, for the most
part, preventable, and that overall improvement in
the health picture would require major work in
health education and health promotiogj^ as well as
improvement in socioeconomic levels.

Besides proving what could be done with sufficient

federal funding, the Manyfarms Clinic offered valuable

Walsh McDermott et al, "Introducing Modern Medicine
in a Navajo Community," Part Two, Science 131 (29 January
1960): 282.

^^McDermott et al, 22 January 1960, pp. 200-203;
Deuschle, p. 15.
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lessons on the importance of cultural sensitivity and

communication, community participation, and the utilization

of health care teams and community lay workers. Deuschle

had also promoted the concept that improving community

health required improving socioeconomic conditions as well

as health care delivery. By closely preceding the 1960s

reforms and by involving so many professionals in public

health and community medicine, the Manyfarms Clinic deserved

to be cited as "the prototype of today's neighborhood health

52
centers."

However, as a joint venture of a major university

medical center, the PHS-IHS, and the Navajo Tribal Govern

ment, Manyfarms demonstration was adequately funded by these

sources and by private foundations; but this was only a

53
demonstration, not an ongoing commitment. But an ongoing

federal program does exist, through the Indian Health

Service (IHS) under the administration of the PHS. Through

52
In 1960, Kurt W. Deuschle, M.D. developed a depart

ment of community medicine at the University of Kentucky
College of Medicine, incorporating the lessons he had
learned in the Manyfarms project. In 1968, he moved on to
head the Department of Community Medicine at the Mount Sinai
School of Medicine in East Harlem, New York City, and there
he adapted his rural model to an urban setting. Harvey and
Abrams, pp. 299-303.

^^McDermott et al, 22 January 1960, p. 198.
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a series of treaties dating back to the 1800s it has a

"comprehensive federal health program for Native Americans"

living on or near reservations. Most of the PHS-IHS budget

is allocated for primary medical services delivered through

health centers and hospitals, but there are outreach pro

grams as well to address environmental and social problems.

This is an excellent example of the federal government's

responsibility for delivering health care to special under-

served populations, a responsibility carried out in con-

54
junction with the PHS.

But even with federal funding, the PHS-IHS has diffi

culty in recruiting and retaining medical professionals in

isolated posts. Cecil G. Sheps of the School of Medicine

and Health Services Research Center at the University of

North Carolina at Chapel Hill understood difficulties such

those encountered by the PHS-IHS. Even in nations with

national health insurance and national health services —

and the United States has neither — he reported "that

special arrangements must be made to provide adequate

Sixten S. R. Haraldson, "Health and Health Services
Among the Navajo Indians," Journal of Community Health 13
(Fall 1988): 134-35. From 1849 to 1955, the U.S. Department
of Interior operated the Indian Health Services; in 1955,
the Department turned it over to the PHS. Roemer, p. 14.
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medical care resources in an accessible form in rural

,,55
areas."

Efforts to provide adequate health care in rural

America would steadily increase in the 1960s, and the PHS

would continue its entrepreneurial drive to enlarge its

responsibilities for rural health programs.

Sixten S. R. Haraldson, pp. 134-35; Roger A.
Rosenblatt and Ira S. Moscovice, Rural Health Care (New
York: John Wiley & Sons, 1982), p. vii.
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CHAPTER 2

LEGISLATIVE HISTORY OF THE COMMUNITY HEALTH CENTER PROGRAM

1960 - 1977

From 1900 through 1960 the federal government had

steadily increased its role in funding and/or delivering

health services, especially to rural America. With the

exception of some categorical and public health programs

funded through the Social Security Act, the federal govern

ment 's ever-expanding role in delivering medical care

followed its traditional responsibilities: limiting treat

ment to groups in isolated or dependent circumstances and/or

vital to the national defense or interest. In several cases

PHS administration of these projects increased program

acceptance by the medical and political establishment and

improved the standards, coordination of services, and

enforcement of regulations.

Beginning in the 1960s the federal government exten

sively broadened the population groups it medically assisted

and the range of programs it supported, for example, serving

poor, underserved urban and rural communities through the

community health center program. The literature on the

community health centers emphasizes the program's origins in
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the Office of Economic Opportunity in 1965. The authors of

the studies neglected developments in the national public

health community and forces in the PHS that readied that

agency to administer the community health center program in

the 1970s. This analysis hopes to redress this omission,

without ignoring vital contributions of the Office of

Economic Opportunity. Thus, this review starts in the early

1960s.

Paul Starr identified several terms as central to

health policy during the 1960s: "community," "coordination"

1
"comprehensive services," and "center." They were incor

porated in studies, legislation, and bureaucratic policy

throughout the decade; beginning in 1962 with the inaugura

tion of a major, joint public and private, community health

study. In August 1962, the American Public Health Associa

tion (hereafter APHA) and the National Health Council

created the National Commission on Community Health Services

to undertake a major study of community health needs. The

APHA applied to several foundations and the PHS for funding

for the Commission's study. Of the $920,000 raised, the PHS

provided "a grant of $400,000 over a four-year period," and

^Paul Starr, The Social Transformation of American
Medicine (New York: Basic Books, Harper Collins, 1982), p.
365.
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the Assistant Surgeon General served on the twenty-three
2

member Board of Commissioners.

Under the chairmanship of Marion Folson, former secre

tary of the Department of Health, Education, and Welfare

(hereafter DREW), the Commission worked through its board of

commissioners, advisory committees, task forces, regional

forums, and community research teams. So ambitious was the

undertaking that the study took four years to complete,

during which time major political and social changes occur-
3

red that influenced the final report, published in 1966.

The Commission's recommendations -- relevant to this study

— are discussed later. However, it is important to note

here that its work was not motivated by the anti-poverty

movement -- which it preceded -- but by health professionals

and civic leaders concerned with the lack of coordination in

health services and facilities and the shortage of compre

hensive services in cities, small towns and rural communi

ties. The Commission and its Report entitled Health Is a

Community Affair represented mainstream America.

2
National Commission on Community Health Services,

Health Is a Community Affair; Report of the National
Commission on Community Health Services (Cambridge: Harvard
University Press, 1967), pp. 226-27, 236. (Hereafter, NCCHS)

3
Rosemary Stevens, American Medicine and the Public

Interest (New Haven: Yale University Press, 1971), p. 515,
fn 33.
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Although President John F. Kennedy's proposals for

mental health and mental retardation programs are outside

the scope of this study, several observations are relevant

here. Starr pointed out that the "rediscovery of community"

found a willing audience in these mental health fields.

"Community-based" mental health services were offered

not at clinics — but at community health "centers," a

careful semantic change to indicate that these units "would

go beyond traditional medical functions," as would community
4

health centers.

In March 1961 in introducing the "Health Services

Facilities Act (S. 1158), Senator Hubert H. Humphrey

(D-Minn.) commented that a physician required a modern

office and equipment to do his job and, not often finding

these in "the more sparsely populated areas," settled in an

urban center where modern facilities were available.

Humphrey proposed that an underserved rural community should

form "a voluntary health plan organization" and be able to

apply for "low-interest, long term loans from the Federal

Government" to finance "the group practice facilities" which

the community required. He positioned his argument well

within the rhetoric of American medical services debates.

^Starr, pp. 365-66.
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stressing that "no one" wanted "to see the government at the

Federal, State, or local level control medicine." There

fore, as an "alternative to Government control or a program

of socialized medicine," he proposed that the government

encourage the "formation of voluntary groups to meet the

medical needs of the people." However, because the proposed

legislation concerned "loans — not grants," the poorest and

most medically-needy rural communities were still unable to

take advantage of the program. Although Humphrey's legisla

tion was stalled, it did bring needed attention to the

medical needs of small communities, encouraged "nonprofit or

cooperative" associations, and fostered "comprehensive

health services."^

President Kennedy's health proposal that is most

relevant to this study appeared in his February 27, 1962

Message to Congress. He proposed legislation to improve the
g

health of "domestic agricultural migrant workers." Passed

in 1962, the Migrant Health Act (P.L. 87-692) became "the

first piece of migratory labor legislation to be enacted in

U.S. Congress, Senate, "Health Services Facilities
Act," 87th Cong., 1st sess., 2 March 1961, Congressional
Record, vol. 107, pp. 3024-25.

^U.S. Congress, House, "Health and Medical Care —
Message from the President of the United States," H. Doc.
347, 87th Cong., 2nd sess., 27 February 1962, Congressional
Record, vol. 108, p. 2993.
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more than 30 years." The Act offered assistance, in the

form of grants and expansion of PHS activities, for diverse

programs initiated by government and community groups.

Programs included health centers, usually offering evening

hours, and mobile units. Most projects included a strong

health education component, and many involved lay health

workers, for example, "young bilingual Mexican men and

women." Prenatal care and sanitation services were fre-

7
quently included.

The migrant health bill, labelled "noncontroversial" by

a Californian congressman, won general congressional accep

tance, in part because of the composition of its clientele

and its guarantee of local control. The recipients of its

health care and social welfare activities were poor Mexi

cans, blacks, remnants of "Oakies and Arkies" who had

crashed California's border fleeing the Dust Bowl of The

Thirties, and some Japanese, Chinese, and Filipinos. These

were not people who availed themselves of the services of

private practitioners. Most often they waited until their

7
U.S. Congress, House, "Success of Migrant Health Act,"

including reprints of Robert J. Anderson, Assistant Surgeon
General, Chief, Bureau of State Services, "Migrant Health
Act -- Progress Report;" "Medical Plight of Coast Migrants
— I: Health Prospects of 250,000 Brightened by Federal
Grant," Medical Tribune (4 October 1963); and "Three Md's
and Pilot Projects Offer Health Hope to Coast Migrants,"
Medical Tribune (7 October 1963), 88th Cong., 1st sess., 18
December 1963, Congressional Record, vol. 109, pp. 25077-79.
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illness forced them to use the local hospital emergency

rooms, or they utilized the usually underfunded public

health department services. As one congressman reported,

the migrant workers' "health problems ... throw quite a

burden on the local communities, doctors, and taxpayers."

The federal assistance was readily accepted. One of the

most important factors in the success of the migrant worker

health services program was this federal funding, available
g

to communities all along migrant farm workers' routes.

Another important factor in explaining the acceptance

of the migrant health care bill was its guarantee of local

control. As another Representative from California ex

plained, "Responsibility for planning and conducting the

individual programs would remain in the States and local
9

communities where these particular health problems exist."

Local control was deemed important for federally-funded

programs, acknowledging states' prerogatives and allowing

community flexibility in planning; but consequently, pro-

U.S. Congress, House, "Health Clinic for Domestic
Migratory Farmworkers," H. R. 781, 87th Congress, 2nd sess.,
10 September 1962, Congressional Record, vol. 108, p. 18894;
U.S. Congress. Senate. "Success of Migrant Health Act,"
Congressional Record, vol. 109, p. 25079.

^U.S. Congress, House, "Health Clinic for Domestic
Migratory Farmworkers," Congressional Record, vol. 108, p.
18894.



64

grams depended not only on presidential policy and con

gressional climate, but also on local political forces.

While concern for the poor is evident in the implemen

tation of the Migrant Health Act, most of the other pieces

of Kennedy administration health care legislation do not

specifically address the interlocking problems of poverty

and poor health services. However, the theories on poverty

that later influenced the War on Poverty and subsequently

the community health center program became popular among the

Kennedy administration's social program planners. In the

spring of 1963, "poverty" became a major theme with the New

Frontier staff as they discussed Michael Harrington's book.

The Other America. Of particular importance here is Har

rington's recommendation that "[o]nly the larger society,

with its help and resources, can really make it possible for

these people [the "invisible poor" among our prosperous

majority] to help themselves." Harrington was building on

John Kenneth Galbraith's landmark work. The Affluent

10
Society.

Galbraith warned that our prospering majority was

ignoring the needs of the significant minority of insular

Michael Harrington, The Other America; Poverty in the
United States (New York; Macmillan Company, 1962), p. 15;
John Kenneth Galbraith, The Affluent Society, 4th ed.
(Boston: Houghton Mifflin Co., 1984).
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and inarticulate poor, while also neglecting the public

services on which those poor depended. According to Gal-

braith, "Poverty is self-perpetuating partly because the

poorest communities are poorest in the services which would

eliminate it." "To eliminate poverty efficiently," he

called for major investment in improving the public sector,

the public services on which the poor — especially poor

children -- depended, including schools and health services.

Both Galbraith and Harrington pointed out that the poor also

suffered the most illness and had the least medical care.^^

Added to Harrington's and Galbraith's national assess

ment of poverty, Harry M. Caudill's stark portrait of the

Kentucky coal lands. Night Comes to the Cumberlands, A

Biography of a Depressed Area, published in 1963, addressed

poverty at the regional level. In the case of the Cum

berlands, isolation, poverty, and injuries and diseases

resulting from work in the mines stressed people's health

and burdened already inadequate health care services. He

reenforced the case made by Galbraith and Harrington for

12
investment in public services and the infrastructure.

^^Galbraith, pp. 252-53; Harrington, p. 15.
12
Harry M. Caudill, Night Comes to the Cumberlands; A

Biography of A Depressed Area (Boston: Little, Brown & Co.,
1963), pp. 364-92, especially pp. 379, 392.
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While Caudill's concerns were centered on the southern

mountains, some of the problems he addressed — poverty,

isolation, occupational injuries -- were common throughout

rural America.

Although some of Kennedy's advisers and planners may

have been motivated to plan programs influenced by the

poverty theories they read and discussed, the President was

slow to call for comprehensive antipoverty legislation. For

the time being, he ordered studies; in September 1963, he

created the Task Force on Manpower Conservation and

13
instructed it to submit a report before the end of year.

When Lyndon B. Johnson took office upon President

Kennedy's assassination on November 22, 1963, he inherited

much unfinished business. As he worked on his first Message

to Congress, he had before him the grim Manpower Conserva

tion Task Force report that detailed the crippling results

of poverty. In his message delivered January 8, 1964 before

Congress, Johnson issued a bold challenge, "This adminis

tration today here and now declares unconditional war on

poverty in America." He declared, "Poverty is a national

problem...." and enlisted federal, state, and local efforts.

Very little was left uncovered, from calling for "better

1
Richard Reeves, President Kennedy; Profile of Power

(New York: Simon and Schuster, 1993), p. 656.



67

schools, and better health, and better homes, and better

14
training, and better 30b opportunities."

To turn his speech into action, Johnson pushed through

Congress the Economic Opportunity Act of 1964, which estab

lished the Office of Economic Opportunity (hereafter OEO) to

administer programs authorized under this act. The section

of the Economic Opportunity Act most pertinent to this study

is Title II, entitled Urban and Rural Community Action

Programs. Embedded in this Title were the concepts of

community action and maximum feasible participation, con

cepts that manifested themselves in the mandate for commun

ity governance of the community health centers.

Historian Arthur M. Schlesinger Jr. and political

scientist John C. Donovan recognized that maximum feasible

participation and community action programs had their roots

in Kennedy administration programs to combat juvenile delin

quency. Youth programs sponsored by the Committee on

Juvenile Delinquency and Youth Crime in the Office of the

Attorney General emphasized maximum feasible participation

of the poor. According to Schlesinger, the Attorney General

and brother of the President, Robert Kennedy, worked to

14
U.S. Congress, House, "The State of the Union --

Address of the President of the United States," H. Doc. 251,
88th Cong., 2nd sess., 8 January 1964, Congressional Record,
vol. 110, pp. 114-15.
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insure that the youth programs "would not just be schemes

benevolently imposed by social workers and welfare agen

cies." He and his staff brought "the poor into planning and

execution" of the projects, introducing the concept of

"community action." When the House examined Title II,

Robert Kennedy testified on its behalf, speaking as follows:

The institutions which affect the poor -- educa
tion, welfare, recreation, business, labor -- are
huge, complex structures, operating far outside
their control. They plan programs for the poor,
not with them. ...

The community action programs must basically
change these organizations by building into the
program real representation for the poor. This
bill calls for "maximum feasible participation of
residents." This means the involvement of the

poor in planning and implementing program^: giving
them a real voice in their institutions.

As explained in the Economic Opportunity Act's "Dec

laration of Purpose," the Community Action Program would

"provide stimulation and incentive for urban and rural

communities to mobilize their resources -- to combat pov-

poverty." Seen in this light, maximum feasible participa

tion and community action overcame the lethargy of

Arthur M. Schlesinger, Jr., A Thousand Days: John F.
Kennedy in the White House (Boston: Houghton Mifflin Co.,
1965), pp. 701, 1008; John D. Donovan, The Politics of
Poverty (New York: Pegasus, 1967), pp. 30-35, 40-43, 124-25
U.S. Congress, House, Subcommittee on the War on Poverty
Program of the Committee on Education and Labor, "Statement
of Hon. Robert F. Kennedy, Attorney General," 88th Cong., 7
April 1964, Committee Hearings, Vol. 2083, p. 305.
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poverty and fostered initiative on the individual and

16
community level.

In considering Clinch River Health Services, a commun

ity health center in a poor, rural county, the founding

members employed this rhetoric of selfhelp and incorporated

it into the center's constitution. They declared that one

of the purposes of the clinic would be

... to lessen the burdens of government, to
promote the social welfare of the area, and to
encourage local initiative in solving health
problems and relieving the poor and distressed ji^d
underprivileged residents of these communities.

Although the Economic Opportunity Act of 1964 did not

specify health care programs for the poor, all the major

poverty studies had made the link between poverty and poor

health. As H. Jack Geiger cogently explained, "...the land

of the poor was also a land of pain, suffering, needless

18
disability, and early death." The initial stimuli to

create health care programs came from several areas. The

Gareth Davies, "War on Dependency; Liberal Individ
ualism and the Economic Opportunity Act of 1964," Journal of
American Studies 26 (August 1992): 210-11.

^^Clinch River Health Services, Inc., "Articles of
Incorporation," Article 2(c), 12 March 1976, Clinch River
Health Services, Inc. Collection, Dungannon, Va.

1 8
H. Jack Geiger, "Community Health Centers: Health

Care as an Instrument of Social Change," in Reforming
Medicine: Lessons of the Last Quarter Century, eds. Victor
W. Sidel and Ruth Sidel (New York: Pantheon, 1984), p. 11.
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Task Force on Manpower Conservation's paper, entitled "One

Third of a Nation," reported that "one-third of the nation's

youth would, on examination, be found unqualified for

military service," due in large measure to their suffering

the effects of poverty. While some would be rejected

because of educational deficiencies, mental retardation, and

emotional illness, others would be rejected for poor health,

including many ailments which could have been easily cor-

19
rected with timely and proper health care.

Administrators of the earliest OEO programs, the

Neighborhood Youth Corps, the Job Corps and Head Start,

reported serious health deficiencies within their target

groups. For example, administrators and teachers found that

many of the children enrolled in Project Head Start had

never seen a physician; twenty five percent had "serious

untreated health problems;" and many suffered from malnu

trition and dental problems. The OEO officials realized

that poor health was adversely affecting the performance and

1 9
Donovan, p. 26. This same startling revelation

occurred after examining World Wars I and II draftees.
During World War I, the military rejected over one-third of
the draftees as physically unfit for service and discovered
that a high percentage of this group was from rural areas.
A. McGehee Harvey and Susan L. Abrams, "For the Welfare of
Mankind;" The Commonwealth Fund and American Medicine
(Baltimore: Johns Hopkins University Press, 1986), p. 84;
Frederick D. Mott and Milton I. Roemer, Rural Health and
Medical Care (New York: McGraw-Hill Book Co., 1948), p. 467.
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potential of persons enrolled in "OEO programs which were

designated as the vehicles to move people out of poverty."
,  j 20

The federal government would have to get involved.

Dissatisfied with a few early attempts to incorporate

health care in community action projects, the OEO staff

sought a comprehensive solution that would offer a new way

of delivering health care to the poor. In June 1965 they

funded two experimental projects proposed by H. Jack Geiger,

M.D. and Count Gibson, M.D., the projects being the Columbia

Point Health Center, Boston, and the Tufts-Delta Health

Center in Mound Bayou, Mississippi. The Columbia Point

center was the first to open, beginning operation in Decem

ber 1965. On July 13, 1965, the OEO organized an Office of

Health Affairs and funded five additional health centers as

demonstration projects.^^ In 1966, Senator Edward Kennedy

Elizabeth J. Anderson et al. The Neighborhood Health
Center Program. Its Growth and Problems; An Introduction
(Washington, D.C.: National Association of Neighborhood
Health Centers, 1976), p. 11; Richard A. Couto, Ain't Gonna
Let Nobody Turn Me Round; The Pursuit of Racial Justice in
the Rural South (Philadelphia: Temple University Press,
1991), p. 267; Geiger, p. 15; and Isabel Marcus, Dollars for
Reform: The OEO Neighborhood Health Centers (Lexington,
Mass.: D.C. Heath & Co., 1981), p. 3.

^^Anderson, pp. 11-12. Other OEO centers were: Martin
Luther King, Jr. Health Center, South Bronx; Lower East Side
Center, New York City; Watts Health Center, Los Angeles;
Mile Square Health Center and North Lawndale Health Center,
Chicago; and the Denver Community Health Center. Geiger, p.
18; Marcus, p. 131.



72

sponsored and Congress enacted an amendment to the Economic

Opportunity Act, appropriating fifty million dollars and

authorizing the GEO to "make grants ... for the development

and implementation of comprehensive health services programs

focused upon the needs of persons residing in urban or rural

areas having high concentrations of poverty and a marked

22
inadequacy of health services."

In her definitive study of the legislative and bureau

cratic history of the community health center program, Alice

Sardell identified the three main "elements" of these GEO

projects: "(1) community health services, (2) community
23

economic development, and (3) community participation."

Community health services designated a full range of cura

tive treatment and preventive services to constitute compre

hensive, primary care. Community economic development was a

more ambiguous feature. The GEG hoped that community health

services and non-medical outreach services would employ

local people, promote health and welfare service careers

Karen Davis and Cathy Schoen, Health and the War on
Poverty: A Ten-Year Appraisal (Washington, D.C.: Brookings
Institution, 1978), p. 163; Alice Sardell, The U.S. Experi
ment in Social Medicine: The Community Health Center Pro
gram, 1965 - 1986 (Pittsburgh: University of Pittsburgh
Press, 1988), p. 52. U.S. Congress, United States Statutes
at Large, 1966, Vol. 80, Part 1 (Washington, B.C.: U. S.
Government Printing Gffice, 1967), p. 1463

^^Sardell, pp. 52-53.
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among local people, and thus create economic development.

Community participation in governance, through the board of

directors, became a cornerstone of the community health

24
center program.

A sixth community health center was co-sponsored by the

OEO and DHEW.^^ This joint sponsorship occurred at a

crucial time, coinciding with heightened private and PHS

interest in and knowledge of community health care needs and

services, as expressed in two reports. On April 22, 1966,

Marion B. Folsom, Chairman of the National Commission on

Community Health Services, presented the Commission's

report. Health Is a Community Affair, to President Johnson.

In accepting the report, Johnson said:

Our age, which is an age of miracles, is still an
age where too many families must travel too far
and pay too much to receive treatment, where
health services are not organized to get the full
benefit of our health manpower.

The PHS in DHEW had supported the Commission's four-

year study which included the work of six task forces,

twenty-one community self-study projects, consultants, and

Richard A. Couto, "Toward a Hxmian Service Economy,"
in Communities in Economic Crisis: Appalachia and the South,
eds. John Gaventa; Barbara Ellen Smith; and Alex Willingham
(Philadelphia: Temple University Press, 1990), pp. 251-62.

25
Anderson, p. 12.

^^NCCHS, p. 234.
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regional and national forums. The final fourteen positions

and accompanying recommendations, therefore, represented a

broad overview of the concerns of health professionals and

concerned civic leaders across mainstream America. Most of

the research had been undertaken before the OEO's demon

strations in community health services were widely known.

Because the Commission concentrated heavily on state and

regional planning of "health service resources," only

positions and recommendations relevant to this history of

the delivery of community health services are summarized

27
here.

Central to the highly readable report was the concept

of a "community of solution," that is, planning units would

be based on "environmental health problem-sheds and health

service marketing areas -- rather than primarily on politi

cal jurisdictions." This new approach allowed "interrelated

communities" to address common health problems and combine

resources. The community of solution was responsible for

"assuring that personal and environmental health services

[were] available to all residents." The health services

were to be comprehensive, that is "from detection of disease

to rehabilitation, and including environmental control,

accident prevention, family planning, and health service

^"^Stevens, p. 515; NCCHS, p. ix.
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information." Because "local needs, preferences, customs,

and capacities" differ, variations in the range of health

services offered were acceptable, as long as standards were

maintained, for example, that "all age groups" were ade-

28
quately served.

In order to improve "integration and continuity of all

medical and medically related services" the Commission

insisted that each person should have a personal physician.

That physician needed "to be aware of the many and varied

social, emotional, and environmental factors that influ-

ence[d] the health of his patient and his patient's family;"

and all the available health resources that could be coor

dinated and mobilized to assist the patient. At the same

time, to assist in delivering comprehensive care, the

Commission encouraged group practices and health teams

including "all those [health care providers, social workers,

and lay health workers] who work together to improve the

29
health of people."

Preventive care and health education were to be inte

grated, on-going activities, geared to all age groups

served. And the location of the health services (for

example, all under one roof) and the scheduling (for

90

NCCHS, pp. 4, 6, 19, 18; Stevens, p. 515.

^^NCCHS, pp. 21, 13, 23, 86.
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example, some evening hours) needed to benefit both the
30

providers and the consumers, thus increasing utilization.

The Commission had not conducted an antipoverty study,

nor had it closely examined health care problems of rural

communities (the twenty one, intensive "community action

studies" involved populations of 30,00 to 3,500,000). But

the Commission was not working in a vacuum and had reviewed

recent federal studies, research papers, and legislation.

Thus, the report acknowledged:

Realistically, health cannot be considered apart
from environmental, social, and economic influ
ences. ... The opportunity to work and job secur
ity are as essential to man as access to a hos
pital. Poverty in all its insidious complexities
acts like a viru^j^ affecting the health of the
total community.

For example, the Commission urged the "community health

team," including "indigenous nonprofessionals drawn from the

lower socioeconomic groups, to "coordinate its work with

32
efforts aimed at the eradication of poverty."

Similarly, its community analysis revealed that group

relationships (ethnic, racial, or class) affected a

^^Ibid., pp. 62, 25, 29.

Ibid., pp. V, 6-7. Lisbeth Bamberger [Schorr], the
member of the OEO team who first recognized the value of
Geiger and Gibson's proposal for a community health center,
served on the "Task Force on Financing Community Health
Services and Facilities." p. 239.

^^Ibid., pp. 28, 86.
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community's ability to solve its health problems and "the

rights of individuals and groups and their acceptance of

each other" needed to be considered in designing solutions.

At the same time, the report's authors recognized the need

to involve "the interest of the power leadership within the
33

community" in the planning and implementation.

Devoting an entire chapter of the report to "Partners

in Progress: The Volunteers," the Commission emphasized the

"vital role of voluntary participation." Volunteerism was

critical to solving community health problems, in both the

planning and operation of services. However, the voluntary

health agencies needed to include representatives from "all

social strata and occupational groups" and work to attract

new leaders to avoid stagnation and to assure generational

34
continuity.

Health Is A Community Affair concluded with a review of

"Federal Grants for Public Health," acknowledging:

Federal grants-in-aid have proven a very effective
method for providing assistance to bring some
underdeveloped health activities up to national
standards and to aid communities in maintaining
their facilities at satisfactory levels.

^^Ibid., pp. 8, 9.

^^Ibid., pp. 151-166, especially pp. 151-52, 160, 154,
and 161.

35
Ibid., p. 146,
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Even while recommending "special grants to stimulate

new health programs," the Commission confessed that the

present "federal grant system [was] enormous and complex."

It called for "periodic review" and "a consistent policy" to

insure an efficient and effective "distribution and utiliza-

3 6
tion" of federal funds.

In the report, the Commission endorsed all the major

components of a community health center: comprehensive,

primary, curative and preventive care; delivered by a health

team including professionals and lay health workers; offer

ing services at convenient hours and at a central place;

with sensitivity to community dynamics, such as ethnicity

and class; and concerned with socioeconomic and environ

mental factors that influence health.

Although Stevens reported that Health Is a Community

Affair was "widely distributed," it is ignored in the

37
literature on the development of community health centers.

Possibly because the health care commentators were them

selves emotionally and politically committed to the War on

Poverty's mission, they preferred to concentrate on the

activities of the OEO, which also had the advantage of being

^^Ibid., pp. 146-47.
37
Stevens, p. 151. Sardell, Marcus, Starr, Couto,

Geiger, Anderson and her colleagues, and co-authors Karen
Davis and Cathy Schoen do not mention it.
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the first federal agency to put health care centers into

operation.

However, the National Commission on Community Health

Services's report had an immediate and long lasting effect

on the delivery of community health services. Stevens

attributed the report to being the impetus behind the

Partnership for Health legislation which was signed into law

in November 1966 as the Comprehensive Health Planning and

Public Health Services Act, P.L. 89-749. While principally

concerned with the mechanisisms of planning at the federal,

state, and local levels, the object of the planning was

3 8
local "comprehensive health services."

In December 1967, DHEW -- of which the PHS is a part —

published its own report. Delivery of Health Services for

the Poor, which focused on the "personal health care needs

of the poor."(italics in original). In proposing health

service, the DHEW Analysis Group stated:

The physical and social environment of the poor,
including housing, sanitation, education, and
recreation, must be given simultaneous attention,
and progrsons in these areas must beg linked to
personal health services programs.

3 8
Stevens, p. 516

3 Q
U.S. Department of Health, Education, and Welfare,

Office of the Assistant Secretary (Planning and Evaluation,
Delivery of Health Services for the Poor (Washington, D.C.:
Government Printing Office, 1967), p. 1. (hereafter DHEW,
Delivery)
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In its attention to "social injustice and inequities of

poverty," the report read more like a War on Poverty docu

ment. It confirmed the overwhelming evidence that there was

"an undisputable association of increased morbidity and

mortality with poverty." The report catalogued the "barri

ers to receipt of medical services by the poor," including:

inability to pay; fragmentation of care, especially at

outpatient clinics; lack of facilities and manpower, espec

ially in rural areas and urban ghettoes; depersonalized

services and difficulties in communication between patients

and health professionals; as well as poorly organized

delivery features, for example, inconvenient hours of

operation, travel distance for the patient population, and

40
long waits for service.

In its design for health care delivery, it reads like

Health Is a Community Affair. As its first recommendation

to deliver improved health care services for the poor, DREW

proposed "Comprehensive Health Centers" featuring family-

centered comprehensive care (preventive, diagnostic, thera

peutic, advisory, and rehabilitative services); health care

teams (medical professionals, physicians assistants and

neighborhood health workers); and participation by the

community served. Likewise, the centers were to be well

"^^Ibid., pp. 1, 3, 31-35.
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situated for the patient population; offer convenient hours

of service; strive to protect the dignity of the patient;

arrange and supervise referrals for specialists and hospit-

alization in order to maintain continuity of care; and

operate by integrating all possible funding sources.

Understanding that certain rural areas could not support

comprehensive programs, the DHEW urged flexible arrange

ments, such as mobile van clinics for widely scattered rural

41
populations.

Of course, these DHEW-proposed centers also closely

matched the design of the neighborhood/community health

centers being demonstrated by the CEO. Now, either DHEW did

a very quick study of the CEO operation -- only thirteen

were operational "as of fall 1967;" or it drew on its own

studies and experiences, the PHS's 1948 study of rural

health cooperatives, most recently the Health Is a Community

Affair report which the PHS had supported, and the late

1950s Manyfarms PHS/IHS project. The Manyfarms project had

demonstrated the workability of many features of the compre

hensive health center, and the Community Affair report had

promoted the basic design of such a center — for mainstream

American communities. Throughout the poverty report, DHEW

^^Ibid., pp. 5, 53-55.
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noted that "the comprehensive health center concept may also

42
be applicable to non-low-income areas as well."

While the DHEW report dutifully acknowledged the OEO's

demonstration of neighborhood health centers as an innova

tive means of delivering health services to low-income

populations, it was also quick to note that of the forty one

centers the OEO funded, "the great majority [had just been

funded] in the spring of 1967" and only thirteen were fully

operational "as of fall of 1967." And the DHEW pointed out

that most of the OEO centers were operated by a "health

department, medical school, hospital, [or] group practice,"

and only "occasionally" by a "newly informed corporation,"

43
that is, an incorporated community group.

Publishing its report in December 1967, DHEW predicted

the need for 400 comprehensive health centers to serve "the

10.0 million concentrated low-income metropolitan popula

tion," and 220 comprehensive health centers to serve the

44
"5.5 million non-metropolitan low-income population."

That these ambitious figures were never met has been the

fault of presidential and congressional politics more than

the failure of DHEW/PHS's entrepreneurship and commitment.

^^Ibid., p. 52.

'^^Ibid., p. 39.
44
Ibid., p. 52.
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In 1968 an enormous shift in PHS policy quietly shat

tered a longstanding tradition. Through its own community

health center program, the PHS began directly funding treat

ment as well as prevention for "poor citizens not covered by

a special separate beneficiary authority," such as a cate

gorical disease program. Much as PHS administrators had

been opportunistic during the New Deal, "health care reform

ers" and "policy entrepreneurs" — aware of the great

opportunities presented by the War on Poverty -- broke with

their careful distinction between private and public sector

responsibilities. Consequently, the PHS received funding

authorization for community health centers through section

314(e) of P.L. 89-749, the Comprehensive Health Planning and

Public Health Services Act mentioned above, which was

amended by the "Partnership for Health Amendments of 1967"

(PL 90-174).'^^

Sardell offers the most in-depth analysis of this major

transformation within the DHEW and the PHS, crediting a

reform "coalition" that included Dr. John Gardner, the

secretary of DHEW who had ordered the study. Delivery of

Health Services for the Poor, and other DHEW officials. The

coalition also counted in its ranks a cadre of "socially

Anderson, p. 14; and Sardell, p. 69; U.S. Congress,
United States Statutes at Large, 1967, Vol. 81 (Washington,
D.C.: U.S. Government Printing Office, 1968), p. 533.
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concerned" physicians and administrators who were serving a

"two-year commitment in the PHS" rather than in the mili

tary, and even some "career" bureaucrats who supported the

agency's direct involvement in providing comprehensive,

community health services. The hard-won reforms were

solidified in 1968 when the newly-appointed DREW secretary

Wilbur Cohen, a veteran of the New Deal, reorganized the PHS

bureaucracy. Community Health Services, a newly created

46
unit, administered 314(e) grants.

As mentioned in the DREW poverty report, and according

to Sardell's informants, community health center advocates

in the PHS shared the OEO vision that the new model would

not only serve the poor but — once its innovations had been

successfully demonstrated across the nation — would be

adopted by the middle class and allowed to "reform the

47
health care delivery system in general."

^^Sardell, pp. 68-72. James T. Patterson referred to
Cohen as a "welfare expert." During the New Deal, Cohen had
served as an aide to the cabinet-level Committee on Economic
Security, and had advanced to an advisory position on the
Social Security Board. James T. Patterson, America's
Strucrale Against Poverty. 1900-1980 (Cambridge: Harvard
University Press, 1981), pp. 59, 75, 130.

^^Sardell, pp. 72-73. The model was to incorporate
"prepaid practice, the employment of salaried physicians,
and the organization of health profession[al]s into multi-
disciplinary teams." Ibid., p. 72.
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In 1969, the conununity health centers enjoyed a brief

period of stability under the Nixon administration, and, as

reported by the National Association of Neighborhood Health

Centers, "financial support for programs actually increased

that year." With two federal agencies operating centers, by
48

1971 there were 100 OEO- and 50 PHS-sponsored centers.

However, once Nixon was well settled into office, he worked

to terminate the OEO itself and either tame or destroy its

programs. Fortunately, he permitted the transfer of OEO-

sponsored community health centers to the PHS, a process

that was completed by 1974.

Although the PHS centers focused more on medical

services than outreach -- a sign of the times and presiden

tial influence as much as DHEW dictates -- the PHS policy

still incorporated community participation and, as Richard

A. Couto noted, promoted the "formation of new nonprofit

corporations of community residents to direct the health

centers." (As DHEW had been quick to note, the majority of

the early centers sponsored by the OEO were located in urban

areas and the grantees were medical schools, hospitals, or

49
health departments.)

4R
Anderson, pp. 15-16, 18

AQ

Davis and Schoen, p. 171; Couto, Ain't Gonna Let
Nobody, p. 284; Marcus, p. 15; Sardell, pp. 77-78.



86

The transfer also satisfied Nixon's desire for "region-

alization of administrative functions," shifting the control

from Washington where the OEO had maintained it to the PHS's

regional offices. In 1967, in a memorandum to the agency and

to regional health directors, the Surgeon General "urged his

field staff .. to emphasize the need for delivering compre

hensive health services to the poor." Health care analysts

criticized this takeover in general and the regionalization

in particular. Despite the Surgeon General's message, they

feared that the regional bureaucrats did not share OEO's

mission or DHEW/PHS headquarter's new philosophy. The

record has proved them wrong as the PHS regional bureaucrats

became advocates of the program and assisted the local

centers with funding and technical guidance.^®

Reflecting the Nixon administration's priorities, the

PHS emphasized "a more efficient management system in the

programs" and stressed "financial self-sufficiency." To

meet the new economics, the community health centers were

permitted to serve "patients who were not poor" and to adopt

a "sliding fee schedule based on patients' incomes" for the

Anderson, pp. 16, 18; Sar A. Levitan, "Healing the
Poor in Their Back Yard," in Neighborhood Health Centers,
eds. Robert M. Hollister, Bernard M. Kramer, and Seymour S.
Bellin (Lexington, Ma.: D.C. Heath and Company, 1974), pp.
62-66. Marcus, pp. 23-24; Sardell, pp. 77-79; Davis and
Schoen, pp. 170-71.
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near poor. They were instructed to recover, whenever

possible, third party reimbursements, for example, private
51

insurance, union, Medicaid or Medicare payments.

Suddenly, the centers were no longer simply delivering

"poor people's medicine." Former Secretary of DHEW Wilbur

Cohen had warned that "Programs for the poor become poor

programs. This change to servicing a broader segment of

the community removed some of that onus. While some middle

class residents continued to avoid the centers in their

community, opting to travel considerable distances for their

medical care, others utilized the centers and participated

in their governance. Middle class users frequently were

more readily available for service as board members, again

insuring that the centers were not dubbed "poor people's

clinics." Generally, they were more politically active and

let their opinions be known to their congressional represen

tatives — all advantages for the community health center

program when it needed their support.

Even with its more streamlined operation, focusing on

medical care over non-medical services and on efficient

^^Anderson, pp. 16-17.

Lisbeth B. Schorr with Daniel Schorr, Within Our
Reach; Breaking the Cvcle of Disadvantage (New York:
Doubleday, 1989), p. 287.
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management, the community health center program did not gain

Nixon's support. When Donald Rumsfeld, presidential advi

sor, sent the president a proposal "to establish 800 neigh

borhood health centers," Nixon rejected it because the idea

"looked too much like a revival of the Great Society."

Despite rising operating costs and increased utilization,

funding for centers was not increased; and between 1971 and
53

1973, DHEW did not fund any new centers.

A major factor in the success of the community health

center program had been its consistent federal funding.

Beginning in 1970, Nixon not only failed to support

increased funding, he worked to change the centers' funding

mechanism, through his promotion of New Federalism. Had New

Federalism succeeded with regards to the community health

centers, it might have seriously altered the operation --

and the success — of the centers. New Federalism would

have terminated the centers' federal funding through the

categorical grant system and replaced it with a revenue

sharing plan, carried out through a block grant system to

the states.

Block grants, formulated on a population and income

basis, would have allowed the states to implement the funds

as they saw fit, throwing the community health center

^^Starr, p. 396; Sardell, pp. 78-79.
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program onto the rocks of state and local politics and

prejudices. In an extensive examination of the financing of

health care programs for the poor and underserved, Karen

Davis concluded that "programs with considerable state

discretion have not had a past record of high performance"

in making health care accessible to the poor. The community

health center program survived only through continued and

forceful congressional opposition to Nixon's proposed

cancellation of the program's categorical grant status and
54

to his "substantial cutbacks" in funding.

A bipartisan coalition of congressmen "from rural

states and states that contained urban ghettos" supported

the community health center program, seeing it as a "noncon-

troversial" program which served their "unserved" or "under-

served" disadvantaged populations. In 1974, Congress

initiated and passed legislation specifically describing

"community health centers" and authorizing their separate

funding. When the President pocket-vetoed the legislation.

Congress passed identical legislation in 1975. When Presi

dent Ford vetoed it. Congress overrode his veto. The

^^Sardell, p. Ill; Karen Davis, "A Decade of Policy
Developments in Providing Health Care for Low-Income Fami
lies," in A Decade of Federal Antipoverty Programs; Achieve
ments, Failures, and Lessons, ed. Robert H. Haveman (New
York; Academic Press, 1977), p. 230; Davis and Schoen, p.
170.
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legislation became the Special Health Revenue Sharing Act

(P.L. 94-63) on July 29, 1975, giving the community health

55
center program "its own separate legislative authority."

The labeling of a health care delivery program as

"noncontroversial" had also occurred in the bipartisan

support of the Migrant Health Act of 1962. When federal

programs are not redistributive but rather alleviate severe

problems that stress local resources, federal action may be

acceptable to conservative parties. Also, when benefits

programs include measures for local control, conservative

congressmen are generally more comfortable. Despite the

taint of Community Action Program activities in urban health

centers, most rural centers, especially under the PHS, did

not threaten local authorities.

Interestingly, the AMA did not actively oppose the

federal funding and administration of community health

centers. Sar A. Levitan suggested that one of the reasons

for their acquiescence was that "in the past [the AMA had]

been tolerant of legislation on behalf of the poor who could

not pay 'standard' fees." The centers did not compete, but

rather freed physicians and dentists from serving "unpaying

^^Sardell, pp. 89, 104, 109. Also, in 1976, DHEW
assigned the classification "community health centers" to
"neighborhood health centers, family health centers (smaller
medical centers), and networks of various health providers."
Davis and Schoen, p. 170/fn.24.
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patients." Even after the centers admitted non-poor,

paying patients, they were still serving communities that

could not attract physicians without a federal incentive or

subsidy program. However, in the mid 1980s, the AMA,

perhaps encouraged by the conservative administration, began

to object to the growth of the centers.

The 1975 legislation, P.L. 94-63, gave community health

centers a distinct identity but limited their activities.

As explained by Sardell, under P.L. 94-63, center services

were divided into "primary," that is "required" services and

"supplemental" services that were optional. Health and

nutrition education, social services, and outreach became

"supplemental" to the "required" services, such as medical

and dental care. X-ray and lab work. Preventive services
57

and transportation remained in the primary category.

While this law diminished the standing of services

addressing social and environmental problems affecting the

health of individuals and the community, it protected vital

curative and preventive services from Nixon and Ford [or

Reagan] hatchets. The two-tier system also reflected

Medicare and Medicaid policies that reimbursed traditional

C C

Levitan, pp. 60-61.

^^Sardell, p. ICQ.
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•  58
medical services, but not community non-raedical services.

This policy discontinued funding for "supplemental" outreach

services in existing centers and discouraged their incorpor

ation in new centers. However, some of these supplemental

services later regained improved status. Also, as will be

demonstrated in the study of Clinch River Health Services,

these auxiliary functions were not always lost but sometimes

were carried out by grassroots associations that owed their

existence to the creative impulses generated by health care

organizing.

The 1975 law built on the OEO's original stress on

community action and maximum feasible participation, and on

the DHEW's original policy to promote community sponsorship

of the centers. Thus, it "mandated" that each community

health center would be governed by a "consumer-dominated"

board that would serve as "the recipient of all federal

funds to the center." The majority of board members had to

be "consumers who used the center" and "who, as a group,

59
represent[ed] the individuals being served by the center."

Thus, one of the factors in the success of the program —

community representation and participation -- was preserved

and strengthened by the PHS.

58
Davis and Schoen, p. 171.

^^Sardell, p. 101.
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At this time, the majority of community health centers,

inherited from OEO or originated within the PHS, served

urban populations. However, beginning in 1973, the PHS

addressed a need it had long recognized, the "deficiency of

health resources in rural areas," for example in the south

ern highlands. As contrasted to urban areas, rural areas

suffered from higher accident and occupational injury rates;

an older and poorer population; and inadequate health

services due to fewer physicians and dentists, less access

to emergency and primary care, and limited public health

services. However, to meet rural needs the predominant

model, the comprehensive neighborhood health center, had to

be modified to deal with the realities of rural areas:

isolation and low population density, fewer social and

health service resources, great difficulty in recruiting and

retaining health professionals, especially physicians, and

limited community experience in technical and management

areas needed to apply for and implement federal health

service grants.

Therefore, "to improve accessibility, availability, and

quality of primary health care services in rural areas," the

PHS created the Rural Health Initiative Program in July

1975. This administrative policy, implemented through the

^'^DHEW, Delivery, p. 35; Sardell, p. 112.
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Bureau of CommunitY Health Services (hereafter BCHS), urged

the establishment of "programs on a much smaller scale," and

their coordination with other federal grant programs,

specifically the National Health Service Corps (hereafter

NHSC). Roger A. Rosenblatt and Ira S. Moscovice placed the

impetus for formulating the RHI on the need to integrate PHS

resources. Thus, according to these researchers, "resource

integration meant that a single site could receive funds

61
from several federal programs at the same time."

However, even under the Rural Health Initiative

(hereafter RHI) communities were still responsible for

"initiating and developing grant applications," and the PHS

was concerned that the rural communities with the greatest

need but with "little or no capability to develop a grant

application" would lose out in the competition for limited

federal resources. As experience with many government and

61
Bureau of Community Health Services, "The PHS Rural

Health Initiative (Public Health Service, Health Services
Administration, USDHEW, 1975), p. 1; quoted in Lois C.
Steinfeldt, Gerald E. Sussman, and Michael Decker, "Federal
Primary Health Care Projects in Texas," Journal of Community
Health 8 (Winter 1982): 111; Sardell, pp. 112-113; Roger A.
Rosenblatt and Ira S. Moscovice, Rural Health Care (New
York: John Wiley & Sons, 1982), p. 45. The NHSC was author
ized by the Emergency Health Personnel Act (P.l. 91-623) in
1970, providing for "the recruitment and placement of
physicians and other health professionals in areas that
lacked primary care providers." See, Eric Redman, The Dance
of Legislation (New York: Simon and Schuster), 1973, for an
analysis of its congressional history.
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philanthropic programs had shown, community organizers who

possessed grant writing skills had the advantage in gaining

funds and programs, what analysts refer to as the "principle

of cumulative community advantage." In order to overcome

the inexperienced communities' handicap, the PHS developed

the principle of positive programming, an innovation Sardell
6 2

called "a form of outreach by the federal government."

Besides establishing criteria for identifying "prior

ity" areas (usually counties) with the greatest needs, the

PHS ordered "the responsible program staff in the regional

offices ... to take an active role in the initiation and

development of grant applications in needy communities."

The BCHS gave a county "priority" status for receiving RHI

funding if its statistical data demonstrated its inclusion

in several of following critical areas: "High Infant Mor

tality (HIM) area; Medically Underserved Area (MUA); Crit

ical Health Manpower Shortage Area (CHMSA); and/or High

Migrant Impact Area (HMIA). Of particular importance to

the study of the Dungannon-Fort Blackmore area of southwest

Virginia is the Medically Underserved definition. This

designation is calculated on "an index comprised of

Maxine L. Rockoff, Louis Gorin, and Joel C. Kleinman,
""Positive Programming': The Use of Data in Planning for the
Rural Health Initiative," Journal of Community Health 4
(Spring 1979): 208, 204, 205; Sardell, p. 114.
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physician-to-population ratio, infant mortality rate, the

percent of the population below the poverty level, and the
6 3

percent of the population over age 65."

Under the RHI, as throughout the history of the

community health center program, there was no demand for

matching funds, although the centers were increasingly

pushed towards financial self-sufficiency, especially by

serving the non-poor, and urged to seek all possible third-

party reimbursements. By exempting communities from provid

ing matching funds, and incorporating positive programming,

the BCHS in the PHS was able to do what no previous rural

health reform institution — philanthropic or federal

government — had succeeded in doing; that is, helping the

communities most in need and least able to compete with

64
administrative expertise or matching dollars.

^^Rockoff: pp. 205-07; Steinfeldt; p. 112.

^^For example, the Hill-Burton Act had authorized
hospital and medical facility construction in communities
that presented persuasive arguments for authorization and
backed them up with matching funds. The Area Redevelopment
Administration, signed into law by Kennedy, required "local
matching contributions," and elaborate plans for projects it
funded to develop depressed areas. Many of the counties it
was designed to serve -- for example, those in Appalachia --
had neither the matching funds nor the local expertise to
draw up the required plans. The Appalachian Regional
Commission, a stepchild of the ARA, only funded its health
centers for five years. When funding ceased, the centers
were left with "huge deficits to meet on their own...."
Michael Bradshaw, The Appalachian Regional Commission;
Twentv-Five Years of (continued on next page)
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Therefore, entering the presidency of Democrat Jimmy

Carter in 1977, the rural community health center program

was well-positioned to take advantage of the administra

tion's liberal agenda and to expand — which it did. For

example, in fiscal year 1977, the PHS/BCHS almost doubled

the number of RHI projects funded, from 138 projects in

fiscal year 1976 to 262.^^ In 1977, Clinch River Health

Services serving the Dungannon-Fort Blackmore area of

southwest Virginia received its initial RHI funding.

The next chapters are an analysis of Clinch River

Health Services: the area served, the community organizing,

the center's RHI funding and relations with PHS Region III,

the health problems and services, periods of growth and

decline, utilization rates, and problems — especially in

recruiting and retaining physicians. PHS policy changes and

Congressional legislation affecting the community health

center program are addressed throughout.

(continued) Government Policy (Lexington, University Press
of Kentucky, 1992), p. 31. Karen Davis and Ray Marshall,
"New Developments in the Market for Rural Health Care,"
Research in Health Economics 1 (1979): 78.

^^Sardell, pp. 120, 114.
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CHAPTER 3

INTRODUCTION TO

CLINCH RIVER HEALTH SERVICES, INC.

Clinch River Health Services (hereafter CRHS) is a

rural coramunitY health center serving the Dungannon-Fort

Blackmore area of Scott County in southwest Virginia. Since

its beginnings in 1977, CRHS has been funded and adminis

tered through the Rural Health Initiative Program (hereafter

RHI) of the PHS. CRHS incorporates the characteristics

common to a rural community health center. It is a facility

that provides affordable, comprehensive, primary health

care, including both curative and preventive services,

delivered by a health team, to a predominately poor, medi

cally underserved rural population.

In delivering primary, curative care, the center's

health professionals offer the first line of treatment that

is needed for the majority of common ailments afflicting the

general population, for example, treatment for an upper

respiratory infection, as well as on going treatment for

common chronic illnesses, such as hypertension. The avail

ability of convenient, affordable primary services at the

community level reduces the inappropriate use of the area's

hospital emergency departments for such treatment.
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Provision of timely, competent primary treatment often

stops an illness from advancing to a more serious -- even

life threatening — level, when specialists may need to

become involved and hospitalization (tertiary care) may be

necessary. Since both medical specialist services and

tertiary care are also more expensive, immediate and appro

priate primary care may save unnecessary expense, as well as

unnecessary pain and medical risk caused by postponing

treatment. At this entry level at the center, medical

providers immediately make assessments and, if necessary,

refer patients to specialists or arrange for hospitaliza

tion. The staff strives for continuity in care by arranging

and monitoring patients' care from the primary through the

specialist and tertiary levels.

The center tries to provide consistency in care so that

a patient may build a relationship with its health profes

sional team. The center's program is structured to overcome

the fragmented care traditionally encountered by the poor

and underserved, for example, in their use of hospital or

public health department clinics. At its most efficient

operation, the center's health care tesim includes a physi

cian and nurse practitioner, as well as other nursing and

health education personnel. This team is an extended

version of our traditional promotion of a "personal physi

cian" for each person. Several times over its sixteen year
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history, CRHS experienced difficulty recruiting and retain

ing health professionals, especially physicians; but its

goal of a physician-directed health team never faltered.

In its effort to provide comprehensive care, the

community health center also offers preventive services,

such as blood pressure tests, immunizations, prenatal

supervision, and health education, such as nutritional

guidance and weight loss and smoking cessation assistance.

Patients may receive referrals to social agencies if their

problems require such intervention. For all services, the

staff keeps records so a medical history is locally

available.

The individual is cared for with the recognition that

he or she is a member of a family and the entire family's

health is considered important. The health care team is

equipped to deal with the needs of the entire family, from

prenatal, to pediatric, to adolescent and adult, to geria

trics. Ideally, the center offers general or family prac

tice at its best, with the added benefits of health educa

tion, and if possible, outreach services. This holistic

approach to health care emerged from both the National

Commission on Community Health Services' report and from the

innovations of the demonstration centers sponsored by the

Office of Economic Opportunity (hereafter OEO), and has been

continued by the PHS.
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As representative of a rural community health center,

CRHS delivers its family-oriented services from a single,

convenient location, operating at hours suitable to the

community's needs. CRHS has on-site laboratory equipment

for simple tests; for more complex testing, it uses lab

services in Kingsport, Tenn. It has also arranged for

affordable pharmaceutical services. Although it has dental

equipment and had a dentist for several years, it currently

does not have a dentist and must refer patients elsewhere.

Thus, as much as possible, given local resources, CRHS

offers comprehensive primary services.

Ideally, a community health center provides supplemen

tal, non-medical outreach services that may range from

transportation and housing rehabilitation to welfare advo

cacy. CRHS has rarely offered outreach services, due to

limitation in federal funding and lack of initiative by its

board of directors. However, a grassroots community devel

opment organization created in the aftermath of organizing

around health care, the Dungannon Development Commission,

does offer a variety of outreach services, especially in

education, food programs, and housing rehabilitation. The

Dungannon Development Commission is discussed at length

further on in this chapter.

Since its opening in 1978, CRHS has made comprehensive

primary health care (both curative and preventive) available
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to its communities. And most important, the services

offered by CRHS are affordable. Because CRHS receives

federal funding through the RHI, it is expected to assure

access to its services "without regard for a person's

ability to pay."^ Technically, it cannot turn anyone away;

however, federal policy has pressured it to maximize pay

ments. It accepts Medicaid and Medicare (as well as other

third-party) reimbursements and provides a sliding fee

schedule for low-income persons not covered by third-party

payers and unable to afford its standard fees.

From its beginnings in March 1976, it has operated as a

nonprofit corporation with a board of directors composed of

community members and center users, representing — to some

degree — the majority of its users. As pointed out by the

PHS, this health delivery program with its community govern

ance requirement is "unique among health service programs

and [is] the basis of ensuring that each center is respon-

2
sive to the needs of its community."

CRHS has throughout its history delivered comprehensive

primary (curative and preventive) health care; utilized a

U.S. Department of Health and Human Services, Public
Health Service, Health Resources and Services Administra
tion, Bureau of Health Care Delivery and Assistance, Program
Expectations of Community and Migrant Health Centers,
Attachment A., 1 May 1991, p. 14.

2
Ibid., p. 6.
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team approach, including mid-level health care providers;

governed through community representation, and received

consistent federal funding. (Its failure to provide non-

medical outreach services detracts from but does not invali

date its operation.) Therefore, it is an appropriate choice

for a study of a rural community health center within the

RHI Program. However, what makes it a distinctive choice?

Timing is the first factor in its favor. CRHS joined

the community health center program in its maturity; long

after the program had passed through its experimental stage

under the direction of the OEO; well after its transfer to

the PHS; and soon after the inauguration of the RHI, the

PHS's bureaucratic policy that coordinated federal funding

and included the concept of positive programming which

awarded grants to communities based on need rather than

expertise in grantsmanship. During the Carter administra

tion, the PHS had increased the number of centers it funded;

and CRHS had joined the program in 1977 during this window

of opportunity. Therefore, CRHS provides an opportunity to

observe the PHS process of funding a center through the

innovative RHI policy during a period of expansion.

Several years later, during the Reagan administration,

funding for new centers had virtually ceased; and it is

unlikely CRHS would have received initial funding if it had

first applied at this time. Under this hostile adminis-
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tration, weak and troubled (and troublesome) centers lost

funding, usually leading to their swift demise. For part of

this period CRHS endured serious problems in retaining a

physician, resulting in lowered utilization and revenues.

However, through the cooperation of the PHS Region III

bureaucrats, the population's demonstrated need, and the

center's conscientious attempts to improve, it remained

funded. For most (twelve) of its sixteen years of opera

tion, CRHS labored in a nonsupportive, federal environment.

Since 1991, CRHS has experienced growth and stability. It

has retained its physician, recruited a second physician,

and increased its utilization and revenue rates. Thus, it

is poised to take advantage of any increase in funding under

supportive administrations and of any expansion in patient

coverage resulting from any health insurance reform that

might be legislated in the mid-1990s.

CRHS was not, however, chosen as a representative

community health center on the basis of its success in

improving the health status of the population it serves.

Its success in delivering health care will be demonstrated

through user/encounter figures. However, its success in

improving the health status of the community is much more

difficult to demonstrate and is actually outside the scope

of this dissertation. Researchers repeatedly commented on

the problem of evaluating the centers in general. For
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example, Karen Davis and Cathy Schoen, who conducted a

ten-year appraisal of the national program, offered the

following caveat: "Sample sizes inadequate for detecting

changes in the incidence of some types of health problems

among the people served by the centers constitute a

3
particularly troublesome obstacle."

Notwithstanding the cautionary note, Davis and Schoen,

as well as H. Jack Geiger, reported a variety of studies. A

lowering of infant mortality had long been one of the most

sought-after results of public health department and philan

thropic foundation endeavors. In predominately black

Bolivar County, Miss., the site of one of the first two

centers, "the infant mortality rate dropped from 48.5 per

1,000 to 31.0 in the four years" after the center was

founded. In Lowndes County, Ala., between 1967 and 1971,

during the period when a center was established and operat

ing, the infant mortality rate was reduced from 46.9 deaths

4
per 1,000 to 28.3. Geiger mentioned substantial reductions

in infant mortality in Dade County, Fla., and in Denver. In

a New York study reported by him, there was a "41 percent

decrease in the perinatal mortality rate over four years, a

3
Karen Davis and Cathy Schoen, Health and the War on

Poverty: A Ten-Year Appraisal (Washington, D.C.: Brookings
Institution, 1978), p. 184.

^Ibid., pp. 184-85.
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19 per cent decrease in the prematurity rate, and an accom

panying decrease in neonatal mortality." He added:

...[A] survey of low-income census tracts in
Baltimore over a ten-year period showed a 60
percent reduction in the incidence of rheumatic
fever --a change attributed to the early detec
tion and treatment of streptococcal infection --
in those tracts served by health centers; it
showed no similar reduction in comparable areas
without health centers.

Community health centers have also been shown to reduce

hospitalization and emergency room use. Davis and Schoen

as well as Milvoy S. Seacat have reported studies showing

that among children using a center in Rochester, N.Y., there

was a 50 percent reduction of hospital days, and a 38

percent reduction in pediatric emergency department visits.

For 1,000 users at the Mile Square Health Center in Chicago,

there was a reduction from a total of 1,000 hospital days to

750 days over the three-year study period.

It is also especially difficult to pinpoint the exact

components of the design that improve the health status.

Geiger, one of the designers of the model, admitted:

What we do not know, so far at least, is the
relative contribution of the different elements of

H. Jack Geiger, "Community Health Centers: Health Care
as an Instrument of Social Change," in Reforming Medicine:
Lessons of the Last Quarter Century, eds. Victor W. Sidel
and Ruth Sidel (New York: Pantheon Books, 1984), p. 29.

Davis and Schoen, p. 182; Milvoy Seacat, "Neighborhood
Health Centers: A Decade of Experience," Journal of Commun
ity Health 3 (Winter 1977): 161.
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the health center model to these achievements.
How much is due to easier geographical access, and
how much to the partial removal of fiscal bar
riers? What is the impact of health care teams,
of outreach workers, of community boards, of the
target population's sense that they have a com
munity-responsive institution that "belongs" more
or less to them?

In line with Geiger's comments, it is important to note

other influences and institutions in the community that

affected health services. CRHS was also a good choice to

study because of its interaction with four other institu

tions. The presence of Holston Valley Hospital and Medical

Center in Kingsport, Tenn., the nearest large city, provided

an opportunity to examine the relationship between a terti

ary, medical institution and its rural service area, and to

analyze its relationship to the center itself, providing

specialists for referrals, hospitalization for center

patients, and the possibility of staff privileges for center

physicians. Two outside institutions played a role in the

Dungannon-Fort Blackmore community organizing efforts around

health care. Beginning in the 1970s, the Rural Student

Health Coalition conducted health fairs in underserved rural

communities in Tennessee, Kentucky, and Virginia. The

Coalition hoped that the community people's efforts in

supporting the health fair would motivate them to solve

7
Geiger, p. 30.
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their long-term health care delivery problems, principally

through organizing a community health center and taking

advantage of federal funding. The Coalition's efforts in

conducting a health fair and a campaign for a health center

permit an examination of how young, motivated outsiders

worked in a conservative community. Similarly, TVA, in its

long-term commitment to the people of the region, sent a

community organizer to assist the local leaders, and their

interaction provides another area of study.

The fourth institution is the Dungannon Development
I

Commission, a textbook perfect model of grassroots mobiliza

tion for community development in the wake of organizing for

health care. With the PHS's retrenchment on supporting

supplemental, non-medical outreach programs and the CRHS

board's reluctance to engage in outreach activities, the

Dungannon Development Commission performed a much-needed

service. Through its nutrition and housing rehabilitation

projects, it tackled socioeconomic problems that affected

the health status of the community.

Finally, of prime importance in choosing CRHS, Dungan

non 's and Fort Blackmore's needs and resources are representa

tive of many rural communities, making these two communities

a fair example for study. The history of how the Dungannon-

Fort Blackmore area fell into economic decline and lost its

physicians is fairly typical. It is the history of small
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rural communities that suffered economic decline brought on

by external forces and was left with a deteriorated socio

economic infrastructure, including inadequate health ser

vices and no resources with which to improve them.

Prior to the 1950s, Dungannon (and to some extent Fort

Blackmore) enjoyed a strong economy as an important freight

exchange point and terminal for the Norfolk and Western

Railway. From 1913 to 1925, it served as a center for

lumber shipping for the area's timber industry. Although

the communities are not in coal mining country, they are

adjacent to the coal fields and their economy depended in

part on the health of the coal industry. Thus, the impor

tant rail business — Dungannon had its own switchyard —

depended on the extractive industries of coal and timber.

Two different factors on the national scene hurt the

local economy: the slump in the coal industry and the

federal commitment to expand the highway system. With the

general decline, business people and professionals fled the

communities. Some of the remaining better educated or more

highly skilled residents found employment in the factories

in Kingsport, Tenn, a long commute away. The rest of the

population relied on a "combined economy of subsistence

farming and intermittent employment" in low-skill, low-wage

jobs outside the community. Small-scale agriculture and

underemployment provided insufficient income; for many



110

there was no employment at all. As was typical of other
8

southern mountain communities, there was high outmigration.

When the local physicians died, no one replaced them,

and the communities were left without medical care. With

most of the population trapped in low-wage jobs, intermit

tent employment or dependent on welfare, the community could

not recruit a physician with any hope of offering him or her

a prosperous medical practice. As one resident explained.

Used to be two doctors in this little village here
and then there was none. And we kept trying to
get doctors but never had any success. Course, we
really didn't have anything to offer them.

These communities needed consistent, substantial

funding to subsidize a medical practice. While the

community lacked local primary care services, residents

could travel to the nearest large city for outpatient,

specialist, and tertiary care. Since its opening in 1935,

Holston Valley Community Hospital (hereafter HVCH and later

Holston Valley Hospital & Medical Center) served the resi

dents of the New South industrial city of Kingsport where it

was located, and the rural population within a twenty-five

Dungannon Historical Society, "Dungannon, A Place in
History" (Dungannon, Va.: Dungannon Historical Society)
n.d., n.p.; Nelda Knelson Daley and Sue Ella Kobak, "The
Paradox of the 'Familiar Outsider'," Appalachian Journal
(Spring 1990): 249-50.

^Interview with Curtis Mays, Dungannon, Va., January 7,
1993.
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mile radius, including Scott County, Va., and the communi

ties of Dungannon and Fort Blackmore. (See maps, pages

xviii, xix, and xx.)

As one of the fifteen community hospitals built with

financial and technical assistance of The Commonwealth Fund,

through its Rural Hospital Division, the hospital had agreed

to meet The Fund's requirements concerning indigent care.

Besides providing free inpatient care for the indigent sick,

HVCH also conducted free, specialty and general outpatient

(ambulatory) clinics for indigent clients within the hospi

tal service area. However, HVCH never established clinics

or outreach services in the rural communities, expecting

people to come into the hospital for services.

Over the years, residents from the Dungannon-Fort

Blackmore area have consistently used the hospital and

outpatient clinics. For example, in 1947, in "a detailed

analysis indicating County, State and City of patients

admitted to the [hospital] during the period July 1 to

December 31, 1946," Scott County, Va., with 639 patients

•'Agreement Entered Into Between The Commonwealth Fund
of New York and the Holston Valley Community Hospital (A
Tennessee Corporation) ... signed on behalf of the Holston
Valley Community Hospital ... on August 15, 1993, and on
behalf of The Commonwealth Fund ... on August 22, 1933,"
Rural Hospital files of The Commonwealth Fund Collection,
Box 66, Folder RH897, Rockefeller Archive Center, North
Tarrytown, N.Y. (hereafter RAC).
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ranked second to only Sullivan County, Tenn., where the

hospital is located. Of that Scott County total, thirty one

came from Fort Blackmore, five from Dungannon, and at least

164 came from surrounding hamlets.

Even for those who traveled to HVCH and took advantage

of the outpatient departments, the service was far from

ideal. In a critique of outpatient departments as compared

to neighborhood health centers, Seacat explained that

outpatient clinics never adequately substituted for a

primary health care center due to the fragmented, "episodic"

and "crisis-oriented" nature of their services. He commen

ted, "Personalized continuous care is seldom achieved in

such a setting, simply because the outpatient departments

are not designed to function as comprehensive care units

12
providing family-oriented care.... A patient does not

have a "personal physician" in this type of delivery model.

And if one was unable to travel to the hospital and its

outpatient departments, and if one lacked access to afford

able care in the community, one still did without medical

care; many people in the Dungannon-Fort Blackmore area were

in that predicament. How the people of these poor, under-

11
"Estimated Population of the Area Served ... as of

January 30, 1947," p. 2, Rural Hospital files of The Common
wealth Fund Collection, Box 66, Folder RH893, RAC.

^^Seacat, p. 159.
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served communities found out about the federal funding

program for community health centers and organized CRHS is

distinctive of an activist period in health center organiz

ing. While CRHS's beginnings may be justly attributed to

local community spirit, support, and leadership, an outside

organization introduced the health center concept to the

community. In summer 1975 the Rural Student Health Coali

tion (hereafter RSHC) of Vanderbilt University conducted a

community health fair and urged the community to organize a

community health center as a long-term solution to its

health service needs. Also in summer 1975 the PHS had just

instituted the RHI, a boon for communities such as Dungannon

and Fort Blackmore.

In spring 1976 the communities organized the nonprofit

corporation. Clinch River Health Services, Inc., for the

purpose of building and operating the center. TVA, a

dominant presence in the Tennessee Valley and its highlands

since 1935, maintained its traditional interest in improving

socioeconomic conditions. To help facilitate organizing,

funding and implementation of the center, TVA sent a repre

sentative to work with CRHS's board. The actions of the

RSHC and TVA are examined further in the narration of CRHS.

The RSHC also hoped that after organizing a center, the

community would go on to address other socioeconomic condi

tions that affected health. This is exactly the scenario
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that unfolded in Dungannon and Fort Blackmore with the

organization of the Dungannon Development Commission.

At several points in the narrative of CRHS, the Dun

gannon Development Commission offers a strong counterpoint,

a contrast in operation, for example, in addressing socio

economic problems that affect health status, in fundraising,

and in community participation. Therefore, it is helpful

here to understand the origins and operation of this grass

roots organization. In the Dungannon Development Commission

(hereafter DDC), one finds a near textbook-perfect example

of subsequent organizing for community development, includ

ing health-related programs, such as nutrition and housing

rehabilitation.

The community organizing process, such as the one that

resulted in the DDC, is explained in the manual The Best

Medicine; Organizing Local Health Care. After mobilizing

for health care services, a concerned constituency may be

ready to work on other issues — "be it Medicare assignment,

food stamps, toxic waste, neighborhood development," or any

other local concern. Likewise, Richard Couto noted that

community health care efforts may "spill over" into cam

paigns for better housing, potable water, sewerage treat

ment, and education. As he phrased it, "The stream of

voluntary action for health services may serve as the

headwaters for voluntary action for other services." Karen
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Davis and Ray Marshall explained that citizens "who have

learned to unravel the secrets of Federal grantsmanship to

obtain funding for a health project become sophisticated in

seeking support" for other projects, for example, "from

paving a road to improving local water supplies and sewage

13
disposal," to housing rehabilitation.

But was this activism in community development relevant

to health status? Just as community health centers' direct

impact on health status is often difficult to measure, so

too is the influence of these social and environmental

services difficult to evaluate. However, social activist

and physician Raymond Wheeler, M.D., offered a strong argu

ment in his statement, "In the modern world, housing, nutri

tion, accident prevention, sanitation — clean water, food,

streets, and homes — have improved health conditions more

14
than all the hospitals and doctors combined."

Geraldine Dallek, Will Collette and Jeff Kirsch, eds.
The Best Medicine; Organizing Local Health Care Campaigns
(Washington, D.C.: Villers Foundation, 1984), p. 1-7;
Richard Couto, "Toward A Human Service Economy," in
Communities in Economic Crisis: Appalachia and the South,
eds. John Gaventa; Barbara Ellen Smith, and Alex Willingham
(Philadelphia: Temple University Press, 1990), p. 254;
Richard Couto, Streams of Idealism and Health Care Innova
tion: An Assessment of Service-Learning and Community
Mobilization (New York: Teachers College Press, Columbia
University, 1982), p. 76; Karen Davis and Ray Marshall,
quoted in Couto, Streams, pp. 75-76.

^^Raymond Wheeler, "Health and Human Resources," New
South 26 (Fall 1971): 15.
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The OEO staff understood this and included non-medical

outreach programs in the first centers. Under Nixon's

constraints, the PHS was forced to demote these non-medical

services to supplemental status and reduce or eliminate

funding. But the need for these services remained, and some

centers with aggressive, activist boards managed to find

funding to tackle the problems. In CRHS's target popula

tion, there was need for improvement in all these areas but

the board showed little or no inclination to develop out

reach programs. However, others in the community responded.

In 1979, community activist Nancy Robinson and other

concerned citizens organized the Dungannon Development

Commission, Inc., an "independent, nonprofit corporation,"

to address community development. In subsequent years, DDC

ambitiously attacked problems through its diverse activi

ties, including rehabilitating and building houses; organiz

ing a fire department; constructing a town hall and fire

station; operating SHARE, a food program, and a crisis fund;

and sponsoring parent advocacy and literacy tutoring.

Interviews with Anne Leibig and Nancy Robinson,
Dungannon, Va., November 14, 1990 (hereafter Leibig Inter
view; Robinson Interview); DDC, "We have faced the fact ...
we'll have to do it for ourselves," and "The Dungannon
Development Commission and Our Community: 10 Years of
Service, DDC Programs 1979-1989" (Dungannon, Va.: DDC,
n.d.), n.p., Dungannon Development Commission Collection,
Dungannon, Va.
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Whether considering the problems addressed by CRHS or

the DDC, they are typical of problems encountered by many

rural communities regardless of where they are located.

CRHS's location in a designated Appalachian county was not a

significant factor in choosing it for study. Poor housing

and sanitation and nutritional problems afflict many rural

areas. CRHS's major problem, the recruitment and retention

of physicians, is encountered throughout rural America.

Like most rural centers, CRHS had to cope with a multitude

of small, mundane problems. In its survival of tedious

times are lessons for the community health center program as

a whole.

In order to understand the PHS's decision to fund CRHS

based on its needs, the next section of this introduction to

the center analyzes the socioeconomic conditions in Scott

County in the early 1970s. Under the RHI policy with its

concept of positive programming, "areas with the greatest

need were to be selected on the basis of demographic and

16
health status data." Communities had to demonstrate that

they suffered high poverty levels, poor health, and were

medically underserved. To better understand the socio-

16
Alice Sardell, The U.S. Experiment in Social Medi

cine; The Community Health Center Program, 1965 - 1986
(Pittsburgh: University of Pittsburgh Press, 1988), p. 114.
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economic conditions of Scott County and the communities of

Dungannon and Fort Blackmore and the cluster of hamlets

surrounding them in the context of southwest Virginia,

statistics are given in the footnotes for the neighboring

southwest Virginia counties. Lee and Wise. In order to

understand this data in the context of rural America and,

particularly, the rural South, comments from researchers on

general rural conditions and problems and especially those

in the South are included.

In a 1979 report, health care economists and officials

in the Carter administration Karen Davis and Ray Marshall

cited conditions frequently found in rural areas: "Low

incomes, poor diets, unsafe or deteriorated housing, impure

water supplies (and lack of indoor plumbing), poor transpor

tation and communication, and limited medical resources."

Several of these general conditions, such as poor nutrition,

substandard housing, or poor sanitation, were especially

17
prevalent or more severe in the rural South.

In 1971, in an article similar in tone and content to

Harrington's The Other America, Raymond Wheeler, M.D., who

had served as President of the Southern Regional Council,

17
Karen Davis and Ray Marshall, "New Developments in

the Market for Rural Health Care," Research in Health
Economics (1979): 58, 66-67.



119

also cited "[p]oor housing [and] poor sanitation," but

emphasized poor nutrition as a major problem in the rural

South, stating: "The people of the South are among the most

malnourished in the nation." He linked poverty and malnutri-

18
tion and disease in a vicious pattern.

Did Scott County fit the description of a poor rural

county suffering from these problems? In many ways, yes.

It is definitely a rural county, despite its inclusion in

the Johnson City-Kingsport-Bristol (Tenn.-Va.) Metropolitan

Statistical Area. This inclusion contradicted the county's

rural profile but confirmed longtime patterns, for its rural

residents did look to northeast Tennessee's tri-city area

for employment and services, as illustrated by their utili

zation of HVCH. Scott County has 539 square miles, with

24,376 persons, giving it a population density of 47 persons

19
per square mile.

According to federal census figures, Scott County's

"median family income in 1969" was $5,957, and in 1970, it

^^Wheeler, pp. 2, 9, 10, 11.

U.S. Department of Commerce, Bureau of the Census,
County and City Data Book, 1977, A Statistical Abstract
Supplement (Washington, D.C.: U.S. Government Printing
Office, 1978), p. 498. (hereafter CCDB, 1977) Russell
County: 483 square miles, 24,533 persons, 54 persons per
square mile; Lee County: 438 square miles, 20,321 persons,
55 persons per square mile. CCDB, 1977, pp. 498, 486.
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reported 27.0 per cent of its families below the poverty

level. According to the Central Virginia Health Planning

Council, in 1973, 30 percent (2,014) of Scott County's

(6,712) families lived in poverty. If one considers Davis

and Marshall's figure of "23 percent of rural Southern

families [having] below-poverty incomes," Scott County is in

20
poorer shape. Aid to Feunilies with Dependent Children

(hereafter AFDC) recipients numbered 439 (309 children) and

21
the average payment per family per month was $175.

This AFDC figure is a very misleading indicator of

actual need, as it is a low representation, and its under-

representation has serious repercussions for health care

services. AFDC discriminates against rural populations,

because many states, especially in the South, limit

20
CCDB, 1977, pp. 500-501; Davis and Marshall, p. 69.

Lee and Russell, reported a low of $3,901; and a high of
$6,155, respectively. Russell County's higher figures might
reflect the coal mining base of its economy. Scott County's
poverty level was worse than Russell's 25.4 per cent and
much better than Lee County's 39.7 percent of its families
below the poverty level. CCDB, 1977, pp. 488-89, 500-501.
U.S. Department of Health and Human Services, Public Health
Service, Region III, Rural Health Initiative Program for
Clinch River Health Services, Inc., Application for Federal
Assistance, signed 28 December 1976, 6 January 1977 letter
from Central Virginia Health Planning Council, Inc., p. 6.,
Clinch River Health Services, Inc. Collection, Dungannon,
Va. (hereafter RHI Application, 28 December 1976, CRHS).

^^CCDB, 1977, p. 501. Lee County: 1,144 AFDC recipients
(833 children), average payment per family per month, $191;
Russell County: 861 AFDC recipients (602 children), average
monthly payment of $176 per family. CCDB:1977, pp. 489, 501.
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eligibility to single-parent households. Most rural fami

lies, including southern families, are "two-parent families

with low incomes from agriculture, small manufacturing, or

public service jobs." These are the working poor. Because

recipients of AFDC are "automatically entitled" to Medicaid,

this further discriminates against the working poor or

unemployed two-parent families. This policy contributes to

the large number of uninsured and medically-indigent people

22
in rural America, especially in the South.

As pointed out by researcher Sophie M. Korczyk, many

rural residents "whose income might qualify them for [AFDC

and] Medicaid" were "disqualified by farm or business

assets." Also, given the poor communications in rural

areas, many lacked "information about eligibility," and

some, Korczyk suggested, might be "reluctant to apply for a

23
means-tested program," which AFDC/Medicaid is.

One concise description of the Dungannon-Fort Blackmore

area agricultural base read, "The communities consist of

small farms raising tobacco, cattle, sheep, hay, and small

22
Sam M. Cordes, "The Changing Rural Environment and

the Relationship between Health Services and Rural Develop
ment," Health Services Research 23 (February 1989): 779-80;
Davis and Marshall, p. 69.

23
Sophie M. Korczyk, Health Care Needs, Resources, and

Access in Rural America (Washington, D.C.: National Rural
Electric Cooperative Association and Prudential Insurance
Company, n.d.), p. 28.
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vegetable crops." These farm assets may have disqualified

the heads of households from AFDC/Medicaid coverage, without

24
providing sufficient income to insure medical care.

A major factor in poverty considerations and health

care needs is the percentage of elderly persons in a popula

tion. As reported by local leaders, Scott County's low

income population included a "large percentage ... of

elderly people on fixed incomes." In a state with 8.5 per

cent of its population "65 years and over," Scott County

recorded 12.1 per cent. In population studies of age

distribution, researchers noted that an "unusually high

median age" is one striking characteristic of rural counties

U.S. Department of Health and Human Services, Public
Health Service, Region III, Rural Health Initiative Program
for Clinch River Health Services, Inc., Application for
Federal Assistance, signed 31 January 1990, Project Descrip
tion, p. 21., Clinch River Health Services, Inc. Collection,
Dungannon, Va. (hereafter RHI Application, 31 January 1990,
CRHS). As reported in the 1974 agricultural census, Scott
County farms were small in acreage, averaging 85 acres, as
compared to 93 acres in Lee and 146 acres in Russell. It
had more farms under 180 acres than the surrounding coun
ties. The average value of land and buildings per Scott
County farm was $29,000 ($337 per acre), compared to $38,000
($404 per acre) in Lee and $48,000 ($330 per acre) in
Russell. Across all fields, Scott County's agricultural
values were lower. The "Value of farm products sold by farms
with sales of $2,500 and over" were $3.7 million for Scott;
$5.4 million for Lee; and $7.8 million for Russell. Lee and
Russell counties' higher values may be attributed to a
larger percentage of the value derived from dairy and
livestock than in Scott County, which had more of its
product value derived from "crops, including hay and nursery
products." CCDB, 1977, pp. 497, 509.
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and a major factor in providing health services, both

25
medical care and outreach services.

In a 1993 journal article, Jean Goeppinger reported

that traditionally, rural elderly "are cared for by their

families to a degree far exceeding that of their urban

counterparts;" but she acknowledged that outmigration of

"young and middle-aged people" had weakened the support

systems. She observed that "an aging population [was left]

who not only have no doctors nearby but no children, young

relatives, or neighbors to look after their health or even

2 6
to do their shopping if they are sick." While the media

reported the most recent outmigration of young people as

coming from the Midwest, the southern mountains had long

experienced such a loss, with serious repercussions for the

declining communities.

CCDB, 1977, pp. 486, 498; Edward W. Hassinger,
"Pathways of Rural People to Health Services," in Rural
Health Services; Organization, Delivery, and Use, eds.,
Edward W. Hassinger and Larry R. Whiting (Ames; Iowa State
University Press, 1976), pp. 165-66. Lee County reported an
even higher percentage (13.6) of elderly, while Russell
County's "65 and over" were only 9.7 per cent of population.
Approximately three fourths of the counties had lower
percentages than Scott; but the counties with higher percen
tages often showed figures as high as 16, 18, and 19 per
cent. CCDB. 1977, pp. 486, 498.

26
Jean Goeppinger, "Health promotion for rural popula

tions: Partnership interventions," Family & Community Health
16 (April 1993): 5-6.
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A high percentage of elderly in the coiranunity affects

transportation needs as these residents are no longer able

to drive; housing rehabilitation as older people, especially

women, are unable to repair their homes; and the need for

outreach services to allow these people to remain living

independently in their homes. Recent studies confirm that

older people, especially older women, prefer to remain in

their homes but need community assistance to do so. Helping

them remain healthy and independent tremendously reduces the
27

cost of hospitalization and nursing home services.

The ability to make routine housing repairs is often a

problem for the elderly, but substandard housing and lack of

water and indoor plumbing can cause or contribute to ill

health for anyone, young or old. In the 1970s, rural areas

accounted for sixty percent of the nation's substandard

housing. In poor, rural southern counties, one-third of the

houses lacked plumbing. In Scott County, 40.7 per cent of

Tony Lawson, "Innovations in Health Services for the
Elderly: Stone Mountain Health Services' Geriatric Pro
grams," Appalachian Health Care: New Ways of Doing Business,
Johnson City, Tenn: 20 April 1993; Sonya Hardin, "Let the
Circle Be Unbroken: Health of Elderly Southern Appalachian
Widows," Appalachian Studies Conference, Asheville, N.C.: 21
March 1992; Janet M. Collins, "Functional Health, Social
Support, and Morale of Older Women Living Along in Appala-
chia," Appalachian Studies Conference, Johnson City, Tenn.:
20 March 1993. Copies of presentations in my possession.
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28
all housing was "lacking some or all plumbing."

Bruce Behringer, 1993 president of the National Rural

Health Association, recalled an incident when he was working

in eastern North Carolina. At a health center that operated

a kidney rehabilitation unit, a physician ordered a woman he

was treating to drink a large quantity of water each day.

She went home with his instructions but came back the

following week worse than before. He asked what happened.

She explained that she hadn't been feeling well enough to

walk the mile to get the necessary quantity of water to

29
drink. There was no water in her house.

Nancy Robinson, Housing Director of DDC, explained the

Dungannon-Fort Blackmore area's housing needs and DDCs

response very simply:

We rehab homes. There's a lot of substandard
homes and in addition we ... build new homes. ...
I concluded a survey and I can't believe the
people that live in substandard houses still.
Even in this day and time, with all our modern
technology ... we still got people who have to
walk to outhouses. I mean some of these are

Davis and Marshall, p. 67; CCDB, 1977, pp. 490, 502.
In Lee County, 46.9 per cent and in Russell County, 47.9 per
cent lacked some or all plumbing. CCDB, 1977, pp. 490, 502.

29
Interview with Bruce Behringer, Summer 1986. At the

time, Behringer was Executive Director of Virginia Primary
Care Association, Richmond, Va. Interview was conducted for
article: Caro, Edythe Quinn, "Patterns of Tradition, Ele
ments of Need: Appalachian Health Care, Appalachian Focus 2
(Winter 1986): 5-9, 25-26.
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elderly people. ... And I think that relates to
health. And it's really sad.

Conditions in Scott County reflected problems common in

rural America and especially in the South. And the communi

ties to be served by CRHS were a microcosm of the county, of

the rural South, and of rural America. Out of the county's

total population of 24,376, the population in the proposed

center's service area of 110 square miles was 4,432. Their

statistics mirrored the county's depressed image. For

example, in describing this catchment area the community

leaders emphasized the "low socioeconomic status," with

forty percent of the families earning "an annual income"

below $4,000. Using data from the 1970 federal census, the

community leaders reported the "per capita income" as

$1,847.00. They repeated the county figure of "26.9" as the

"percent of all families with income less than poverty

level.

In 1976, the Dungannon-Fort Blackmore community leaders

described their community as follows;

30
Robinson Interview.

31
U.S. Department of Health and Human Services, Public

Health Service, Region III, National Health Service Corps
Application for Placement of Personnel, Clinch River Health
Services, Inc., 1976, I, Description of the Community; III,
Estimate of User Population....; letter from LENOWISCO
Planning District Commission, 15 July 1976, Clinch River
Health Services, Inc. Collection, Dungannon, Va. (hereafter
NHSC, Application, 1976, CRHS).
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Jobs available in the coinraunity are farming, saw
milling, mining, and employment at the local
garment factory. This garment factory employs
approximately 50 persons [mostly women]. Several
citizens work in Kingsport at various plants.
The community has no banks, theaters, or restau
rants. Several small grocery stores and fill^^g
stations are spread throughout the community.

The long history of outmigration of young people from

the area may be easily understood considering the limited

opportunities. And the limited opportunities for making a

decent living — never mind prospering -- not only drove

people away, but also prevented the communities from

attracting professionals, for example, physicians.

Scott County as a whole was seriously underserved in

health care facilities, programs, and providers. In 1975,

the county had only five active non-federal physicians,

giving it a rating of 19.8 per 100,000 population. Some of

the county's shortages may be attributed to its location,

immediately adjacent to Sullivan and Washington counties in

33
Tennessee, with their medical centers and specialists.

Unfortunately, due to economic and transportation barriers,

the availability of facilities within Scott County's orb did

^^NHSC, Application, 1976, CRHS, I, Description of
Community.

^^CCDB, 1977, pp. 488, 500. Smaller Russell County had
six active non-federal physicians and a rating of 23 per
100,000 population, and Lee County had ten physicians, rated
at 41.5 per 100,000. CCDB, 1977, pp. 488, 500.
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not guarantee accessibility to all its residents.

The lack of available and accessible health services

especially troubled the area residents. Availability refers

to "the existence of ... necessary personnel to provide

essential services. No health personnel were located

within the 110 square mile area. The 4,432 people depended

on three full-time physicians and one part-time physician

located outside the area, in Nickelsville, Weber City and

Gate City, all at least a half-hour's drive away, over

mountain roads. Because these physicians were so over

worked, they were not accepting any new patients. For their

regular patients there were long waits for routine care and

physicals. People were often forced to resort to hospital

emergency rooms in Kingsport for treatment of illnesses that
35

should have been treated in a physician's office.

For pre-school and school children, lack of health

services made it difficult for them to obtain immunization

^^Angeline Bushy, Editorial, Family & Communitv Health,
16 (April 1993): viii.

O C

The closest physician was 12 miles away; two others
were 22 miles away; and in all cases these were country road
miles, slowing travel time. The "resident per physician
ratio" was stated as 6800 to 1 for Scott County and 4400 to
1 for the CRHS service area; compared to a "national aver
age" of 800 to 1. NHSC, Application, 1976, CRHS, I, Descrip
tion of the Community, II, Health Resources; RHI, Applica
tion, 28 December 1976, CRHS, Letter, ARCHA to CRHS, 4
October 1976.
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shots and physicals. After reviewing school health records,

the Division Superintendent of Scott County Schools noted

the level of poverty and lack of health services; the two

elementary schools in the Dungannon-Fort Blackmore area

reported the "highest number of health deficiencies among

pre-school children as compared to the rest of the

^  ..36county."

Along with a physician shortage, dental service was

inadequate. Five dentists -- two of them over age 65

served the region from their practices in Nickelsville,

Weber City and Gate City, the nearest being twelve miles

from Dungannon.^^ Davis and Marshall considered poor dental

health as a "major problem" in their appraisal of southern

health. They enumerated some of the causes, for example,

"individualized, unfluoridated water sources," lack of

education in "good dental habits," dentist shortages; even

when dentists are available, many people were too poor to

gain access to care. As pointed out by the researchers and

also very evident in any field trip to the Dungannon-Fort

Blackmore area, "[l]oss of permanent teeth even among

young adults is a shocking fact...." More threatening to

^Shsc, Application, CRHS, Letter, Division Superinten
dent, Scott County Schools to NHSC, 18 August 1976.

^^Ibid., I, II.
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health than the cosmetic problems, tooth infections and pain

"affect the whole body." Toothaches impair "school and work

performance; "tooth loss and poorly fitted dentures compound
3 8

nutritional and digestive problems."

Scott County had no hospital and tertiary facilities

were situated at a distance; for Dungannon-Fort Blackmore

residents, it was at least thirty miles to the most utilized

hospital, HVCH in Kingsport, Tenn. Three other hospitals,

also between twenty-five and thirty miles away, were located
3 9

in the cities of Wise and Norton, Va. If a life-threaten

ing situation arose, there was "no qualified person in the

community to handle an emergency." The communities had to

rely on the county's volunteer rescue squad headquartered in

Gate City, "approximately 20 miles on mountain roads." With

only two vehicles to cover the entire county of 535 square
.  , 40

miles, the squad could not guarantee quick response.

3 8
Davis and Marshall, p. 65.

Russell County had one hospital with 50 beds; Lee
County had one hospital with 74 beds. St. Mary's Hospital
and Norton Community Hospital were in Norton, and Wise
Appalachian Regional Hospital, previously a UMWA Miners
Memorial Hospital, was located in Wise, Va. CCDB, 1977, pp.
500, 488.

^°NHSC, Application, CRHS, IV, Description of Health
Care Problems.
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Emergency rescue service is vitally important in rural

America. Despite the common image of the countryside as a

healthy environment and farming as a safe occupation, the

reality is much more threatening. Agriculture is high on

the list of the "nation's most dangerous occupations." Most

of the injuries and fatalities result from tractor-related

accidents. Nature too can be deadly or cause serious

injuries by lightning, exposure, and natural disasters.

Rural roads, poorly planned, maintained, and with little

41
speed enforcement, are the scenes of many accidents.

Considering all the indicators, Scott County in general

and the communities of the Dungannon-Fort Blackmore area

were deficient in health services and providers, especially

physicians and dentists. But even if the shortage of

medical personnel was remedied, problems of accessibility

remained. Due to the high poverty rate, many suffered from

poor accessibility to the services that existed, even at a

distance. Accessibility refers to the "logistical access

to, as well as the ability to purchase, needed services."

As explained in an editorial in the Journal of Family

The National Safety Council estimated that in 1993,
nationwide, "2,400 people died as the result of farm acci
dents, and 400,000 received disabling injuries." Amy Smith,
"Tractor rollovers leading cause of farm deaths in state,
nation," Knoxville News-Sentinel, 24 October 1994, Al, A 3;
Korczyk, p. 9; Davis and Marshall, p. 66.
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S Coinmunitv Health, barriers to accessibility include:

great distances that must be traveled to obtain
services, lack of public transportation, lack of
telephone services, ... [and] inability of clients
to pay for or procuj^ entitlements to obtain
necessary services.

Access to services, whether provided by overworked

county physicians or Kingsport's specialists, required

transportation to reach the services and money to pay for

them, two things in short supply for all but the most well

off residents of these economically depressed communities.

And the problem would not be remedied by simply setting up a

physician or dentist in the rural communities. Unless some

kind of a financial assistance program was in place, many of

the residents would not be able to afford the physician's or

dentist's services. And unless the medical professional's

salary was guaranteed, the communities would not be able to

attract anyone. A guaranteed salary would need to be

subsidized and that would require outside funding. The

statistics clarified the need, but they did not provide the

answers.

The statistics presented here are cold and dry, the

faces of the people they enumerate are lost behind the

numbers. From community narratives and interviews, the

^^Bushy, p. viii.
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people reappear with their problems and their resources.

One such interviewee offered a good introduction to the

community and its health problems. In June 1972, upon

graduation from the seminary, Vance Sherwood moved into the

Methodist parsonage in Dungannon to minister to a "three

point circuit" made up of Dungannon, Fort Blackmore and the

neighboring community of Slant. He found in those commun

ities a combination of factors — a lack of money, a large

number of elderly, and a heavy incidence of illness — that

all pointed in one direction -- to serious health care

problems. He explained:

My churches were top heavy with old people; ...
the children had left at this point. Their [the
elderly] health was pretty bad. They had a lot of
chronic health problems. ... But what I remember
that made me feel so bad for a lot of them were
the old people who had to drive to Kingsport, get
somebody to drive them, then sit in the doctor's
office for three hours, and get a blood test and
come back. And they'd be worn.out and exhausted,
and a whole day would be shot.

Although the older people's health especially concerned

Sherwood, he admitted, "Everybody was sick up there. ...

Health was just iffy up there in general. Everybody had

44
kidney problems or urinary problems." This prevalence of

43
Interview with Vance Sherwood, Knoxville, Tenn.,

March 22, 1993.

44
^^Ibid.
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chronic conditions, especially among the elderly, is a

characteristic of rural health status nationwide, with

hypertensive and cerebrovascular heart diseases, ulcers,

emphysema, arthritis, and rheumatism among the major ail

ments. According to 1974 figures, the leading causes of

deaths in Scott County were; "cardiovascular diseases,"

especially "ischemic heart disease;" "cerebrovascular

disease;" several forms of "malignant neoplasms [tumors],"

especially those of the "digestive organs and peritoneum,"

of the "respiratory system" and of the "genital organs;" and

46
"pneumonia."

This overwhelming lack of health care made an immediate

impression on Robin Feierabend, M.D. when he first arrived

in the community in 1977. He explained:

There was a significant portion of the population
that was receiving essentially no health care,
largely because of transportation and to some
extent economic barriers. There were a lot of
people who simply just never went to a doctor
because they couldn't get over the ridge to
Nickelsville, or get down to Kingsport, or up to
St. Paul. There was also a need — a less crit
ical need for folks who had regular physicians
elsewhere but found it very inconvenient. They
were getting their basic health care needs m|:^ but
they had to go some distance to get them....

45
Davis and Marshall, p. 67; Korczyk, p. 9.

^^RHI, Application, 28 December 1976, CRHS, Table 36.
47
Interview with Raymond [Robin] Feierabend, M.D.,

Bristol, Va, November 14, 1990.



135

These county and local statistics and the newcomers'

impressions were summed up succinctly by the local leaders:

The Dungannon-Ft. Blackmore area is virtually
cut-off from medical assistance due to the

following problems; transportation difficulties,
heavy workloads of area physicians, the amount of
time necessary to receive an appointment for care,
and the lack of trained manpower to cover an
emergency situation.[sic]

The history of how the people of the Dungannon-Fort

Blackmore area overcame their lack of health care is the

history of Clinch River Health Services, their community

health center. It is a successful story because from the

beginning the communities mobilized local resources, ex

ploited outside experts -- including PHS regional officials,

established a health care delivery system, and took advan

tage of federal funding through the RHI Program. However,

CRHS's success is vulnerable since it depends on forces at

the national level that it cannot control, and on socio

economic circumstances, community relations and support, and

leadership at the local level that it can only control to

varying degrees.

Chapter Four analyzes the history of CRHS: beginning in

1975 with the plan to bring a health fair to the area;

continuing with the establishment of a nonprofit corporation

AO

NHSC, Application, CRHS, IV, Description of Health
Care Problems.
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to build and operate the community health center; proceeding

with the fundraising and building efforts, to the appli

cation to the PHS for federal funding through the RHI;

ending with the recruitment of medical personnel, and the

opening of the center in Fall 1978.

The importance of the PHS's RHI policy with its concept

of positive programming will be emphasized. Without PHS

support and federal funding, CRHS could not have started

operating.
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CHAPTER 4

ORGANIZATION AND OPENING, 1975 - 1978

In the introductory chapter to the history of Clinch

River Health Services, data from census records and from

oral and written accounts demonstrated the high incidence of

poverty, low level of health services, and the poor health

status in the Dungannon-Fort Blackmore area. These factors

made it possible for the communities to qualify for federal

grants to operate a community health center. How the

communities learned of the community health center program

and its funding through the Rural Health Initiative policy

of the PHS is one of the subjects of this chapter. CRHS is

a very strong example of the RHI's concept of positive

programming in action.

Townsfolk often credit Vance Sherwood, who was minis

tering to the Methodist congregations in the area, with

being instrumental in bringing medical care to these commun

ities. He remembered it differently, assigning the real

credit to the community members themselves. Sherwood's own

attempts to improve the health care in the communities had

decidedly mixed results. Recognizing the great need for

medical services, he contacted Vanderbilt University of

which he was an alumnus. He arranged for "two student
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doctors" from Vanderbilt's Medical School to work with a

physician in Nickelsville, about twelve miles from Dungan-

non. With more assistance, perhaps the physician could see

more patients, including folks from the Dungannon-Fort

Blackmore area. Two medical students arrived in the summer

of 1974, but, according to Sherwood, their presence proved

very disappointing and any improvement was negligible. He

also remembered the community offering "little miniature

health fairs," with public health nurses teaching good

hygiene to the children.

Disappointed with his student doctor scheme but deter

mined to improve health care services and "make a differ

ence," Sherwood next promoted a plan to hire a nurse practi

tioner. He and several community members investigated that

possibility, but it soon "died on the vine."^ It was com

peting with another new idea that generated real interest

among more people — a health fair.

Interview with Vance Sherwood, Knoxville, Tenn, March
22, 1993 (hereafter Sherwood Interview). A Vanderbilt
University chapter of the Student American Medical Associa
tion sponsored summer apprenticeships for medical students
to work with physicians in the Appalachian region, hoping to
encourage rural practices. The "two student doctors" may
have been part of that program. Richard A. Couto, Streams
of Idealism and Health Care Innovation; An Assessment of
Service-Learning and Community Mobilization (New York:
Teachers College Press, Columbia University, 1982), p. 2.
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Sherwood's inquiries to locate a health provider had

alerted Vanderbilt University's Center for Health Services

of the communities' needs and efforts. In the fall of 1974,

he got a call from a representative of the Rural Student

Health Coalition at the Vanderbilt Center, asking if the

communities "wanted to be put on their list" for a health

fair in summer 1975. Despite his reputation for bringing

the health fair to town, Sherwood claimed, "all I did was

serve as the contact for the first phone call that came in,

and maybe I referred some people to some other people to get

something going." As he recalled, the idea of a health fair

"kind of snowballed" over the winter of 1974-5.

For a community to sponsor a large health fair, consid

erable planning was required, and Sherwood recalled, "a

community committee formed. ... Charlotte Nickels [a

matriarch in the community] was real involved. Some people

in our church were real involved. ... There was pretty good

enthusiasm and response at that time." Sherwood left the

area in June 1975, before he could see the positive results

2
of the communities' organizing efforts. Instead of follow

ing Sherwood's modest plan for recruiting a nurse practi

tioner, the two communities sponsored a health fair and

2
Sherwood Interview.
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organized a coitununity health center, and got their nurse

practitioner -- and more.

Dungannon-Fort Blackmore's health fair, and the result

ing health council, community health center, and spill-over

programs, such as the Dungannon Women's Club and Development

Commission, perfectly fit the design promoted by the Rural

Student Health Coalition to improve health care in under-

served rural areas. Beginning in 1970 at Vanderbilt Univer

sity, concerned students from diverse disciplines, such as

medicine, nursing, law, education, and liberal arts, organ

ized the Rural Student Health Coalition (hereafter RSHC) to

respond to the problems of rural communities, especially to

the lack of adequate health services. Although they offered

assistance that ranged from legal aid to marketing agri

cultural products, they centered their efforts on conducting

summer health fairs, first in Tennessee, later in Virginia

and Kentucky. However, their goals were more ambitious than

simply providing physical examinations and treating minor

ailments. The health fairs were to serve as catalysts to

activate the communities to focus on their health care

problems and to organize around health care issues for

3
long-term solutions.

3
Couto, pp. 6-11. The Coalition's two major units

emerged in 1970, the Urban Student Health Coalition and the
Rural Student Health Coalition, (continued on next page)
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The students defined health care in its broadest sense,

as freedom from disease and also as the general well-being

of an individual and community in social, political, eco

nomic, environmental, education, and psychological terms.

Health care was described as "the basis on which to better

all aspects of community life."^ Therefore, in addition to

curative and preventive health services, the students

encouraged communities to include in their planning

(continued) Although the RSHC itself divided into two
working units, the Appalachian Student Health Coalition and
the West Tennessee Student Health Coalition, throughout this
study, the program is referred to simply as the RSHC.
Dungannon was only the third health fair that the RSHC
conducted outside of Tennessee. In summer 1973, the RSHC
traveled into southwest Virginia to conduct a health fair in
St. Charles, a depressed coal mining community in mountain
ous Lee County. The fair resulted in St. Charles Community
Health Center which started operating in January 1976. As a
result of a 1974 RSHC health fair. Western Lee County Health
Center was founded and started operating in 1977. In 1985,
St. Charles and Western Lee formally joined together as a
health care consortium. In 1993, a third center in Castle-
wood in Russell County joined the consortium, which now
operates under the name. Stone Mountain Health Services.
Couto, Strecims of Idealism, pp. 1-2., 7-8; Rural Student
Health Coalition, "Final Report: Community Outreach V, June
1, 1973 - December 31, 1973," pp. 1-4, 17-19, Center for
Health Services Collection, Vanderbilt University, Nash
ville, Tenn. (hereafter RSHC, "Final Report," CHS); Inter
views with Tony Lawson, Executive Director, Stone Mountain
Health Services and Western Lee County Health Center, Summer
1986 and February 15, 1993. (Lawson had been administrator
of St. Charles Community Health Center.) Summer 1986 Inter
view for Article: Edythe Quinn Caro, "Patterns of Tradition,
Elements of Need: Appalachian Health Care," Appalachian
Focus 2 (Winter 1986): 5-9, 25-26.

^RSHC, "Final Report," CHS, p. 3.
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non-medical activities to address socioeconomic problems.

Likewise, they stressed community control of the programs

they introduced. As explained in the 1973 RSHC Program:

By far the most important aspect of the RSHC work
is with the communities. As students, we are
transient; the community will always be there. If
something permanent is to exist, the local people
must be the deciding factor.

However, in his analysis of Dungannon-Fort Blackmore

community mobilization, the RSHC leader made provocative and

often contradictory statements regarding the social struc

ture and dynamics in the community. Kevin McDonald, direc

tor of the RSHC in 1976, worked on the 1975 projects,

including the Dungannon-Fort Blackmore health fair and

follow-up planning. In his final evaluation he remarked:

...[M]ost of the area's people have been dependent
upon some extra force to carry them along, be it
the tenant farming system, a kind leader in the
community, or welfare. ... Thus, asserting the
self among peers was contrary to habit. Further
more, though almost every person we met was an
incredibly warm and generous individual, giving as
a group, acting as a community - was rare for
them. Apathy and passivity indeed were great.
Yet a cluster of lively and idealistic people lay
scattered about the valley. All they needed was a
rallying point and a push. They got both.

^RSHC, "Final Report," CHS, p. 95.

^Kevin McDonald, "SHC Final Evaluation," 18 August
1975, p. A., Center for Health Services Collection,
Vanderbilt University, Nashville, Tenn., (hereafter
McDonald, "Evaluation," CHS).



143

This RSHC leader's recollections sound very much like

descriptions found in the period's dominant writings on

Appalachia, which were heavy on "otherness" and identifying

character traits, such as fatalism, to explain poverty and

underdevelopment. McDonald explained that before venturing

forth for summer work, he and a fellow worker had "read a

bit about community organizing, and ... on the history of

the Appalachian people." He said, "We thought a lot about

being guests and strangers, and about intervention into
7

another culture."

Reading "the history of the Appalachian people" in the

mid-1970s could be quite misleading. For example. Jack

Weller, a minister who based his 1965 study on one coal town

in West Virginia, concluded that Appalachian people had an

"inadequate" culture that ill-prepared them for assimilation

into modern, industrial society. Weller dwelt on cultural

traits -- rather than on economic, political, or environ

mental conditions — to explain the mountain people's

poverty. His book Yesterday's People, Life in Contemporary

Appalachia influenced many researchers and policymakers,

including David H. Looff, whose 1971 book Appalachia's

Children, The Challenge of Mental Health described the

children's "mental disorders" as consequences of the

^Ibid.
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Q

region's "social matrix." This mode of thinking was not

challenged until the late 1970s and early 1980s when such

authors as Helen Lewis, Henry D. Shapiro, David E. Whisnant,

John Gaventa, and Ronald D. Eller critically examined the

various concepts of Appalachia and the economic and politi-
9

cal influences on the southern highlands.

The RSHC worker's recollections foster a stereotype

that is contradicted by the history of the communities'

organizing efforts found in oral and archival record. At

the same time, McDonald's observations provide important

O

Jack Weller, Yesterday's People: Life in Contemporary
Appalachia (Lexington: Uniyersity of Kentucky Press, 1965).
pp. 6, 30-37, 46, 49, 51, 116-29; Dayid H. Looff, Appala
chia 's Children. The Challenge of Mental Health (Lexington:
University Press of Kentucky, 1971), pp. ix, xiv, 122.

Q

Helen Lewis, "Fatalism or the Coal Industry?" Moun
tain Life and Work (December 1970): 4-15; Henry David
Shapiro, Appalachia On Our Mind: The Southern Mountains and
Mountaineers in the American Consciousness, 1870-1920
(Chapel Hill: University of North Carolina Press, 1978);
John Gaventa, Power and Powerless: Quiescence and Rebellion
in an Appalachian Valley, (Urbana: Uniyersity of Illinois
Press, 1980); David E. Whisnant, Modernizing the Mountain
eer: People. Power, and Planning (Boone, N.C.: Appalachian
Consortium Press, 1981) and All That Is Native and Fine,
Politics of Culture in an American Region (Chapel Hill:
University of North Carolina Press, 1983); and Ronald D.
Eller, Miners. Millhands, and Mountaineers, Industriali
zation of the Appalachian South, 1880-1930 (Knoxvi1le:
University of Tennessee Press, 1982). For an excellent
discussion of the cultural theories, see Stephen L. Fisher,
"Victim-blaming in Appalachia: Cultural Theories and the
Southern Mountaineer," Appalachia: Social Context Past and
Present, 2nd ed., eds. Bruce Ergood and Bruce E. Kuhre
(Dubugue, la.: Kendall/Hunt Publishing Co., 1983), pp.
154-163.
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clues to class relations, useful in a later analysis of the

class structure of the board of directors and the degree to

which it represented the community. One of the factors in

the success of the rural community health centers is commun

ity mobilization and organization, representation and

participation. This study will attempt to evaluate the

level and success of community action over time, from the

initial impulse to organize a center and gain the support of

the whole community to the later efforts to govern the

center through cycles of growth and decline.

Contrary to McDonald's perception of the community's

"apathy and passivity," the residents had already exhibited

the ability to work together — in the planning for the

health fair. Once the community decided on the health fair,

mobilization started immediately, with committees organized

to plan for the students' arrival. Forty or more students

were scheduled to be there for several weeks and homes had

to be found for them. The students arrived in June. As

planned, they stayed with local families, a practice which

contributed to the success of the program as it broke down

barriers and provided a learning experience for all invol

ved. Commenting on the students' and residents' inter

action, McDonald wrote: "They [the students] lived with

them, held jamborees with them, and became their friends.

...[T]he students looked to the local people for answers.
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and the local residents shared their way of living with

pride." One student summed it up best, "We learned to

listen and believe what we heard on porches." One Dungannon

resident reported:

The students from Vanderbilt really made a hit
with the people. They didn't come in and just sit
up here like they knew it all. They got acquain
ted with the people before they went to work.
They got on the first floor with them and got
their affection. When they left, they cried,-and
I'll have to admit, I shed a little tear too.

Before the medics arrived, the RSHC and the community

workers promoted the event, sending notes home with school

children, advertising by radio, newspaper, and posters.

Residents participated as paid and volunteer workers in the

fairs; some cooked for the students and community workers.

At the health fair, held in the Dungannon Elementary

School, the medical students offered free comprehensive

physical examinations to all area residents. They took

medical histories; gave immunization shots where necessary;

provided blood and urine tests and chest X-rays. (The RSHC

enlisted the aid of pharmaceutical companies who contributed

valuable drugs, such as antibiotics and antiparasitics, to

the health fairs.) Under supervision, the medics treated

minor problems and referred serious problems to the health

Kevin McDonald, "Outreach and Outrage: The Student
Health Coalition," Southern Exposure 6 (Summer 1978): 20.
Couto: Streams of Idealism, pp. 102, 59.
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department or the patient's own physician. As one resident

recalled: "They started eight in the morning and closed at

11
eight at night. They were exhausted."

Over the course of the five-day health fair, 1,186

persons were examined; many of them had never had a physical

before nor had seen a doctor in years. The very volume of

people responding to the opportunity for medical attention

"attested to the lack of ordinary access to health care,

particularly screening and preventive services" in the

area. Besides receiving a thorough examination and some

health education, the people gained an understanding of just

how critical were their community's health needs. As one

resident remarked, "Wouldn't it be nice if we could go to

12
see a doctor right here all the time."

If the communities were at first dismayed by the

McDonald, "Evaluation," CHS, A; Clinch River Health
Services, Inc., Press Release, 10 June 1976, Clinch River
Health Services Inc. Collection, Dungannon, Va.; RSHC,
"Final Report," CHS, pp. 2, 25-26, 64-65; Interview with
Curtis Mays, Dungannon, Va., January 7, 1993 (hereafter Mays
Interview).

12
The first and main phase of the health fair ended

abruptly a day early, due to poor scheduling by the RSHC,
and "only 60 patients [were examined] on the last day." A
second, follow-up phase resumed a few weeks later, operating
more smoothly. McDonald, "Evaluation," CHS, pp. A-B; "Com
munity Acts Bring Medical Care to Scott," Kingsport Times 26
August 1976, p. 4D, Clinch River Health Services Inc. Col
lection, Dungannon, Va. (hereafter Times, 26 August 1976,
CRHS).
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enormity of their health care needs, the possibilities for a

permanent solution encouraged them. The students eagerly

told stories of "how other communities as small as Dungannon

had developed medical clinics and attracted doctors to staff

them."^^ The students were able to offer these examples as

a solution for Dungannon and Fort Blackmore because of the

existence of the PHS's RHI program offering funding and

technical assistance. Utilizing the concept of positive

programming, the PHS bureaucrats at the regional level

administered the RHI so that a poor, medically underserved

community with little experience in grant writing could

successfully apply for and receive funding and assistance to

operate a community health center.

What followed the health fair attested to its success

and closely followed the RSHC design. The students always

hoped that once the people's attention was aroused around

health care issues generated by the fair, they would focus

their attention next on seeking long-term solutions to their

problems. The community did just that, setting a community

health center as its goal. Even though the medics left,

several RSHC workers remained to help with the organizing

process. The Fort Blackmore and the Dungannon Ruritans

McDonald, "Evaluation," CHS, p. A; NHSC Application,
1976, CRHS, p. IV; Couto, Streams of Idealism, p. 10; Times,
26 August 1976, CRHS, p. 4D.
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planned a joint meeting. Although the two chapters shared

common goals to promote better rural conditions, they

infrequently worked together. However, with health care

services as an organizing point, the chapters joined to

gether. As described by McDonald, "The joint Ruritan

meeting was great," with highly visible signs of "unity,

social momentum and community control of the project," what

were to McDonald "crucial concepts" for successful

organizing.

Plans were quickly made for a joint community meeting

at which time a health council would be elected. Organizing

for health care services is a noncontroversial, nonthreaten-

ing activity; the description of the joint town meeting

offers an opportunity to observe the diverse support the

health center project gathered. According to McDonald,

The community meeting was awark [sic, probably
awkward] and choppy, but beautiful. The people
were ready for it. A Baptist preacher opened the
meeting with an invocation. The Dungannon Ruritan
president turned the floor over to the Dungannon
mayor, who directed traffic. ... A Catholic priest
gave his clinic spiel to the people.

At these last meetings the RSHC workers had less and

less input, as McDonald said, "My roles at the meetings had

14
McDonald, "Evaluation," CHS, pp. A-B.

^^Ibid, p. C.
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grown smaller and smaller." The student workers were

surprised when the community -- after watching a videotape

on the organization of other rural clinics and engaging in

some general discussion — "quite suddenly — elected an 18

person board of directors, with at least one board member

from each main community in the county." Fund-raising

started then and there as the board circulated "a piece of

paper, on which participants pledged donations, both open

and specified." The board of directors quickly appointed

""proven' fundraising captains from each community in the

16
county ... to lead a door-to-door donations campaign."

It is difficult to reconcile the RSHC leader's first

impressions of community apathy and the later descriptions

of rapid community mobilization. Given a viable project

with good prospects for assistance through the PHS funding

and guidance, the communities responded quickly and effi

ciently. For example, these adjoining communities usually

pursued their interests separately. However, when the

response to the health fair demonstrated the area-wide lack

of adequate health care, the communities realized they would

have to work together to gather enough support to build a

health care facility, apply for federal funding, and bring

in a physician. Significantly, the health council repre-

^^McDonald, "Evaluation," CHS, pp. C-D.
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sented both Dungannon and Fort Blackmore, as well as sur

rounding settlements. In commenting on the Fort Blackmore

residents' participation, Charlotte Nickels said,

I just love those people. I never knew them, and
I guess they didn't know us. We knew them, you
know, but we didn't know anything about them. ...
But to be personally acquainted with them and to
have a working relationship with them, we didn't
have it ^til we started this, and now we work
together jusj^as good as any communities can be
expected to.

After meeting all winter, on March 22, 1976, the health

council incorporated as Clinch River Health Services, a

not-for-profit corporation, organized "to improve the health

services and health education" of area residents. The

service area included Dungannon and Fort Blackmore, as well

as the "communities and/or towns [of] Sinking Creek, Nic-

kelsville, Flatwood, Copper Creek, Rye Cove, Clinchport, and

18
Midway," and other neighboring settlements. With incor

poration, the real work of building a clinic started.

After conducting a health fair and introducing the

communities to a viable solution to their health care needs.

Maura Doherty, "Health Council Survey, Final Report,
August 1980," pp. 5-6, Center for Health Services Collec
tion, Vanderbilt University, Nashville, Tenn. (hereafter
Doherty, CHS).

^^Clinch River Health Services, Inc. "Articles of
Incorporation," Article 2(a), 12 March 1976, Clinch River
Health Services Inc. Collection, Dungannon, Va.
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the RSHC students provided followup. They kept in touch,

visited, corresponded, and often one or two students would

return to live in the community, from several months to a

year, assisting as needed with grant writing, legal ser

vices, or administration. One such student, a graduate of

Vanderbilt's College of Liberal Arts, spent the summer of

1976 in the Dungannon-Fort Blackmore communities helping the

CRHS board file for tax exempt status, expedite grant

.  . 19
applications, and conduct fundraising.

Throughout the spring and summer of 1976, the two

communities were heavily engaged in fundraising, choosing

and purchasing a site, and "clinic raising." By some

accounts, little over a year before there had been little

visible evidence of sustainable, formal community organiza

tion, certainly no record of inter-community cooperation.

Richard Couto observed that after communities had success

fully sponsored RSHC health fairs, leadership emerged,

organization was achieved and mobilization was sustained.

He concluded that "a community's doubts about its ability to

achieve something is one of the earliest and most persistent

Couto, Streams of Idealism, p. 19; "Student Health
Coalition," n.d., n.p. [single page typewritten report].
Center for Health Services Collection, Vanderbilt Univer
sity, Nashville, Tenn.; RSHC, "Final Report," CHS, pp.
16-17.
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difficulties in mobilizing local support for new ser

vices. Anne Leibig, an outsider who gained acceptance as

a community leader and became the first administrator of the

CRHS, made a similar observation. She too believed that the

very success of planning for and conducting a health fair

generated the confidence to forge ahead with this major

undertaking. She said.

The people really had the energy for the clinic
because the people from Vanderbilt came in and did
the health fairs in the right way, and people saw
that they could do stuff. If they did this, this
happened and then that happene^^^ So there was a
lot of energy for doing stuff.

Given the intense level of community activity in such a

short period of time, it is very difficult to uncritically

accept the judgment that the community had completely lacked

indigenous leadership, initiative, and organization before

the arrival of the RSHC. After all, twenty to thirty years

before, Dungannon had been a thriving town. After its

decline, precipitated by outside forces, the town lacked the

economic resources and formal mechanisms to reverse the

decline and institute improvements, for example, in health

care services. Even with indigenous leadership, the means

were not available to affect change.

^^Couto, Strecims of Idealism, p. 61.

^^Interview with Anne Leibig, Dungannon, Va, November
14, 1990 (hereafter Leibig Interview).
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However, beginning in the mid-1960s and continuing in

the 1970s, federal support of the community health center

program provided a means for health care reforms at the

local level. Even so, the community health center program

as administered by the Office of Economic Opportunity in the

mid 1960s was more conducive to urban areas. Only after the

program's transfer to the PHS and further innovations was it

conducive to rural operation. The RHI Program, the most

relevant innovation, was created by the PHS in 1975, the

year of the Dungannon-Fort Blackmore health fair. The RHI

allocated more resources to rural areas; authorized small,

primary care projects which small rural communities were

better able to manage; through positive programming chan

neled resources to communities with the "greatest need;" and

22
advocated service to poor and non-poor alike.

Before the arrival of the RSHC, information about a

community health center as a viable option had not reached

Dungannon and Fort Blackmore. Along with a lack of ser

vices, rural areas traditionally lacked access to informa

tion about government policies. Researchers Karen Davis and

Ray Marshall noted "the absence of strong rural media and

22
Alice Sardell, The U.S. Experiment in Social Medi

cine; The Community Health Center Program, 1965 - 1986.
(Pittsburgh: University of Pittsburgh Press, 1988), pp.
111-12, 116.
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conununications" to spread the news of opportunities and

successful strategies in health care. Therefore, government

policies and successful programs went "unnoticed or unher-
23

aided outside a narrow confine." However, the citizens of

Dungannon-Fort Blackmore recognized a good opportunity when

one was presented and willingly supported it.

At this point in the collective history of CRHS, the

people's willing support acquired mythic overtones. In

interviews with the original organizers, the recital of fund

raising activities almost becomes a litany; covered dish

dinners, cake walks, candy sales, bake sales, shooting

matches, country and western musicals, and square dances.

Arthur Farmer, the first treasurer, counted the pennies —

not dollars, -- collected after every Saturday night

activity. The activities themselves raised community spirit

as well as the badly-needed funds. For example, at the

second fundraising event on Saturday evening, July 24, 1976,

held at the newly-purchased clinic site, folks enjoyed a

family supper, country and bluegrass music, and contributed

over $1,000. As the newspaper reported, "The best assess-

Karen Davis and Ray Marshall, "New Developments in
the Market for Rural Health Care," Research for Health
Economics 1 (1979): 74.
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ment of the evening was voiced by one of the coinmunity

24
participants, "That's the best time I ever had."

From 1940 to 1970, and especially during the 1950s, one

of the greatest outmigrations in American history occurred

with the movement of people out of the southern highlands.

From 1950 to 1970, the Appalachian region experienced 3.3

million outmigrants, with 2.2 million of that total leaving

during the 1950s. Mountain people - especially the young -

moved to industrial centers in the Midwest. In a classic

pattern of chain migration, the Dungannon-Fort Blackmore

folks migrated to Wabash and Fort Wayne, Indiana, to Defi

ance, Ohio, to the auto cities of Michigan. The fundraising

committee solicited contributions from these former resi

dents, urging them to remember those they left behind and

25
contribute to their health care. Some of the folks hadn't

gone any farther than Kingsport, and press releases to the

24
Interview with Arthur Farmer, Dungannon, Va., Novem

ber 13, 1990 (hereafter Farmer Interview); Interview with
Otis G. Lawson, Gate City, Va., January 6, 1993; "Fund
Raising Held at Clinch River Health Center," newspaper
article, n.d.. Clinch River Health Services, Inc. Collec
tion, Dungannon, Va.

25
Farmer Interview; Jerome B. Pickard, "Population

Changes and Trends in Appalachia," The Invisible Minority;
Urban Appalachians, eds. William W. Philliber and Clyde B.
McCoy (Lexington: University Press of Kentucky, 1981), pp.
95-104. Forrest Lang, M.D., Vice Chairman and Director of
Medical Education, Department of Family Medicine at East
Tennessee State University, (continued on next page)
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area newspapers carried this appeal, "All former residents

of the Dungannon-Fort Blackmore area are invited to donate

to the building of this clinic. ... We urge you to share in

the improved medical facilities for the future health of
26

your hometown."

In these cash-poor farm communities, many people who

could not contribute money donated building supplies or the

use of their equipment. Curtis Mays, who served as presi

dent of the new organization's board of directors, recalled:

And what surprised me, some of the people who
really didn't have the money on hand, said they'd
write a little note, send up to St. Paul Builders
to get2^0 many sheets of plywood ... that kind of
thing.

Many men — regardless of whether they had donated

money or supplies -- also contributed their labor in the

actually building of the clinic. Mays, who labored as hard

(continued) served as a family practitioner in Haysa, in
southwestern Virginia. Lang remembered communities raising
funds for clinics by appealing to outmigrants. In their new
locations, migrants organized benefits and sold raffle
tickets, sending the proceeds back home. Interview with
Forrest Lang, M.D., Johnson City, Tenn., Summer 1986.
Interview was conducted for article: Edythe Quinn Caro,
"Patterns of Tradition, Elements of Need: Appalachian Health
Care," Appalachian Focus 2 (Winter 1986): 5-9, 25-26.

^^Clinch River Health Services, Inc., Press Release,
"June 19 [1976] fundraising," single, typed page, n.d.,
Clinch River Health Services, Inc. Collection, Dungannon,
Va.

27
Mays Interview.
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as anyone in constructing the clinic building, recalled.

We would work, have [events] of different types
here to try to raise money. We'd build a while,
run out, do it again. I don't know how many
dances we had in this building before ^^e parti
tions went up to form the rooms in it.

After studying communities that had organized community

health centers, Couto observed that "mobilization is greatly

enhanced by the visible signs of a building's foundation

being poured and framing erected." People became believers

and supporters when the evidence was right before their

eyes. For example, one of the CRHS board members recalled:

A guy who hadn't been here since we had a supper
came by. We just had the roof [of the clinic] on,
we didn't have [the building] partitioned off or
anything. He said, "This is one of the bes^g
things that has happened in the community."

Therefore, the "cornerstone laying," was a momentous

event. On June 19, 1976, "several hundred people" attended

the day-long event which started with "men from both communi

ties donating their time and skills to lay block." Later in

the day, the politicians arrived to help lay the corner

stone. The Hon. Ford C. Quillen and Rep. Bill Wampler

demonstrated their support for the clinic by each contribu

ting $100 and staying for dinner. Proceeds from individual

^®Ibid.
29
Couto, Streams of Idealism, p. 72.
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contributions and the covered dish supper which closed the

30
day increased the building fund by close to $1000.

As the summer months passed and the CRHS building took

shape, the board turned to other duties, less relaxing and

social than the dances and covered dish suppers, more tiring

than laying brick or raising partitions at the clinic after

a day work at one's regular job; that is, they started the

long process of applying for federal funding. Even with the

support of the PHS bureaucrats, the process was demanding.

Commenting on the momentum it took to get CRHS funded and

fully operating. Farmer said that building the clinic "kind

31
of boosted us along because we got this 30b done."

The board undertook the formal business of securing

large-scale funding to open and operate the clinic. But

even though they had to go to the federal government for

financial assistance, they remembered it was their own

considerable efforts that created CRHS. Through community

efforts, they had raised $28,000 in cash contributions, the

equivalent of $26,000 in donations of labor and material,

and "received $6,000 in contributions from outside private

30
"Clinch River Health Clinic Dedicated," newspaper

article, n.d., Clinch River Health Services, Inc. Collec
tion, Dungannon, Va.

^^Doherty, CHS, p. 11.
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32
sources." Farmer, the original treasurer, offered this

strong endorsement of the community's achievement; he

explained.

In building the clinic, it was the community's
effort. The government didn't have anything to do
with it until later, after it was built.

To facilitate the grant application process, the CRHS

board drew on the resources of an institution that had a

long history in regional development, the Tennessee Valley

Authority (hereafter TVA). TVA believed it had a mission to

offer a "coordinated approach to resource problems, physical

and human, mobilizing all available technical and social

skills to advance the interests and welfare of the Valley

people." While concentrating its enormous resources on huge

projects, TVA committed itself to less spectacular services

as well, for example, promoting education and health.

Although this human services component of its regional

commitment was never as well-funded — rarely receiving more

than two per cent of its budget — through a variety of

programs, TVA interacted with the communities of the valley.

For example, TVA was very familiar with the RSHC health

fairs as it loaned its Mobile Medical Van to the Coalition

for six weeks each summer, and the health fairs utilized TVA

32
Couto, Streams of Idealism, p. 64.

33
Farmer Interview.
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facilities for lab tests. In order to arrange utility

hookups for its van, TVA officials visited each of the
34

communities scheduled for a health faxr.

TVA provided resource people to assist rural communi

ties in planning health centers and related projects. Upon

learning of this service, the CRHS council requested assist

ance and the communities gained valuable assistance and a

friend when John C. McClellan, Jr. arrived. A Community

Specialist with the Community Resource Development unit of

TVA, McClellan was, in a sense, coming home. A native of

Scott County, Va., he had a special fondness for these

people and knew their problems and respected their ability

to overcome problems -- with the right opportunities and

35
some resources.

Avery Leiserson, "Administrative Management and
Political Accountability," and Vernon W. Ruttan, "The TVA
and Regional Development," in TVA: Fiftv Years of Grass-
Roots Bureaucracy, eds. Erwin C. Hargrove and Paul K. Conkin
(Urbana: University of Illinois Press, 1983), pp. 139,
157-58; RSHC, "Final Report," CHS, pp. 25-26.

^^John C. McClellan, Jr., "Series of Events Involving
Establishment of a Primary Health Care Project at Dungannon,
Virginia," typed report (JCM:NK:R. Hunigan--8/17/79), p. 1,
In possession of John C. McClellan, Jr., Knoxville, Tenn.,
copy in my possession, (hereafter McClellan, "Series"); As
a TVA health service representative, McClellan was experi
enced in community organizing. From 1971 - 1975, as a TVA
health educator, he worked with the Chattanooga-Hamilton
County [TN] Health Department, helping communities develop
satellite public health centers. See his article, "Decen
tralizing Urban Health Departments," in Health Education,
Nov. - Dec. 1976: 9-10.
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In assessing the CRHS plans, McClellan immediately

noted that "the most important element of a health care

program was missing: participation by medical professionals

and agencies." McClellan and "five local leaders" chosen by

the board met with "medical societies, hospital administra

tors, public health officials, the rescue squad, the Health

Systems Agency, LENOWISCO Board of Supervisors, and other

groups." Forming early and positive relationships with

these individuals and agencies was deemed very important for
O g

the future success of CRHS.

In the process of reviewing CRHS's application for a

RHI grant, PHS officials from the Region III office in

Philadelphia visited the communities. According to McClel

lan, they "recognized the need for health care services;"

they were impressed by "the commitment and involvement of

the local people;" and "they were very pleased that TVA was

offering assistance to the community and could act as

liaison [and] provide the needed organizational structure."

The PHS proceeded to "channel instructions" through McClel

lan, who interpreted the "rules and regulations of [the]

37
Federal programs" to the board.

McClellan, "Series," p. 2. LENOWISCO represents Lee
[County] - Norton [City] - Wise [County] - Scott [County]
Planning District Commission.

37
"^'ibid.
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With only four weeks before the PHS deadline, the CRHS

board, the communities, and McClellan worked together to

complete the application and submit the endorsements from

various regional agencies. The level of activity was

tremendous. McClellan recalled:

I practically lived with the people in Dungannon
in order to keep them totally involved in the
planning process. We needed letters of support
from medical societies, hospital administrators,
boards of supervisors, nurses' associations,
businesses, public and State health departments,
congressmen, and others, and we got these by
dividing up the work and utilizing all the com
mittee members. After working diligently for
three-and-a-half weeks, we developed a plan that
was suppor^gd by both the board and the medical
community.

The RHI application required the National Health

Service Corps (hereafter NHSC) to designate the communities

as a "health scarcity area." To assist CRHS in securing

this crucial designation that would allow center physicians

to qualify for loan forgiveness, the Scott County Medical

Society, the County Board of Supervisors, and LENOWISCO, the

local Planning District Commission, among others, issued

39
Certifications of Need. What is striking about this

^®Ibid., p. 3.

^^NHSC Application, CRHS, "Certification by Local
Government of Need..., signed by Clerk, Scott County Board
of Supervisors, n.d.; "Recommendation ... Need for Medical/
Health Personnel," from LENOWISCO Planning District Commis
sion, 16 August 1976; letter from William P. Grigsby, M.D.,
President, Scott County Medical Society, 18 August 1976.
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cooperation is the "unanimous approval" each agency con

veyed, reflecting the nonthreatening character of the

community project and its board. On November 29, 1976, the

NHSC granted the designation and informed CRHS:

Approval of your community as an NHSC designated
health scarcity area may enable health personnel
in your area to qualify for loan forgiveness under
the provisions of legislation being administered
by the Bureau of Health Resources Development,
National Institute of Health.

Unfortunately, as the NHSC warned, this approval did

not guarantee that the board would find two physicians

willing to come to their new clinic. It only allowed them

to offer physicians the incentive of working off their

medical education indebtedness.

When DHEW/PHS awarded CRHS "approximately $600,000 over

a 3-year a period," the communities were faced with imple

mentation of their long-awaited dream. The board's respon

sibility for finding funds now shifted to utilizing them.

With McClellan's continued stress on full participation of

all board members, each committee assumed some portion of

the responsibility for implementation. For example:

the personnel committee decided on staff, sala
ries, and benefits; the equipment committee worked
with local physicians in purchasing the proper
medical equipment; the building and publicity

40
H. McDonald Rimple, M.D., Assistant Surgeon General,

Regional Health Administrator, U.S. Department of Health,
Education, and Welfare, Public Health Service, Region III,
Letter to Curtis Mays, CRHS, 29 November 1976, Clinch River
Health Services, Inc. Collection, Dungannon, Va.
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committee selected the furniture, and community
residents ma^j drapes and painted pictures for the
interior....

With authorization and funding in place, the board's

next challenge was to recruit two physicians. The recruit

ment process had its own dynamic as physicians investigated

community health centers, sizing up the communities and

boards, and the boards interviewed likely candidates, trying

to determine their suitability; both sides trying to find

the right match. After interviewing several prospective

physicians, the CRHS board recruited two physicians, Raymond

(Robin) Feierabend, M.D. from Tulane Medical School, and

Alice Coblentz, M.D. from the Medical College of

Pennsylvania.

Robin Feierabend didn't come to CRHS as a NHSC candi

date enrolled in its loan forgiveness program. He and his

wife Margaret came because of the mountains and the oppor

tunity to serve an underserved population. Feierabend said

that during his three years of residence in Greensboro,

N.C., "I really felt like the mountains were calling us."

And he knew he wanted "to spend some time practicing in an

underserved area." In spring 1978, they began investigating

opportunities and "looking at communities in the mountain

area of North Carolina and Tennessee." He learned about

41
McClellan, "Series," p. 3.
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CRHS from the Virginia Primary Care Association. On their

first visit to Dungannon, they met Curtis Mays and were so

impressed with his forthright manner and dedication that

they chose CRHS.^^

Although Feierabend was attracted by the "sense of

community spirit," he recognized "[t]here were some down

sides," as he explained,

I knew I would be going to a community where I
had no other support from other physicians immed
iately available, other than my partner; that I
wouldn't be seeing physicians on a day-to-day
basis. That [isolation] can be sort of stifling.
I knew that I wouldn't have a hospital practice.
That at the time didn't seem like a big concern.
I knew that it was going to be a very different
existence for us; we were both city people. ... So
we had some fear and trepidation as to how we
would ad^^st to pretty much of a rural
setting.

The fact that CRHS was a NHSC site was not a deciding

factor in his decision. He had looked at a number of Corps

sites as well as "straight private practice opportunities."

He accepted the fact he would be salaried. An advantage he

recalled was the "administrative support built into it."

During the summer of 1978, he and his wife arrived in Dun

gannon. Feierabend and his fellow physician and partner at

Interview with Raymond [Robin] Feierabend, M.D.,
Bristol, Va., November 14, 1990 (hereafter Feierabend
Interview).

"^^Ibid.
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CRHS, Alice Coblentz, worked together "taking care of the

details of getting things in order to start practicing."

Although Feierabend didn't start his actual practice until

44
November, Coblentz started seeing patients in August.

Alice Coblentz came to Dungannon through the NHSC; as

she explained, "they paid for my last two years of medical

school" and she would repay the Corps by serving two years

at CRHS. With only one week during her internship in which

to visit possible sites, she hurriedly visited three, one in

eastern Colorado and two in southwest Virginia. She chose

CRHS, recalling, "...I was really impressed with the commun

ity, that they could work together and build this building."

She immediately recognized the communities' need for a

health center, remarking later, "People in the county

45
definitely have to travel too far for medical attention."

As a graduate of the University of Pennsylvania and the

Medical College of Pennsylvania, some of Coblentz's experi

ences had centered around small cities in Pennsylvania:

Reading, where she was raised; Allentown, where she did her

44
Ibid; Rita Quillen, "Dr. Alice Modernizes Country

Doctor' Role," newspaper article, n.d., In possession of
Alice Coblentz, Asheville, N.C., and copy in possession of
author, (hereafter Quillen/Coblentz).

4 S
Quillen/Coblentz; Correspondence with Alice Coblentz,

September 22, 1993 (hereafter Coblentz Correspondence).
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internship. However, her student medical experiences had

included diversified rural practices. In the mid-1970s, she

had worked "with a rural health program in New Mexico for 3

months," and had spent another month, "with a GP [general

practitioner] in Scotland on the Isle of Harris observing

rural care under that system." She described her interests

as "more in 'alternative medicine,'" involving "preventive

medicine, counseling and educating people," especially in

.  . 46
nutritxon.

The CRHS board received authorization to add a dentist

to its initial medical team. Dentists were as scarce as

physicians in the county. While the PHS considered a normal

service to be 4,000 persons per dentist, five dentists --

two of them over age 65 — served the entire Scott County

population of 24,376. The PHS was willing to support dental

facilities in this designated "dental shortage area," and

awarded the additional funding. As was its consistent

strategy, the board carefully exploited existing services

and experts. Using the services of TVA's Architectural

Design Branch to provide the building addition plan, the

center expanded with two dental treatment rooms, a lab

oratory, and office space. Learning that some "practically

new" NHSC dental equipment was available in a small town

46
Quillen/Coblentz; Coblentz Correspondence.
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some fifty miles away, the board got it by simply agreeing

47
to go pick It up.

A board member located a young dentist, Alan Bagden,

who was willing to practice in the area if a facility and

equipment were provided. The NHSC agreed to pay his salary

for two years and he arrived, starting his practice in

October. A registered nurse and a licensed practical nurse

completed the medical staff. Beginning in December, CRHS

contracted for pharmacy services with the Appalachian

48
Regional Hospital system.

The comprehensive health care package was almost

complete, offering primary medical and dental care, but its

preventive care program was inadequate, lacking a strong

educational service. Although health education had been

reduced to supplemental status under the 1975 legislation

(P.L. 94-63, Title V, sec. 330), in 1978 legislation created

a category of "priority supplementary services," that

included "home health services, dental services, health

^^McClellan, "Series," p.3.
AQ

McClellan, "Series," p. 4; U.S. Department of Health
and Human Services, Public Health Service, Region III, Rural
Health Initiative Program, Clinch River Health Services,
Inc., Grant Application, signed 21 February 1979, Annual
Progress Report, Clinch River Health Services, Inc. Collec
tion, Dungannon, Va. (hereafter RHI Application, 21 February
1979, CRHS); NHSC Application, CRHS, p. V.
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education, and other social services that would facilitate

49
the use of primary health services." Thus, health educa

tion funding -- though limited — was more readily avail

able. With some money for programs, CRHS needed to hire a

health educator. As McClellan described the situation, "We

wanted a person who could relate to the people and who had

the expertise and dedication needed to plan and implement a

comprehensive program for people who had no knowledge of how

50
to care for their health."

While there is some room for doubt as to the total

ignorance of the citizenship in health matters, there was

certainly room for improvement. The board learned from

McClellan that TVA had a program for assisting the Univer

sity of Tennessee in placing health education students in

rural areas. A good match was made; in December, CRHS

gained the services of Susan Hutchinson, M.P.H. McClellan

described Hutchinson as a young woman "who was devoted to

her profession and who fitted in with the community." CRHS

board asked TVA to pay her salary for six months; TVA

agreed.

^^Sardell, pp. 147-48.

^^McClellan, "Series," p. 4.

Ibid.; Leibig Interview; Anne Leibig, Correspondence,
July 15, 1993; Mays Interview; RHI Application, 1 March
1979, CRHS, Budget Justification.
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The non-medical member of the first team was Anne

Leibig, ACSW, in the role of administrator. As a community

worker with the Appalachia Community Development Corpora

tion, she had been involved with planning the health fair

and health council at St. Charles, Va., in 1973. In her

social work in the region, she knew well the problems

indigenous to southwest Virginia, economic depression and

lack of services, especially health care. When she settled

in Dungannon, the community was in the midst of organizing

their clinic. She attended a community meeting and got

involved in fundraising. When it came time to hire an

52
administrator, the board considered her for the position.

McClellan and members of the board of directors talked

to Leibig about the position, but did not immediately hire

her. She had to pass their muster and gain the approval of

the PHS administrators in Region III in Philadelphia. She

recalled:

I think it was kind of a big thing for them [the
board members] to ask me because I wasn't part of
the community. ... But then they did and I had to
go up there [to Philadelphia] and get approval....
I had to go up there and meet them before I could
take the job. ... We're in their region. They
really wanted the clinic to get started well and
they wanted some review and approval of the first
administrator.

^^RSHC, "Final Report," CHS, p. 23; Leibig Interview.
53
Leibig Interview.
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The regional officials — following PHS policy --

worked closely with coinmunities to assure that centers were

well-launched. They were ready to instruct the centers in

changes in legislation. For example, besides the creation

of "priority supplementary services," the 1978 legislation

had "authorized special funds for technical assistance to

local community groups to be provided by private nonprofit

or state organization," such as the state chapters of the

National Association of Community Health Centers.

Also, if centers generated additional income through

increased efficiency in the collection of patient fees and

third-party reimbursements, they were allowed to retain "at

least 50 percent of such income." Centers could use this

revenue to increase services and/or extend their catchment

area, to improve administration and management, to construct

new facilities or modernize existing structures, or to lay

the economic foundation for conversion to a prepayment

54
system. Although it would be a long time before CRHS

would generate sufficient income, the incentive was there.

For the present time, CRHS needed to get started on

firm medical and administrative footing and if Leibig could

help make that possible, she would be hired. She definitely

^"^Sardell, pp. 146-48.
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had some things working in her favor. When CRHS was being

organized, the coinmunity began to tackle other projects as

well. The women organized a Women's Club "to do community

improvement," and Charlotte Nickels asked Leibig to be its

president. As she explained, "Charlotte was real instrumen

tal in saying that I should be the first president of the

Dungannon Women's Club. ... So that's the role I got...."

With the blessings of the town mother, the bureaucrats in

Region III, and finally, with the endorsement of the (mostly

male) board members, she became the clinic's first admin

istrator. One additional person — filling the roles of

receptionist, bookkeeper, and office manager -- assisted

Leibig and the medical team in running the business end of

the center.

In August 1978, CRHS opened for business; by December

1978, it was fully operational. In the red brick building,

besides a spacious waiting room and four examining rooms,

there were rooms for offices, a laboratory, medical records,

and an emergency room "to provide limited emergency ser

vices." As mentioned, space for the dentist and a pharmacy

Leibig Interview; RHI Application, 1 March 1979,
CRHS, Budget Justification. In order to increase adminis
trative efficiency, CRHS had received authorization for a
"billing clerk trainee employed through the Migrant and
Seasonal Farmworkers CETA contract." RHI Application, 21
February 1979, CRHS, Annual Progress Report.
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were provided through the additions to the original building

plan. Although its hours changed over time, the original

plan called for CRHS to be "open five days a week, from nine

to five, with the possibility of opening one evening and/or

Saturday morning a week, if the needs of the working people

■4- ,,56require it."

While many health care services were provided on site,

others were provided by "appropriate referrals to highly

specialized diagnostic and treatment facilities in other

settings." To do so, CRHS entered "referral agreements or

working relationships" with the following health care or

social service institutions and agencies: Scott County

Rescue Squad, Scott County Public Health Department, Sulli

van County Medical Society, Scott County Medical Society,

Scott County Social Security Office, Area Agency on Aging/

Division of Medical Services, Tennessee Valley Authority,

Health Systems Agency serving Scott County, Indian Path

Hospital and Holston Valley Community Hospital, Kingsport,
.  . 57Tenn., and St. Mary's Hospital, Norton, Virginia.

Up and operating, CRHS delivered primary care, the

entry point of health care services for most people, pro-

^^NHSC Application, CRHS, V.
^^RHI Application, 28 December 1976, CRHS, VI

Implementation Approach, p. 12.
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vided health education and preventive services, dental

services, and through agreements with area medical insti

tutions and social service agencies, arranged referrals for

specialist care, hospitalization, or social services. Thus,

it offered comprehensive care and coordinated and utilized

area resources. Through its board of directors, it provided

community representation and participation. After the

community had provided the support, leadership, and service

necessary to organize the nonprofit corporation, and had

contributed funds, materials, and labor to build the facil

ity, the RHI grant for federal funding had made it possible

to begin operation, and PHS guidance had steered the center

in the right direction. Here at CRHS, a community health

center serving the rural communities of Dungannon and Fort

Blackmore in southwest Virginia, all the major components

were assembled for the successful delivery of affordable,

comprehensive, primary (curative and preventive) health

care.

Chapter Five analyzes the operation of CRHS from 1979

through 1987, through periods of growth and decline in

utilization affected primarily by the presence or absence of

physicians. The chapter focuses on the composition and role

of the board of directors; the difficulties in recruiting

and retaining medical personnel; the health status of the
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coiranunity and the services to improve it; and the coopera

tive spirit of the PHS in funding the center through its

difficult periods. Despite the difficulties, with continued

funding and the use of mid-level medical personnel and

cooperative arrangements with outside agencies, CRHS was

able to continue to provide primary health care to the

communities.
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CHAPTER 5

SERVICE AND CRISIS, 1979 - 1985

When Clinch River Health Services (hereafter CRHS)

began delivering primary care to the population of the

Dungannon-Fort Blackmore area, one of the most distinctive

features about the community health center design was its

governance. Those who owned and governed CRHS were the

center users themselves, acting through an elected board of

directors. The board managed the operation; set policies,

programs, and non-medical procedures; applied for funding;

hired physicians and other health care and administrative

personnel; established and reviewed the financial system;

and received regular reports from the medical and adminis

trative staff. Because so much of the success or failure of

the center resulted from the board's managerial style and

decisions, it is important to understand who the board

members were and how they related to the consumers, to the

community, and to the health care and administrative staff.

According to Public Law 94-63, the 1975 legislation

giving separate and distinct identity to community health

centers, the majority of board members had to be "consumers

who used the center" and "who, as a group, represent[ed] the
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individuals being served by the center."^ Over the years,

the board members have qualified as consumers of the cen

ter's services, even though some of them also patronized

doctors in Kingsport or elsewhere.

The issue of consumer representation is much more

difficult to judge, not only at CRHS but at all community

health centers — rural and urban. The PHS in its Program

Expectations for Community and Migrant Health Centers

explained the terms of representative as follows:

As a group, the user board members must reasonably
represent the individuals served by the center in
terms of factors such as ethnicity, race and sex
and should be representative in respect to age and
economic status. These2factors are not, however,
meant to impose quotas.

In a population which is 95 - 99 percent white — with

the majority of Scotch Irish stock — race and ethnicity are

not factors. However, economic status is a consideration.

In the 1970s forty percent of population to be served was

reported as below the poverty level and of the remaining 60

percent many were near poor. The majority of users were on

Alice Sardell, The U.S. Experiment in Social Medicine:
The Community Health Center Program, 1965 - 1986 (Pitts
burgh: University of Pittsburgh Press, 1988), p. 101.

2
U.S. Department of Health and Human Services, Public

Health Service, Health Resources and Services Administra
tion, Bureau of Health Care Delivery and Assistance, Program
Expectations for Community and Migrant Health Centers,
Attachment A., 1 May 1991, p. 7. (hereafter PHS, Program)
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3
Medicaid or the sliding fee schedule. To what degree has

the CRMS board represented the majority of the center users?

And if they haven't and are instead economically better-off

individuals and/or members of the local power structure,

does that matter in CRHS's success in serving the community?

Before considering whether board members, especially

several prominent long-time members, belonged to the local

power structure, it is necessary to establish what qualified

one as belonging to the "local power structure" in a small,

poor, rural community. Conventional descriptions that

associate class and power with wealth can be misleading

here. Compared to middle class, urban and suburban economic

standards, most of the board members, including teachers and

farmers, were low income. Farmers especially were often

land rich and cash poor. Heads of households frequently

combined several occupations, for example, a little lumber

ing plus farming, or farming and work in Kingsport's factor

ies, situations which left them underemployed and uninsured

or underinsured for health care coverage. Even with several

jobs, these people often reported incomes below state and

2
U.S. Department of Health and Human Services, Public

Health Service, Region III, National Health Service Corps
Application for Placement of Personnel, 1976, Community
Information Form, #8(51), (52), Clinch River Health Services
Inc. Collection, Dungannon, Va. (hereafter NHSC Application,
CRHS).
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national levels for middle class. Therefore, low income did

not eliminate one from being part of "the local power

structure" in these communities.

Membership in the local power structure often depended

on length of residence, for example, being the descendent of

a founding family versus a "newcomer" of fifty years, or on

location, for example, farming fertile, flat bottom land

rather than steep, rocky land up a hollow. If an individual

combined above-average local income with founding family

status, he or she -- and especially he — might be consid

ered a prominent individual within the local power

structure.

In these poor, rural communities with few profession

als, teachers -- especially if they were from local families

— held higher status, even if they earned less than coal

miners or truck drivers; consistently teachers were well

represented on the CRHS board. Long-time residents with

ties to other communities, to the county seat, to regional

institutions gained status, for instance, a farmer with ties

to the county farm bureau, or a postmaster with ties to

county political leaders.

Because several of the original members remained on the

board for most or all of its existence, often serving as

officers, special attention is given to the socioeconomic

status of these members. Curtis Mays, the individual most
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people would name as the founder of CRMS, was the board's

first president. Over the course of his seventeen years of

service on the board, he held many positions. A native of

the area. Mays taught Vocational Agricultural Education at

the local [Twins Springs] high school, and was a long-time

member of the Scott County Farm Bureau and Farmers Home

Administration boards of directors. In addition to teach

ing, he raised beef cattle. His wife. Sue B. Mays, Ed.D.,

commuted to East Tennessee State University in Johnson City,

where she taught in the Department of Home Economics (later

the Department of Applied Science) from 1976 to her retire-
4

ment in 1990. With land, advanced educations, and profes

sional positions that linked them to county and urban

centers, Curtis and Sue Mays were at or near the top of

their community's social order. Certainly Curtis Mays was

one of the "right people," whom RSHC leader Kevin McDonald

referred to when he commented that the success of the health

5
fair and clinic needed "sanction by the right people."

4
Virginia Primary Care Association, Inc., "The Dungan-

non Story: Small Town Spurred by Medical Center Develop
ment," A Word ... From Our Board Rooms (April 1987): n.p.;
Interview with Curtis Mays, Dungannon, Va., January 7, 1993
(hereafter Mays Interview).

^Kevin McDonald, "SHC Final Evaluation," 18 August
1976, p. A, Center for Health Services Collection, Vander-
bilt University, Nashville, Tenn. (hereafter McDonald,
"Final Evaluation," CHS).



182

The board included several other individuals who fit

this category, for example, Phil Osborne, co-owner of the

local hardware store, S.I. Osborne and Son Hardware, and Jim

Scott, principal at the local [Twin Springs] high school and

later assistant superintendent of schools for Scott County.

These two men represented the most prominent families in the

history of the town of Dungannon. In 1782 Stephen Osborne

settled at Hunter's Ford which later became known as

Osborne's Ford. Then, between 1833 - 1839, Joseph Hagan

bought considerable land in the area. His nephew, Patrick

Hagan, bought more land and in the 1860s built his manor

house, Hagan Hall. When the railroad reached Osborne's

Ford, bringing it the potential for growth and prosperity,

Patrick Hagan renamed the town Dungannon, for his birthplace

in Ireland. Phil Osborne is a descendant of Stephen Osborne

and Jim Scott is a descendant of Patrick Hagan. Whether one

considers Osborne's Ford or Dungannon, as one respondent

commented, "If you're the people the town is named after,
g

you've got a good position."

The most prominent woman on the board was Charlotte

Nickels, a member of the family for whom the nearby town of

ft
Dungannon Historical Society, "Dungannon: A Place in

History" (Dungannon, Va.: Dungannon Historical Society and
Clinch River Educational Center, n.d.), n.p.; Interview with
Vance Sherwood, Knoxville, Tenn., March 22, 1993 (hereafter
Sherwood Interview).
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Nickelsville was named and the aunt of Phil Osborne. As one

respondent said, "She has a leadership style that cares for
7

community in Dungannon and when she asks, no one says no."

Arthur Farmer, owner and operator of an auto repair

shop, was the first treasurer of the board. He also served

as treasurer for the Masons and the building fund for his

Baptist Church. Farmer had sat for a term on the Scott

8
County Board of Supervisors. The occupations of other

members included farmer, secretary, merchant-contractor,

factory worker, and retired miner; the postmaster/mistress
9

was usually a board member.

In the context of the small, poor, rural communities of

Dungannon and Fort Blackmore, most of the members of the

original board of directors (and subsequent boards) were

less poor individuals and part of the "local power struc

ture." They were not bankers and professionals, but as one

respondent explained, "You're talking about the same kind of

strata, if you will, the reference points are just

7
Correspondence with Anne Leibig, Dungannon, Va., July

15, 1993 (hereafter Leibig Correspondence).
Q

Interview with Arthur Farmer, Dungannon, Va., November
13, 1990 (hereafter Farmer Interview).

^NHSC Application, CRMS, VI.
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different. We didn't have any bankers in Dungannon, we

10
didn't have any bank." The board members came from the

respected class and the community understood this. As

another respondent explained:

There was a social stratification in the town. ...
Class played a big role. ... The [traditional]
terms don't really apply because nobody had any
money. But still people had a place and role, and
knew the definite pecking order. You knew where
everybody was. ... I don't think they [lower-
status individuals] would have been terribly
welcome if they had wanted to play a leadership
role. I think it^would have been viewed as moving
outside of rank.

Karen Davis and Ray Marshall examined structural

variations of community health center boards, and their

findings shed light on this question of representation.

They differentiated between consumer-board and community-

board sponsorship. In a consumer board structure, the

project was sponsored and governed by "an elected consumer

board" that exercised "a strong active role in policy

setting." In a community board structure, the project was

sponsored and governed by a [non-elected] community board

"composed of leading members of the community (local power

Interview with Raymond (Robin) Feierabend, M.D.,
Bristol, Va., November 14, 1990 (hereafter Feierabend
Interview).

^^Sherwood Interview.
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structure -- banker, head of school board, county coinmis-

12
sioner, etc)."

The CRMS board was "an elected consumer board which

takes a strong active role in policy setting." And after

examining the occupations and roles of CRMS board members in

the context of their poor, rural community, one may conclude

that it had strong representation from leading members of

the local power structure. Did it matter that the majority

of the board -- especially the most long-term and prominent

members — were not representatives of the lowest-income and

lower status majority?

In its Program Expectations for Community and Migrant

Health Centers, the PHS explained the value of consumer

representation: "The governance requirements for C/MHCs are

unique among health service programs and are the basis of

ensuring that each center is responsive to the needs of its

13
community." Could a largely non-representative board such

as CRHS's be responsive to the needs of the consumers and

the community?

Again, Davis and Marshall shed light on this question.

By differentiating between communities, Davis and Marshall

1 o

Karen Davis and Ray Marshall, "New Developments in
the Market for Rural Health Care," Research in Health
Economics 1 (1979): 74.

13
PHS, Program, p. 6.



186

identified the board structure that was better suited for

particular needs. If a community had minority or poor

people for whom health care services had been restricted by

local powers, then "an indigenous, patient-elected board"

was important "as a lever" for improving the health care

as well as the "economic and social position of these

groups." However, Davis and Marshall pointed out:

In other communities where poverty and racial
discrimination are not factors, a community board
made up of the local power structure -- bankers,
lawyers, and politically powerful figures — has
been of assistance in obtaining requisite legal
advice, financial assistance, and local and state
governmental support. Whether such a constituted
board membership is desirable or not depends
largely on whether it identifies^^ith and shares
the goals of the health project.

Dungannon and Fort Blackmore more closely resemble the

second community in that racial discrimination was not a

factor. However, poverty was a factor. Was the board

sensitive to the needs of the lowest-income individuals, for

example, those on Medicaid or assigned to the sliding scale?

From evidence in the interviews and reports, one finds a

sense of paternalism on the part of the better-off members

towards the less-advantaged individuals. For example, a

respondent explained:

We didn't have anybody on the board who repre
sented the "folks who lived two miles up in the
hollow without running water, and so forth."

14
Davis and Marshall, p. 74.
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Although I think many of the board members had an
understanding and respect for those individuals.
Many had a very paternalistic sort of an attitude,
which isn't all bad. In some cases, it's appro
priate. But still, what they felt like was needed
was not always in agreement....

The OEO bureaucrats had originally stressed maximum

feasible participation and community action for community

health centers as a means to overcome paternalism and to

empower individuals. But over time with changes in the

political climate and the transfer of the centers to the

PHS, the emphasis on empowerment had been lost. The PHS

bureaucracy hoped the centers would reasonably represent the

consumers, act in their behalf, and also receive approval

from county and state authorities. As Davis and Marshall

pointed out, having members of the local power structure on

the board facilitated relations with authorities.

The CRHS board's generally mainstream profile worked to

the community's advantage in its efforts to quickly and

smoothly secure health services. Several of the members

held elected or appointed positions in county politics and

professional organizations, giving them a stake in the

existing political power structure. Their positions and

consequently their project did not threaten the county

political and medical power structure, thus helping to

^^Feierabend Interview.
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secure the politicians' and physicians' approval. As

McDonald of the RSHC had commented, "they [the board] knew

16
how to work with Scott County people." Throughout its

history but especially in critical times, the community

health center program's success depended in part on local

control and approval and its noncontroversial character;

CRHS was able to achieve approval and success.

Along with economic and social class, gender must be

considered in terms of both representation and responsive

ness to needs. Women were consistently represented on the

board and served as officers, on several occasions as

president. Whether their presence translated into real

participation in decision making or remained as token

representation is open to question. Charlotte Nickels, one

of the original organizers and members of the board, enjoyed

personal power as a matriarch in the community. However,

one of the medical professionals who attended board meetings

made this observation, "It was obvious in attending Board

meetings that women were not to be heard from and although

there were women on the board, they were not regarded as

17
equals by the men."

^^McDonald, "Final Evaluation," CHS, p. D.
17

Correspondence with Alice Coblentz, M.D., Asheville,
N.C., September 22, 1993 (hereafter Coblentz
Correspondence).
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Whether representation by economic and social class

ever approximated the ideal is not as important as whether

or not the board members ensured that the CRHS was respon

sive to the needs of all groups in the community. An

analysis of CRHS's operation over its sixteen-year history

will help decide whether the board served the needs of the

entire community, poor, near poor, and non-poor alike, as

well as male and female, young and old. The analysis must

begin with an understanding of what were the center's and

the board's stated objectives, and these are found in CRHS's

Articles of Incorporation. An examination of the Articles

also reveals how the rhetoric of the founders followed a

pattern familiar to the American ideal of community volun-

teerism, but at the same time was short on specifics. As

expressed in the "Articles of Incorporation," the purposes

for which CRHS was organized were as follows:

(a)To improve the health services and health
education available to the residents of that
area.... (b) To encourage closer cooperation
among the residents of the several communities ...
in pursuit of better health and welfare for all
the residents of these communities. (c) To —
lessen the burdens of government, to promote the
social welfare of the area, and to encourage local
initiative in solving health problems and reliev
ing the poor and distressed and^^nderprivileged
residents of these communities.

Clinch River Health Services, Inc. "Articles of
Incorporation," Article 2(a - c), 12 March 1976), Clinch
River Health Services, Inc. Collection, Dungannon, Va.
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The Articles use the phrase, "to promote the social

welfare of the area," but do not describe what was included

in "social welfare," or how it would be promoted. While

the very operation of CRHS improved "the health services" of

the community, the board and staff were much weaker on

improving the "health education" of the community, as will

be demonstrated in a review of CRHS's operation.

CRHS had already started "to encourage closer coopera

tion among the residents of the several communities," as

noted earlier. The very choice of the building site for the

clinic — on the border between Dungannon and Fort Blackmore

— reflected the joint nature of the project. The inter

action continued throughout the process of building and

operating the clinic.

The vague phrase, "to lessen the burdens of govern

ment," reverberates with the pervasive American belief in

"voluntary action." The historian Rosemary Stevens explored

the "voluntary ideal" as applied to community hospitals and

medical institutions, identifying "volunteerism" as "a

major, unifying rhetoric" which countered "government

intervention." This American value underscored the foun

ders' expressions of pride in having built CRHS solely with

community contributions of money, labor, and materials,

without any local or federal government assistance or

interference. As one resident declared, "I feel better over
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having us paying for our own clinic than having some grant

19
to do it. They try to tell you what to do."

Of course, to operate the clinic the community had to

rely on federal funding, but the very foundation for local

health care, the building itself, was evidence of their hard

work and support. That support continued at a high pitch

during the period 1978 to 1982, which represented CRHS's

honeymoon with the community. While there were stresses and

adjustments, this was a time of optimism as the people's

dreams were realized through the services of "Dr. Alice" and

"Dr. Robin," as the physicians were known by their patients.

Both physicians had plenty of work to do to remedy the

decades of inadequate service. The patients brought an

accumulation of untreated chronic problems to the physi

cians. For example, Feierabend explained:

I saw many, many patients who said they'd never
seen a physician or hadn't seen a physician in
thirty - forty years. ... I felt that particu
larly by those individuals I was very well

19
Rosemary Stevens, In Sickness and in Wealth: American

Hospitals in the Twentieth Century (New York: Basic Books,

1989), p. 140; Richard A. Couto, Streams of Idealism and

Health Care Innovation: An Assessment of Service-Learning

and Community Mobilization (New York: Teachers College

Press, Columbia University, 1982), p. 64.
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received, because I was there to help them. They
had not had anybody else they could turn to for
help before.

Coblentz discovered that the medical treatment her

patients had been receiving had relied heavily on prescrip

tion drugs. She explained:

I saw those folks who weren't getting medical care
... and I also saw people getting bad medical care
— lots of people who got shots of penicillin for
a cold; Valium on a regular basis for "nerves."
Little or no health educatio^^in terms of preven
tive life style information.

She not only noted the lack of care, she also noted the

socioeconomic and behavioral causes of common illnesses.

She recalled:

My impressions of the area's health needs were
that a good many problems were related to smoking,
poor nutrition, and low economic status. There
were also issues related to women's relative
poorer status within the community and sense of
powerlessness in their lives.

These "impressions" would be reported in greater detail

in later years, in statistics on teenage pregnancies and in

complaints of "nerves" and chronic depression. The effects

of widespread smoking would be found in the high incidence

of upper respiratory infections in the population, espec

ially among children suffering from second-hand smoke.

20
Feierabend Interview.

21
Coblentz Correspondence.

22
^^Ibid.
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Situated adjacent to the coal fields in neighboring

counties, CRHS counted coal miners among its patients,

including some who suffered from verified cases of

pneumoconiosis, commonly called black lung, or from general

respiratory problems. Without medical verification that

their ailment was black lung, the miners did not receive

occupational disability benefits, regardless of their

suffering. Feierabend explained the difficulties encoun

tered in treating these cases,

I saw a lot of people who came to say, "I have
black lung disease," but they were not receiving
black lung benefits. Their X-rays didn't show the
changes that would be consistent with black lung
disease. They certainly had respiratory problems
and may well have had mild pneumoconiosis, but
also may have just had emphysema from their
smoking history. That [black lung] is one of
those diseases that is very much a bio-psycho-
social disease. It's not just disordered lung
physiology.

As stated in center reports to the PHS, besides provid

ing "diagnosis, treatment, and follow-up of acute and

chronic medical conditions," CRHS undertook an extensive

program "to assure that an immunization level of at least

90% for all of its registered population 17 years of age or

23
Feierabend Interview. For a discussion of black lung

disease and its social costs, see Barbara Ellen Smith,
"Black Lung: The Social Production of Disease," Interna
tional Journal of Health Services 11 (1981): 343, and
Digging Our Own Graves: Coal Miners and the Struggle over
Black Lung Disease (Philadelphia: Temple University Press,
1989).
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under [was] achieved...." CRHS also offered "Voluntary

Family Planning Services" which at that time consisted of

"counseling, lUD insertion, diaphragm fitting, [and] pill

prescription." As part of its health education effort, CRHS

reported to Region III that it "had planned on making an

application for the adolescent grant program but found that

this money was not available because of lack of appropria

tions." Unfortunately, because this early effort at secur

ing funding for health education outreach had failed, the

board may have been discouraged from initiating future

24
efforts.

Utilization is one of the strongest indicators of a

center's success, and during the practices of Feierabend and

Coblentz, and the dentist Bagden, the figures are as

follows:

Medical^^
fiscal year Users Encounters
1978/79 637 1116
1979/80 1770, 2559
1980/81 3082^ 5471

[1760]
1981/82 1600 5340

24
U.S. Department of Health and Human Services, Public

Health Service, Region III, Rural Health Initiative Program,
Application for Federal Assistance, signed 21 February 1979,
Accomplishments/Compliance; Budget Justification, Clinch
River Health Services Inc. Collection, Dungannon, Va.
(hereafter RHI Application, 21 February 1979, CRHS).

^^Figures for 1978/79 take into account CRHS's startup
with staggered additions to its practice from August to
December. CRHS's administrator (continued on next page)
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Dental^®
fiscal year Users Encounters
1978/79 223 495
1979/80 1007 1388
1980/81 1322 1664

Besides the services of the physicians and dentist, the

coinmunity received health education from Susan Hutchinson.

TVA was so pleased with her program that they renewed her

contract for six additional months. Margaret Feierabend,

the physician's spouse, also had experience as a health

educator and volunteered her time. Working together, they

took health education into the elementary school, offered

weight control classes to adult patients at the center.

(continued) questioned the reliability of this high user
figure (3082) as it did not correspond to any other yearly
usage from 1978-1993; the sudden increase, then decline
could not be explained. The figure (3082) might represent
the total medical and dental users, in which case 1,760
would be the medical user figure, much more in line with the
pattern. Figures compiled by Carolyn Bowen, Administrator,
CRHS.As explained by Davis and Schoen, an "encounter" is
"the basic unit of utilization" in a health center's report
ing system. When a patient visits a center and receives a
service or services from one or more provider(s), that
constitutes one encounter. Repeat visits for continuation
of treatment, for example, having blood pressure checked,
are each considered an encounter. Davis and Schoen, p. 179,
fn. 32.

2 6
Figures for 1978/79 take into account CRHS's startup

with staggered additions to its practice from August to
December. Figures compiled by Carolyn Bowen, Administrator,
CRHS.
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and parenting classes for young people. The center added a

27
Patient Education Library to its services.

To continue the health education after TVA's funding

expired, CRHS included a request for such funding in its

budget, reminding the PHS that "health education was men

tioned as a priority supplemental service." To press its

case, CRHS explained:

It is very important in the first years of health
service delivery to provide health education in
order to develop preventive health attitudes. Our
health educator is assisting us in meeting our
quality indicators, (family planninggcounseling,
immunization, nutrition education.)

Unfortunately, the supplemental funds were not approved

and after the TVA grant expired, the center's funding was

not sufficient to cover the health educator and her services

were not continued. Even though the CRHS total funding may

not have been cut, it was not adequate for these "priority

27
John C. McClellan, Jr., "Series of Events Involving

Establishment of a Primary Health Care Project at Dungannon,
Virginia," typed report (JCM:NK:R. Hunigan—8/17/79), p. 4,
In possession of John C. McClellan, Jr., Knoxville, Tenn.,
and copy in my possession; Interview with Anne Leibig,
Dungannon, Va., November 14, 1990 (hereafter Leibig
Interview); Mays Interview; RHI Application, 21 February
1979, CRHS, Budget Justification. According to federal
policy, voluntary family planning services were to be
provided "regardless of the race, creed, sex, parity,
marital status, or age of the individual." RHI Application,
21 February 1979, CRHS, p. 7.

28
RHI Application, 21 February 1979, CRHS, Budget

Justification.
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supplementary" services. Typically, throughout the commun

ity health center program, when faced with budget con

straints, outreach workers were the first clinic employees

to be dismissed. Here again CRHS's health education out

reach plans were cancelled due to insufficient appropria

tions and these repeated disappointments may have dis

couraged the staff and board from submitting proposals.

Although the health care delivery system was success

fully in place at CRHS, its existence always depended on two

factors, the continuance of federal funding and retention of

its physicians. Over the course of its history, one of

CRHS's major problems would be physician retention, espec

ially given the two-year service commitment schedule of NHSC

recruits. This problem presented itself early in its

operation, when Coblentz completed her NHSC commitment and

left in late summer 1980. The board did not seek to replace

her, as they believed "that the services of two full time
29

physicians were not necessary."

Feierabend continued until 1982, when he left to join a

family practice group in Bristol, Va. Unfortunately, the

Coblentz Correspondence; U.S. Department of Health
and Human Services, Public Health Service, Region III, Rural
Health Initiative Program for Clinch River Health Services,
Inc., Application for Federal Assistance, signed 23 January
1984, Part IV, 2, Project History, Clinch River Health
Services, Inc. Collection, Dungannon, Va. (hereafter RHI
Application, 23 January 1984, CRHS).
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board was thoroughly unprepared for his departure. All

along, the board members were reluctant to plan for this

eventuality, hoping their popular physician would stay.

Even though he had given them a year's notice, they did not

begin the tedious search for a new physician until several

months before his actual departure. By then it was too late

to get a replacement and CRHS was left without a physician.

According to one respondent, in a pique of anger and dis

appointment, the board "summarily fired the whole staff,"

citing the need to cut down on expenses, and notified the

community that "a nurse practitioner would be taking over."

For the community, the board's actions created "a lot of

30
unsurety as to what was going to happen."

While the physicians' reasons for leaving were many —

including the lack of hospital privileges — certainly the

board's attitudes and working relations were factors. One

health care professional believed that from the beginning

the board regularly interfered with minor details in the

center's operation, such as setting hours and determining

which evening the center would be open. This health care

provider believed those decisions were better left to the

31
staff who had to work them.

30
Feierabend Interview.

^^Ibid.
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While the locus of decision-making on such details is

open to debate, to be successful the center's hours of

operation had to reflect the needs of the community, making

some provision for those who worked at a distance or on

irregular shifts. As Milvoy Seacat pointed out, this

attention to the needs of the community was a major distinc

tion between a hospital's outpatient department and a

community clinic. In the hospital's clinic, the hours were

set for the "convenience of the institution," rather than

the needs of the patients. In a community health center,

32
the needs of the patients were to take priority.

A CRHS health care provider contrasted its board with

others, explaining:

Some boards see their roles as facilitating the
health care providers, ... letting the health care
providers decide how they're going to do it.
Other boards get bogged down in day-to-day running
of business. Unfortunately, the board in Dun-
gannon was very often like the second kind of
board. Very well meaning. Good people but just
not, I think, always constructive in the way that
they tried to oversee.

Various commentators on community health services

stressed that communities had to pay more attention to

retaining physicians once they were recruited. For example.

^^Milvoy S. Seacat, "Neighborhood Health Centers: A
Decade of Experience," Journal of Community Health 3 (Winter
1977): 59.

33
Feierabend Interview.
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Gordon H. DeFriese and Thomas C. Ricketts reported that

"where physicians have the ability to modify the structure

and operation of the centers," they registered "higher

levels of work satisfaction and retention after any obli-

34
gated service commitments are met." Years later, Coblentz

summed up the difficulties, when she explained:

As young and naive physicians we were in a very
difficult situation. We were required to answer
to the Federal government, the local Board of
Directors and lastly our individual patients. I
would never again voluntarily put myself in a
position ofchaving to answer to so many divergent
interests.

After a healthy beginning, CRHS entered a period of decline

and the community was forced to swallow a better pill and

accept more limited health services. But as one health care

provider recalled, the center's early success was not

something to be taken lightly, explaining, "I think it's a

testimony to the amount of good will on the part of the

community and personnel working at the clinic that the whole

thing didn't fall apart."

Helen Lewis, a community activist and Dungannon resi

dent, recalled that during crisis periods — such as this —

Gordon H. DeFriese and Thomas C. Ricketts, "Primary
Health Care in Rural Areas: An Agenda for Research," Health
Services Research 23 (February 1989): 957.

35
Coblentz Correspondence.

^^Ibid.
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some board members had seriously considered transferring the

clinic to a private physician who would operate a tradi-

37
tional fee-for-service practice. That action would have

adversely affected service to sliding fee (and perhaps also

Medicaid) patients. Community activists protested such

thinking and successfully halted the transfer.

Along with not serving the poor, a private practice

might not set high priorities on preventive care and out

reach. For example, in addressing the issue of rural

private practice, Davis and Marshall recognized that "it is

not at all clear that private medical professionals can or

will provide the leadership for environmental health and

preventive medicine," two areas rural health care needed to

38
address. While it is not known which board members seri

ously considered transferring CRHS to a private practice,

surely board members who sincerely represented lower-income

residents would be concerned for their continued access to

care. Since the transfer was forestalled, the care --

intermittent as it was — for low-income and middle-income

patients continued.

37
Interview with Helen Lewis, New Market, Tenn., March

24, 1994

38
Davis and Marshall, p. 87.
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The most difficult years for CRHS were those from 1982

to 1984 when the clinic's operation fluctuated, leaving

residents in a state of confusion and anxiety as to their

consistent source of health care. Should they stay with

CRHS or try to find another physician? One resident,

herself an emergency room nurse at Holsten Valley Hospital &

Medical Center and a former board member, recalled:

My father-in-law ... was at that time doctoring at
Nickelsville.... Well, we talked him into coming
to Dungannon. It was closer, the doctor was right
there. We moved all his records over, convinced
him that's what he should do. So what happens,
the doctor left. So he had to go back to Nickels
ville. And his remark was, "I'm not doing this
anymore now; I'm going to stay where I^^ at,
because you can't keep anybody there."

For a brief period Alice Coblentz returned to work at

CRHS on a part-time basis, supervising a nurse practi

tioner.^® However, the situation was less than satisfactory

for all, as Coblentz recalled:

It became increasingly difficult for me to deal
the Board. My belief at that time was that there
were members of the board who were angry that I
wasn't willing to simply work full time and,
therefore, remove the problem ^^ey had of finding
practitioners to work at CRHS.

■3Q

Interview with Carol Sluss, R.N., Dungannon, Va.,
January 7, 1993 (hereafter Sluss Interview).

^®In 1977 Congress passed the Health Clinic Services
Act allowing rural centers to be reimbursed for the services
of nurse practitioners, nurse/midwives, and physician
assistants. Sardell, p. 129.

41 Coblentz Correspondence.
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In 1983, CRHS experienced major disruptions of services

and frantic efforts to patch together some health care

provision. In June, the nurse practitioner left, followed

by Coblentz's departure in July, resulting in several months

when CRHS was without any medical providers. Utilization

rates plummeted. CRHS's problems could not have come at a

worse time. Upon becoming president in 1981, conservative

Republican Ronald Reagan worked to impose his stringent

version of New Federalism, which, according to Theodor

Litman, "sought total cessation of public sector spending on

social programs. Reagan and his policymakers targeted

the community health center program for destruction, since

it represented government responsibility for providing

health care to poor and medically underserved populations by

means outside private sector, market forces. The AMA, the

Heritage Foundation, and conservative congressmen expressed

their fears that the growth of the community health center

program during the Carter administration had suggested the

43
creation of "a national health service."

Theodor J. Litman, "Government and Health: The
Political Aspects of Health Care: A Sociopolitical Over
view," in Health, Politics, and Policy, eds. Theodor J.
Litman and Leonard S. Robins (New York: John Wiley & Sons,
1984), p. 8.

"^^Sardell, pp. 180, 173-74, 183.



204

Funding had always been the weapon of choice to destroy

or defend the program, depending upon whose hands wielded

it. Reagan's policymakers attempted to submerge the

program's categorical funding in a Health Services Block

Grant to the states, giving them complete discretion in

allocation, with no federal regulations as to eligibility or

services. During the most brutal Congressional battle in

the program's history. Senator Edward Kennedy (D-Ma.)

attacked the block grant system, pointing out that "[t]hese

Federal programs were developed precisely because states and

local governments were either unwilling or unable to meet

basic health care needs. The outcome of the ideolog

ically heated debates was noteworthy. The community health

center program was placed in its own "primary care block
45

grant," but overall funding was cut.

Although PHS officials had to maintain a low profile

within the Reagan administration, they worked assiduously to

^^Bernard Weinraub, "Kennedy, Schweiker Spar on Aid to
Poor," New York Times 3 April 1981, p. A:18.

^^According to the 1981 [Budget] Reconciliation Act,
unless states specifically applied to take over the admin
istration of their community health center programs, the PHS
would continue its administration. Any state making appli
cation had to agree to complicated funding and operating
requirements. Only West Virginia requested take-over and
that was a short-lived arrangemnt of only one year. From
fiscal year 1981 to 1982, the program suffered a twenty five
percent reduction in funding, with some of the money later
restored. Sardell, pp. 166-75.
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protect the program. In cutting funds of individual cen

ters, they exercised great dexterity, and developed guide

lines which showed considerable wisdom. They ceased funding

poorly managed centers that had embarrassed the PHS and

created political risks to the entire program and protected

centers that demonstrated great need and honest effort to

correct their problems. When CRHS was unable to meet its

service obligations and efficiency and cost effectiveness

goals due to its problems in recruiting a physician, the

board received a waiver from Region III officials. Working

in the center's favor were the great need for health ser

vices, and — despite its troubles -- the center's good

46
reports from local agencies and medical organizations.

At this time, CRHS joined the National Association of

Community Health Centers (hereafter NACHC) and the Virginia

Primary Care Association, an organization that serves as an

liaison between the state's community health centers and the

government. The NACHC, founded in the mid-1970s, lobbied

Congress vigorously and effectively during the battle over

funding status, supplying key senators with "detailed

47
information" about the health centers in their states.

46
Sardell, p. 182; RHI Application, 23 January 1984,

CRHS, p. 17.

^^RHI Application, 23 January 1984, CRHS, p. 18;
Sardell, pp. 173, 176, 178.
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While the PHS was attempting to protect the center, the

board had to show full intention of resuming services, so

their efforts to recruit a full-time physician continued

despite frustrations. As explained by one former member;

"We had one [physician] who came through the front door and

the first thing he said was 'Where's the nearest golf

48
course?'" While there are reports in the literature of

interviewing physicians with similar attitudes, most physi

cians objected to serving a rural community because of their

isolation and lack of hospital privileges. Seacat examined

the problem and made recommendations:

...[I]f center physicians were granted admitting
privileges in the back-up hospitals and were
allowed to follow their patients into the hospi
tal, the physicians would personally find their
practice more stimulating. The physicians who are
working in centers need to participate in hospital
rounds, conferences, committee work, and teaching,
for their own professional development and contin
uing education.

Throughout the center's history, the lack of hospital

privileges afflicted its physicians and it remained a

deterrent to working at CRHS.

48
Sluss Interview. When they could not secure a NHSC

physician, the board contacted a recruiting agency. Medical
Services of America, Inc., who "indicated that it could
provide a physician from a foreign background." The board
interviewed three physicians, considered one candidate as "a
real possibility," but the arrangements failed to work out.
RHI Application, 23 January 1984, CRHS, p. 18.

49
Seacat, p. 164.
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Although the center was reduced to minimal operation,

it managed to provide some health education, especially for

its hypertensive patients. In 1983 the board hired Sister

Rosemary McClain, CRN, EdD., to develop a comprehensive

health teaching plan, including home visits, and efforts to

teach the clients and their families to "set health goals as

a basis for continuing health care." CRHS also employed a

local resident to "assist with the weekly weight control

meetings." In May the center offered a special hypertensive
50

clinic, "offering free blood pressure checks."

These health services were desperately needed, espec

ially to treat chronic illnesses. CRHS listed the "Major

health problems in [the] target area" as: "1. Hypertension,

2. Arterosclerotic Cardiovascular Disease, 3. Black Lung, 4.

Chronic Obstructive Pulmonary Disease, 5. Poor Nutrition, 6.

Unplanned pregnancies, 7. Cancer. With "unplanned preg

nancies," as the sixth major health problem, CRHS worked to

"[p]rovide full family planning services to female adoles

cent users age 13-19, attempting to maximize family involve

ment...." However, its efforts were restricted to individ

ual counseling, rather than public education, as explained

17.

^^RHI Application, 23 January 1984, CRHS, pp. 18, 19,

^^Ibid., p. 34.
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in its RHI grant: "At the present time because of local

sensitivities it is not practical to pursue active visible

52
outreach programs related to family planning services."

While continuing their search for a full-time physi

cian, in November 1983 the board sought immediate, limited

coverage by contracting with East Tennessee State Univer

sity' s Kingsport Family Practice Center "for supervision of

a nurse practitioner, consultation, and hospitalization

coverage." In its February 1984 newsletter, CRHS announced

its annual membership meeting to be held at The Depot

Community Center. Besides the election of board members,

the meeting would feature a guest speaker from the Kingsport

Family Practice Center who would discuss "Being Healthy in

the Hills." However, the newsletter's most important

message ran under the headline: "Full Time Services Now

Available at Clinic!

The board had hired a family nurse practitioner, Tom

Strickland, and his wife, Judy, a pediatric registered

nurse. With his ability to operate the X-ray equipment and

her ability to utilize the lab, CRHS offered a full comple-

^^Ibid., p. 34.

^^Ibid., pp 18, 19a-b; Clinch River Health Services,
Inc., Newletter 7 (February 1984): n.p.. Clinch River Health
Services, Inc. Collection, Dungannon, Va. (hereafter CRHS,
Newsletter, CRHS).
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ment of services. As the newsletter explained, "The King-

sport Family Practice Center [had] contracted with CRHS to

provide physician care and hospitalization." Three physi

cians rotated in visiting the center and supervising the

nurse practitioner.

Late in July 1984, in order to publicize the reopening

of the clinic and promote its utilization, the RSHC sent two

community workers and members of its medical team to Dungan-

non, "to conduct a simple two-day screening and health

information fair." As reported by the RSHC, "various local

groups set up booths on specific health topics and

health services offered to the community." While the RSHC

reported that the Dungannon-Fort Blackmore communities

demonstrated "greater participation from community groups

than in other sites," CRHS and the Vanderbilt volunteers

were "disappointed in the number of people (75 per day) who

showed up." The RSHC suggested "possible reasons" for the

poor turnout, including "inadequate publicity, offering

screening only -- no physicals, and having the fair at a

local school, not at the clinic.

■^4
CRHS, Newletter, CRHS.

ASHC [Appalachian Student Health Coalition], "Site:
Clinch River Health Services, Dungannon, Virginia," Annual
Report. 1984, p. 27, Center for Health Services Collection,
Vanderbilt University, Nashville, Tenn.
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Both the center and the RSHC appreciated the need for

increased community support and utilization. Between 1982

and 1985, the user and encounter rates for CRHS dropped

seriously. In contrast to high user figures in fiscal year

1979/80 (1770 users), the declining figures were:
eg

Year Users Encounters

1982/83 1326 3056
1983/84 897 1836
1984/85 1061 2777

As observed by Ronnie D. Horner in a study of federal

health care policy in rural areas, "[h]igh turnover in

providers is likely to discourage patients from forming an

attachment to a center and influences them to use it for

57
emergency and/or episodic care only." While the contract

with ETSU's Kingsport Family Practice Center kept the center

operating, the rotation of consulting and visiting physi

cians was not conducive to the continuity of patient-

physician relations. Davis and Marshall addressed this

problem, explaining: "Part-time involvement of university

faculty located in a more distant medical center is not as

56
Figures compiled by Carolyn Bowen, Administrator,

CRHS.

^^Ronnie D. Horner, "Impact of Federal Primary Health
Care Policy in Rural Areas: Empirical Evidence from the
Literature," Journal of Rural Health 4 (July 1988): 17.
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acceptable to rural communities as someone who can be more

58
closely identified as their doctor."

In the beginning, CRHS had optimistically set the goal

of self-sufficiency in three years, but the high turnover of

health care providers, reduced utilization, and insufficient

59
revenues destroyed this possibility. DeFriese and

Ricketts reported on studies indicating that centers with

"physicians as the principal providers were able to achieve

financial self-sufficiency sooner." Also, centers that had

"established relationships with local hospitals," allowing

clinic physicians some supervision of their hospitalized

6 0
patients, "were the most financially viable clinics."

However, under the best of physician retention circum

stances and with the most cooperative hospital privilege

arrangements, most community health centers in poor areas

still suffered from insufficient revenues which prevented

self-sufficiency. Their patients' lack of health insurance

coverage contributed greatly to the centers' dependency.

CRHS provided the RHI offices with a "Description of Econ

omic Status of Patients," based on a sampling of 1983/84

58
Davis and Marshall, p. 77.

59
RHI Application, 28 December 1976, CRHS, IX. Project

Continuation, p. 23.

6 0
DeFriese and Ricketts, p. 952.
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users, which revealed the following:

Third Party Coverage Service Area Patients
Medicaid 6.6% 11.0%
Medicare 48.5% 11.5%
Private Insurance 35.2% 44.0%
No Insurance 9.7% 33.5%

Total 100.0% 100.0%

61 62
Per cent of Poverty Income Patients
People over 200% 29%
People at 150-199% 33%
People at 100-149% 19%
People below 100% 19

Total 100%

The Third Party Coverage figures revealed a very real

problem: 22.5 percent of the patients received federally

subsidized insurance; 33.5 percent lacked insurance, most

likely due to underemployment without benefits and with

insufficient income to purchase insurance, complicated by

ineligibility for Medicaid. The problems of the under-

insured and the uninsured were treated by a number of health

policy analysts. Here, as in their studies, the problems

are separated into three major concerns: 1. inadequate

Medicaid coverage in rural America; 2. inadequate reimburse-

61
According to CRHS's report to RHI, "In a study taken

in 1976, the percentage of people nationwide who were below
100% of Poverty Income was 9.0% and in Virginia that percen
tage was 8.3% in 1976. In Scott County according to the
1980 census, the percentage of people who were below 100% of
poverty income was 22.2. Thus, the study closely approxi
mates this figure, making our area considerably above the
national average or the Virginia average."RHI Application,
23 January 1984, CRHS, p. 21.

^^RHI Application, 23 January 1984, CRHS, p. 21.
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ment for health provider services, especially for Medicare;

3. inadequate private insurance.

While poverty is widespread in rural America and

Medicaid coverage is a prominent feature of rural welfare,

compared to urban areas, fewer rural poor are covered and
6 3

those covered often receive fewer benefits. In 1987, for

example, 44.4 percent of the urban poor were covered,

"compared with 35.5 percent of the rural poor." Analyst

Sophie Korczyk attributed this discrepancy to several

factors, most prominently the fact that "[t]wo-parent

families, which are generally not eligible for Medicaid, are

more prevalent among the rural poor." Other factors were

lack of information regarding eligibility; reluctance to

submit to a means-tested program; and Medicaid eligibility

rulings which "disqualified" low-income people because of
64

their "farm or business assets." Many rural people own

land but are cash poor. In rural America, there are also

Medicaid is "generally linked to eligibility for cash
assistance under the Aid to Families with Dependent Children
(AFDC)" program and in many states AFDC is limited to
single-parent families. Although in 1988 there were some
revisions in the legislation which expanded eligibility,
gaps still persisted between urban and rural coverage.
Sophie M. Korczyk, Health Care Needs. Resources, and Access
in Rural America (Washington, D.C.: National Rural Electric
Cooperative Association and Prudential Insurance Company,
n.d.), pp. 41-42.

^"^Ibid., p. 28.
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more working poor -- many underemployed, but their meager

6 5
and often irregular incomes disqualify them from coverage.

Davis and Marshall focused on the South in their 1979

study of rural America and discovered that "public programs

also have less extensive coverage in the nonmetropolitan

South than other areas." According to these researchers,

not only did the gap in Medicaid coverage hurt the centers

at a time when RHI policy was insisting that they maximize

third party reimbursements, but the Medicare program "sys

tematically penalize[d] physicians practicing in rural areas

by setting lower reimbursement levels for them." This was

especially critical as rural America had "a greater pro

portion" of elderly.

In a paper delivered in April 1993, Bruce Behringer,

Executive Director of the Office of Rural and Community

Health at East Tennessee State University and President of

the National Rural Health Association, addressed this

reimbursement disparity as a major barrier to developing

"rural health systems." He said:

Before health care financing reform begins, the
almost mystical perception long held by the Health
Care Financing Administration that there should be
payment differentials between urban and rural
providers has to be dismissed. ... With greater

6 5
Sara M. Cordes, "The Changing Rural Environment and

the Relationship between Health Services and Rural Develop
ment," Health Services Research 23 (February 1989): 779-80.

66
Davis and Marshall, p. 69.
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percentages of elderly in rural areas, this policy
has made physician recruitment more difficult....
[emphasis in the original]

Besides these disparities in Medicaid and Medicare

coverage and reimbursement, rural Americans also face inade

quacies in their private insurance coverage. There is a

degree of irony here. As Korczyk pointed out, "The rural

poor are more likely to be employed than those in urban

areas." However, these working poor are trapped in "rural

employment patterns" of underemployment, due to a higher

degree of part-time work and to irregular employment, the

consequences of seasonal work and a system of patching

68
together an assortment of odd jobs. This disparity

between urban and rural opportunities was seen in the

Dungannon-Fort Blackmore residents' response when CETA jobs

became available in the community in the late 1970s. The

large turnout for these low wage jobs surprised officials

who were accustomed to unemployed urban workers' disdain for

69
the low-paying labor.

67
Bruce Behringer, "Health Care Reform: What Are the

Implications for Health Care in Rural Areas," Appalachian
Health Care: New Ways of Doing Business, Johnson City,
Tenn., 20 April 1993, p. 8, copy of presentation in my
possession. Also Bruce Behringer, "Developments in rural
health: Surviving on the edge of change," Medical Group
Management Journal (September/October 1992): 18.

68
Korczyk, pp. 6-7.

6 9
Leibig Interview.
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These low-wage, part-time, sometimes seasonal jobs do

not offer health insurance benefits. Korczyk reported that

"[r]ural residents ... have lower rates of employer-provided

coverage than urban residents. ... Employees in small rural

firms are 20 to 30 percent less likely to have employer-

provided insurance coverage than employees nationwide." To

compensate, more rural residents — even the working poor --

purchase private insurance. However, according to Davis and

Marshall, their coverage is usually "less comprehensive than

70
that of urban residents."

In the case of CRHS, 44 percent of its patients carried

private insurance. It was unclear whether this high figure

was strictly patient-purchased insurance, or whether it

included those with employer-provided coverage, for example,

those residents who worked for Tennessee Eastman Corporation

in Kingsport, or who were covered by the UMWA's Welfare and

Retirement Fund.

The most disturbing figure in the 1983/84 review of

patient coverage was the 33.5 percent of the patients who

had "No Insurance," and most of this group was probably

low-income or poverty level people. This high figure was

contrasted with the 9.7 percent with no insurance in the

Service Area in general, indicating that CRHS attracted the

70
Korczyk, p. 28; Davis and Marshall, p. 69.
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uninsured who had nowhere else to turn for health care.

DeFriese and Ricketts noted a study which found that physi

cians at NHSC sites were "clearly serving a different, less

71
advantaged clientele..."

Given the large number of uninsured, poor patients,

CRHS offered a "Sliding Fee Scale, based on family income

and size."^^ However, to qualify for this reduced fee, a

patient had to submit to a means test, which some may have

considered an embarrassing experience to undergo in a small

community where everyone knew everyone else. Based on field

observation at CRHS, when a new patient announced his or her

need to depend on Medicaid or the sliding fee scale, he or

she was interviewed as to amount of family income, as well

as any AFDC, rent, and food stamp assistance. The interview

was conducted with the patient standing at the reception

ist 's business window, in full view and hearing of all

.  . 73
seated in the waiting room.

Confidentiality was further threatened by the CRHS

board's review of patients' billing records, especially of

those with unpaid bills. As explained by one health care

provider who attended board meetings:

71
DeFriese and Ricketts, p. 960.

^^RHI Application, 23 January 1984, CRHS, p. 9.

^^Field Observation at CRHS, July 30, 1993.
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At every meeting, it seemed like, they'd get into
the discussion about who didn't pay their bills
and why hadn't they. ...[T]here were those that
everybody knew could never afford to pay the
bills, and the board was very unwilling to cut
them off. There were a lot that were sort of in
between. And some who the board members all knew,
"Oh, they could really pay they wanted to;
they're just free loading."

On several applications, the CRHS board and administra

tor estimated the catchment area to include 3,950 to 4,400

patients. In one application, their stated goal was "[t]o

increase the number of users to 4300" by "May 31, 1985," a

number they never reached at any time in their sixteen year

history. Behringer believed that the low utilization at

rural community health centers — compared to the unmet need

in most service areas -- was due in part to the embarrass

ment encountered in applying for Medicaid or sliding fee.

He suggested that a person might prefer to keep his or her

eligibility for Medicaid or the sliding fee scale secret and

use the area hospital's emergency room with its greater

^  76anonymity -- or even go without care.

74
Feierabend Interview.

^^RHI Application, 21 February 1979, CRHS, p. 2; RHI
Application, 23 January 1984, CRHS, pp. 20, 30.

Conversation with Bruce Behringer, Johnson City,
April 21, 1993.
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As long as health care coverage is tied to income

eligibility, gaps will remain; in small communities means

tests will be a source of embarrassment; and handling of

eligibility and overdue accounts will be open to subjective

judgments. As long as low-wage jobs for small, rural (and

urban) businesses do not include health care insurance,

many people will do without coverage, being unable to afford

to be self-insured. And as long as gaps remain in the reim

bursement levels between urban and rural practice, rural

community health centers will be at a disadvantage.

By 1986, the health care honeymoon was long over for

the community, the board of directors and the CRHS staff,

both the administrators and medical professionals. All had

learned that delivering consistent, quality care demanded

much more than the initial surge of community and profes

sional spirit. Operating a community health center was an

on-going job of tedious meetings and review; of annually

submitting a RHI grant, justifying decisions, explaining

missed objectives, requesting exemptions, setting new, more

realistic goals; all the time, maintaining services on the

same funding even when costs increased. Operating a center

meant struggling to retain patients when health care profes

sionals, especially physicians, left and the clinic operated

through less-than ideal arrangements with outside providers,

and finally trying to recruit new professionals.
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Perhaps CRHS might have been more successful if the

board had been more communicative with the community,

especially when it lost its physician. Perhaps if the board

had worked more smoothly with its health care professionals,

it may have retained them or recruited others faster.

Perhaps CRHS may have increased its number of users and/or

retained their loyalty during the crisis if it had encour

aged more community participation and offered more outreach

services. But even if the board had performed flawlessly, a

difficult expectation considering its inexperience and the

extent of its responsibilities, it was still dependent on

forces which it could not control.

Ultimately, the board could not control the health care

providers who had their own personal and professional

priorities, especially their need for professional support,

for example, hospital affiliation. It could not control

NHSC or Medicaid/Medicare policy, or RHI funding which did

not increase and did promote outreach. CRHS had opened its

doors and gotten off to a successful start during the

supportive Carter administration. When its physician crisis

occurred during the early, unsympathetic Reagan years, CRHS

was very fortunate that PHS officials in Region III had not

slammed shut those same doors for the center's failure to

meet national goals of efficiency, cost effectiveness, and

user productivity.
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Locally, CRHS succeeded in delivering primary health

care despite crises, board weaknesses, and reduced community

support by depending on temporary solutions to its physician

problems, and by relying on the dedication and support of a

significant portion of its board and community — some of it

given willingly, some of it forced by circumstances. CRHS

survived in the RHI program because of obvious need, the

mechanism of positive programming, and cooperative bureau

crats. This combination of support allowed CRHS to enter

its next era scarred but more experienced and able to take

advantage when opportunity again presented itself.
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CHAPTER 6

GROWTH AND DECLINE, 1986 - 1990

During the early 1980s while Clinch River Health

Services (hereafter CRHS) was struggling to remain a viable

health care delivery system on the local scene, the commun

ity health center program was struggling at the national

level against the conservative forces of the Reagan admin

istration. The program had diligently gained allies in both

parties who understood the value of the centers in deliver

ing health care for their medically underserved constituents

and votes for themselves from these same constituents.

Therefore, while attempting to complete his "revolution,"

Reagan had to contend with a Congress with a will of its

own. For example, in 1984, he had pocket vetoed community

health center legislation that had unanimously passed both

houses of Congress. Congress unanimously repassed virtually

the same legislation in 1985-86; the President, knowing

there were enough votes in the House to overide a veto,

signed it into law on April 24, 1986. The Act, P.L. 99-280,

totally repealed the primary care block grant, instead



223

funding conununity and migrant health centers as separate
1

categorical grant programs.

On the local Dungannon-Fort Blackmore scene in the

mid-1980s, CRHS had also rebounded. The center's struggle

back to success from the difficult years of 1982-85 came

about through the diligence and hard work of many people on

the staff and board, and through the loyalty of many in the

community of consumers. But most importantly, it occurred

because the center had recruited a physician. Todd A.

Cassel, M.D., a full-time NHSC physician, arrived in June

1985, replacing the nurse practitioner who had worked under

the supervision of the Kingsport Family Practice Center.

His acceptance by the community was attributable in part to

his enthusiasm for family practice and his appreciation of

the community's support. He had entered family practice, he

said, "because it still let me learn and practice the whole

breadth of medicine -- from childbirth to death..." He

chose Dungannon to "fulfill [his] NHSC stint ... [a]fter

looking at several sites," noting that "at that time there

were also less opportunities because there were a lot of

Drs. [sic] needing to fulfill obligations - 1985." He

remarked:

Alice Sardell, The U.S. Experiment in Social Medicine;
The Community Health Center Program, 1965 - 1986 (Pitts
burgh: University of Pittsburgh Press, 1988), p. 193.
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CRHS became an easy top choice. The community was
obviously involved and everyone on the interview
in Dungannon was supportive and definitely had a
goal of keeping the clinic running and successful.
It was easy to relax in their enthusiasm.— 2^^®
setting was to our liking, the people gentle.

Cassel tried to offer continuity in the provision of

care through his "physician privileges at Russell County

Medical Center," in Lebannon, Va., a travel time of thirty

to forty minutes from Dungannon. Although he admitted a few

patients there and followed them "through their stay," he

was "unable to change the minds of most of [the] patients"

who preferred to "use the hospitals in Kingsport," espec

ially Holsten Valley Hospital & Medical Center (hereafter

HVH & MC, formerly HVHC). Unfortunately, given his

patients' refusal to alter their long-established hospital

pattern and the distance between CRHS and Lebannon, he was
3

not able to develop "an effective hospital practice."

^Correspondence with Todd A. Cassel, M.D., March 28,
1994 (hereafter Cassell Correspondence).

^U.S. Department of Health and Human Services, Public
Health Service, Region III, Rural Health Initiative Program
for Clinch River Health Services, Inc., Application for
Federal Assistance, 18 February 1988; 3.1.8, p. 28; 3.2, pp.
35, 37; 3.3, p. 50, Clinch River Health Services, Inc.
Collection, Dungannon, Va. (hereafter RHI Application, 18
February 1988, CRHS); Cassel Correspondence. In the early
1980s, in anticipation of its 50th Anniversary in 1985,
Holston Valley Community Hospital (HVCH) changed its name to
Holston Valley Hospital & Medical Center (HVH & MC) in
keeping with its identity as a "regional health care facil
ity" with advanced medical technologies, equipment, and
(continued on next page)
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Because of the "one hour's driving time" from Kings-

port, he was unable to obtain hospital privileges at HVH &

MC which insisted that its "medical staff — live within

fifteen-twenty minutes away from the hospital." However, he

developed "a good relationship with many of the doctors"

there and visited the hospital for several hours each week

"to get information on — X-rays, blood work and other
4

information needed for his patients...."

Besides his practice during scheduled center hours,

Cassel also handled "after-hour emergencies." Unfortun

ately, some of these "after-hour emergencies" presented a

problem common to small-town physicians. As Cassel

explained:

...[Because] we lived right on a main road and
everyone knew where the doctor was, I had people
knock on the door at 3 a.m. for stitches (domestic
abuse); people knock on the door Sunday afternoon
for their kid's rash that had been there for^days;
[and] a man having a heart attack in my den.

(continued) and services. "Where we are ... 1984-85 fiscal
year in review," Supplement, Kinqsport Times-News, 18
September 1985, Local History Collection, Kingsport Public
Library, Kingsport, Tenn.

^Cassel Correspondence; RHI Application, 18 February
1988, CRHS, 3.1.8, p. 28.

^Cassel and his wife Shelley settled just three miles
north of Dungannon. When they arrived, they had a one year
old son and another child expected in two months. While
there, they had yet another child, a third son, so they
"spent most of [their] "free' time raising very young
children." Cassel Correspondence.
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Recognizing the drain on Cassel's energies as the only

physician at the center and his need for personal and

professional time away from the office, the board began

negotiations with Russell County Medical Center "to provide

physician coverage" in his absence. They also "contacted

the [ETSU] Family Practice Group in Kingsport ... to help

... with coverage of ... patients in Kingsport hospitals."

Although, the Kingsport negotiations had not yet produced

results, the board noted, "...we believe that with a will

6
there is a way."

CRHS was able to arrange effective linkages with other

agencies, including sending "indigent parents" to Scott

County Social Services, and making referrals of "many

patients" to and from the Scott County Health Department,

the county's school nurse, and the Maternal and Infant

7
Health Outreach Worker Project (hereafter MIHOW).

To insure proper care for elderly patients and to keep

them "at home in lieu of a nursing home," Cassel worked

"closely with the home health nurses from Scott County

Health Department...." He also made "housecalls for some

elderly patients" who could not get to the center. This

^RHI Application, 18 February 1988, CRHS, 3.3, p. 50,

"^Ibid., 3.2 - Health Care Plan, p. 39, and 3.3
Workplan, p. 50.
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delivery of care to the elderly was an essential part of

CRHS's program, because the "65 Years and older" residents

were the fastest growing part of the population. While

nationally this group registered 22 per cent of the popula

tion, in the CRMS service area, they represented 27.5 per

cent of the population, with 11.4 percent males and 16.1 per
O

cent females.

CRHS considered the "elderly and indigent" (often one

and the same patients) to be at "the greatest risk for death

and disability." The center noted that among its users,

"...older patients continue to be more aware of the need for

health maintenance and long-term care," and CRHS attributed

their improved utilization of its health care services to

"Dr. Cassel's acceptance and a more stable outlook for the

center." The "most prevalent diagnoses" for the geriatric

patients in 1987 were "arthritis, hypertension, COPD, upper

respiratory infections, CAD, and depression/anxiety." As

stated in the RHI application, the major problems contribut

ing to the elderly patients' poor health included:

The distance from hospital services.... The lack
of transportation to health care facilities ...
especially for patients who live alone. A lack of
proper nutrition.

®Ibid., 3.2, pp. 38, 46; 5.9, p. 93; 3.2, p. 46.

^Ibid., 3.2, pp. 35-36; p. 105; 3.2, p. 46.
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Two of these problems, transportation and poor nutri

tion, were to some measure correctable with proper non-

medical intervention. CRHS informed the RHI officials that

it made "referrals to Mountain Empire Older Citizens for

meals on wheels, home health aides, transportation and

shopping help." As a means of developing a health promotion

program, the center listed "Work with other organizations in

the community." However, the CRHS program narrative never

mentioned networking with the Dungannon Development Commis

sion (hereafter DDC), which operated food programs, and

10
housing repair and rehabilitation projects.

While the numbers of elderly grew, the portion of the

patient population between ages 19 and 54 declined by 6.5

per cent. Their major health complaint was upper respira

tory infection, followed by hypertension, and "work-related

accidents." For women in the adult age group, one of their

common problems was "untreated anxiety/depression." In

Coblentz's years of practice at the center, she had noted

this problem and its socioeconomic causes. In 1988, the

center described the problem as "related partially to the

economic environment, physical or mental abuse by family

members and also to poor education." The center noted that

^^Ibid., 3.2, pp. 46, 52.



229

it referred patients to the Scott County Mental Health

Department and to area psychologists.^^
Dental problems among this adult group distressed the

health care providers. Unfortunately, in June 1987 the

"on-site private dentist left." Although patients with

dental problems were referred to dentists in the Gate City

area, transportation and economic barriers interfered with

utilization. CRHS noted, "Dental care is solely lacking.

People still feel they cannot afford this ""luxury'." The

center studied the need for dental care in its patient

population and handed out "toothbrushes, sample toothpaste

and dental floss" when necessary. The board investigated

recruiting a NHSC dentist or contracting for a "part-time
12

on-site private dentist." Unfortunately, many of the same

deterrents to successfully recruiting physicians applied to

dentists as well, for example, heavy work load, professional

isolation, and low income.

Whether considering the stress on women due in part to

the poor economic environment, the lack of financial access

to dental care, or the nutritional problems among the

elderly, economic difficulties plagued these communities.

As the administrator reported, "Lack of money causes anxiety

^^Ibid., 3.2, pp. 44-45.

^^Ibid., 3.2, pp. 38, 44.
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13
and depression and health maintenance is not a priority."

Besides negatively influencing physical and emotional

health, the poor economics perpetuated the center's depen

dency on federal funds to cover the gap between revenue and

expenses caused by the large number of uninsured patients.

The economic profile which the CRHS board presented to PHS

stressed the following:

The service area still has a high level of unem
ployment as shown by the high percentage of
uninsured (52%) and medicaid [sic] recipients
(12.5%). Our user population also has 20% more of
people between 100 to 199% of poverty and 6% more
of people below 100% poverty than our total
service area.

The Louisiana Pacific waferboard plant in
Dungannon has certainly helped the community but
the other jobs in the area, farming, logging, and
raining, are not stable. The industries in ...
Kingsport, Tennessee (one hour's drive away) still
have lay-offs and hiring freezes.

Based on 1983 figures, Scott County's unemployment rate

was 6.9 per cent, as compared with the state's rate of 5.5

per cent, but local officials figured that the immediate

area's rate was higher due to "far fewer jobs and less

industry" than in more developed parts of the county.

^^Ibid., 3.2, p. 37.

Ibid., 3.2, p. 37. "The percent of population of
Scott County eligible for Food Stamps is 13.9%, while the
statewide average is 7.6%." Ibid., 5.9, p. 109.

^^Ibid., 5.9, p. 108.
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The Dungannon-Fort Blackmore communities had vigorously

recruited the Louisiana Pacific Corporation. While directly

bringing in jobs and indirectly affecting other sources of

employment, for example, in the logging industry, the plant

and the spinoffs did not satisfy the employment needs. Over

the course of the next few years, the plant became the

subject of environmental concerns and labor disputes,

16
culminating in a temporary plant closing.

In a linkage that benefitted both parties, CRMS pro

vided clinic services to the LP plant. As explained by a

clinic administrator, "If somebody was hurt there, they

generally brought them here. ... We did a lot of drug

screenings for them because they routinely did that for new

17
employees." This is an example of the availability of

health care being -- if not an inducement — at least an

advantage to local industry.

Besides providing health care services to the local

industry, CRHS provided "sports physical exams" to the local

schools' athletic teams at "reduced rates." Any effort to

reach the fourteen to eighteen year old group was important.

16
Interview with Nancy Robinson, Dungannon, Va.,

November 14, 1990 (hereafter Robinson Interview).

17
Interview with Carolyn Bowen, Dungannon, Va.,

November 13, 1990 (hereafter Bowen Interview).
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While only representing eleven per cent of the center users

in 1987, that was a two percent increase over previous

years. Their usage tended to be "only for episodic care,"

for example, coming in for treatment of "trauma, contusion,

laceration and sprains," rather than for "health mainten

ance." The center planned to "screen for other problems"

18
during "episodic visits."

The major problem this group presented was teenage

pregnancy. The area experienced a "34.4 [per cent] higher

incident rate ... than the population of the U.S." For this

age group, CRHS listed family planning counseling as one of

its objectives; the counseling would be "conducted at the

center usually by the doctor." The center hoped to "[e]du-

cate males and females as to the availability of birth

control;" however, low-income females had to go to the

County Health Department for free contraceptives, not a very

19
convenient solution.

The problem of "teenage parents, low-birth weight

and/or indigent parents" contributed to worsening statistics

in related areas, as CRHS reported:

The infant mortality rate for our service area
increased 6.45 per 1000. The percent of births
with low-birth weight has also increased by 2.3%.
... Cassel along with the MIHOW person in Dun-
gannon held a prenatal clinic during the year to

18
RHI Application, 18 February 1988, CRHS, 3.2, p. 42.

^^Ibid., 3.2, p. 42.
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teach pregnant women about exercise, nutrition,
labor pains, facts |^out their unborn & [sic]
newborn child, etc.

Among the clinic users, the pediatric patients between

twenty-eight days and thirteen years had increased two per

cent over previous years. The major health problems for

this age group were: Otitis media, that is, ear infections,

followed by upper respiratory infections, pharyngitis,

asthma, and bronchitis. Despite an aggressive, free immuni

zation program, parents were still neglecting to get their

children immunized. The center hoped to "increase parental

education for immunizations and well-child care," and to

"encourage non-episodic care so that potential problems

[could be] avoided." Overall, the center staff noted the

problem of "Poor growth and development due to poor social

stimulation and poor nutrition." The staff planned a

,  . 21
campaign to provide anemia screening for this age group.

Across all the age groups, CRHS reported the nximber one

medical problem as "Upper and lower respiratory infections

(including black lung, pneumonia, bronchospasm, asthma,

22
bronchitis, etc)." Respiratory infections, — as well as

^°Ibid., 3.2, pp. 39, 36.

^^Ibid., 3.2, pp. 40-41.

^^Ibid., 3.2, p. 35.
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low birth rate, and otitis (ear infections), the number one

pediatric problem -- are in many instances traceable to

exposure to primary and secondhand tobacco smoke. For

example, in its March 31, 1994 issue. The New England

Journal of Medicine reported:

The EPA report ... reviews studies claiming that
exposure to environmental tobacco smoke is
causally associated with an increased risk of
lower respiratory tract infections such as
bronchitis and pneumonia in children.... It
notes that exposure to environmental tobacco
smoke is associated with an increased preva
lence of fluid in the middle ear, symptoms of
upper respiratory tract irritation, and a
small but-significant reduction in lung
function.

Smoking is a predominant behavior among CRHS's target

population; for example, of the adult users of the center,

24 . .
50 per cent smoke. This heavy usage is not surprising.

In Smoking and Health, A National Status Report, the PHS

presented data on cigarette smoking and socioeconomic

status, including the following key findings: "Cigarette

smoking and use of tobacco vary with education and income.

23
Carl E. Bartecchi, M.D., Thomas D. Mackenzie, M.D.,

and Robert W. Schrier, M.D., "The Human Costs of Tobacco
Use," (First of Two Parts) New England Journal of Medicine
330 (31 March 1994): 910.

^^U.S. Department of Health and Human Services, Public
Health Service, Region III, Rural Health Initiative Program
for Clinch River Health Services, Inc., Application for
Federal Assistance, signed 31 January 1990, p. 20, Clinch
River Health Services, Inc. Collection, Dungannon, Va.
(hereafter RHI Application, 31 January 1990, CRHS).
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Those with higher education and who report higher incomes
25

are less likely to smoke or use tobacco."

As well documented in the literature, the effects of

smoking are costly: in the pain and disability of illness

itself, in work and school days lost, and in the cost of

providing health care to treat the patients. However,

certain health risk habits, such as smoking, can be influ

enced — to some degree — by programs in behavior modifi

cation. However, at CRHS, the medical staff simply identi

fied the patients who smoked, explained the hazards, and

offered printed information, a tape, and a "Stop Smoking
26

Kit." The success rate was very small. CRHS did not

undertake any aggressive outreach programs, such as preven

tive education programs in the schools or in community

Based on 1986 Survey of Adult Use of Tobacco, "[f]or
those with 11 or fewer years of education, the prevalence is
31.4 percent; the proportion of smokers among those who have
16 years or more of education is 16.3 percent. ... Smoking
prevalence falls from 18.9 percent for those with a house
hold income of $10,000 or less, to 21.8 percent for those
with a household income of more than $40,000. ... The
smoking prevalence is 30.0 percent for those who fall below
the poverty level and 27.3 percent for those who are above
the poverty level...." U.S. Department of Health and Human
Services, Public Health Service, Centers for Disease Con
trol, Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health, Smoking and Health,
A National Status Report: A Report to Congress, 2nd ed.
(Rockville, Md.: DHHS, 1990) pp. 7, 16.

^^RHI Application, 31 January 1990, CRHS, pp. 19-20.
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organizations, or programs utilizing lay health educators to

work with the hard-to-reach, at-risk populations.

Among the many studies of lay health workers, one has

shown modest success in the "use of indigenous lay health

educators" to implement "a community-based smoking cessation

program" among "hard-to-reach" young black women in an urban

area. The researchers concluded: "Community-based health

interventions that employ local individuals as lay health

educators can have a positive impact on participation by

populations that are generally considered difficult to

27
reach."

In many ways, rural areas share or exceed the problems

of the inner-city. In non-metropolitan areas there are

often fewer employment, education or recreational opportuni

ties. In both areas, there is considerable stress, gener

ated by the poor economic conditions. The researchers had

also concluded that any smoking cessation program had to

address "the life experiences that affect the value placed

on smoking as a behavior..." In the case of tobacco use in

many Appalachian communities there is another dimension

Loretta Lacey et al, "Use of Lay Health Educators for
Smoking Cessation in a Hard-to-Reach Urban Community,"
Journal of Community Health, 16 (October 1991): 269; also,
Alfred C. Marcus and Lori A. Crane, "A Rationale for
Effective Smoking Prevention and Cessation Interventions in
Minority Communities," abstract in PHS, Smoking and Health,
pp. 55-56.
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certainly not found among urban smokers, that is, tobacco

farming. In commenting on the smoking problem, Cassel

explained:

Eliminating smoking becomes such a difficult
problem because of several factors. One is
that it is highly addictive both as a drug and
psychologically as an agent to reduce anxiety.
(And there is a high percentage of anxiety/
depression in a disadvantaged area.) Another is
that these people are tobacco producers and derive
a lot of their spendable income from tobacco
farming. It is hard for them to declare their
money crop America's #1 health hazard or to change
their own behavior with it. Better education
levels and social advancement would also decrease
the acceptance of tobacco usage and help stop new
starters.

A minister of a "tobacco church" in Kentucky explained

the tobacco growers' denial of health problems:

Denial related to the seriousness of health
problems caused by the use of tobacco is much
greater among church going tobacco growers than
originally believed. Psychologists have found
that .. people do not change their habits ... but
instead, justify them by either debunking the
negative evidence, playing down the importance of
the issue, overemphasizing other kinds dangers
to life, or seeking out social support.

Notwithstanding the complex problems involved in

28
Cassel Correspondence.

Bennett D. Poage, "Afterword," in The Tobacco Church:
A Manual for Congregational Leaders, ed. Bennett D. Poage
(Richmond, Ky.: Christian Church (Disciples of Christ) In
Kentucky, Kentucky Appalachian Ministry, 1993), p. 102. A
"tobacco church" is "any congregation ... where the economy
supporting that church and community" primarily relies on
the "growing, processing and/or marketing tobacco." Poage,
p. 1.
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smoking cessation programs for tobacco-growing communities,

innovative health education was never tried. CRHS had not

acquired another health educator and thus did not have a

staff person who might have known about successful health

intervention techniques. Neither the health care providers

nor the board had undertaken any innovative, preventive,

outreach programs, that is, PHS-designated "priority supple

mental" services. Preventive health education programs

depended on local initiative but also needed federal recog

nition and support, such as special funding and technical

assistance, which were not yet forthcoming.

While the center's record in outreach was poor, it had

demonstrated a strong performance in more standard medical

services. After reviewing CRHS's performance during 1987

for its report to the PHS, the board was able to announce:

1987 has been the most successful since the center
opened [M]any of the patients who had not
been to t^e center over the past 4 years have
returned.

The number of users in fiscal years 1987/88 was 1,839,

with 5,751 encounters, both setting records for the center;

31
exceeding the projected user figure of 1800. Unfortun-

■^n
RHI Application, 18 February 1988, CRHS, 3.1 -

Progress Report, p. 25.

31Figures provided by Carolyn Bowen, Administrator,
CRHS; RHI Application, 18 February 1988, CRHS, 2.8.4 -
Budget Information Narrative, p. 20.
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ately, in June 1988 when Cassel's NHSC commitment was up,

CRHS once again faced losing its "very well-liked" physi

cian, initiating a crisis that could again drive down

utilization rates. Thus, the board cautioned the PHS

office, "Dr. Cassel's acceptance in the community has been a

great asset to the center and we certainly hate to lose him

in June." [W]e do expect a small amount of opposi

tion to [his] leaving, we have tried to take this into

32
consideration."

Overall, as Cassel's practice at CRHS came to a close,

much had been accomplished in restoring stability to the

center, in establishing linkages to outside agencies and

services; yet much still needed to be achieved in improving

the health status of the community and meeting its primary

care needs. And, for the long term, certain problems, such

as isolation and burnout, inherent in the rural physician's

solo practice needed to be addressed. Cassel acknowledged

his problems with a rural, solo practice:

I had difficulty because I felt some obligation to
be available to the practice (after hours calls,
weekends) but I had no one to share that responsi
bility with. I wore myself out trying to accom
modate the practice, my family and my personal
needs. I had difficulty setting those limits and
it was part this and part professional and family

RHI Application, 18 February 1988, CRHS, 3.1 -
Progress Report, p. 25. 2.8.1 - Budget Information Narra
tive, p. 20.
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isolation that led to our decision to ^^turn to
Pa. and enter into a private practice.

The CRHS board was understandably concerned that

possible decreases in the utilization rates would once again

affect their ability to meet the PHS's efficiency and cost

effectiveness goals. However, the PHS officials had been

very supportive in the center's crises and in more mundane

matters. For example, the CRHS board had been a month late

submitting the 1988 RHI application because they had just

hired a new administrator who was unfamiliar with the

process. Region III officials had accepted the delay and
34

guided the new staff person through the process.

However, this time CRHS was well-prepared for their

physician's departure, having recruited another full-time

NHSC physician to carry on the practice. Henry Wing Sek

Tam, M.D. arrived at CRHS in July 1988 to serve his two-year

NHSC commitment. Born in Hong Kong and a naturalized United

States citizen, he had graduated from the Columbia, S.C.

public high school system, and had received his medical

training at the University of South Carolina School of

33
Cassel Correspondence.

Janet Falin, Acting Administrator, CRHS, Letter, to
DHHS, Region III, 19 February 1988, Clinch River Health
Services, Inc. Collection, Dungannon, Va.
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Medicine in Columbia. Like his predecessors at CRHS, his

35
specialty was Family Practice.

Despite the fears of the board, the utilization rate

did not decline when Cassel left. Rather, during Tam's

service period, the user and encounter figures rose to their

highest levels, as follows:

3 6
Year Users Encounters

1988/89 1,962 5,863
1989/90 2,034 6,298

These increases reflected several forces at work,

especially the community's preference for a physician-

centered practice. Interestingly, the high utilization also

demonstrated the acceptance of an Asian-American physician

by the totally white, predominately Anglo-Saxon population

served by the clinic. Here is a clear indication of the

rural population's eagerness for health care. Once barriers

of travel and cost were removed, the population sought the

best medical care available, regardless of the racial

identification of the provider. The increase in users also

reflected other economic and legislative changes outside the

community.

^^RHI Application, 18 February 1988, CRHS, p. 83
O g
Figures provided by Carolyn Bowen, Administrator,

CRHS.
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The "Executive Suitmiary" submitted to RHI reported

happenings in southwest Virginia that illustrated "the trend

towards doctors leaving rural areas." The Hanging Rock

Primary Care Clinic in St. Paul, Va., northeast of Dungan-

non, had recently closed. Several years before, the clinic

had operated at full capacity with six physicians. In

Castlewood, a town adjacent to St. Paul, one of its two

37
physicians had moved away "to a more suburban area." CRHS

attributed this trend to worsening economic conditions and

stressed the importance of CRHS's presence in the area,

noting:

The impact of last year's [UMWA] coal strike and
the low reimbursement by Medicare and Medicaid has
taken its toll of primary care doctors in areas
surrounding Scott County. ... This outflowing of
doctors makes it essential that our center remain
open to meet the needs of the low income people of
Scott County.

CRHS administration also reported a major increase of

6.5 percent in "the ... users below the federal poverty,"

37
Also, the Scott County Health Department had just

engaged a new dentist, after going without one for almost a
year. RHI Application, 31 January 1990, CRHS, "Executive
Summary," p. 8; "Project Description," pp. 21-22.

38
Ibid., pp. 21-22. On April 5, 1989, UMWA miners

throughout southwest Virginia, Kentucky, and West Virginia
went on strike against Pittston Company which had refused to
honor its health care and retirement fund obligations to
current, retired, and disabled miners and widows. The
strike, lasting ten months, was settled on February 19,
1990. Settlement brought peace to the coal fields but many
insecurities surrounding health care benefits remained.
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bringing the figure to 36.1 percent. During the previous

year, the percent of Medicaid recipients among the users had

also increased from 10.8 to 27.3 percent. CRHS explained

how changes in Virginia's Medicaid policy caused this

increase: the state had adopted a program whereby pregnant

women and children up to 100% of poverty were now eligible,

and the contiguous property restrictions for eligibility for

Medicaid had been eliminated. As CRHS explained, "These new

provisions have allowed more people to get Medicaid cards."

Some patients moved from the sliding fee schedule to Medic

aid coverage and other newly eligible recipients were

attracted to the center. Other provisions of the state law

increased Medicaid reimbursements and provided "for repay

ment of Babycare services for health centers." These

changes improved the center's utilization, collections, and

39
overall revenues. However, CRHS still did not meet its

earlier stated goal of 4,000 users and, of course, it was

still dependent on federal subsidies.

To increase the center's visibility and credibility in

the region, Tam established a "contract" as an "assistant

clinical professor" with the Department of Family Medicine

at James H. Quillen College of Medicine at ETSU to "precept

residents," serving two half days per month. ETSU's

^^Ibid., p. 22.
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Appalachian Preceptorship in Family Medicine was "aimed at

training medical students to practice rural primary care in

a manner sensitive to the culture." Besides attending

"didactic sessions" at the college, students participated in

"clinical preceptorships in rural southern Appalachian

communities," working with a physician who served as a "role

model" and who offered the students "experience in direct

patient care." Interacting with the faculty and students,

Tam helped CRHS in "becoming known outside [the] service

area." Tam and CRHS's board considered his participation in

the program as part of their "Recruitment and Retention

Plan," hoping to attract a resident physician to their

center. In 1990, his association the College of Family

reaped benefits for the center, although not as expected.

In order to gain "active privileges" at HVH & MC, Tam,

a bachelor, moved to Gate City, Va., twenty miles from the

center but closer to the hospital. Whenever he was in

Kingsport, he was able to admit patients to the hospital and

follow their care. The center had an agreement with ETSU's

Kingsport Family Practice Center, so that whenever Tam was

at the center, out of the area, or unable to be reached "by

Ibid., pp. 16, 23, 29c; Department of Family Medi
cine, East Tennessee State University, "Appalachian Precep
torship 1993 in Family Medicine or Psychiatry (Johnson City,
Tenn.: East Tennessee State University, 1993), pp. 1, 3-4.
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phone or beeper," their physicians would handle "hospital

admission workup" and any necessary followup. Between April

and December 1989, Tam "hospitalized" thirty two patients.

His hospital privileges also helped to increase utilization,

making the center's services more attractive to residents.

When Tam was away for periods of several days, CRHS obtained

coverage from an emergency room physician at an area hos

pital. On one occasion, the center gained a full week of

coverage by a NHSC commissioned officer/physician "from

41
Washington state who wanted an Appalachian experience.'"

Tam's preceptorship role, "active privileges" at HVH,

and coverage arrangements were very much in line with CRHS's

objective "[t]o develop and strengthen linkages with other

providers and organizations." The center continued to be a

site for the county's Women and Infant Care program (here

after WIC). Once each month at the center, Scott County

Health Department personnel dispensed WIC vouchers, provided

nutrition counseling and helped the CRHS staff "to certify

or recertify patients" for the program. This arrangement

increased state revenue to the center and brought at-risk

42
mothers and children into CRHS for preventive care.

^^RHI Application, 31 January 1990, CRHS, pp. 11, 22,
12.

^^CRHS reported that 535 persons received WIC vouchers
during 1989. Ibid., pp. 10, 18.
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In a similar fashion, the center provided services for

area children enrolled in the Virginia Department of

Health's Division of Children's Specialty Services Primary

Care Project. The staff cared for thirty four patients in

this program, of whom thirty were new patients to the

center. Many of the families traveled a considerable

distance to bring their children to CRHS, as it was one of

only two community health centers in southwest Virginia

which offered the program. As with WIC, this program

brought additional revenue to the center. In an agreement

with the Tuberculosis Section of the state health depart

ment, CRHS also performed chest X-rays for individuals who

had been referred there "because of a positive TB test or

history of TB." Treatment was handled through Scott

County's Health Department, but this service broadened the

43
center's base of operation and earned additional revenue.

Tam contributed personal time to serve as a member of

the Policy Council Board of the Scott County Head Start

Program. CRHS formally assisted the program, providing

medical attention for "ill or injured children," free

immunizations, and "counseling ... on health related issues

44
dealing with families in [the] community." This relation-

43
Ibid., pp. 11, 62; Bowen Interview.

44
RHI Application, 31 January 1990, CRHS, p. 62.
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ship benefitted both parties, in services rendered to Head

Start and in community support of the center.

Although CRHS offered pre-natal care and supervision,

because the center lacked obstetrics services, it could not

follow its pregnant patients through to delivery, but

normally referred them elsewhere in their eighth month. If

they were at "high risk," the referral was made immediately.

However, the center reported that problems existed in the

health care plan for this group. "Referral OBGYN" physi

cians neglected to send information on the care of patients

enrolled with the clinic, and prenatal classes were poorly

attended because of the distance patients had to travel from

their homes. In its report to the RHI office, the center

listed as one of its objectives: "To start prenatal classes

with qualified volunteers from this area." To do so, the

center planned to: "Enlist help of qualified volunteers.

Arrange place for classes to be held. Use VCR tapes and

45
educational material from center and other sources." In

many ways, this proposed activity would duplicate the

45
For 1989, CRHS reported that all its seventeen

pregnant patients had sought care in their first or second
trimester, and three had been identified as "high risk."
Eight other women "preferred to be referred immediately or
obtained prenatal care with another physician themselves,"
and of the remaining six, three were also "referred to the
Maternal Infant Health Outreach Worker (MIHOW) program
[Project] for prenatal case management." Ibid., pp. 18, 37.
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on-going work of the MIHOW project in the community.

MIHOW assists women "before and after birth to give

babies a fair start in life." The service is offered

through a partnership of "over two dozen grassroots organ

izations" working with Vanderbilt's Center for Health

Services," the center that coordinated the RSHC's health

fairs. Over the years, CRHS had a very ambiguous relation

ship with MIHOW. Although in some areas, the local commun

ity health center sponsored MIHOW, in the Dungannon-Fort

46
Blackmore area, the DDC assximed that responsibility.

The MIHOW project sent trained community women into the

homes of at-risk mothers. The worker visited informally,

for example, sitting at the kitchen table or on the floor

playing with a child while listening to the mother, answer

ing her questions, supporting her. The workers offered

information about nutrition, labor and delivery, family

planning, infant development, and provided referrals to

welfare and medical services. The program attempted to

bridge the distance between formal, medical institutions and

46
Community health centers that sponsored the MIHOW

Project were: New River Family Health Center, Scaro, W.V.;
St. Charles and Western Lee County Clinics, Lee County, Va.;
Tug River Clinic, Gary, W.V. Maternal Infant Health Outreach
Worker Project, MIHOW brochure, n.d., n.p., distributed by
MIHOW offices and Center for Health Services, Vanderbilt
University, Nashville, Tenn.; Interview with Barbara Greene,
Dungannon, Va., July 30, 1993 (hereafter Greene Interview).
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the home. The use of lay workers, the informal approach,

the advocacy, all these attributes of the program made it

foreign to CRHS's formal operation. One MIHOW director

acknowledged that she was glad the program was located at

the DDC offices. She explained that at-risk mothers were

more willing to come to MIHOWs cluttered office in DDC

where they were accepted as friends, then they were to

gather at the more formal space in CRHS, where they were

47
labelled and treated as "clients."

For all its health care plans, the center relied on the

"use of VCR tapes and educational materials displayed in

[the] waiting room." While the health messages probably

reached some patients, given the distractions in the waiting

room and the poor reading skills of many in the population,

this passive program without more aggressive outreach seemed

48
inadequate.

CRHS had a stronger record in screening programs,

including a cholesterol program in the area high schools, a

hearing problem program in the elementary schools, and free

blood pressure checks during office hours. On the occasion

of community events, such as the Fourth of July celebration.

47
Greene Interview.

4R
RHI Application, 31 January 1990, CRHS, pp. 37-41.



250

the center set up a booth and offered "blood sugar" tests.

Although its publication was sporadic, at times, the center

marketed its services through a newsletter, using the

publication to remind residents to get their "flu^ shots,

immunizations, cholesterol screenings, blood pressure

checks, blood sugar checks, cancer screenings, etc." CRHS

reported that the "number of flu and pneumovax shots" had

49
increased 100 percent over 1988.

Although the center did not operate a pharmacy as it

could not justify its utilization, it offered assistance,

especially to sliding-fee patients, in obtaining prescrip

tion drugs — a form of outreach. The center kept a "small

stock of prescription drugs and samples" which were "given

at cost plus packaging" to sliding-fee patients, to those

who were "very ill and need[ed] to begin immediate treat

ment," or who had been treated after the nearest pharmacy

closed. CRHS also inaugurated a plan with cooperating area

pharmacists, as explained by the center's physician:

A pharmacy ... would bill the center for the
prescription at cost plus 35%. The patient would
have an authorization from our center for this
program and would be responsible for paying the
pharmacist $7.50 or the cost of the prescription,
whichever is less, at the time of the purchase.
This $7.50 payment would be subtracted from
center's bill as partial payment. Only generic

'^^Ibid. pp. 14, 17.
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drugs would be used ... unless ^gecifically stated
otherwise on the authorization.

Distance to travel -- to a pharmacy, to prenatal

classes, to dental services, to the hospitals, even to the

center itself -- and means of transportation were constant

factors in seeking and delivering health care. In answer to

questions raised by the Program Management Office of DHHS,

PHS Region III, the center administrator explained:

Transportation for patients with appointments may
be provided by friends, family, cab service for
Medicaid patients, home health nurses or, on
occasion, one of our workers will pick up and
return a patient who has an appointment at the
center and is unable to find transportation.

For emergencies, the Dungannon, Nickelsville or Duf-

field Rescue Squads provided transportation -- at "no charge

for this service." Local emergency transportation had not

always been available, and the organization of its service

may be indirectly linked to the development of CRHS.

Originally, the Dungannon-Fort Blackmore residents relied on

the Scott County Life Saving & First Aid Crew, Inc. in Gate

50
CRHS increased its RHI request for pharmacy funding

to meet this increased expense. Ibid., pp. 29, 29A, 29B, 8.

51
Mountain Empire Citizens Transit provided inexpensive

public transportation for Lee, Wise, and Scott counties.
However, forty eight hours advance notice was required for
this service which picked residents up at their homes and
returned them there. Ibid., p. 29A.
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City, at least one-half hour away over a two-lane mountain

road. In the mid 1980s, Mountain Empire Community College

offered Emergency Medical Technician (hereafter EMT) classes

at The Depot, the community center that had been established

in the surge of community organizing following the founding

of CRHS. A core of volunteers received basic EMT and

advanced intravenous and cardiac technician training, and

established the Dungannon Rescue Squad. The need for

emergency medical care and transportation for rural communi

ties was recognized in the passage of the Emergency Medical

Services System Act of 1973 (P.L. 93-154), providing a

52
framework for organizing local squads.

With very few exceptions, the officers and members of

the Rescue Squad and the DDC were not represented on CRHS's

board. Over the years, the relationship between certain

members of the board and DDC has been strained. Although

CRHS has an excellent record of working with formal, area

52
Ibid., p. 29A; U.S. Department of Health and Human

Services, Public Health Service, Region III, Rural Health
Initiative Program for Clinch River Health Services, Inc.,
Application for Federal Assistance, signed 28 December 1976,
Letter, Scott County Life Saving & First Aid Crew, Inc. to
CRHS, 27 January 1977, Clinch River Health Services, Inc.
Collection, Dungannon, Va. (hereafter RHI Application 28
December 1976, CRHS); Interview with Carol Sluss, Dungannon,
Va., January 7, 1993 (hereafter Sluss Interview); Roger A.
Rosenblatt and Ira S. Moscovice, Rural Health Care (New
York: John Wiley & Sons, 1982), p. 146.
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agencies in coordinating health and welfare resources and

services, it has not established a positive working rela

tionship with its local, grassroots organization, the DDC.

In its RHI applications' references to coordinating re

ferrals and resources, CRHS rarely mentioned networking with

DDC, although it complained of problems such as poor nutri

tion which DDC addressed through food distribution programs.

Curtis Mays, the board's longest serving member, said, "I'm

not familiar with their [DDC's] program. What I've heard of

53
it, they don't really reach a great number of people." As

the RSHC leader had pointed out a decade earlier, projects

had to be endorsed by the right people to gain legitimacy

with the power structure. Obviously, Curtis Mays had not

endorsed DDC, and therefore, CRHS's interaction with its

programs (other than MIHOW) was minimal.

The twelve-member CRHS board had at its core a nucleus

of original members headed by Curtis Mays. Each year at the

annual meeting in March, six board positions were open for

election. Along with the reelection of long-time members,

some newcomers won those positions; however, most newcomers

stayed only one, two, or three terms. Since there were no

restrictions on term limits in the by-laws, over the years

S3
Interview with Curtis Mays, Dungannon, Va., January

7, 1993 (hereafter Mays Interview).
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the core of original members remained intact, winning

reelection over and over. Thus, the governance remained

under the influence of its founding members, all prominent

individuals in the power structure of Dungannon and Fort

Blackmore. Despite its declarations to the RHI office to do

so, the board had not recruited representatives from among

the sliding fee or Medicaid patients, or from "the other

communities serviced by [the] center." In 1990, 42 percent

of the twelve-member board were women (that is, five), but

this was short of the "percentage of women users" (that is,

54
55 percent).

In 1988, the board had admitted that it had "not

reviewed the by-laws ... for several years," and needed to

do so to incorporate "changes ... made over the years."

However, in 1990, the administrator informed the RHI office,

"The board feels no update of the by-laws is necessary."

The board also acknowledged that it "[had] not discussed any

short or long range fund raising plans." Efforts to secure

Often a husband or wife would be elected to succeed a
spouse retiring from the board, thus keeping membership
within the family group. In a few instances, a board member
resided in Gate City, which was on the very outskirts of --
if not outside — the service area. From 1978 to 1993, three
residents had served ten terms and several more had served
six, seven, or eight terms. RHI Application, 31 January
1990, CRHS, pp. 35, 34.
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"[N]on-grant support ... mainly United Way" funding had not

been successful and the board "[had] not pursued this to any

55
great degree." Because the center did not engage in any

activities involving community volunteers, it also did not

gain contributions in-kind from volunteer time and services.

The PHS had never insisted that community health center

boards pursue fundraising as a means to economic self-

sufficiency, stressing instead higher utilization, cost-

effective operation, and more efficient collection prac

tices. Scott Otterbein, a regional project consultant with

the PHS's Region III, said the PHS considered it "unreal

istic" to expect continual fundraising and understood that

"local fundraising can not underwrite operations." John

Cafazza, executive director of the Virginia Primary Care

Association of which CRHS is a member, estimated that "only

one third of the centers pursue fundraising and other

5 6
grants." However, Otterbein remarked when centers were

^^RHI Application, 18 February 1988, CRHS, 3.3.12, p.
53; RHI Application, 31 January 1990, CRHS, p. 16.

C ft

Otterbein said that there were no federal funds
available for adding on to existing centers, for new build
ing programs, or for upgrading. This had to be accomplished
by local fundraising. Also, for some other community pro
grams, Congress had written into the statute that ten or
twenty percent of the funding must be raised locally.
There was also a precedent of a state government establish
ing a community fundraising requirement; as explained by
Davis and Marshall, "All health centers funded by the State
of North Carolina are required to (continued on next page)
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successful with securing funds locally it was usually due to

the "energy and attitude" of the administrator and board.

However, some boards were "shy" about going to the public

with their hands out, and preferred to be "comfortable" with

57
the level of funding they received.

The CRHS board had grown "comfortable" with their

portion of federal funds. After its initial fundraising

activities in 1975-78, the board never again organized a

formal fund drive or fundraising activities, such as cake

sales or community dinners. Thus, it lost opportunities to

promote community center spirit, that is, to develop a real

sense of community ownership and loyalty to the center. In

one of the oldest and most straightforward guides for laymen

to develop and operate rural health centers, the authors

explained;

This [fundraising] effort has the threefold
benefit of producing funds while publicizing the
project throughout the entire community and
establishing a strong sense of community pride.

(continued) raise $1 locally for every $5 contributed by the
state for renovation or construction of a health facility."
Interview with Scott Otterbein, U.S. Public Health Service,
Region III, Philadelphia, Pa., February 9, 1993 (hereafter
Otterbein Interview); Interview with John Cafazza, Virginia
Primary Care Association, Richmond, Va., February 4, 1993
(hereafter Cafazza Interview); Karen Davis and Ray Marshall,
"New Developments in the Market for Rural Health Care,"
Research in Health Economics 1 (1979): 75.

57
Otterbein Interview.
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People who have contributed money — even just a
few dollars^g- have an extra identity with the
program....

The CRHS board of directors relied solely on federal

funds and special program funds, such as WIC, to supplement

its patient revenues. While adequate over the years, the

total revenues left nothing for innovative programming.

But innovative programming, as with fundraising, would have

required an activist board, not simply a caretaker board —

as efficient and diligent as it was. Bruce Behringer,

president of the National Rural Health Association and

former executive director of the Virginia Primary Care

Association, had experience with centers that did fundrais

ing based on their belief that "the government can't do

everything for you." He called these centers and their

communities "pro-active" versus the other centers which

59
tended to be "more reactive" and "placid."

James D. Bernstein; Fredrick P. Hege; and Christopher
C. Farran. Rural Health Centers in the United States. The
Rural Health Center Development Series (Cambridge, Mass.,
Ballinger Publishing Company and Harper & Row., 1979), p.
34.

Interview with Bruce Behrxnger, Johnson City, Tenn.,
February 12, 1993 (hereafter Behringer Interview). NOTE; It
is important to clarify here that the fundraising being
promoted is entirely separate from the concept of matching
funds which would have crippled most of these rural communi
ties. The community health center program has been lauded
throughout this dissertation for not having a matching funds
(continued on next page)
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When asked if the security of federal grants hurt

conununity fund raising, a long-time CRHS board member and

prominent resident replied:

Yes, I think so. It's like our aid programs and a
lot of things. It just kills incentive to go
ahead and work.

When asked what would have happened if there had been a year

when the center had not received sufficient federal funding,

he replied:

We would probably have been beat the bushes to
raise it. In fact, it might help us in one sense.
I'd say it would help us.

But circumstances had not forced the board to turn to

the community and they had not chosen to do so. Although

some centers continued to solicit contributions in money, or

in kind, for example, volunteer service on outreach pro

jects, it is difficult to make a fair comparison between

communities and centers. For instance. Stone Mountain

Health Services (hereafter SMHS), a consortium of three

centers in southwest Virginia, demonstrated strong grants-

manship, operated several outreach programs, and estimated

(continued) obligation. The author suggests modest pro
jects, such as bake sales or community dinners, like those
used in 1976-77 to raise building funds. The modest funds
collected could be used for small health education programs
or to refurbish the center's waiting room, while building a
sense of community ownership and involvement in the center.

^^Mays Interview.
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the value of volunteer services to annually be $50,000. But

SMHS is a much larger operation with an super energetic

administrator who had served for almost a decade, and a

community activist physician who had been associated with

the consortium's major center, St. Charles, from its very

beginning.

CRHS had suffered from repeated changes in physicians

and administrators, and while it recouped or even grew

stronger over the years, it had lacked long-term, dynamic

health care providers or administrators who compensated for

a lackluster board. Feierabend and Tam, its two most

"pro-active" physicians, and Anne Leibig, the administrator

most committed to community development, had served for only

a few years each.

Although it is unfair to compare CRHS and SMHS, there

is an organization within the Dungannon community itself

that conducted fundraising and could serve as the model for

comparison. The DDC with strong representation from lower-

Stone Mountain Health Services, "a multi-site"
consortium, includes St. Charles Community Health Clinic
(and home office) and Western Lee County Health Center, both
in Lee County, and Castlewood Community Health Center in
Russell County, all in Virginia, adjacent to Scott County.
Interview with Tony Lawson, St. Charles, Va., February 15,
1993 (hereafter Lawson Interview); Tony Lawson, "Innovations
in Health Services for the Elderly, Appalachian Health Care:
New Ways of Doing Business, Johnson City, Tenn., 20 April
1993, pp. 2, 6-8, copy in my possession.
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income residents on its board conducted community fund-

raising in connection with its housing rehabilitation

program which refurbished below standard houses and built

new homes for low-income families. As mentioned earlier,

DDC offered outreach programs that addressed socioeconomic

problems in the area. In the process, it brought capital

into the area, either in the form of grant money or material

resources, such as surplus food in its SHARE program. And

in its housing program, it combined outside and community

funding and volunteer labor. In fall 1992, the housing

program discovered it had a $3,300 debt. To raise funds,

DDC organized a community five kilometer walkathon, walking

the volunteers past some of its rehab and new houses. They

increased community awareness, involvement, spirit, and

raised over $2,000. The fundraiser was so successful, the

6 2
DDC made it an annual event.

One of the most cogent descriptions of the difference

between CRHS and the DDC comes from Anne Leibig, one of the

few individuals in the community who has been involved in

both organizations. Remembering her services as CRHS's

62
Robinson Interview; Interview with Darrell Mays (no

relation to Curtis Mays), Wanda Duncan, Eugene and Shirley
Hunt, Dungannon Development Commission, Dungannon, Va.,
January 6, 1993; Dungannon Development Commission News
n.d. (circa Autumn 1993), n.p., Dungannon Development
Commission Collection, Dungannon, Va.
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first administrator, she recalled

I kept getting more and more ideas of things we
could do. ... The president of the board came and
he said to me, "Don't bite off more than we can
chew."

Leibig then recalled her active involvement with DDC,

saying.

The Development Commission was the group that had
more of the vision. And when I was working with
them I felt this is where I can bite off morg^and
people can chew more. And it's still going.

With no aggressive outreach services, community health

workers, or community fundraising, and with very irregular

publication of its newsletter, CRHS did not actively engage

the attention or participation of the community. Attendance

at the annual meetings dropped. As one former board member

and active emergency rescue squad member commented in 1993,

"I don't even know who's on the board now." Thus, over

the years, if one considered community involvement and not

simply utilization, CRHS's motto, "a community supported
64

clinic," lost its credibility.

However, the center's links to other health agencies

guaranteed that it received favorable recommendations which

^^Interview with Anne Leibig, Dungannon, Va., November
14, 1990.

^^Sluss Interview. Motto on CRHS letterhead. Clinch
River Health Services, Inc. Collection, Dungannon, Va.
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became part of its RHI file. Letters from Head Start, the

area health district, home health service providers, and

others were submitted along with the annual RHI applica

tions. During the Reagan administration, PHS bureaucrats

had instructed the centers to solicit such support as a

defense mechanism. Endorsements confirmed local needs and

the center's contributions to delivering primary health care

and to interacting with other agencies. The possibility of

defunding increased if critical comments reached the re

gional office and substantiated other negative indicators.

CRHS had never reached that critical stage.

As the CRHS administrator reviewed 1989 for the RHI

funding officials, she pointed out progress initiated by Tam

in linking CRHS with various health agencies and institu

tions, as well as record high utilization and encounters;

yet persistent health problems remained, such as upper and

lower respiratory infections, ear infections, and high blood

pressure. The report on the board's performance showed

diligence to ordinary details of budget and routine opera

tion, and included optimistic plans, but recorded no

achievements in aggressive health education, marketing

programs, fundraising, or long-term recruitment strategies.

The lack of long-term recruitment strategies and the

marketability of the center as a good professional environ

ment for a physician created a major crisis in 1990. After
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serving his NHSC commitment, Tam planned to leave CRHS on

June 30, 1990. As the administrator explained in her report

to PHS bureaucrats:

Our former physician. Dr. Todd Cassel, informed
the center in September, 1989, that he would
return and sign a 5-year contract. Since Dr. Tam
had already informed the Board ... that he would
not sign a 5-year contract but would consider a
2-year contract, the Board ... took Dr. Cassel's
word that he would be coming to Clinch River. 3
months later. Dr. Cassel called ... to say that
... he would not be coming to Clinch River.[sic]

The Board then offered Tam a two-year contract but he

had already made firm plans to leave. Although CRHS had

lost its "loan repayment slot" when Cassel was expected

back, the PHS reinstated it "in order to help [them] with

physician recruitment," another example of PHS commitment.

Although the board interviewed a Doctor of Osteopathy, he

did not accept their offer. At the time the administrator

filed the RHI grant application, CRHS faced a loss of

physician services as of July 1, 1990.

Confronted with this dire prospect, the board contacted

Virginia Primary Care Association, local hospitals and the

Family Medicine Department of Quillen College of Medicine at

ETSU in hopes of locating physicians "interested in rural

6 S
Clinch River Health Services, Inc., letter to Program

Management Officer, DHHS, PHS, Region III, 5 March 1990,
with attached sheet. Clinch River Health Services, Inc.
Collection, Dungannon, Va. (hereafter CRHS).
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practice." In case they were unable to find another full-

time physician, the board considered three alternatives: 1)

hiring a mid-level practitioner and contracting with an

outside physician to supervise him/her; 2) buying physician

time from another community health center; 3) contracting

with a retired physician who would temporarily fill in until

6 6
a permanent replacement was hired.

Fortunately, Tam's experience with ETSU's Appalachian

Preceptorship in Family Medicine provided the clinic with

strong contacts and a favorable relationship with the

Department of Family Medicine. CRHS contacted Dr. Forrest

Lang, Director of Medical Education, in ETSU's Department of

Family Medicine, and he in turn approached his colleagues on

the faculty. He explained that CRHS was "in danger of

closing its door," and persuaded seven of his colleagues to

"chip in and lend a hand." From September 1, 1990 through

June 1991, Lang himself, as well as Dr. Robin Feierabend

from the Bristol Family Practice Center, and five other

faculty members took turns traveling to CRHS to provide

coverage and supervision for the nurse practitioner who the

67
center hired.

^^Ibid.
6 7

CRHS operated three days per week with physician
services and three days per week with nurse practitioner
(continued on next page)
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In many ways, the situation resembled the crisis in

1984 with the same distressing results. After the center's

highest utilization rates ever, occurring during Tam's

service, its user/encounter rate fell, for example, from

2034 users in 1989/90, the last fiscal year of Tam's ser

vice, to 1,623 users in 1990/91, during the service of a

nurse practitioner with supervision from the rotating team

of ETSU physicians. However, despite the inconveniences

and interruption of regular physician practice, the center

remained open. As a result of their collective efforts to

keep CRHS open and serviced. Department of Family Medicine

physicians received Virginia Primary Care Association's
69

"Physician of the Year" award.

CRHS's administration and board acknowledged the

cooperation of the PHS during this crisis. All along, in

(continued) service. Feierabend's continued popularity with
the residents caused problems as they tried to get appoint
ments on the day he would be in Dungannon, overloading his
schedule. Ibid.; Interview with Forrest Lang, M.D., Johnson
City, Tenn., March 23, 1994 (hereafter Lang Interview); U.S.
Department of Health and Human Services, Public Health
Service, Region III, Rural Health Initiative Program for
Clinch River Health Services, 27 January 1992, "Executive
Summary," p. 11, Clinch River Health Services, Inc., Dun
gannon, Va. (hereafter RHI Application, 27 January 1992,
CRHS); Bowen Interview.

68
Figures provided by Carolyn Bowen, Administrator,

CRHS.

69
Lang Interview.
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both liberal and conservative administrations, CRHS had

received federal funding and guidance. While it had opened

its doors during the supportive Carter term, most of its

operation had been during the hostile Reagan administration.

The officials in District III had worked with CRHS, for

example, in guiding new administrators in preparing their

RHI applications, in accepting late applications, and in

upgrading the grant applications. Of utmost important, the

agency had reinstated the "loan repayment" provision to

allow the center to recruit a NHSC physician. While CRHS

was not a stellar performer in utilization, reimbursement,

or outreach services, neither was it a trouble spot or a

failing center. Its consistent, solid record in delivering

primary care protected it during intermittent crises.

CRHS had reached maturity from 1986 to 1991, during the

practices of Cassel, Tam, and the ETSU team with an on-site

NP, reaching high points in utilization, linkages to outside

agencies and facilities, and survival strategies. But

accompanying the admirable maturity in its health care

delivery was a stagnation in its governance, best described

as "tired blood." Cassel siimmed up the situation very

succinctly.

The board and the community need to make sure that
the clinic stays in a position and function to
"stay in business" in the coming years. ... [They]
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need to continue to foster the c^^unity support
that got the clinic where it is.

In the next and final chapter, CRHS returned to

stability with the services of a dedicated physician and

nurse practitioner, and able administrator. The medical

personnel and administrator ably implemented the new

Clinical Performance Measures ordered by the PHS for

community health centers across the nation. Utilization

rates and revenue increased substantially and the center

received authorization from the PHS for a second physician,

who started in summer 1994. The new physician was not

really new; Scott A. Cassel, M.D. rejoined the staff. Thus,

after sixteen years of highs and lows, CRHS could justly

claim success in delivering primary health care to its rural

community.

70
Cassel Correspondence.
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CHAPTER 7

MATURITY AND SUCCESS, 1991 - 1994

In this final period in the history of a rural commun

ity health center, the components that had made the program

successful were present: delivery of comprehensive primary

(curative and preventive) care; a team approach, including a

mid-level health provider; and continued federal funding and

assistance from the PHS officials. While the record of

Clinch River Health Services (hereafter CRHS) in providing

outreach services remained weak, there was an increase in

services focused on screening and a prescription program.

Overall, community representation and participation

contributed to the community health center program's success

by making the centers more responsive to and supported by

the community. However, at CRHS an entrenched board of

directors with minimal representation by the lowest-income

segment of users came under criticism from the PHS. With

its failure to conduct local fundraising, improve community

relations, recruit community volunteers, seek additional

grants, or promote aggressive outreach, CRHS's board demon

strated that it is their attitude and behavior that deter

mined the center's level of success -- beyond the basic

provision of primary care.
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During these last years under review, the medical

services improved greatly — in part due to full staffing.

Also, nationally the PHS introduced a new system of Clinical

Performance Measures that made demands on each center to

improve qualitatively and quantitatively its delivery and

evaluation of health care. With its increased demands for

centers to fulfill their responsibilities in community

representation and its imposition of new quality controls,

the PHS seemed to be signaling a change. The low-keyed,

defensive posture that it had assumed during the very

conservative Reagan administration was replaced with a more

confident and aggressive posture, possible under the more

moderately conservative Bush and the liberal Clinton

administrations.

A prominent PHS official in Region III admitted that

the agency was in a cautious mood, awaiting the outcome of

the national health care coverage debate that had been

initiated in 1991.^ This official had great confidence in

the community health center program's ability to success-

The first shots in the debate had been fired in
Democrat Harris Wofford's campaign against Republican
Richard Thornburg, President George Bush's former attorney
general, in a race for the vacant U.S. Senate seat for
Pennsylvania. Wofford, who had focused on health care, won.
However, in the November 1994 election with its nationwide
Republican landslide, he lost to the Republican challenger.
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fully deliver primary care. The strong record was there in

urban and rural centers in every region of the country.

However, whether reforms would help or hinder the program's

operation could not be foreseen. The PHS's no-nonsense

attitude --of continued support and increased scrutiny --

was readying the centers for future service. For example,

in contrast to its crisis in summer 1990, by summer 1994

CRHS was in a vastly improved situation, far better prepared

to meet the challenges any health care coverage reform would

generate.

Although September 1990 through June 1991 was "a year

filled with trials," CRHS's administrator reported "the

center has come out on top as always." With the indulgence

of the PHS officials in Region III, the dedication of the

Family Medicine physicians at ETSU, and the continued

commitment of the board and community, CRHS had survived its

crisis and optimistically faced an improved situation. On

July 1, 1991, Gary E. Michael, M.D. joined CRHS as its

full-time physician, and the center retained the services of
2

Judy Cole, its nurse practitioner (hereafter NP), as well.

2
U.S. Department of Health and Human Services, Public

Health Service, Region III, Rural Health Initiative Program
for Clinch River Health Services, Inc., Application for
Federal Assistance, signed 27 January 1992, Executive
Summary, p. 11, Clinch River Health Services, Inc. Collec
tion, Dungannon, Va. (hereafter RHI Application, 27 January
1992, CRHS).
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During the absence of a full-time, on-site physician.

Cole had been "an important element in the continuity of

care for the patients," and the center considered "[h]er

services ... invaluable." According to the administrator.

Cole "not only serves as the backup person for Dr. Michael

when he is unable to work, but also serves as an associate
3

for Dr. Michael in an isolated situation." The health care

provider team helped to solve a long-recognized problem of

professional isolation.

Without doubt, another area of service had also been

greatly improved in June 1990 when CRHS hired Carolyn Bowen

as its full-time administrator. Bowen had worked as a

dental assistant at the center in its early years and had

returned to college for an associate's degree in business

administration and accounting. As the grant application

process and medical assessments became increasingly compli

cated, she brought a level of professionalism to their

content and appearance that had been sorely lacking.

Although she did not consider herself to be "developmental"

in terms of supplemental programs, she worked with the

medical providers to implement, audit, and report new.

^Ibid., pp. 11, 42-43.
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4
complex measures of clinical practice.

Beginning in 1991, important changes occurred at CRHS

that were dictated by new requirements from the PHS. These

affected the by-laws concerning the board and, more impor

tant, the delivery of health care to the community. That

the center was very successful in implementing the new

medical imperatives attested to the team effort of Michael,

Cole, and Bowen. At the same time, the user/encounter rate

rose steadily, attesting to the community's positive re

sponse to its new physician. From a low of 1,623 users in

1990/91, the numbers steadily improved: in 1991/92, the

number of users increased to 1,710; followed by an even

greater improvement in 1992/93, to 1,849 users.^ But that
resurgence was not automatic; it was earned, and the new

physician had first met with cynicism.

Although an extraordinary effort had been made in

1990-91 to keep the center open, Michael described "the

patient clientele" attitude as, "Well, should we just use

this like a ~doc in the box house,' a quick stop-in place?"

Interview with Carolyn Bowen, Dungannon, Va., November
13, 1990 (hereafter Bowen Interview, 1990); Correspondence
with Anne Leibig, Dungannon, Va., July 15, 1993; Interview
with Gary Michael, M.D., Dungannon, Va., January 6, 1993
(hereafter Michael Interview).

^Figures supplied by Carolyn Bowen, Administrator,
CRHS.
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Since the residents did not look at CRHS as their center for

"continuing permanent care," Michael recalled, "...we've had

to change our image over the past year." At first, the

patients confronted him with questions and comments, such

as: "Are you going to stay? I guess you're going to leave

in a year or two, aren't you? Should we really get to know

you, because you aren't going to be here? I'd come and see
g

you more often, but I know you're not going to stay."

Michael tried to reassure them. Although he only had

to fulfill two more years in his NHSC contract -- to June

30, 1993 -- he had made a strong commitment to the community

health center program, based on factors in his personal

history. Michael's brother worked as an administrator for a

center and had convinced the physician that a center was the

place to practice the family medicine for which he had

trained. And the physician felt that CRHS provided the

right professional environment, as he explained, "The

board's been very good with me, in allowing me to do the

medicine I want to do. You have to have room to be able to

7
breathe and to do your style. And I'm very, very candid."

g

Michael Interview.

"^Ibid.



274

Backed by the RHI grant, the center had the opportunity

to administer health care in a comprehensive manner, some

thing a private practitioner could not always do. Also,

given the new health care directives, primary care would be

practiced with a thoroughness a private physician was not

obligated to match. According to Michael,

You cannot as a private practitioner see twenty
five to thirty patients a day, and do everything
that we do, because you can't make it [finan
cially]. ...[T]hey usually have to see around
forty to fifty patients a day. ...[W]e see
patients who can't pay [I]f you're inter
ested in a high level of care, that actually can
take a lot of time fgom you. You can't do this in
private practice....

Michael was referring to the time-consuming but excit

ing medical methodology newly utilized by CRHS, the Clinical

Performance Measures (hereafter CPM), a quality-assurance

measurement system inaugurated by the PHS. The system,

co-designed by the PHS and the center physicians, was based

on field investigations started in 1988. The evaluation

plan was the most innovative concept to come along since the

community health center model itself was developed in the

mid-1960s. The system encompassed "all five life cycles

[perinatal, pediatric, adolescent, adult, geriatric], with

different parameters, risks, and clinical topics in each

®Ibid.
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life cycle." Each center designed all its "necessary proto

cols, formats, documentation sheets, and establish[ed]

9
resources and referral systems."

As discussed earlier, the effectiveness and quality of

primary care had been very difficult to evaluate. Yet the

centers were always under pressure to "demonstrate" to

Congress and the PHS, "Yes, we do make a difference." The

CPM would allow the centers and the government to judge the

services delivered to each age group in relation to their

needs. As Michael explained.

When the government in the future says, "Well, how
is your clinic performing? Where is your data,"
we have to say we audited our charts and we're 80
percent compliant with asking our patients about
cardiovascular risk assessments, with asking our
adolescents questions. Are immunizations up?
Fluoride supplementation? Things like that. And
these are all things that are looked at as basic
needs.

The CPM also served another purpose. In September

1992 the centers gained relief from the high cost of

malpractice insurance by being covered under the Federal

Tort Claims Act; thus, litigations against physicians or

centers became suits against the federal government with the

^RHI Application, 27 January 1992, CRHS, "Clinical
Performance Measures," p. 28.

^^Interview with Randy Bashore, M.D., New Canton, Va.,
February 9, 1993 (hereafter Bashore Interview); Michael
Interview.
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Justice Department handling the cases. Therefore, the

centers had to provide assurances to the federal government

that they were operating according to proper medical pro

cedures. Using the CPM, centers would "demonstrate to the

PHS their readiness and ability to be covered by the Justice

Department."^ ̂

Dr. Anita Batman, PHS Clinical Coordinator of Region

III, explained the role of center physicians in developing

the CPM and the built-in flexibilities and assurances to

protect the individual centers in their implementation and

reporting. "We asked the field physicians at health cen

ters, ""What things would you monitor to judge health care

progress at a well-run health center?'" The PHS theory was

that a center needed to identify the health problems in each

life cycle before perceiving solutions and monitoring progress,

However, the initial survey developed from the field recom

mendations proved to be "too large a monitoring exercise,"

and the field personnel and PHS staff were "horrified by the

extent of paperwork necessary to complete it." Efforts

immediately got underway to simplify it, and a group of

The centers still needed to maintain "tail insurance"
to protect themselves against litigation for "past practices
before the federal takeover." Bashore Interview.
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centers in Region III organized the Clinical Regional
12

Advisory Network (hereafter GRAN) to assist the centers.

Through GRAN the centers in Region III are involved in

a pilot project, unigue in the nation. Individual centers

submitted their GPM data to GRAN, which in turn established

a database and handed in an aggregate report to Region III.

Batman explained that while the PHS policy statement assured

the centers that no funding would be imperiled if their

numbers were bad," a feeling persisted that bad numbers

would reflect poorly on the center. Therefore, she said,

"Most centers wanted to keep their numbers confidential.

They were sheltered by the aggregate system of reporting."

With anonymity, GRAN and Batman believed that centers would

answer honestly, insuring realistic data that would be

useful. She believed open reporting forced people to lie to

13
protect themselves.

GRAN grew out of yearly meetings at which Batman

solicited opinions from the field physicians. She wanted

Interview with Anita Batman, M.D., U.S. PHS, Region
III, Philadelphia, Pa., February 4, 1993 (hereafter Batman
Interview, 1993).

^^In 1994, the PHS compared data from centers that had
been submitted without anonymity with data from centers that
had been submitted in aggregate form, and found that data in
open reporting was indeed skewed towards excellence, while
data submitted in anonymous reporting confirmed what was
reasonable and expected. Interview with Anita Batman, M.D.,
U.S. PHS, Region III, Philadelphia, July 21, 1994.
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"current information and opinions," feeling far more com

fortable attending Department of Health and Human Services

(hereafter DHHS) meetings when armed with field reports

rather than her own opinions from her field work of years

before.

Dr. Randy Bashore, a physician at the Central Virginia

Community Health Center and president of CRAN in 1993,

explained the stress on Total Quality Management in the

measurement process, meaning a center always tried to

improve on its own overall results. For example, when

reaching ninety percent in one area, rather than attempting

to make the elusive ten percent, a center moved on to a

weaker area and worked to bring it up. He reiterated

Batman's belief that CRAN offered the centers some measure

of privacy in reporting, making the CRM requirement less

threatening to individual centers.

To observe how the CRM requirement was implemented at

CRHS, the "Clinical Rrogram" for the geriatric group — one

of the largest and most vulnerable age groups in the commun

ities -- is examined here. The problems and goal were

described as follows:

14
Batman Interview, 1993

^^Bashore Interview.
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Problem: The number of people in the community over 65
years of age is gradually increasing. The center
currently provides approximately 184 people in this age
group with primary care services.

Problem: The county's poverty level is approxi
mately 22.2%. For the elderly on fixed income and
in the poverty level, the cost of adequate health
care is a severe burden. Without proper medical
attention, morbidity and mortality increases among
the elderly.

Goal: Provide affordable health care to the
elderly to decrease morbidity and mortality.

The center's stated objective for March 1992 to March

1993 was to "review" 75 percent (140) of "the geriatric

users for financial need" and "to enroll" them "into a costs

effective health screening program." The methods for

achieving this objectives were explained:

The appointment secretary will review with each
geriatric encounter their medical coverage.
Patients with no coverage or low coverage will be
reviewed by the executive director for sliding fee
scale. The executive director, nurse, physician,
and nurse practitioner will coordinate with the
social service department, health department,
churches, and other-organizations to arrange other
available services.

Michael described the interview he conducted to deter

mine the need for social services:

I have to go through what's called Instrumental
Activities of Daily Living: "Can you bathe your
self? Can you go to the bathroom? Are you
incontinent? Can you use the telephone? Can you
shop for your own groceries? Can you take care of

^^RHI Application, 27 January 1992, CRHS, pp. 56, 66.

^^Ibid., p. 66.



280

your bills? Do you write your own checks? Do you
need someone to pay out your money for you?"
Things like that.

If Michael found a problem, he consulted a reference

file of county social service agencies and contacted the

appropriate service. "The social service department knows

me very well by now," he said. There was a medical method

in the Geriatrics Clinical Program as well:

The nurse will place the Geriatric Health Screen
ing Sheet on every geriatric encounter. The
screening consists of yearly results on: Hg, Iron,
BS, Thyroid Test, hemoccults, mammography. Pap
exam, breast exam, pelvic exam, prostate exam, and
rectal exam. The executive director will set up
programs with the local hospitals, AmericangCancer
Society, etc. for the mammogram screening.

The CRHS team thus identified the problems within this

age group, established objectives, and decided upon methods

for reaching those objectives. They then established the

method of evaluation; for example.

Every 3 months, the executive director will review
20 charts to ensure update of financial status.
Every 3 months, the nurse will review 20 charts
for completeness of the health screening sheet.
The nurse will notify the patient of any needed
updated testing or examination.

The plan, drawn to meet local needs, was submitted with

the RHI application and the yearly audit of the plan was

submitted to CRAN to become part of the region's database.

18
Michael Interview.

^^RHI Application, 27 January 1992, CRHS, p. 66.
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Dr. Michael provided a good example to illustrate the

CPM's effectiveness in uncovering problems. In working with

the geriatric group for the CPM, the health care providers

discovered a high incidence of hyperthyroidism and "a great

number of low iron" patients. He explained,

Eventually when we get time, we'll try to get into
other aspects of why there is such low iron in
these people they get a lot of greasy greens
in this area.

He theorized that something such as tannic acid in their

water source was precipitating out the iron in the food.

When they drank the water or used it in preparing food, it

broke down the iron; thus, he said, "It's not absorbed and

you can have low iron, even though your iron intake might be

21
adequate."

In the late 1970s and early 1980s encouraged by their

success in receiving funding for CRHS, the Dungannon commun

ity leaders applied for and received funding for a public

water and sewage system for the small business and residen

tial district on the main road through Dungannon; the system

has since been upgraded and extended. However, most of the

^°Ibid.
21
Michael Interview.
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people of Dungannon and the surrounding area rely on private

22
wells or springs; the water quality is often questionable.

In a similar manner -- identifying problems, stating

goals and objectives, specifying methods and evaluation

procedures, the center's medical and administrative staff

established a Clinical Plan for each life cycle and a

timetable for putting them into operation. With the adult

users, the center stated that "Cardiovascular disease

remains the number 1 cause of mortality, 47% in the commun

ity." It recognized that "untreated and/or uncontrolled

hypertension," was a "major contributor to heart damage and

heart diseases." Again, the staff acknowledged that because

of the high poverty levels many adults "cannot afford the

medical services and medications necessary for hypertension

control." The methods they chose to attack this problem

were threefold: a screening program, a medication program,

and continued promotion of the sliding fee scale for low-

income patients to encourage their compliance with follow-up

.  . 23
visits.

In pursuing these methods. Cole, the NP at the center,

"in cooperation with the Scott County Health Department,"

22
^^Ibid.

23
Ibid; Interviews with Anne Leibig and Nancy Robinson,

Dungannon, Va., November 14, 1990.
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received an "Integrated Services Grant Award" from the state

of Virginia. The grant, which Cole wrote "using some ideas

of her own and some given to her by the staff at the health

department," provided "limited funds to initiate a free cho

lesterol screening program and medication program for one

year." Cole conducted two "community wide screening clin

ics." At one of the screenings, of the sixty persons

examined, seventeen percent had "abnormal initial readings,"

24
and these persons were monitored and treated.

Also, on every second Thursday of the month at the

clinic, the NP held a "free cholesterol screening, using a

cholesterol machine purchased in cooperation with the local

Health Department and another nearby community health

center." The center also established a "special anti-

hypertensive medication-pharmacy program" which provided

medicine "free of charge to the [indigent] patients." These

programs were in addition to the center's general screening

of "at least 80% of all patients... age 15 and over," for

hypertension. The "consistent care plans for the hyper

tensive and diabetic patients," resulted in "improved

outcomes and patient compliance." For example, chart audits

^^RHI Application, 27 January 1992, CRHS, pp. 63-64.

^^Ibid., p. 54.
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indicated "improved Fasting Blood Sugar levels" in seventeen

percent of the diabetic patients, and "lower blood pressure"

2 6
in fourteen percent of the hypertensive patients.

This overt effort to reduce specific causes of morbid

ity and mortality within patient populations is noteworthy.

While there had always been established care plans that set

objectives to reduce the major problems afflicting the

different age groups, nothing as dynamic or interventionist

as this had been undertaken at CRHS. The only drawback was

that the new CPM plan -- like the old health care plans —

relied, for the most part, on patients walking in the

clinic's front door. The center still did not have an

ongoing plan for taking health education into schools,

churches, organizations, even workplaces, where it was

greatly needed. A commitment to health education outreach

required an increase in personnel, for example, a profes

sional health educator and/or community (lay) workers and

the funds to support them, whether through a federal, state,

or philanthropic grant. But securing additional funding

required an activist board, and CRHS had a passive board.

Beginning in summer 1991 with the resumption of full

services at CRHS and the development of the CPM program, the

^^Ibid., pp. 43, 64, 54.
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center's staff made great strides forward. Despite the

unwieldy process involved in submitting the CPM report to

CRAN, in 1993 Michael was able to brag, "We did complete

ours, ours is all done. We're probably the first clinic in

Virginia to have it totally written. ... And ours is ninety
27

five pages long." (This was in additional to the annual

RHI grant application with supporting data which also ran

over 90 pages.) Just in time to tackle the CPM plan and

report, CRHS finally got a computer.

A request for an additional appropriation to purchase a

computer had been included in the RHI grant application for

several years. According to Bowen, CRHS was "the only

clinic in Virginia that did not have a computer system."

For example, in the January 1990 RHI application, the admin

istrator requested "money for purchase of a computer ... for

storage and retrieval of data...." She cited the "time

consuming and costly" process of compiling financial and

statistical data without aid of a computer. In a two-page

"Justification for Computerization," the center set forth

its case, beginning as follows; "Clinch River Health Ser

vices has been in operation for 12 years during which time

27
Michael Interview.
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all patient accounts, financial systems and correspondence
28

have been manually completed."

The request cited the advantages gained with a computer

system: improved "internal management of the health center;"

participation "in the statewide computer network" of centers

and the Virginia Primary Care Association; as well as

utilization of "electronic filing of [insurance] claims."

Besides listing the obvious improvements in billing and

inventory control, the request mentioned two other areas

where a computer system would make a substantial difference.

Marketing and Practice Epidemiology.

The administrator suggested that a computer would

create "a modern image of the center" that would "project a

professional and efficient image to our users," and "be an

advantage when recruiting or in retaining a physician." In

practical terms, it would permit the center to do "direct

mailing of ... reminders" to select groups of patients, and

enable the center to analyze exactly who were its users,

providing information needed for the annual "project and

2 ft
Interview with Carolyn Bowen, Dungannon, Va., January

6, 1993 (hereafter Bowen Interview, 1993); U.S. Department
of Health and Human Services, Public Health Service, Region
III, Rural Health Initiative Program for Clinch River Health
Services, Inc., Application for Federal Assistance, signed
31 January 1990, p. 57, Clinch River Health Services, Inc.
Collection, Dungannon, Va. (hereafter RHI Application, 31
January 1990, CRHS).
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coinmunity needs assessment." The report cited a "noticeable

emphasis" in the grant application "for centers to begin

long-term practice research, either around our patients or

around our community's health problems." The prospect of

doing this epidemiology "manually" was daunting in terms of

29
time, energy, and administrative costs.

Despite obvious need, the PHS denied the request for

additional funding. According to Otterbein, the Region III

consultant, at this time there were no federal funds

available for additions to existing centers, new building

programs, or upgrading. To accomplish these, the centers

needed to turn to local fundraising. A computer system

would have upgraded the center's capabilities in many areas,

but the board did not consider local fundraising. Then, in

1992-93, according to Bowen, the center "had grant money

left over that wasn't going to be used just for regular

operations, so the federal government said, ""well, send us

in a revised budget asking for money to do that," which the

30
center did and succeeded in getting a computer.

29
RHI Application, 31 January 1990, CRHS, pp. 57-58.

30
In 1978, Congress had authorized other means for

centers to expand facilities, increase services, or improve
managerial capacity, etc. Among its provisions, P.L. 95-626
allowed centers that generated additional income through
increased efficiency in the collection of patient fees and
third-party reimbursement to retain "at least 50 percent of
(continued on next page)
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Even with a computer, the medical audits required for

the CPM were very time consuming, often preempting the time

the physician would have given to patients. "That," said

Michael, "is why getting a second physician will help us,

because one physician can be working on the audit..., while

the other physician can still be seeing patients and the
31

[clinic] door can still be open." To receive authoriza

tion and funding for a second physician, Bowen and Michael

stressed need and readiness. As Michael explained:

Outside of our grant period, we made a proposal to
the government that we can use one, how we would
use one, and what not. So we finally got the ok
to go ahead and get a second physician.
Usually it's done with your grant and we really
worked hard and Philadelphia's [Region III] been
very good to us....

Their success may be attributed to Bowen's increasing

ability and assertiveness at grantsmanship and Michael's

"can do" attitude: "If you give them a good presentation and

(continued) such income" to be used for such improvements.
CRHS, however, had never been able to take advantage of this
offer. Interview with Scott Otterbein, U.S. PHS, Region
III, Philadelphia, Pa., February 9, 1993 (hereafter Otter
bein Interview); Bowen Interview, 1993; Alice Sardell, The
U.S. Experiment in Social Medicine: The Communitv Health
Center Program. 1965 - 1986 (Pittsburgh: University of
Pittsburgh Press, 1988), p. 146.

31
Michael Interview.

^^Bowen Interview, 1993; Michael Interview.
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you tell them you can do it, and you prove it, and you stick
33

with it, you can get things." Michael renewed his con

tract and the board hired Todd A. Cassel, the physician who

had served CRHS from 1985-88.

In considering his choice to return, Cassel mentioned

professional and personal reasons, as follows:

We feel a calling to return to the Dungannon area.
I feel it is where I can use my skills as a doc in
an area that needs consistent care-givers. It is
also an area (rural, more surrounded by natural
things) where I can sense a gentler way of raising
our children and a way to some p^sonal growth and
spiritual development of my own.

While Cassel hoped to find "some land or a farm in the

Dungannon/Fort Blackmore/Gate City area," he knew that would

hinder him from acquiring "active hospital privileges." He

said, "What I would like to do is to at least get courtesy

privileges so that I can use some of the educational and

professional programs in Kingsport and not isolate myself

from medicine too much." The solution to the problem of

professional isolation may rest not with the community

health centers, but with revisions at the area's hospitals

and medical schools to offer "courtesy privileges" or access

to continuing education to rural physicians. However,

33
Michael Interview.

^^Correspondence with Todd A. Cassel, March 28, 1994
(hereafter Cassel Correspondence).
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Cassel expected the two-physician practice to relieve some

of the burnout he experienced during his previous, solo

practice at CRMS, explaining:

This is something that having two Docs at the
clinic will really help. There won't be guilt or
a backlog from a vacation or sick day. There will
be someone else to discuss medicine with —
without bending someoneA? ear in Kingsport on a
telephone consultation.

Besides the special request for a new physician, the

center requested additional funding in the RHI grant to

increase the NP's work days from two to three. Bowen,

in writing the proposal, stressed the NP's presence as "an

important factor in the retention and recruitment of physi

cians for the center," reiterating the NP's relation to the

physicians as a "back up person" and as "an associate in an

isolated situation." The proposal made it clear that

increasing the number of days the NP worked would also

insure "retention of her services," as she needed a three

3 6
day week to feel "fully satisfied with her position."

With two physicians and a NP at CRHS, the center's

ability to offer continuity of care in hospitalization might

improve. Unlike Cassel who planned to settle in the coun

tryside, Michael had moved to Kingsport. But as a solo

78A.

35
"^^Ibid.

^^RHI Application, 27 January 1992, CRHS, pp. 25, 78,
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practitioner at the clinic, he had not attempted to acquire

active hospital privileges, as he knew from past experience

that he could not adequately care for patients at CRHS and

in the hospital. Therefore, the prior arrangement remained

in effect with the Kingsport Family Practice Center of

37
ETSU's Quillen College of Medicine.

If Michael or Cole felt that a patient needed to be

admitted to the hospital, they called the Kingsport Center

and one of its physicians reviewed the case and arranged

admittance, usually to HVH. The Kingsport Center physician

handled the case and kept the CRHS provider updated on the

patient's condition, sending copies of all hospital notes to

the center to be placed in the patient's chart. As Bowen

explained, "After dismissal from the hospital, the patient

38
returned to the center for any follow up suggested."

Although this arrangement with the Kingsport Practice was

generally satisfactory, it was not ideal. There was still a

break in continuity of care.

Following PHS policy, CRHS also arranged referrals to

the "specialty medical and diagnostic services provided

through Holston Valley Hospital." CRHS provided the patient

37
Bowen Interview, 1993; Michael Interview.

^®RHI Application, 27 January 1992, CRHS, p. 26. Bowen
Interview, 1993.
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with a referral letter, giving a "brief medical history and

the problem or purpose of the visit." The center kept a log

book of all referrals and checked to see if all appointments

were kept. As with the hospitalization procedure, the CRHS

provider received "a report for any diagnostic services

provided" or the specialist's "opinion of the patient's

3 9
condition." The two-physician practice could better

monitor the referral situation, as well as in-patient care,

as explained by Cassel:

We need to form some consistent and dependable way
to have our patients followed in the hospital
setting and return to us with good communication;
then we will be consistent and expert in the
outpatient forum.

With the exception of an ideal tertiary care arrange

ment, the CRHS's medical and administrative team met or •

exceeded the PHS's expectations. However, the CRHS board

failed to comply with the PHS guidelines in its rules for

representation and service. Although the board had insisted

in 1990 that its by-laws did not need to be changed, the PHS

thought otherwise. In reporting on governance in the 1992

RHI application, CRHS acknowledged the problem, stating,

"The number of consecutive terms a board member may serve is

not set forth in the center's By-Laws, as is recommended in

^^Ibid.

^^Cassel Correspondence.
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the Program Expectations." To comply with RHI policy, the

board planned to write a proposal to be presented to the

membership at the (1993) annual meeting, where it would be

discussed and a revision adopted, a a copy of the revision

41
would be forwarded to Region III.

While the PHS's request for compliance seemed simple

enough, it met with resistance. One long-time board member

complained.

The people up the road [Region III officials in
Philadelphia] now are complaining that the bylaws
here should have a limitation. ... They think two
terms and that should be it. I agree with them if
you can keep the interest up and people want on.
... I don't think it's such a big thing but
they've»got to have something up there to be
doing.

RHI Application, 27 January 1992, CRHS, p. 57.
According to PHS expectations: "A C/MHC's [community/
migrant health center's] By-laws must specify a process for
member selection. This process should provide for turnover
among members yet sufficient continuity to ensure familiar
ity with issues and effective participation. Staggered
terms are one means to assure continuity. [CRHS employed
staggered terms.] The By-laws should specify the number of
terms a member may serve and provide for regular elections
of officers and periodic changes in leadership positions."
U.S. Department of Health and Human Services, Public Health
Service, Health Resources and Services Administration,
Bureau of Health Care Delivery and Assistance. Program
Expectations for Community and Migrant Health Centers,
Attachment A., May 1, 1991, pp. 7-8 (hereafter PHS, Program
Expectations).

42
Interview with Curtis Mays, Dungannon, Va., January

7, 1993 (hereafter Mays Interview).
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A member of the CRHS staff explained further,

The board has been upset because they feel like
the government is actually trying to take over —
I guess that's the right word. They [the govern
ment] want to be in every aspect of everything.
And there's not been^any problems here so we don't
really know why....

The two most cited arguments against term limitations

centered on the difficulty in finding people willing to

serve and in electing people who would attend regularly.

The complaints, "It's hard to get people to come and get on

the board," and "We told them that we don't have people

knocking down the door to serve on the board," may or may

44
not have been true. However, there is no evidence that

CRHS ever conducted a serious recruitment campaign.

The lack of fundraising activities, community outreach,

the infrequent publication of a newsletter, coupled with the

center's intermittent difficulty in retaining a physician.

43
Bowen Interview, 1993.

44
The argument that local people were not interested in

getting involved had been used before. Carol Sluss
reported: "I had approached the principal [who had also
served on the CRHS board] with ""Why don't we have a PTA?" I
was told, 'It never works. We just can't get people out."
So I said, "Give me a chance." ... So at our very first PTA
meeting, we ended up not being able to get inside the
building, because the building was locked, so we met in the
school yard. ... It got organized. ... But he was trying to
tell me you just can't get parents interested." Interview
with Carol Sluss, Dungannon, Va., January 7, 1993.
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all worked to reduce community participation and enthusiasm

in governance. One indication of lowered public interest

was the decline in attendance at the annual meeting. For

example, Bowen remembered approximately fifty people attend-

45
ing in 1990, and only thirty or thirty five in 1993.

The second complaint -- new members might fail to

attend and without a quorum, decisions could not be reached

-- could have been remedied by invoking the clause in the

By-laws which stated:

Article VI, Section C - Any director moving out of
the afore-mentioned area or missing three (3)
consecutive meetings without an adequate excuse
will automatically be removed from the board of
directors.

However, Curtis Mays, the board member with the longest

record of continuous board service -- thirteen years --

readily acknowledged that poor attendance was not a new

problem. In the early years it had been a severe problem.

He explained that several people including Phil Osborne, the

member with the second longer record of "continuous board

service" -- twelve years, had violated that clause with

impunity. Mays said, "Phil comes pretty good now. But one

45
Mays Interview; Bowen Interview, 1993.

46
Clinch River Health Services, Inc., "By-Laws,"

Article VI - Board of Directors, Section C., 1976, Clinch
River Health Services, Inc. Collection, Dungannon, Va.
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year [he] came one time. He's changed. He's got much more

interest now." In 1993, Osborne was elected board presi-

47
dent, because, as he said, "they needed someone to serve."

In summer 1993, while serving as board president,

Osborne acknowledged that "some members" of the board hoped

to turn the center over to a private physician practice,

preferably a group practice. Their ambitious goal rested

mostly on their fatigue in governance. They did not know

how the community could financially support a private

practice without RHI funding. Nor had they considered how

uninsured, medically-indigent patients would be covered in a

private practice that might not be able to afford a

48
sliding-fee program.

At a community health center -- in practice -- indigent

patients were expected to pay to the extent they were able.

In theory, as long as the center received PHS funding, it

was "expected to assure access to [its] services without

49
regard for a person's ability to pay." Thus, Medicaid and

uninsured, poor members of the community received care.

With the 1990s debates on health care coverage reform

47
Mays Interview; Interview with Phillip G. Osborne,

Dungannon, Va., July 30, 1993 (hereafter Osborne Interview).

48
Osborne Interview.

49
PHS, Program Expectations, p. 14.
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underway, the future financial foundation of centers might

improve. As Cassel observed, "If universal health insurance

existed, the uninsured (those that require the most per

capita dollar support) would have the same access and same

reimbursement to the clinic as everyone else." According to

Cassel, with guaranteed reimbursements — also requiring

"increases in clinic utilization [and] economic recovery to

the area" — CRHS might be able to "stand free of outside

support as a ^private practice.'"^®
There were some definite signs that Scott County's

economy had improved substantially, even as the population

figures fell. According to the 1990 census figures, the

county reported 28,204 persons, a decline in over a thousand

persons from 1970. The town of Dungannon reported 250

persons, a drop of 26.3 percent from 1980 - 1990. Figures

from the 1990 census indicated an upswing in the economy

since the 1970s. The big change came in Scott County's

"median family income in 1989," reported as $22,497, a

dramatic increase from $5,957 in 1969. Of course, in

considering inflation the difference is not so striking.

The percent of families below poverty level fell from 27.0

^^Cassel Correspondence.
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percent in 1970, to 17.3 percent in 1990.^^

A spokesperson for LENOWISCO, the Planning District

Commission for southwest Virginia, attributed the improve

ment to a growth in the manufacturing sector of Scott

County's economy with a subsequent rise in employment.

Small manufacturers in the new industrial park in Duffield

employed 1500 people. An increasing number of people

commuted to the Kingsport - Johnson City, Tennessee area for

employment. Overall, Scott County was becoming less depen

dent on agriculture. The neighboring counties of Lee and

Russell experienced improvement but not as great a degree.

The LENOWISCO bureaucrat attributed the slower growth in

Russell County to a decline in coal mining on which it is

dependent; in Lee County, on a continued dependence on

agriculture.

Scott County population density dropped from 47
persons to 43.2 persons per square mile. Russell and Lee
both experienced a population increase; Russell growing from
24,533 persons in 1970 to 28,667 in 1990; Lee growing from
20,321 persons in 1970 to 24,496 persons in 1990. The Scott
County figure for "all persons below poverty level" was at
20.9 percent. Figures supplied by Charles Cleland, Ph.D.,
Rural Sociology, University of Tennessee, Knoxville, and
Eddie Wells, LENOWISCO Planning District Commission, Duf
field, Va.

52
For median family income, Russell County improved

from $6,155 in 1969 to $21,777 in 1989; Lee County improved
from $3,901 in 1969 to $17,783 in 1989. Ibid.; Information
supplied by Wells, LENOWISCO.
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Increases in CRHS utilization had also occurred.

Figures for fiscal year 1993-94 showed approximately 2,000

users (up from 1,849 in 1992-93) and 7,503 encounters (up

from 6,606 in 1992-93), with optimism that they would con

tinue to grow. Cassel started practicing on July 1, 1994.

Unfortunately, the nurse practitioner had resigned due to a

family move that took her out of easy commuting distance.

The center had not replaced her, expecting Michael and

Cassel and the two nurses to be sufficient for the work

53
load. However, the loss of a mid-level provider decreased

the optimum team of health care professionals and put more

stress on the physicians to perform duties that could easily

be handled by a NP.

Cassel had included universal health care coverage in

his equation for an economically successful private practice

to replace the federally-funded community health center.

But successful conclusion of the health care coverage debate

and full implementation of reform -- ideally, universal

health insurance with no disparity between urban and rural

reimbursement — was still a very long ways off. As the

debate continued, the likelihood of universal coverage had

fast disappeared. Even though most of the manufacturers in

53
Figures supplied by Carolyn Bowen, Administrator,

CRHS; Bowen Interview, 1993.



300

Duffield's industrial park offered health care benefits and

some of CRHS's users were employees there, many others in

the area were still underemployed.^'^ For example, seasonal

and service economy jobs still did not offer health insur

ance. With less than universal coverage, the medically-

indigent people would still need affordable health care.

Even with financial independence for the center other

issues remained, for example, outreach, preventive care,

health education, and quality and comprehensiveness of care,

such as instituted through the CPMs. As long as a center

receive PHD funding, it was required to meet basic health

care delivery expectations, and to include community repre

sentation and participation through its board of directors.

In a change from a community health center to a private

practice, independence might be gained but much of value to

the community might be lost.

While the PHS set regulations, the officials were not

rigid or punitive in applying them. Although the board and

staff of CRHS accused Region III officials of interfering in

local affairs, a PHS spokesperson admitted that if the board

could not or would not comply with the policy guidelines on

term limits and representation, no punitive action would be

Information supplied by Wells, LENOWISCO.
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taken. The program expectations were the ideal. Term

limitations and staggered elections were the suggested means

for "blending new blood with old," for "bringing in new

voices" while preserving and continuing experience. The PHS

recognized the difficulty of finding new board members, new

volunteers, in a small community. But the pressure on the

board to try to comply came from the government's experience

with boards that had entrenched members who developed "too

cozy a relationship with the administrator and auditor.

However, PHS patience with the CRHS board — or at

least with its long term, prominent members — may have been

wearing thin. According to a top-level official in the PHS

Region III office, one prominent member had a great deal of

difficulty in dealing with female PHS officials and accept

ing recommendations, especially concerning physician recruit-
eg

ment practices. Bringing new leaders on board, bringing

more diversity to the board might help the Region III

bureaucrats guide CRHS into a more active position in the

community. There is some evidence to indicate that all

along the PHS had wanted CRHS to do more in offering ser

vices and programs. In comparing CRHS's federal funding

55
Otterbein Interview.

^^Batman Interview, 1993.
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with other centers, a prominent board member remarked:

Percentage wise, nothing like what most of the
other clinics [get]. They [Region III] always
insisted on us doing this or doing that. We
should do this and they would furnish money for
it.

The board chose neither the federal funds nor the

activities. It is in the areas of community representation,

community relations, and outreach services that CRHS is

least successful, demonstrating that a center's success is

dependent not only on national forces out of its control,

but also on local forces that it can control.

With the history of CRHS's operation from 1978 through

1994 complete, its performance will be analyzed in view of

its own stated objectives in its Articles of Incorporation

and the objectives which the National Rural Health Associa

tion and researchers identified for successful rural health

centers. With few exceptions, this review will concentrate

on local factors, rather than national or federal policies,

in determining success.

To recall the original objectives of CRHS, the purposes

as stated in the Articles of Incorporation are repeated

here:

(a) To improve the health services and health
education available to the residents of that area
... by determining the health needs of these
communities and then taking the action necessary

57
Mays Interview.
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to obtain the medical staff and financial
resources to meet these needs.

b) to encourage closer cooperation among the
residents of the several communities ... in
pursuit of better health and welfare for all the
residents of these communities.

(c) to ... lessen the burdens of government, to
promote the social welfare of the area, and to
encourage local initiative in solving health
problems and relieving the poor and distressed |gd
underprivileged residents of these communities.

Considering CRHS's stated purposes, the center was

generally successful. Over its sixteen years of operation,

it certainly improved "the health services and health

education available to the residents." From a total lack of

local health services in the 1950s and 1960s, CRHS provided

primary care through the services of physicians and a nurse

practitioner. Although its services were reduced in two

crisis periods, it managed to recruit and retain physicians

for most of its operation. However, its health education

services were generally passive. Its outreach in health

education was limited by lack of a professional health

educator for most of its existence and its board's failure

to pursue aggressively additional grants to hire an educator

and create dynamic programs.

58
Clinch River Health Services, Inc., "Articles of

Incorporation," March 12, 1976, Clinch River Health
Services, Inc. Collection, Dungannon, Va.
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Through representation on its board of directors, "the

residents of the several communities" worked in "closer

cooperation ... in pursuit of better health and welfare for

all...." However, by its own admission, the board needed to

recruit members from the smaller, outlying hamlets, as its

board members were predominately residents of Dungannon and

Fort Blackmore. It also fell short of federal compliance in

setting term limits and its board was dominated by a core of

founding members, all prominent residents. Throughout its

history, the board lacked real representation by its lowest-

income clients, although on several occasions, one or two

members could — but did not — claim eligibility for

Medicaid or sliding-fee status. The board's reliance on a

core of prominent individuals promoted continuity in govern

ance but resulted in "tired blood" and stifled innovation.

It is more difficult to judge if CRHS met its third

purpose, because the wording is vague: "To ... lessen the

burdens of government, to promote the social welfare of the

area, and to encourage local initiative in solving health

problems and relieving the poor and distressed and under-

59
privileged residents of these communities." CRHS lessened

"the burdens of government" in the sense that it utilized

^^Ibid., Article 2 (c).
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volunteerism in its governance, and had constructed the

clinic building through local contributions in money, labor,

and goods. But due to the economically depressed conditions

of its area and the lack of national health insurance, it

was forced to rely on RHI funding. After its initial

success, the board never again pursued local fundraising

that would have also promoted community spirit for the

center. It rarely engaged in outreach programs that

utilized volunteers.

The success of starting CRHS had encouraged "local

initiative" to solve other problems. For example, the

community organized a local, volunteer fire department and

emergency squad and received grants to construct and/or

improve the water and sewer system. The residents organized

a Women's Club and the Dungannon Development Commission

which created educational programs and housing rehabilita

tion and food distributions programs, all of which helped in

"relieving the poor and distressed and underprivileged

residents of these communities." Although CRHS itself

engaged in few outreach efforts, given the vagueness of the

expression, "to promote the social welfare of the area," one

would be hard pressed to claim that CRHS did not fulfill

this purpose. Therefore, according to its own objectives,

CRHS was a success.
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In 1992 the National Rural Health Association (here

after NRHA) prepared a report for the federal agency, the

Health Reseources and Services Administration in DHHS. The

NRHA proposed certain objectives for judging successful

rural health care delivery systems. While the NRHA recog

nized the great diversity in rural communities and in their

health care services, it also recognized "some common

characteristics," were shared by all "successful rural

health care delivery systems," including community health

centers. Based on the NRHA's findings, a successful rural

health care system responded to "community health care needs

and concerns as perceived by the local residents." Admin

istrative and medical staffs were in "regular contact with

community leaders and involved a broad spectrxim of community

representatives in planning, administering, and evaluating

efforts."

In such a system the medical staff included a "variety

of health care professionals working in an atmosphere of

mutual respect and support. The team established links with

tertiary health care facilities that provided "specialized

clinical and technological support not readily available in

rural areas." The local program also received support from

tertiary health care facilities and local, state, and

federal government agencies, utilizing all available local,

state, and federal resources.
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While working to meet the "health care needs of all

residents in the service area," the providers especially

targeted programs to those groups who were at "high risk or

traditionally underserved." In all programming, the admin

istrative and medical staff developed "a sensitivity to the

social, cultural, racial, and ethnic differences among

people in the service area."

Effective administrative and medical staffs engaged in

"both short-term and long-term planning," made "an effort to

develop and maintain relationships in all sectors of the

community," and learned to solve problems innovatively. To

assist in planning and management, they used "state-of-the-

art technology" efficiently and integrated "new advances in

telecommunications, computer technology, and medical tech

nology." The administrators and board of directors attended

to "the professional development and personal needs of the

60
health care professionals providing care."

In applying the objectives the NRHA suggested for

"successful rural health care delivery systems," CRHS

60
National Rural Health Association, "Study of Models

to Meet Rural Health Care Needs through Mobilization of
Health Professions Education and Services Resources,"
Executive Summary; A Rural Health Agenda for the Future
(Rockville, Md.: U.S. Department of Health and Human Ser
vices, Health Resources and Service Administration, Bureau
of Health Professions, June 1992), pp. 3-4.
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performed fairly well, doing poorly in those areas where it

also missed its own objectives, principally broad community

representation and interaction. CRHS responded reasonably

well to "community health care needs and concerns as per

ceived by the local residents," although more interaction

with the community may have generated a greater sense of

those perceived needs and concerns. Especially with the

implementation of Clinical Performance Measures, CRHS

provided a comprehensive system of care, particularly

addressing the needs of those groups who were "high risk or

traditionally underserved." While the CPMs were mandated by

the PHS, the center was diligent in complying and earned

high marks from the PHS Region III officials.

Its administrators and medical staff were definitely

in "regular contact with community leaders," as they were

well represented on the board. However, as mentioned

throughout, CRHS lacked genuine involvement by "a broad

spectrum of community representatives in planning, adminis

tering, and evaluating efforts." Although the Medicaid and

sliding fee patients were seriously under-represented on the

board, board members did represent a "broad spectrum" of

occupations and ages, and women were fairly well repre

sented, although there is some doubt as to their power in

its decision-making processes.
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Although the center struggled through two periods

without full-time physician coverage, for the greater part

of its history, it "included a variety of health care

professionals working in an atmosphere of mutual respect and

support." Over the years, the board learned to attend "to

the professional development and personal needs of health

care professionals," working to secure professional backup

and improved working conditions. CRHS did very well in

establishing linkages with the area's "tertiary health care

facilities ... and local, state, and Federal government

agencies." The physicians had worked to establish good

relations with the region's hospitals, especially HVH & MC.

Their failure to secure hospital privileges was due more to

CRHS's distance from the hospitals and hospital regulations

than any neglect on the physicians' part. The center was

especially strong in securing working arrangements with

county and regional health and social service agencies.

Although the medical and administrative staff referred

women to the MIHOW program and needy patients to the DDC's

emergency aid program, the board's failed to recognize and

interact with the DDC, one of the few "available local ...

resources." If the community's health problems — both

those of strictly medical origin and those of social,

economic and environmental origins -- were ever going to be

fully addressed, CRHS and DDC would have to work together.
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or at least, understand each other's programs and recognize

the resources each could contribute to the community. The

community was too small, the needs too great, and the

resources too few to permit the luxury of bickering and

obstructionism in forming working relationships.

CRHS's target population lacked "cultural, racial, and

ethnic differences," being one hundred percent white,

Christian, and of Anglo-Saxon (usually Scotch-Irish) origin.

However, there were "social ... differences among people in

the service area," and the board and staff needed to develop

"sensitivity" to these differences. It lacked real repre

sentation by its Medicaid and sliding fee clients, thereby

lacking their input on operational features, such as the

procedure for interviewing people for sliding fee status.

Because the center offered few outreach programs and the

board no longer engaged in fundraising projects, its "effort

to develop and maintain relationships in all sectors of the

community" was minimal.

Even though the center had improved in its "short- and

long-term planning" and in completing RHI grants on time, it

was the last center in Virginia to get a computer system.

Its repeated failures at securing additional funding were

due in part to federal limitations and in part to its own

timidity. However, with the arrival of Gary Michael and the

continuation of Carolyn Bowen's administrative services, the
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staff's assertiveness had greatly improved. With the

addition of Todd A. Cassel, CRHS would undoubtedly continue

to "improve the health services and health education avail

able to the residents of that area." Unfortunately, the

loss of the nurse practitioner's services and the continued

absence of a health educator limited one-on-one health care

instructions and group counseling.

A change in attitude and increased effort on the part

of the board would be required for CRHS to improve its

relationship with all sectors of the community and to take

advantage of all local resources, especially those offered

by the DDC. By acquiring a broader vision that took in the

entire community, all CRHS's stated purposes would be

fulfilled and CRHS would be able to confidently claim that

it was promoting the social welfare of the area and was "a

community supported clinic providing health care to [its]

area.

In the area of federal funding and relations with the

PHS, CRHS scored a major success that in turn confirmed the

success of the community health center program. As pre

sented in the 1970s statistics and other reports on

61
Clinch River Health Services, Inc., Letterhead,

Clinch River Health Services, Inc. Collection, Dungannon,
Va.
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economic conditions and health services, the Dungannon-Fort

Blackmore region suffered from the twin problems of poverty

and lack of health care and desperately needed a community

health center. The PHS through its positive programming

concept in its Rural Health Initiative policy granted

sufficient federal funds to allow CRHS to open its doors in

1978 and continue operating. Without that federal funding,

it would not have been possible for CRHS to delivery compre

hensive, primary (curative and preventive) care to the poor,

medically underserved residents in its area. The PHS's

Rural Health Initiative as demonstrated at CRHS is a major

success.

In focusing simply on comprehensive primary care, the

community health centers (as well as the migrant health

centers) broke historical ground in delivering both curative

and preventive care. In that sense it went so much further

than the Sheppard-Towner clinics. In areas served, the PHS

funded centers throughout rural America, not just in the

South where the Farm Security Administration had concen

trated its clinics or on the Navajo reservation where the

Manyfarms PHS-IHS clinic operated. The community health

centers under the PHS served indigent and middle-income/

paying users in the medically-underserved community,

insuring a better organized and more politically active

constituency of users to defend the program.
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Most significant of all, none of the previous PHS

projects reached the numbers of rural Americans, with the

high level of financial support, over the period of time as

did the PHS/RHI-funded community health center program. The

thesis of this dissertation is confirmed. The community

health center progrsun, funded through the PHS's Rural Health

Initiative policy, successfully delivers comprehensive

primary care to rural communities. Clinch River Health

Services, a community health center with Rural Health

Initiative funding, has for sixteen years delivered compre

hensive primary care to the people of Dungannon and Fort

Blackmore and the surrounding area.

The second statement of the dissertation thesis has

also been demonstrated. Although successful, at the

national level the community health center program is

vulnerable to political forces in the executive and legis

lative branches and to bureaucratic forces in the Public

Health Service. Having survived the most threatening

experiences during the Reagan administration, the PHS admin

istrators wait cautiously to see how the program will fare

in the outcome of the 1990s health care coverage debate.

Although successful, at the local level the community

health centers, as demonstrated by Clinch River Health

Services, are vulnerable to local economic conditions;

problems in recruiting and retaining health care providers.
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especially physicians; and to stagnation in leadership on

its board of directors and lack of support from its commun

ity. With national and local commitment at all levels

(executive, legislative, bureaucratic; medical and admin

istrative staff, board of directors, users, and community)

the rural community health center program can reduce or

eliminate its vulnerabilities and proceed as a successful

model for delivering comprehensive, primary health care.
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Quinn, Edythe Ann Cobb, Dr. James C.
History History
1101 McClung Tower 1110 McClung Tower
Campus Campus

Your project listed above was reviewed. It qualified for expedited review
and has been approved.

This approval is for a period ending one year from the date of this
letter. Please make timely submission of renewal or prompt notification
of project termination (see item #3 below).

Responsibilities of the investigator during the conduct of this project
include the following:

1. To obtain prior approval from the Committee before instituting
any changes in the project.

2. To retain signed consent forms from subjects for at least three
years following completion of the project.

3. To submit a Form D to renew approval, to report changes in the
project or to report termination at 12-month or less intervals.

The Committee wishes you every success in your research endeavor.

acerely.

Sheadrick A. Tillman
Assistant Vice Chancellor for

cc: John Finger Research
1109 McClung Tower
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THE UNIVERSITY OF TENNESSEE
KNOXVILLE

09/14/94

Research Administration
Compliances

Grants &. Contracts
Research Advancement
404 Andy Holt Tower

Knoxvllle, Tennessee 37996-0140

Title: Delivering Health Care to Rural America, A Historical Analysis of fax (615) 97^2805
Two Institutions in Tennessee and Virginia, from..

CRP # 4149 B

Quinn, Edythe Ann

History
P. 0. Box 977

Campus

Cobb, Dr. James C.
History
1110 McClung Tower
Campus

This is to notify you that your protocol, listed above, has been reinstated,
and the request for renewal with changes approved.

This approval is for a period ending one year from the date of this letter.
Please make timely submission of renewal or prompt notification of project
termination (see item #3 below).

Responsibilities of the investigator during the conduct of this project
include the following:

1. To obtain prior approval from the Committee before instituting any
changes in the project (Form D).

2. To retain signed consent forms from subjects for at least three years
following completion of the project.

3. To submit at 12-month or less intervals, a Form D to renew changes
in the project; renew without changes; or to report termination of
the project.

We wish you continued success in your research endeavor.

Sincerely,

Lee L. Riedinger
Associate Vice Chancellor for Research

Attachment: Form D

J-fcnne
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FORM B

CRP # [4149 B]

Date Received in ORC

THE UNIVERSITY OF TENNESSEE, KNOXVILLE

Application for Review of Research Involving Human Subjects

(In accordance with institutional assurance of
compliance to DHHS.)

I. IDENTIFICATION OF PROJECT Date: June 15, 1993

Principal Investigator: Edythe Ann Quinn, graduate
student working on her dissertation.

Dissertation Advisor: James C. Cobb, Ph.D.

Edythe Ann Quinn, graduate student/investigator
Department of History
1101 McClung Tower
615-974-5421

James C. Cobb, Ph.D., dissertation advisor
Department of History
1110 McClung Tower
615-974-7087

Title of project: "Delivering Health Care to Rural
America, A Historical Analysis of Two Institutions in
Tennessee and Virginia, from 1933-1993."

Department: Department of History

Starting date: Upon CRP approval.

Estimated completion Date: May 1994

II OBJECTIVE(S) OF PROJECT

The objective of this project is to collect historical
data for dissertation that studies the history of two
institutions delivering health care to the rural
population of northeast Tennessee and southwest
Virginia. The institutions are: Holston Valley
Community Hospital (hereafter HVCH), Kingsport, Tenn.;
Clinch River Health Services (hereafter CRHS), a
community health center.
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in Dungannon, Va. To supplement research in archival
sources, I plan to conduct open ended taped interviews
with primary participants in the organization and
administration of each institution, in order to learn
more about the roles and activities of these individ

uals in relation to the institutions.

Because the archival sources are extensive and I am

mostly concerned with the early period of the hospital,
1935-1965, I anticipate very few interviews with human
subjects connected to HVCH. Most of the interviews
will be conducted with human subjects involved in the
organization and administration of CRMS.

III. DESCRIPTION OF SUBJECTS

HVCH: A long-time executive director, now retired; the
present director or his/her official representative;
and a registered nurse who lives in Dungannon and has
served on the board of directors of CRHS and works at

HVCH.

CRHS: Founding and/or long-time members of the board of
directors; the first two physicians; the current
administrator and physician; experts from outside
agencies instrumental in establishing or operating the
center, for example, a TVA resource person; and board
members from other service agencies in the community
that interact with the health center, for example, the
director of housing with the community development
commission.

The criteria for selection is length of time and level
of involvement with the institution. For CRHS, members
of the board of directors, center staff, health care
professionals who have worked at the center, and
outside experts who have advised its operation are the
population from which I am seeking interviews. The
general public is not involved. For HVCH, the criteria
is even more limited, as I am only interested in
interviewing the few people described above. Initial
information on the participants has been gained from
archival documents, for example, applications for
funding from Public Health Service.

The duration of the involvement of the human subjects
is limited to the introduction, the interview, and any
follow-up telephone conversations/correspondence to
clarify points in the interview.
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IV. METHODS OR PROCEDURES

I will conduct open ended taped interviews with the
human subjects and use quotes from the interviews in my
dissertation. Taping the interviews will allow me to
use the human subjects' own words in describing their
participation in the institutions, rather than my
paraphrasing from hurriedly written notes. Because of
the formal nature of the topic - the history of two
health care institutions - much of the information is
rather "dry." The human subjects' expressions will
enliven the prose and allow the readers to understand
the commitment and -- most often, voluntary -- service
of those involved.

My method of analysis is straightforward, fitting the
human subjects' explanations into a historical context.
Each of the institutions originated in specific health
care reform impulses/movements and has been influenced
by outside, political and economic forces.

V. SPECIFIC RISKS AND PROTECTION MEASURES

I believe the project holds only "minimal risks" for
the human subjects, that is, "the risks of harm antic
ipated in the proposed research are not greater,
considering probability and magnitude, than those
ordinarily encountered in daily life," for example, in
conversations. The human subjects I am interviewing
had all voluntarily agreed to serve or be employed in a
public capacity with the relevant institution, for
example, as members of the board of directors of CRHS.
General information about them and their roles is
already public in the institutional records, press
releases, newspaper accounts, and newsletters.

If at any time during the entire process, a human
subject expresses discomfort at being interviewed, I
will immediately stop and will not exert any pressure
to continue. If asked, then and there, I will destroy
the tape or give it to the human subject involved. The
Informed Consent document will offer the human subject
the right to review the tape.

All human subjects are participating strictly on a
voluntary basis. There is "no penalty for refusal or
withdrawal."
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Because of the already public nature of their roles,
and the nature of my questions, I do not anticipate a
need for confidentiality. However, the Informed
Consent document will offer confidentiality if desired
by the human subject being interviewed. If a request
for confidentiality arises, I will not identify the
human subject on the tape. I will conduct the inter
view in as general a way as possible. If I use a
direct quote from this human subject's interview in the
dissertation, I will not refer to his/her name or any
other distinguishing characteristics. I will simply
refer to the human subject in a generic way, for
example, as "a member of the board of directors," or
even "as a member of the community associated with the
health center," or as "a health care professional
associated with the health center."

The interviews will be used for my dissertation and
academic journal articles or professional conference
papers that result from my dissertation. The inter
views are not oral histories and will not be part of
any archives. I will not use actual audio excerpts in
any presentation.

Plans for handling audio tapes: in all cases, I intend
to simply label the tapes numerically, e.g., as "CRHS
Interview 1," and keep the tapes and the identifying
list separate. In cases of requested confidentiality,
I will label that interview generically; see above for
examples.

The tapes will at all times remain in the possession of
the principal investigator, Edythe Ann Quinn, and will
be stored in a locked file cabinet in her home and the
list will be stored in a separate file; neither the
drawers nor the files will be blatantly labelled. No
one other than the principal investigator, Edythe Ann
Quinn, will have access to the tapes or list. After
three years, she will destroy the tapes by magnetic
erasure and discard them.

VI. BENEFITS VS. RISKS.

As each human subject to be interviewed has voluntarily
associated him/herself with the institution involved,
he or she has already expressed a commitment to its
success. As each has either won election, been
appointed, or successfully sought employment, their
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very association is a credit to them, and their
participation in the study should enhance their
position in the community and/or profession.

My dissertation will provide 1) a history of each
institution and in both cases, no in-depth history
exists; 2) particularly in the case of CRHS with which
most of the interviews are connected, the history will
demonstrate a record of health care delivery that
should help insure its continued funding by the Public
Health Department, and perhaps help to insure the
Clinton's administration continued support of the
community health center program. Continued federal
funding and support of CRHS will benefit the whole
community. Continued federal funding and support of
the community health center movement will benefit all
rural America.

Therefore, with minimal risks, the human subjects, the
institutions, and the community should benefit.

Also, the study of health care reform in rural America
will benefit. The vast majority of studies have been
done by sociologists and public health administrators,
emphasizing theories and policies, but with few in-
depth case studies of working models. Historians
working the field have produced comprehensive
overviews, for example, Rosemary Stevens's In Sickness
and in Wealth, American Hospitals in the Twentieth
Century. In contrast this dissertation offers a
detailed history of two institutions actively engaged
in delivering health care to rural populations.

VII. METHOD OF OBTAINING "INFORMED CONSENT" FROM SUBJECTS.

Please see the attached "Informed Consent" document
that will be used in all cases. As stated previously,
all human subjects participate on a totally voluntary
basis and there is no penalty for refusal or withdrawal
from the project. A signed "Informed Consent" dociiment
will be obtained from each human subject and kept on
file for at least three years. Access to the signed
"Informed Consent" documents will be limited to the
principal investigator, Edythe Ann Quinn, unless
requested by the advisor, the Coordinator of Compli
ances, or the Committee on Research Participation
(CRP).
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VIII.QUALIFICATIONS OF THE INVESTIGATOR.

The principal investigator, EDYTHE ANN QUINN, has
recently received a University of Tennessee Hilton A.
Smith Graduate Fellowship in recognition of her
academic and personal standing. She has a 4.0 gpa and
has successfully passed her Ph.D. preliminary exams.
Ms. Quinn has experience working with Appalachian
people, as she taught American History at Mountain
Women's Exchange which serves the rural communities
surrounding Jellico, Tenn. Mountain Women's Exchange
college extension program is supervised by Carson-
Newman Baptist College of Jefferson City. Ms. Quinn
has taught the American History Survey Course at the
University of Tennessee for the past five years, first
as a teaching assistant, then as a teaching associate.
Mortar Board and Omicron Delta Kappa Honor Societies
have recognized her "as an outstanding faculty member
at the University of Tennessee, Knoxville, 1991."
Thus, she has demonstrated her commitment to scholar
ship and people.

IX. ADEQUACY OF FACILITIES TO SUPPORT RESEARCH. Not
applicable.

X. RESPONSIBILITY OF PROJECT DIRECTOR.

By the compliance with the policies established by the
University of Tennessee, Knoxville, Committee on
Research Participation, the principal investigator
subscribes to the principles stated in "The Belmont
Report" and standards of professional ethics in all
research, development, and related activities involving
human subjects under the auspices of The University of
Tennessee, Knoxville.

a. Approval will be obtained from the University
Committee prior to instituting any change in the
research project.

b. Development of any unexpected risks will be
reported to the University Committee.

c. A status report (Form D) will be submitted at
12-month intervals or as requested attesting to
the current status of the project.

d. Signed consent statements will be kept for the
duration of the project and for at least three
years thereafter.
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Principal
Investigator EDYTHE ANN QUINN

Name

Signature Date

Advisor JAMES C. COBB

Signature Date

XI DEPARTMENTAL REVIEW

Acting
Department
Head JOHN FINGER

Signature Date
The application described above has been reviewed by
the departmental committee and has been approved.

Chair,
Departmental
Review

Committee

Signature Date

APPROVED Edith M. Szathmary
Coordinator of Compliances
Research Administration

Signature Date
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INFORMED CONSENT FOR INTERVIEW & USE OF INFORMATION
Research for Clinch River Health Service, Inc.

Project Title; "Delivering Health Care to Rural America, A
Historical Analysis of Two Institutions in Tennessee and
Virginia, from 1933-1993," a dissertation by Edythe Ann
Quinn, Department of History, University of Tennessee,
Knoxville, Tenn.

The objective of this project is to collect historical
data for my dissertation that studies the history of two
institutions delivering health care to the rural population
of northeast Tennessee and southwest Virginia. The institu
tions are: Holston Valley Community Hospital (hereafter
HVCH), Kingsport, Tenn.; Clinch River Health Services (here
after CRHS), a community health center, in Dungannon, Va.
This Informed Consent document only pertains to research on
Clinch River Health Services Inc.

If you give your consent, I will conduct an open ended
taped interview concerning your role and activities in
relation to Clinch River Health Services Inc. Information
gained from this interview will be used in my dissertation
and academic journal articles and professional conference
papers resulting from the dissertation. I will not use
actual audio excerpts in any presentation. If my disserta
tion is published, this "Informed Consent" document will
apply. No monetary incentive is being offered under any
circumstances.

Your participation is strictly voluntary and your
refusal to be interviewed or your withdrawal from the
project carries no penalty. If at any time during the
entire process, you express discomfort at being interviewed,
I will immediately stop and will not exert any pressure for
you to continue. If you ask, I will, then and there,
destroy the tape or give it you. You have the right to
review the tape.

Because of the already public nature of your role and
participation in/or relationship to CRHS, I do not intend to
maintain anonymity regarding your identity if I quote you.
However, if you do request anonymity, I will insure confi
dentiality and anonymity in the following manner: I will
not identify you on the tape. I will conduct the interview
in as general a way as possible. If I use a direct quote
from your interview in the dissertation, I will not refer to
your name or any other distinguishing characteristics. I
will simply refer to you in as broad a way as possible, for
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example, as "a member of the board of directors," or even
"as a member of the community associated with the health
center," or as "a health care professional associated with
the health center."

In all instances, I will provide security for the audio
tapes in the following manner; I will simply label the
tapes numerically, e.g., as "CRHS Interview 1," and keep the
tapes and the identifying list separately. In cases of
requested confidentiality, I will label those interviews as
broadly as possible; see above for examples. The tapes will
at all times remain in my possession and will be stored in a
locked file cabinet in my home and the list will be stored
in a separate file; neither the drawers nor the files will
be blatantly labelled. No one other than myself will have
access to the tapes or list. After three years, I will
destroy the tapes by magnetic erasure and discard them.

Taping this interview will allow me to use your own
words in describing your relation to CRHS, rather than my
paraphrasing from hurriedly written notes. Because of the
formal nature of the topic - the history of two health care
institutions - much of the information is rather "dry."
Your expressions will enliven the prose, and allow the
readers to understand your commitment and service.

My dissertation will provide: 1) a history of CRHS that
will be useful to the local community and to scholars of
Appalachia and health care reform; 2) the history will
demonstrate a record of health care delivery that should
help CRHS receive continued funding by the Public Health
Department, and perhaps help to insure the Clinton's
administration continued support of the community health
center program. Continued federal funding and support of
CRHS will benefit the whole community. Continued federal
funding and support of the community health center movement
will benefit all rural America.
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If you have read and understood this Informed Consent
document and accept its conditions, please sign and date
both copies of this document, retaining one copy for
yourself. Thank you very much for your cooperation.

NAME

Signature Date

Edythe Ann Quinn
Department of History
University of Tennessee
1101 McClung Tower
Knoxville, TN 37996-04111
615-974-5421

NOTE: Because Holston Valley Hospital was dropped from the
dissertation research and no interviews were conducted, the
protocol for that part of the project/permission has not
been included. EAQ
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SAMPLE QUESTIONS FOR OPEN ENDED INTERVIEW

Research on

Clinch River Health Service, Inc.

Project Title; "Delivering Health Care to Rural America, A
Historical Analysis of Two Institutions in Tennessee and
Virginia, from 1933-1993," a dissertation by Edythe Ann
Quinn, Department of History, University of Tennessee,
Knoxville, Tenn.

FOR FOUNDING AND/OR LONG-TERM BOARD MEMBERS:

When you did you first get involved with CRHS?
Why did you first get involved?
For how long have you been involved and in what way?
What official positions have you held on the board?
How would you describe your contribution to CRHS?
How does CRHS interact with other community agencies?

GENERAL BOARD MEMBER QUESTIONS:
Why was CRHS organized?
How has the community supported CRHS?
How would you describe the contribution CRHS has made?
How has CRHS changed over the years?
Has CRHS conducted fund raising? Please explain.
Has CRHS conducted outreach programs? Please explain.
Current unmet needs? Plans for future?

CRHS DIRECTOR/ADMINISTRATOR:
How many people (aggregate number) are served by CRHS?
What is role of federal government re CRHS?
How has role of federal government changed over years?
Describe current staff positions?
Describe extent of CRHS services?
Current unmet needs? Plans for future?

CRHS PHYSICIAN(S)
Why did you choose to come to CRHS?
Are you involved with the National Health Corps Service?
Describe major health care needs of community.
Describe your experiences/contribution at CRHS.

GENERAL

Where do community residents go for acute care (hospital)?

What are the current unmet needs in this community?
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VITA

Edythe Ann Quinn was born in Rutherford, in Bergen

County, New Jersey, and attended elementary and high school

in her home town. While working as an Editorial Assistant

at McGraw-Hill Book Company in New York City for six years,

she attended evening college at Fairleigh Dickinson Univer

sity in Rutherford. After marrying, she continued to work

and attend college, until the birth of twins, a boy and a

girl, moved the center of her activities to her home and

family. Her former husband's career with IBM involved the

family in frequent moves throughout the Northeast. During

this time, she wrote for local newspapers, including a

column entitled Reminiscences, based on oral histories she

collected. She also wrote poetry, receiving a number of

awards from the Philadelphia's Writers' Conference and had a

number of poems published.

Edie has always been a non-traditional student, resum

ing her education when her children were in middle school;

completing a Bachelor of Science degree through the Univer

sity of the State of New York, Regents College Degree

program, graduating in 1985. While attending the State

University of New York at Purchase, she produced an oral

history of an Italian-American community. From 1982 - 1985,
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she was municipal historian for Harrison in Westchester

County, New York, and directed Harrison's History Center.

In 1986, she entered the Master's Program in History at

Lehman College, The Bronx, of the City University of New

York, graduating in 1988, with a 4.0 gpa. She received a

full Lehman Foundation Scholarship for 1987-88, and the

Hochberg Family Award, and Howard Weisz Prize in History.

Her Master's thesis, "The Hills in the Mid-Nineteenth

Century; The History of a Rural African-American Community

in Westchester County, N.Y.," was published by the

Westchester County Historical Society. Through an IBM

Community Service grant, copies were placed in all area

public libraries and selected African-American research

institutions.

In 1988, Edie was accepted in the Ph.D. program in the

Department of History at the University of Tennessee,

Knoxville. For three years, she taught as a graduate

teaching assistant and for two years, as a graduate teaching

associate. In 1991, she received recognition by the Mortar

Board & Omicron Delta Kappa Honor Societies' "as an out

standing faculty member." For academic year 1993-94, she

received a Hilton A. Smith Graduate Fellowship from the

University of Tennesee.

Through Carson-Newman College, she taught American

History at Mountain Women's Exchange in Jellico, Tenn. MWE
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serves low-income women from the mountain communities on the

Tennessee and Kentucky border and is designed to use educa

tion as a means of empowerment. She also taught Latin

American Studies for the University of Tennessee Evening

Division; worked as a research assistant at ORNL, Oak Ridge;

and researched and wrote a historical overview of the

Tellico Reservoir Area for TVA.




