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by Chip Hughes

Sick for Justice: An Introduction
Three years ago, when I first met Talbert Fair-

cloth and his wife, Dora, I found it very hard to
believe the story that they told me. Talbert was
sick at the time, and jobless and angry. Two years
earlier he had been carried breathless out of the
cotton mill on a stretcher, never to return to work
again. I found it hard to believe that thousands of
workers in the South's largest and oldest industry
could have been afflicted by a crippling disease
for years and not have known that they had it
or even what caused it. In time, I learned that
Talbert's story — like that of 35,000 other South¬
ern textile workers — was so wrought with truth
and so difficult for the region's most powerful
industry to accept, that it had been suppressed and
ignored for decades.

A year ago, during a conference at Highlander
Center in Tennessee, I first heard Les Falk recount
his experiences as medical administrator for the
United Mine Workers Health and Retirement Fund.
The conference brought together doctors, nurses,
organizers and health workers from across the
South to discuss topics and articles for this health
issue of Southern Exposure and to share common
experiences in the health field. Les Falk's recol¬
lections of the UMWA Fund's battles with en¬

trenched coal company doctors during the early
1950s gave our gathering of Southern health
activists a sense of rootedness in our region's
tradition of struggle and innovation in organizing
health care.

Both Talbert Faircloth — a breathless brown
lung victim — and Les Falk — a crusading doctor -
are veterans of the South's fight for better health
care and are sick for the justice needed to cure our
ailing system. This special issue of Southern Ex¬
posure brings together moving accounts by victims
of health injustice, with the blueprints conceived
by visionaries of health care reform. As we go to
press, the fruits of Les Falk's labors have been
spoiled by a coal industry which has callously
used health benefits and medical care as a club
to discipline its militant workforce. At the same
time, Talbert Faircloth and hundreds of other

Chip Hughes, the special editor for this issue of
Southern Exposure is an organizer with the Carolina
Brown Lung Association.

victimized cotton mill workers, inspired by the
miners' earlier black lung struggles, have dedicated
their final years to building the Carolina Brown
Lung Association and battling the Southern textile
industry for compensation and dust-free mills.

Despitetherepeated heraldingsof a "New South,"
health has always been a major blemish on the
South's robust national image. For a region which
still houses the country's largest concentration of
poor and underserved people, health care has
traditionally meant either "making do" or doing
without. Of course "making do" has had its ad¬
vantages; in spite of the historic absence of the
magic white physician, the South has spawned
its own non-credentialed healers and backyard
herbal cure-alls. From our numerous herbs and
plants to our abundant healing waters, a long-
buried tradition of medical innovation has been
passed from the Indians to the plantation-bound
slaves and onward to impoverished and doctor¬
less whites.

A history steeped in such self-reliant traditions
enables us today to try bold, pioneering experi¬
ments in community-controlled health care de¬
livery. At the same time, however, the dearth of
health services makes our region a woefully under¬
served "medical market" ripe for exploitation by
burgeoning health care corporations and a grow¬
ing medical/industrial complex.

This past decade has witnessed a veritable in¬
vasion of the health care field by corporate giants
adept at managing sprawling hospital complexes,
cutting costs and care, and sopping up the gravy
of federal health expenditures to further fuel
their cancerous growth. In fact the South houses
the corporate headquarters of two of the pioneers
of this unhealthy trend — the Hospital Corporation
of America and Hospital Affiliates International,
both based in Nashville, Tennessee.

As the practice of medicine has shifted from
the informal offices of the small-town country
doctor to the gleaming corridors of today's
space age medical centers, the newly consolidated
health care industry has increasingly demanded
the production of depersonalized and stratified
practitioners of assembly line medicine. The
demands of the health industry have had a dev¬
astating effect on the education available in our
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medical, nursing and public health schools. The
need for uniformity, efficiency and reproduci¬
bility — the basic values of nineteenth-century
industrialization — have exacted their toll on

today's students and young health professionals.
Many members of our generation have sought

careers in the health care field with the hope of
translating their youthful idealism into a life¬
long commitment to healing the painful wounds
of our strife-torn society. Yet as the participants
in our opening roundtable discussion recount,
the prostitution of the health education process
is the most regrettable example of the new corpo¬
rate domination of health care delivery today.

As we put together Sick for Justice, our pre¬
conceptions about health care as an inherently
humane enterprise were burst apart. Though health
care costs skyrocket, the age-old wisdom of "an
ounce of prevention" is scarcely heeded by an in¬
dustry intent on making profits by perpetuating
sickness. The medical citadels of the Dukes and
the Vanderbilts expand to the sky, while health
care is reduced to the business of delivering com¬
modities which relieve the symptoms of our soci¬
ety's sickness. The chronic ills which prolong and
worsen our country's condition are ignored. The
harmful side effects of unemployment, recession,
and urban decay are overlooked in determining
disease causation; prevention and education are
dismissed as oversimplified remedies by medical
practitioners intoxicated by their own technolog¬
ical solutions.

In addition, though our past has nurtured a
rural ethic of oneness with our land and environ¬
ment, the promises of both longstanding and newly-
arrived industries in the South have instead pro¬
duced bitter, unexpected fruits. Virginia's kepone,
along with a host of other chemical compounds,
has crept into our daily vocabulary as the per¬
petuation of our region's overall economic health
— in coal, textiles, tobacco and rubber — results
in disease-ridden workers, untested environmental
pollutants and a potential carcinogenic time bomb.
Where we live, what we eat, how we live, and
where we work — formerly mundane questions —

are rapidly escalating into life and death issues.
We can no longer afford to treat health like a poker
chip to be bargained away for higher wages or
more economic growth. With each new chemical
disaster, the insatiable demands of our corporate
capitalist society stand in stark contrast to the
ecological need for survival, self-preservation and
environmental balance.

Sick for Justice was not intended to be a har¬
binger of environmental doom and destruction,
but a tribute to the numerous individuals who have
given their lives to building and revitalizing health
care institutions across the South. The issue,

A black lung victim inhaling oxygen

while in no way comprehensive, attempts to
chronicle the struggles of health victims and vision¬
aries by reassessing the region's numerous pioneer¬
ing experiments in medical education, financing
and delivery, thus laying the historical ground¬
work for redirecting our current system's mis¬
guided priorities. Because the solution to our most
pressing medical problems lies outside the confines
of our present health care system, we have worked
to stretch and expand the traditional definition
of "health" to encompass quality-of-life questions,
political ecology, and little-noticed environmental
concerns.

We have learned that organizing people around
their health concerns and politicizing the question
of adequate delivery of care are enormously more
important than throwing dollars and experts at
long ignored medical dilemmas. Although our
people have been conditioned to expect magic
from the great white physician and his wondrous
pills, overcoming this professional mystique is the
key to building institutions predicated on self-
reliance, on the prevention of disease, and the
wholistic treatment of individuals as inseparable
reflections of their environment. We hope that
Sick for Justice will help the victims of the present
health care system — all of us — break our de¬
pendence on traditional physicians for solutions
and spawn a movement across the South to take
back control over our bodies, our environment and
the health care institutions which were begun to
protect us. □

3

photobyEarlDotter



 



The Making of a Health Care Professional
A Roundtable Discussion

Editor’s note:

In the spring of 1977, when Southern Exposure
began planning this special issue on health care, we
invited a number ofpeople to Highlander Center in
New Market, Tennessee, to discuss the topics we
needed to include. By the end of the second day, it
was clear that for many of the people in the room,
their own training as health care professionals
epitomized many of the contradictions and abuses
within the system that we had been discussing
earlier that weekend. As we went around the room,
one person after another described how they found
themselves, at first, confused and intimidated, then
outraged and oppressed, by their schools’ perpetu¬
ation ofa health care system built around a polarized
provider/consumer relationship. They found them¬
selves forced to make choices between self-advance¬
ment and service to people, between obedience to
authority and sensitivity to patients, between belief
in technical answers and confidence in community
control. One by one, they described their experience
offear and isolation that had dominated their years
in training, fear that they would crack under the
pressure, or “be found out ” and purged from the
medical establishment — a fate which ultimately
befell several. Those of us from Southern Exposure
were deeply moved by these highly personal stories.
We knew that even if we couldn’t capture the
emotion of the moment, we had to somehow share
with a larger audience the insights and spirit of this
group of veterans from medical education. Some of
the participants, still fearful of retaliation by their
“superiors, ’’ did not want us to print their real
names. Others went home, interviewed their fellow
students and submitted additional comments, some

of which are included here. The final, excerpted
and edited “round-table discussion’’ provides, we
think, a powerful statement on the making of the
health care professional in America today.

Among the participants included here are several
nurses, black and white, men and women: Cindy
Decker, Rich Henighan, Sybil Lewis, Winona
Houser, Gloria Wright, Janice Robertson, Ed
Hamlett and Rivka Gordon; professors Les Falk
and Peter Wood; doctors Henry Kahn and Dan
Doyle; and health administrators and activists
Maggie Gunn, Irwin Venick, Earl Dotter and Robb
Burlage.

Maggie Gunn: Ed like to begin because I am
getting my doctorate at the School of Public
Elealth at a state university, and the problem there
is that they don’t talk about power and the goals
of the health care system. What you are taught is
that there are certain problems of service and they
can be solved by technological formulas. It’s all a
question of just making the rounds of administra¬
tive techniques which have been borrowed from
business schools. That’s what they teach you and
I’m at a liberal school. What the health system
really is, who controls and who benefits from it,
what is the role of the public health people in the
community, can you have meaningful community
input, can you have non-bureaucratic, non-
hierarchical health organizations — all these issues
are never dealt with.

Cindy Decker: I have a lot of thoughts about the
kind of training I went through, too. I guess the
first thing to say is that the education of a nurse at
any level is far from pleasant. Nursing students are
required to assimilate a tremendous amount of
material — anatomy, physiology, biochemistry,
psychology, and pharmacology are just the begin¬
ning. That is stressful in itself. But worse is the
need to be a certain kind of person.

Nursing schools try to mold students, mold their
personalities, the way they react to things, every¬
thing about the way they are. It happens at every
level, from the way you wear your hair to the way
you respond to a sexual advance from a patient or
another staff member. What kind of deodorant you
wear can be very important in nursing school. So
can what you do with your little time off, who you
live with, and whether you admit to seeking coun¬
seling for a personal problem.

Not so many years ago, nurses were trained into
complete submissiveness to the doctor and even to
their nursing superiors. Nursing schools and hos¬
pitals were run on a military model, which is not
surprising, since nursing as a trained profession
developed to serve the military. Doctors write
“orders”; nurses carry them out. Today some of
this has changed. Many nursing schools say that they
are no longer trying to produce the handmaiden-to-
the-doctor type of nurse. They teach their students
to refuse orders which they believe to be dangerous
or unethical, and they talk a lot about the nurse as
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an independent practitioner, capable of making
independent nursing judgements, even nursing
diagnoses.

But in practice, nursing education still fosters
obedience to authority. And the hospital structure
itself reinforces this teaching. As a baccalaureate
student, we were told that we were better than the
associate degree nurses, who were probably better
than the hospital degree nurses who were better
than LPNs who are better than aides. And it really
is a “better than” point of view. What that serves
to do is to divide all these health workers in
hospitals up into little groups so they won’t get
together and say, “Wait a minute, we’re all getting
screwed in this hospital.” There you are as an RN,
you get out in a hospital — my position was a
supervisor of the whole level of other people in an
extremely hierarchical situation where I, as the
young new graduate RN, was supposed to take
charge and tell everybody else under me what to
do — including those who had been there for years
and who knew their jobs. They were supposed to
acquiesce to my “authority.”

Of course, I was put through the mill, which I
expected somewhat because I had some under¬
standing of the hierarchy and the kinds of pressures
on all of us. But most RNs aren’t prepared for the
kind of hostility they are going to meet, and so the
kinds of separations and divisions that have been
set up are perpetuated. People end up being angry
at the other staff instead of trying to understand
what’s going on. It’s a very hard situation.

Rich Henighan: I went to a nursing school in
what was basically a rural county, a hospital program,
and it was one of the hardest experiences of my
life. I really hated it. I went there because I already
had a university degree and I wanted to work in
the area: I thought a good way to learn more about
health care in the region was to go to nursing
school there. And I partly attributed the bad things
that were happening to the fact that it was a small
hospital program. Then, when I went to a university
to do my nurse practitioner program, I found out
that wasn’t true, that the same things happened
at this prestigious university. It was surprising.
Then I learned it happened at other programs; it
was normative. There was a definite way of edu¬
cating nurses that had to do with things like keeping
files on them, observing incidents that you
performed in the hospital, or didn’t perform, or
things you didn’t even know existed. Then, all of a
sudden, somebody made the decision that this par¬
ticular studertt was not nursing material and then
they were given a notice saying you have to take a
leave of absence or you have to leave.

I got a note one day from the director which
said something to the effect that she had received
some complaints that I smelled bad and I should

“There is a definite way of educating
nurses which includes things like
keeping files on you, observing

incidents that you perform or don ’t
perform in the hospital, or things
you didn’t even know existed. ”

13 T3 ® a ti
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correct that and take a bath, and I should cut my
hair. That was the sort of thing that happened, and
I remember the way that bothered me as a personal
affront. That was the level people were attacked on
in nursing school; their personhood was attacked in
a very bad way. Your accusors were unknown. It
creates all this mistrust; I like this instructor, but
maybe she was the one who reported me, or I
don’t like that instructor, I bet she is the one who
did it.

I guess that’s the thing that bothered me most
about the school — the way students were treated
by the faculty who were in theory trying to train
them to relate to people in a caring, constructive
way, to think independently and be creative in
difficult environments. Yet everything the faculty
did contradicted that theory — in the way they
related to students, in the way they disciplined,
in the way they structured classes. Someone would
come in and lecture and then you had to take an

objective test.
Sybil Lewis: Really, that’s it. I don’t mind

having a hard instructor as long as they’re suppor¬
tive, but instead they teach you to be petty and
competitive because they really do focus on things
like how neat your hair is or the length of your
dress.

Winona Houser: The competitiveness is the thing
I found to be the most terrible. People just revel in
somebody else’s mistake. If the student makes a
bad mistake in the hospital, everybody knows
about it. And there is always the attempt, if
students have been on the floor, to blame any error
on them. So you have this pecking order, and again
you build yourself up by putting somebody
else down. But if we gave each other positive feed¬
back and supported each other, we wouldn’t need
to build ourselves up by putting other people down.

Rich Henighan: There were groups of students
who did trust each other. The only way that I got
through school was that there were two or three
other students, and we could sit and talk honestly
and know none of that was going to get back to
any of the faculty.

Sybil Lewis: The student really is isolated. My
instructor didn’t even want to be bothered by me
talking to her about my problems. She was busy
with law school and didn’t have time to read my
progress reports. All the time she was telling me I
was doing good, and “Don’t worry about it,” and I
would say, “Well, it is not showing up in the
progress report,” and she would say, “Oh, don’t
worry, don’t worry.” Then she called me in and
said she had tossed and turned all night in making
her decision, and she thought she had seen improve¬
ment in my patients and saw me communicating
with my patients and said that was beautiful, but
she said that in communicating on paper I was a

slow student, but once I catch on, I got it. And if it
was up to her, she would pass me, but because of
all the bad reports in different areas, it would not
be fair to other students if she passed me.

There is a sheet of paper you are supposed to
sign that says you agree to the pass or fail, and I
wouldn’t sign it. That made her mad, but I wouldn’t
agree to her evaluation. So we went to the Dean’s
office. It was sad because there was no way the de¬
cision was going to be changed. The faculty and
Dean all stick together. So it really didn’t matter
how you plead your case; you had no input.

“The competitiveness is the thing I found the
worst. You have this pecking order, and you

buildyourselfup by putting somebody else down. ”

Gloria Wright: It would be fine if they wanted
to help you by pointing out your weaknesses and
facilitating you working with that weakness, but
it’s not that. It’s “You’re weak in this area, go
work on that, go talk to so-and-so.” All they do is
pass you off. It’s like you’re the black sheep and
they can’t find a place to put you. I wouldn’t want
any of my sisters to go here, except maybe my
baby sister who has been in integrated situations
for over ten years; she has her own determination
and doesn’t let what people say about her bother
her any.

Janice Robertson: If you don’t fit in, they’ll use
your weaknesses against you. I was called in for a
review of my latest progress report two weeks
before the end of the semester, and told it was not
passing and I could repeat the course after I took a
leave of absence. I had received A’s on the midterm
and papers before that. The same thing happened
to Sybil that same week. The fact that we had gone
to the Dean to complain about one instructor
having so much power and that I had begun talking
to students about the right for a hearing on such
decisions, may have influenced the evaluation.
There wasn’t any direct proof that my “unprofes¬
sional attitude” — working in a community-run
clinic, becoming friends with patients — had any
influence, but a disapproving eye was felt. That
semester nine students were asked to take a leave;
seven were black. None of us had flunked the term

papers, or tests, but our clinical instructors in a
one-to-one setting had told us each that we just
wouldn’t make it. That’s where they used our indi¬
vidual weaknesses or vulnerabilities against us. For
me, I had trouble with the sight of blood. I was
working on it with a counselor, but it was not
interfering with my clinical work at that time. But
my instructor just said I’d never get over that fear
and I couldn’t make a good nurse.
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“They teach you to be petty
and self-promoting. Competitive

impulses are nurtured.”

Sybil Lewis: I do find it hard to be black and in
this situation. Little things happen all the time.
Not long ago, the Dean was speaking at a convoca¬
tion and said, “It is predominately white, but now
we have fourteen blacks,” like “We have our token
blacks.” She may not mean anything by that, but
why bring it up? It is so cold the way it is said.
Anywhere else, it would be an accepted fact: “Of
course you have blacks,” but here it is, “Look
what progress we have made.”

Rich Henighan: The official line is also that they
want men in nursing, and they are glad to have
men in nursing. I think it comes out of the belief
that the more men who go into nursing, the less it
has the “pretty little girl” image. Also, the more
men who go into nursing, the higher the salaries go.
It is just one more iron in the fire to get the

changes they want.
Ed Hamlett: I was a technician for three years

before going to school, and I got lots of encourage¬
ment to go into nursing. But there is a kind of
sexism involved in my work now; it gets mani¬
fested in always being assigned to male patients
because they don’t trust me or because they sensed
female patients wouldn’t like me giving them a
bath. Women nurses were assigned to both men
and women, so there was a double standard.

Janice Robertson: I think that ties into what we

were saying about how division and separations
are perpetuated with the nursing ranks. Even the
nursing literature is filled with challenges to the
old stereotypes of a nurse being incapable of in¬
dependent reasoning and always subservient to
a doctor. There is now a fiercely independent
streak among nurse associations, which is in con¬
trast to the team approach and supportive role
nurses played, to the very nature of or perhaps
the very uniqueness of the nursing role. So not
only are the competitive impulses nurtured between
doctor and nurses, but also within nursing students
themselves and between them and their fellow
nursing workers.

Cindy Decker: The changing role of women
in general in our society has something to do with
this. Strong women are generally working into
positions of leadership in nursing. I don’t think
they have a very good analysis of why things are
the way they are, but at least nurses aren’t just
saying “Yes sir,” or “Yes ma’am” anymore.

Peter Wood: Except when you recall the history
of nursing and its beginning within the military,
the original women who cracked the structure
made their reputation as anti-bureaucrats; they
so publicized the bad medical care during the Civil
War that the generals couldn’t shut them up.

Rivka Gordon: There are all sorts of mixed
messages; you’re never exactly sure which way
you’re supposed to go. On the one hand, you are

supposed to assist the doctor; on the other hand,
you are supposed to have the interests of the
patients at heart and that’s why you’re different
from doctors.

Rich Henighan: The “best nurses” somehow
manage to appear to the physicians to be basically
making life easy for them, but at the same time
somehow manage to provide care to the patients
in some assertive way — you didn’t just do the
minimal amount. The lesson was to try to find
ways, without directly challenging the physician,
to find ways to meet patients’ needs that perhaps
were not being met.

Ed Hamlett: I remember being told, “When¬
ever you are doing a sterile procedure, you always
take an extra pair of gloves in with you. Then if
the doctor breaks sterile procedure, you can tact-
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fully say, ‘Doctor, I have some sterile gloves here
if you would like to change.’ ” So there was
recognition that nurses did carry responsibility
for caring for patients, and that might mean
suggesting that doctors do things a different way
or that might mean not giving the medicine in the
dosage ordered. It was always very clear though,
that we are not colleagues with the doctor;
it was pretty clear who was God in that situation
and who was not.

Winona Houser: Oh, respect the doctor, he is
most holy. They tell you that the doctor should
help you, but he thinks you are subservient. When
you’re a student following the doctor around in
the hospital, they tell you, “Don’t ask him any
silly questions.” But if it is something you don’t
understand and this silly question is going to facil¬
itate your understanding of the patients’ conditions
then I feel like you ought to ask your silly question.
They make you feel very humiliated.

Janice Robertson: The whole thing really is
a dehumanizing process, and I wish I had realized
that before entering nursing school. Persons become
objects which you do something to. Patients are
identified as the liver in Room 202 or the post-op
in Bed 1, to which you do the nursing process
to. In a way, the whole mystique about medical
and nursing diagnoses is also reinforced, and you’re
supposed to believe that you are learning these
great secrets that separate you from the rest of
the society. I experienced an incredible struggle
of vigilance to keep in mind that the actual infor¬
mation about how our bodies function is not
some mystery reserved for the privileged few.

Henry Kahn: I’ve been listening to this dis¬
cussion of the socialization process that goes on
in nursing school and comparing it in my mind
to what happens to doctors and to my own back¬
ground. I think for the physician, the important
thing is the selection process by which he or she
gets into medicine in the first place. It’s a highly
personal, self-promoting kind of thing. It may be
influenced by family, but it rarely gets beyond
the family in terms of community responsiveness,
and that’s perpetuated all throughout the training
process. You know by the time you get out you’re
in it only for you; you know that there is a warm
bed that you are making for yourself. Anyone who
is interested in health for purposes of community
responsiveness is very unlikely to get beyond
junior high school as MD material. The selection
process starts so early that the candidates who
come before the admissions committee at medical
school are almost uniformly oriented toward per¬
sonal advancement. At the moment, there is some

required rhetoric about family practice, rural care,
serving the under-privileged, and so forth, but the
words are illusive.

The MD selection process is so self-centered that
everyone who’s in it can be counted upon to
accept socialization on their own without petty
harassment. By the time they get to professional
school, and beyond that to the rigors of internship
and residency, the pain is a very traditional kind of
pain — excessive maybe, but just long, long hours
of very fatiguing work circumstances. Compared
to the nurse’s experience, there isn’t much hassle
on the juvenile disciplinary level, although that is
there for the person who does not toe the line and
show some obvious respect. In general, the costs
and the duration of education are so great that
none but those who are already in a class that’s
self-serving can even think about it. There are
exceptions — I hope there are some in this room —

but it’s hard to know how we might be exceptions
fundamentally when you find out where we’re
coming from and what we really think we’re
going to do and how much can we, despite our
intentions, really respond to community interests.

Physician education is limited pretty much to
upper-middle-class people, whereas nursing candi¬
dates can pretty much come from any class, es¬
pecially if you consider the hospital programs.
There is an alternate channel of nursing that really
traditionally has come out of working-class women.
Nothing like that in medicine. The worst of it is
when occasionally you find exceptions — working-
class people who make their way up to the medical
admissions committee — their socialization is often
stronger than anybody else’s to make it up to
the independent self-serving style that character¬
izes traditional physicians.
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Les Falk: I teach at a place, one of the two
predominantly black colleges, and certainly there
has never been a period of history with enough
rich black families to account for admission to
Howard University and Meharry Medical College.
What has been necessary is holding out the same
carrot of succeeding in good income; they offer
opportunities for independence which are pretty
rare in human life and in return for that, there
hasn’t been the graduation of very many allies with
social change movements.

Nursing and physician education literally isolate
the student into these kind of self-serving, internally
competitive structures. I think it is extremely
important that there be activities and efforts
within the medical school framework, the health
system framework, for students to experience the
difficulties of people going bankrupt getting
commercialized care, to get students out of the
nest into real life and attempt to get them in
contact with communities. But I think we should
be very careful not to confuse a student’s experi¬
ence with a health fair or community rotation with
a real understanding of what social organization,
community organization, consumer leadership,
what an egalitarian relationship really is. If you
want to make a contrast, just take the example of
how many faculty members in the US do farm
work or factory work in order to learn the con¬
ditions of life as our Chinese counterparts would
do.

Dan Doyle: I’d like to say a little about my
experience of socialization in medical school. I feel
that was a very personal struggle for me. A lot of
criticism of the process can be made, but the main
unifying theme that I can see picks up what Henry
and Les are saying about selection and accountabil¬
ity. If you are admitted to medical school, you are
not selected by your commune the way you might
be in China; you are self-promoting, self-selecting,

fighting your way in. And when you get admitted,
the one thing that is emphasized to you through¬
out the whole four years is your importance as an
individual. The worst mistake you could ever make
would be to submerge yourself in some kind of an
egalitarian system or in some kind of a cooperative
effort because you wouldn’t really be fulfilling
your personal potential.

Anytime you tend to stray off the path, they
don’t so much pull out a personal file as hang over
your head the possibility that you might be eter¬
nally lost because you aren’t proceeding along the
path of individual accomplishment. I was thinking
there are two camps of people; the cynics and the
liberals. The cynics are those people who constantly
keep saying, “Oh, you can never do that, I thought
that too a long time ago; but I realized that people
are all no good, and patients are all out to take
advantage of you and sue you. You better just
watch out for yourself and get the best job you
can.” That’s usually said to you at a time when
you’ve been working for fifty or sixty hours
straight, so you’re already beaten down and inclined
to believe the worst.

Then there are the liberals who make some

overtures to social change, but always in a way to
support their professional identity or agendas. Like
if you’re interested in social change, they don’t
say, “Well go work in a factory awhile and see
what it’s really like”; they say, “Well you ought to
take a year off and get a masters in public health or
public health administration.” Because if you are
interested in social change, the way to achieve it is
through a professional, elitist approach — become a
health planner, community medicine, do some
research on distribution of health care. In any case,
do it in an individualistic way, and that continues
on into when you choose your residency — look
for the best place, look for the best future for you.
So if people finish that system and decide they
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want to be involved in community health care, they
sit down in a situation where they are faced with a
community board. Initially, there is a conflict
because people come in there with a sense that
they are going to do something for that clinic, and
with a lot of ideas on how it can be done. Either
they fail, or they go through a period of re-educa¬
tion, after years and years of emphasis on the
individual’s importance.

Southern Exposure: Why are so many people
getting into health? I’d like to hear from the
people who are involved in it, what they see as the
personal reasons for the increase in so-called health
professionals among “socially aware” people. Is it
an avenue where in the ’70s you think you can
combine the ability to make a living and survive
with some sort of social expression?

Dan Doyle: I think it’s because it’s an
easier area to compromise. I think it’s an illusion to
think that just because you’re involved with health
and taking care of and serving people, that it
somehow naturally contributes to social progress. A
lot of people who are idealistic and who clearly
don’t want to be associated with being in big
business, or in an obvious expression of the profit
system, gravitate to health because it allows them
to harbor their idealism a little bit longer.

Rivka Gordon: I don’t think that’s a total

picture. I think that the more people know about
health as broadly defined, their own health and the
communities’ health, the more they can become
self-reliant, and the more people become self-reliant
the more power people have to make changes in
the system as a whole. As long as we have a really
unhealthy population, psychologically, physically,
housing and education — all those things — then
people can be more easily controlled. I don’t see
health as only providing medical services at all. In
fact, I think that the service aspect of it is one of
the parts of it that I have the most problems with,
although I am involved with direct patient care; I
question that a lot. I think that it’s a way to help
people become more self-reliant.

Earl Dotter: I am a photographer who is also
concerned about health issues. It seems to me that
health is an issue that really is where our capitalist
system is vulnerable, particularly in occupational
health. We have a cancer epidemic which everyone
in this country can identify with. For me focusing
on problems of worker illness at this particular
time, I think quite a bit of the larger population
can perceive what that’s about as their mother,
father, or daughter, fall apart in front of them
from the diseases that are confronting everyone
caused by our industrial society. It seems like it’s a
real large area to organize from that affects virtually
everyone in this country.

Irwin Venick: It strikes me that there are two

parts to the question: one, why is there a gross
increase in the amount of people going into health?
I think the simple reason is there are a lot of
dollars in health, and it’s an expanding work
market; you have health planners, health adminis¬
trators, etc., etc. It’s a growing industry. The more
interesting question is two — is there a dispropor¬
tionate number of political people involved in
health? If that’s the question, I think that Rivka is
sort of on target cause I think it’s easier for people
to make an association between working in some
sort of health area and expanding into some sort of
political activity than from other areas.

Robb Burlage: I think the contradictory expan¬
sion of the medical/industrial complex in the
South is a reason why political people would want
to relate to it. The resources are there, and the out¬
rages and misuses are there. But the question of
how we deal with those contradictions goes back
to the personal, political level, to the idealism
about our working formations and community
advocacy. I think if we’re honest with ourselves,
we have to recognize the extent to which we are
supporting community health clinics which are
trapped, which aren’t able to move beyond the
formations they are in, the extent to which we are
on the edge of the trade union situation advocating
occupational health, but can’t get any further. To
talk about taking on the contradictory expansion
of the health system sounds idealistic. We have
enough trouble just keeping going, keeping the
Brown Lung Association supported ora community
clinic surviving in the bureaucratic maze. I think
this kind of struggle we’re in has to do with the
whole political cycle in the country, in which there
is not enough mass movement obvious in any area
to move people forward and force them to change
self-critically and in which people feel they need
to be partly protected with a certain amount
of professional access or a job security of a kind.
I think a lot of people who have been washed up
into areas of health activity are trying to be
creative in it and shouldn’t be grandiose. One of
the nicest things about today’s discussion has been
talking about eye-level experiences in medical edu¬
cation, attempts to keep activities going at the
community health organizing level, and how to be
serious about the overall problems of the health
industry’s growth contradictions while helping
each other survive. I think this is the balance that
has got to be struck if we’re talking about strategy.
Otherwise we extol the community experiments on
one hand, and we talk about all the alienation we
experience in our own medical education on the
other hand, and we don’t relate the two. That
putting-together is exactly the problem we must
face personally and politically with others in this
room and in the community at large. □
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The Struggle
by Michael Freemark
A struggle now rages within me.
It is the struggle of transformation

and of resistance, of human necessity
and human isolation.

It is a struggle which pierces the
depths of my being, and one which I
have not been able to resolve.

It is a struggle which is slowly
destroying me.

I often thought about that struggle
while standing in my shower, eyes un¬
opened, lips parted, body drenched
and warmed as water pounded upon
my head. A certain faith and a meas¬
ure of inexperience had enabled me to
move aggressively and ambitiously
through medical school — faith and
the conviction that so long as I was
skilled and devoted, I could lend
assistance and relief to others, and
serve them responsibly in a way which
would assure mutual fulfillment. The

key to both society’s well-being and
my own individual happiness was
above all a tactical matter requiring
a certain emotional readiness and

long painful hours of study.
But reality had weakened my firm¬

ly held convictions. It soon became
clear that any service I could provide
was merely symptomatic and short¬
lived, too little too late. The health
of my patients was shaped by societal
forces over which I had no control, of
which I had little understanding.
Neither I nor my patients could find
any lasting satisfaction in such an
arrangement, and as things stood,
there was little hope for change.

Michael Freemark is a pediatric
resident at the Duke University Medi¬
cal Center.

Such distressing thoughts are not
easily tolerated, and on this particular
morning, I wiped them from my mind
as I wiped drops of water from my
arms and chest. In haste, I donned a

stained white uniform, kissed Anne on

the forehead, and for my breakfast,
ate a plum on the way to the car. The
engine turned over immediately (this
always lightened the day’s burdens),
and in no time I was headed for the

hospital.
It was later than I had first thought,

and after parking, I slung my knapsack
on my shoulders and ran (slowly, in
order to maintain composure) to the
main entrance, already bustling with
activity. A security guard guiding a
young child in a wheelchair swung
the front door wide, allowing my
passage as well. Sliding past three
nurses I moved breathlessly to the
elevator, only to find it tightly sealed,
leaving me to shuffle my feet stupid¬
ly and glare at the flashing lights.

The elevator door finally opened
and I stepped in to find two elderly
black ladies, one toothless and smiling,
plaited and wrinkled, the other rotund
and grey-headed. They were draped in
drab yellow cotton workshirts and
were clutching mops and pails of
soapy water. Their nametags read
“Environmental Services.” Their in¬
timate chatter ceased abruptly when
I entered.

The integral parts of great medical
institutions move deliberately and
with purpose. This elevator was no ex¬
ception; it was programmed to stop at
each and every floor whether or not
anyone wanted to get on or off. Thus
there was time for a conversation,
though it was highly unusual for one
of us to converse with one of them.

I am not sure why this was so, though
a friend had once explained that she
simply couldn’t understand them, nor
they her. Nevertheless, the toothless
one continued to smile at me and I
was forced to say, “How y’all doing?”
She replied wryly, “Well, two people
vomited up on Halsted ward, and one
of the toilets on Sims overflowed. The

day ain’t looking so bright.”
Her lack of restraint surprised me; I

was not accustomed to such candor.
Still, hers deserved a response. “I
know what you mean,” I said. She
shook her head and laughed heartily,
in a way which only confused and em¬
barrassed me.

We had reached the fourth floor
and I walked quickly out of the ele¬
vator and down the hall to the nursery.
Two medical students, an intern and
the staff physician were waiting when
I arrived. I quickly gathered my notes
and we began walking the rounds of
babies born on the previous day. The
first two admissions were relatively
uninteresting — two active full-term
children; Baby Boy Taylor was differ-
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ent. He was small, floppy, and had the
slanting eyes and facial features which
we recognized as typical of Mongolism.
The staff physician expounded upon
the nature of this disorder, referring to
the boy as the “Little Down’s,” and
concluded by stating emphatically,
reverently, “Mongols have a variety of
problems, but they are all retarded,
and they all look alike.”

We decided to visit and talk with
Mrs. Taylor, who was watching televi¬
sion in her room. She was a thirty-
eight-year-old Lumbee Indian woman
who had spent her life in eastern
North Carolina. Her skin was the color
of crimson and slate; she had long,
straight black hair and a quiet but firm
voice. This baby was her sixth child;
she was accustomed to uninvited phy¬
sicians and well-meaning “student
doctors.”

The staff physician spoke first,
smoothly.

“Hello, Mrs. Taylor. We’ve come to
speak with you about your little boy.
Have you seen him yet?”

“Yeah, ain’t he pretty? I’m gonna

name him Johnny after his father.”
“We have certain concerns about

the child.”
“There ain’t nothing wrong with

him, is there?”
“He seems to be doing relatively

well now, but. . . ”
“That’s good.”
He spoke more sternly and slowly.

“But we are concerned that the child
is quite small and floppy, and is a
slow feeder. We are not certain now,

but there is a strong possibility that his
psychological and motor development
will be significantly delayed as he
matures.” He paused for a moment
and then continued, “He will very

likely be a happy, playful child, but
a slow child, slower than other chil¬
dren his age.”

She looked at him solemnly.
“Slow.”

“Yes.”
After a minute of silence, “I’m not

sure about all of what you doctors say,
but I think he’s pretty, and I want to
take him home and nurse him. When
can he go?”

“In another day or two. We’d like
to watch him for awhile. Dr. Freemark
will be back to speak with you again
soon. Try to get some rest.”

“Okay.”
We discussed the problem outside

her room. Again the attending doctor
spoke, understanding^, with concern
and a bit of a smile.

“Her psychological defenses are
difficult to penetrate. She utilizes her
strong maternal instincts in order to
drive real conflicts from the domain of
consciousness.”

We nodded perfunctorily.
“She’s obviously of limited intel¬

lectual capacity, and at times these
people have difficulty verbalizing or
even understanding their own emo¬
tions. She may never come to grips
with feelings like anger and guilt which
lie beneath the surface.”

The rest of the morning was un¬
eventful. We stood by uselessly as an
otherwise healthy child was delivered
by Caesarian section. I spent two more
hours plodding through my talk, “tak¬
ing care of your baby at home,” for
each of seven new mothers who were

soon to be discharged.
Lunchtime was fast approaching

and, to avoid the rush of humanity
and the long lines in the downstairs
cafeteria, we decided to dine on the
third floor with the other doctors. As

we filled our trays, I noticed that the
intern with whom I had made the
morning rounds was unusually quiet
and visibly upset. When we sat down,
I asked him what was on his mind. He
blurted out angrily, “It’s just infuri¬
ating. This woman is thirty-eight years
old, on Medicare, and has her sixth kid
who’s a Mongol. She thinks he’s pretty
now, but in a few years she’ll turn him
up for adoption or institutionalize
him; and you know who’ll be paying
for it.”

“Oh, knock it off. People like her
put you on the map.”

“She’s a leech. And when a leech
takes hold and starts to suck, you’ve
got to rip its head out before it drains
you.”

“She seems to love the kid.”
“She doesn’t know what love is.

Love is having a kid you can support
with your own money. She just loves
getting screwed and doesn’t want to
know any better.”

“You’re full of shit.”
“Ahh!” waving his hand contemp¬

tuously.
In order to maintain good working

relations, we avoided discussing the
subject further. That afternoon, I
returned to Mrs. Taylor and found
her sobbing quietly. When I sat down
by her bed, she reached out and lightly
touched my arm.

“My baby ain’t right, is he?”
I shook my head slowly. “No.”
“I knew it from how the doctor

was speaking to me, in ways I couldn’t
really understand. I knew it myself
when I saw him the first time; he
didn’t cry like my other babies.”

Her eyes suddenly grew dark and
driven. “I raised five young ’uns to
where they could make it on their own.
This one ain’t no exception. Different
or no different, he’s mine. I ain’t had
much luck in my time, and some of
what I deserved I never got. But what’s
mine I earned, and ain’t nobody gonna
take it from me.”

As I sat staring at her, I recalled
again the words of my friend. She had
been right — I really couldn’t under¬
stand them. I feared their desperation
and their power; their world was too
intense, too real. More than anything
I wanted simply to leave Mrs. Taylor.
I rose, and moving slowly to the door,
opened it awkwardly.

“Goodbye,” I said, “I wish you
well,” and walked down the hall,
empty and alone.□
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A Century of Service
Meharry Medical College

by Leslie A. Falk, MD

Leslie A. Falk, MD, is co-author of
a history of Meharry Medical College,
now in manuscript form. He has been
Professor and Chairman of the Depart¬
ment of Family and Community
Health at Meharry Medical College
since October 1, 1967. From 1948-
1967 he was Pittsburgh Area Medical
Administrator for the United Mine
Workers Welfare and Retirement
Fund, working mostly in northern
West Virginia, Ohio and Pennsylvania.
Civil rights events, especially during
1964-65, and changes in the UMWA
led him back to the South where he
had originally worked with migrants in
Atlanta during 1947-48.

Photographs courtesy of Meharry
Medical College, Kresge Learning Re¬
source Center, Nashville, Tennessee.

Photos above are of the Walker
Health Center in Nashville.

A meeting held the night of Friday,
March 10, 1978, at Meharry Medical
College in Nashville, Tennessee, was
delayed for over an hour because of a
bomb threat. Those attending were
then warmly welcomed by Lloyd
Elam, MD, President of the College.

What kind of medical college gets
bomb threats? What kind of meeting
does it hold which precipitates a bomb
threat? What kind of college president
gives a rousing statement supporting
the students for holding that meeting?
What kind of Friday night event
attracted persons so used to bomb
threats that, once evacuated from the
building, they stood outside and
burst into group singing — the com¬
monest word heard being “Freedom”?

The meeting was the opening ses¬
sion of a Conference on International

Sports, Politics, Racism and Apartheid,
held to express solidarity with the
suffering black people in the ghettos
and mines of South Africa, to back the
United Nation’s condemnation of the
racist South African government, to
demand cancellation of the Davis Cup
tennis matches between the South
African and US teams to be held in

Nashville at Vanderbilt University,
March 17-19. The demonstrations and

protests that next weekend were the
greatest outpouring of US and world
protest against the hypocritical racist
policies of the South African govern¬
ment in recent years.

Meharry faculty and housestaff
provided health services during the
protests and in so doing demonstrated
agreement and involvement.

Dr. Elam attended every session of
that weekend conference, and spoke
clearly and movingly of its importance.
He recounted the insults he had per¬
sonally experienced during a recent
official trip to South Africa. He
welcomed the official United Nations

representatives who informed most of
us for the first time of the numerous

General Assembly Resolutions oppos¬
ing the quasi-slavery (Apartheid) of
South Africa, including the impor¬
tance of expelling South Africa from
international sports events. In 1977,
Vanderbilt University earned $1.4
million from its investment in corpora¬
tions doing business in South Africa,
where whites are paid on the average
seventeen times more than blacks. The
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meeting was thus particularly critical
of Vanderbilt University for its persis¬
tence in hosting the tennis matches
despite world-wide shock and protest.

Was this event a freak? How did a

medical school, from its president
on down, get involved in protesting
racism in South Africa? How had
the school, its students and faculty
responded to the challenges of segre¬
gation, impoverishment and discrim¬
ination in the past?

Meharry’s president, Lloyd Elam,
and the life of his institution gives us
much insight into the answers to
these questions. Dr. Elam is Afro-
American, the son of a Little Rock,
Arkansas, carpenter. His mother
taught him at an early age that the
family should walk whenever they
went anywhere, rather than ride on
the city’s segregated street cars and
buses.

Dr. Elam, like Meharry, had battled
racist odds to survive through the
years. In 1976, he reflected on the
Meharry mission as the college cele¬
brated its hundredth year of operation:
“Meharry Medical College enters its
second century with a tempered
confidence. So long as poor and sick
people are denied care that means
health and life, we know how steep
the climb will be. We can help meet
the vast and complex need only by
learning how better to deploy skills
equal to the tasks.

“We have come through the worst
of times. We inherit the tradition that
trained emancipated slaves to be
physicians and dentists.”

A Need For Healers

Black people called doctors have
been identified in the United States as

early as the seventeenth century. By
the 18th century, slaves, especially
males, were forbidden the healer role
by law in most states. The reasons
were political, cultural and simple
fear they would poison their masters.

Whites also knew that healers’

mobility among the black populace
might aid potential slave insurrection.
For example, the Tennessee Court ruled
in 1844 that slaves could not practice
medicine because “such doctors might
foment insurrection,” and fined a

plantation owner for allowing such a
practice.

When the Civil War broke out,
Union troops occupied Nashville and
remained there until the war was

ended in 1865. The emergency needs
of the sick, malnourished and war

injured, combined with yellow fever,
cholera, smallpox and other epidemics.
Endemic diseases such as malaria,
typhoid and dysentery continued un¬
abated. As the decade wore on, these
conditions helped some whites recog¬
nize the need for blacks to receive
medical training.

Meharry Medical College grew out
of an unusual set of post-Civil War
circumstances. George W. Hubbard, a
white Northern Army Medical Corps-
man, stayed in Nashville after the war
ended and attended Nashville Medical
School, which later became Vanderbilt
Medical School. He was offered the
opportunity of adding a Medical
Department to Central Tennessee
College, a college for freed slaves
begun in 1866, by the college’s presi¬
dent, John Braden.

In October, 1876, Hubbard joined
with W.G. Snead, a former Confeder¬
ate Army Surgeon, and seven part-
time white doctors, under the sponsor¬
ship of the Methodist Episcopal
Church. Financial assistance for the

project came from the Meharry
brothers, five Midwestern abolitionists
of Irish ancestry. The school began
educating former slaves and children
of slaves. Meharry’s early graduates
returned to the disease-ridden city
streets and the impoverished country¬
side of the post-Civil War South.

When Meharry began, it consciously
rejected the goal of merely training

what we now think of as licensed

practical nurses or lower level health
workers. Meharry’s early striving for
both equality and excellence grew out
of the expression attributed to W.E.B.
Dubois that black people should be
able to do anything as well as white
people. Meharry’s mission focused on
enabling black people to become both
community leaders and medical prac¬
titioners. The founders hoped that the
religious aspect of healing would be
expressed; as a result many of the
graduates were ministers or highly
religious physicians.

Meharry graduates later confronted
head-on the dilemma posed by the
debate between W.E.B. Dubois and
Booker T. Washington concerning the
proper role for blacks in changing
a racist white society. Every activity
in a black doctor’s life presented
the challenge: whether to compro¬
mise with white society or stand for
civil rights. White doctors would not
see black patients in their offices,
except perhaps during segregated hours
and in a separate, undersized waiting
room. Hospitals would either not
admit black patients or have a special
ward in the basement for blacks,
obviously inferior to the services and
facilities for whites. In these circum¬

stances, the black doctor had to be
willing to suppress many normal
attitudes of self-respect and inde¬
pendence. To get through medical
training required financial and other
kinds of support from white men with

from a 1948 NAACP report
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“The key to Meharry’s long life has been its
ability to thrive, learn and grow through
struggles which constantly threaten its survival. ”

in the United States. In responding to
the challenge laid down by W.E.B.
Dubois, Dr. Boyd did not eschew
politics. Even during the dark days of
the Ku Klux Klan and racist power,
Boyd ran for mayor of Nashville in
order to bring the needs of the black
community to the public eye.

By 1910, the waves created at
Meharry and its sister school, Howard
in Washington D.C., were rippling
across the South. There were now

seven black medical schools including
Flint in New Orleans, the University
of West Tennessee in Memphis, the
National Medical College in Louis¬
ville and Shaw Medical College in
Raleigh. During that year, Abraham
Flexner published his widely touted
report on medical education in the
United States, with the support of the
Carnegie Foundation. The Flexner
Report had many important insights,
but it also sounded the death-knell for
the growing black medical education
network and laid the groundwork for
consolidating Southern medical edu¬
cation in the hands of a small number

power in the community. And those
allowed to graduate were expected to
play the role of the educated “pacifier,”
to insure that lynchings, beatings,
robbings, and various other mis¬
deeds done to the black community
did not elicit reprisals.

Black doctors patched the walking
wounded and did their best to keep
society stable to avoid conflict and
trouble. Technological knowledge and
skills were stressed at Meharry. Hard
work with no relief became the lot
of the college’s graduates. In the
cities, they developed Negro hospitals
to counter the segregated wards of the
white hospitals. Many Meharry grad¬
uates were never able to obtain hospi¬
tal privileges in white health care
institutions. But black people in the
South were in desperate need of health
care services and they proudly em¬
braced their own providers.

In 1877, the South’s long dreamt-
of black medical college graduated its
first class. By 1882, the graduating
class numbered eight, and among them
was Robert F. Boyd, perhaps the
greatest Meharry graduate of the
nineteenth century. Dr. Boyd was the
first black doctor to open a private
practice in Nashville. He helped found
the National Medical Association

(NMA), the first organization of black
physicians in the United States, and
became its first president in 1895. The
NMA was founded because the Amer¬
ican Medical Association (AMA), and
almost all state and county societies
persistently banned black physicians
from membership. As Meharry’s first
professor of hygiene, Boyd wrote
an important paper entitled, “What are
the Causes of the Great Mortality
Among the Negroes in the Cities of
the South, and How is that Mortality
to be Lessened?” — a question which
our present medical establishment has
yet to answer. Boyd invoked the
goddess of health (Hygeia) and point¬
ed to overcrowding, unsafe working
conditions, impure milk, spitting in
public, improper diet and lack of
health education as the answers to

his question. This was the best public
health thinking of his time.

In addition to his medical practice
and health education activities, Dr.
Boyd headed the Nashville Anti-
Tuberculosis Association, a chapter of
the first voluntary health association
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of elite white medical schools closed
to black students. Only Meharry
and Howard survived, as the number
of black doctors dropped dramatically.

In spite of the glimmer of hope
created by Meharry’s stubborn sur¬
vival, its efforts in health care delivery
and medical education were but a

drop in the bucket, as all health
indicators continued to reveal the
South’s and the nation’s shameful
neglect of black people.

Black Health Today

Practically all major indicators in
health, health service and health per¬
sonnel are much worse for blacks
than for whites. Infant mortality, that
inescapable indicator of the public
health status of a population group,
remains strikingly adverse for black
Americans. The American Public Health
Association’s Health Chartbook shows
the 1971 black infant mortality rate
as 30.3 deaths per thousand live
births, almost double the rate for the
white population.

Black youth is similarly ravaged.
Today’s violent urban environment
subjects black people to a dispropor¬
tionately high risk of death from
homicide or suicide. High unemploy¬
ment and dead-end ghettos breed and
spread devastation from drug addition,
theft, juvenile delinquency and un¬
wanted pregnancies.

Statistics on black participation in
the health care system are equally
dismal, in spite of the progress that
has been made. Although over 350,000
black people worked in health-related
jobs during 1970, two thirds of them
worked in lower paying positions as
orderlies, attendants, nursing aides and
practical nurses. That same year,
there were only 16,000 black physi¬
cians to serve the country’s 22,000,000
blacks.

In response to the deteriorating
health conditions of blacks in America
and the continued strict segregation
within the health care industry,
Meharry was swept up by the inspired
winds of the civil rights movement.
Throughout the late 1950s and ’60s,
many Meharry medical students and
faculty joined in the sit-ins, freedom
rides, desegregation of health ser¬
vices and other civil rights demands.
In 1966-67, a faculty renaissance
occurred on the Meharry campus with
the appointment of Dr. Lloyd Elam
as college president. “It is ironic,

yet appropriate,” he said, “that out
of a past stained by discrimination and
poverty this college should emerge
as a national leader in the movement

to bring medical and technological
excellence into an equitable balance
with social needs.”

During this same year, Dr. Elam
helped to convince me to come and
help realize the new Meharry “mission”.
Previously, I had worked with the
United Mine Workers Welfare and
Retirement Fund in north Appalachia
developing a network of community
health centers. My first autumn at
Meharry was marked by a visit from
Stokely Carmichael which resulted in
racist counterattacks and severe police
brutality, especially against blacks in
the college and local community.

Dr. Elam withstood many pressures
and pressed ahead with Meharry’s
commitment to innovation in both
health service delivery and medical
education. To combine this dual

commitment, the faculty oversaw a
far-reaching series of off-campus prob¬
lem-solving learning experiences. Me¬
harry students began to shift the
focus of their educational experience
by developing concrete community
health projects throughout the South.

Community Medicine Leadership

In addition to the Neighborhood
Health Center and an on-campus
reorganization of clinics into a Com¬
prehensive Health Center, medical
students and housestaff also intiated
other education efforts in the com¬

munity. In Rossville, Tennessee, site
of the famous “Tent City” during
the ’60s, Meharry and Vanderbilt
students worked and lived in the black

community, held health fairs, and
helped to start the Poor People’s Health
Clinic. In Frostproof, Florida, Meharry
students helped serve a family health
plan for the migrant workers and their
families. And in Philadelphia, Missis¬
sippi — right down the road from
where civil rights workers Goodman,
Schwerner and Cheney were murdered
in 1964 - Meharry medical students
and residents are working to support
the Indian Health Service on the Choc¬
taw Reservation. More recently, Me¬
harry and Vanderbilt students and
faculty have helped start an occupa¬
tional health project with union
members in the Nashville area. An

outstanding consumer-sponsored com¬
munity clinic, the Waverly-Belmont

Clinic in Nashville, also relies on Me¬
harry faculty and housestaff for its
medical services. And the college
provides prisoners’ health services for
jails around Nashville, and rural
primary care services in ten counties
through health department centers —

an innovation for these predominantly
white counties.

The Ongoing Struggle

While poverty, pollution, hyper¬
tension and cancer have been the lot
of all too many people in these com¬
munities, Meharry itself has recently
been plagued by serious financial prob¬
lems. The institution’s rapid growth
has been necessary in order to survive
and compete within the burgeoning
Southern medical/industrial complex.
Because of the school’s sizable $30
million yearly budget, Meharry has
been carrying an annual debt of $2-3
million, mainly due to hospital costs.
A “cash crisis” occurred during 1977,
which was mollified with federal edu¬
cation “distress grants” and emergency
funds from HEW. Because the Van¬
derbilt medical center has a monopoly
on funds and salaries from both the
Nashville Veterans Administration

hospital and the Nashville City-County
Hospital, Meharry gets the short end
of the city’s financial stick, in spite of
its excellent service to Nashville’s

medically indigent population. While
this arrangement appears unfair, Van¬
derbilt’s power depends in part on this
economic dominance, which it will not
relinquish willingly. Meharry is at¬
tempting to obtain regular, on-going
special Federal monies by being desig¬
nated a “national resource.”

As an institution born, bred and
nurtured in conflict, the key to
Meharry’s long life has been its ability
to thrive, learn, and grow through
struggles which constantly threaten its
survival. After a century immersed in
the struggle for justice, the question of
Meharry’s current involvement in sup¬
porting South African freedom fighters
can be seen as another hopeful chapter
in the life of one of our country’s
most innovative black education insti¬
tutions.

As Dr. Elam remarked during
Meharry’s hundredth anniversary cele¬
bration, “There is a compelling
obligation to conduct our programs in
an atmosphere of self-criticism, hospi¬
table to the clash of ideas in the never-

ending quest for better results.” □
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We’re way up in the mountains in a coal mining town. We started out by
putting on a health fair with medical students from Vanderbilt University.
We’d seen the need of the people in our community that had been forty years
and not seen a doctor. We couldn’t even believe that people had been that long
without a doctor.

Then we organized a community health council and decided we’d build a
clinic and see if we couldn ’t get some health care for our people. Before that,
we had one doctor that was eighty-four years old and used to work for the coal
companies. When we started we thought that everyone would help us and be
for health care.

But in order to get our clinic, we had to get approved by the county judge
which he hated, and the county medical society. We had to scheme and beg
and plead and feel almost like we are committing crimes just to get what is really
rightfully ours.

One pretty high-up official in the state health department said to me, “Mrs.
Bradley, you ’re fighting against the system!”I said, “Ifyou can look around and
see that this system has ever been kind to us, then I’ll quit right now!”

-Kate Bradley
Petros, Tennessee

by Kevin McDonald
Folks in some parts of Tennessee

and Virginia call the Student Health
Coalition (SHC) the greatest thing
that ever came to town. In the same

places, people can be found who say
quite the opposite. And to some
people outside those communities,
the SHC is a mystery, a rumor carried
by the wind.

Why the controversy and confusion
about an organization that has made
a creative contribution to community
health care in many areas of Virginia
and Tennessee? The answer comes

slowly. The story of the Student
Health Coalition is long and com¬
plicated, and parts of it are disputed.
But it is an important story with im¬
plications for both medical education
and community health.

The essence of that story involves
the SHC’s changing purposes, the chang¬
ing times in which its blend of activism
and community service took place,
and the changing relations it had
with various educational and financial
institutions. Since its pilot project,
the SHC has had three waves of

activity. During 1970-71 the Vander¬
bilt and Meharry students invented
the SHC; from 1972-74, a new gener¬
ation of students institutionalized
its more respectable methods and goals;
and since 1975 the group has been
groping for a new orientation.

In 1968, a handful of students
and two faculty members at Van¬
derbilt Medical School created the

original group, “Project Community
Outreach, A Student Coalition in
Community Health.’’Their brainstorm¬
ing began in September, 1968, after
a representative of the Josiah Macy

Kevin McDonald, who is a senior
at Vanderbilt University, worked with
the Appalachian Student Health Coali¬
tion in 1975, directed the Coalition in
1976, and served on the Board of
Directors of the Center for Health
Services from 1976-78.
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Outreach and Outrage:
The Student Health Coalition

Foundation (of Macy’s Department
Store) called Dr. John Chapman, then
dean of the Vanderbilt Medical School
and invited him to send a student to

Macy’s conference on “The Changing
Characteristics of Medical Students,”
to discuss the growing “threat” of
students taking over medical schools.
Dean Chapman chose Bill Dow, then
a first-year medical student and the
only one interested in attending. At its
conference that September, the Macy
Foundation offered to provide fund¬
ing for projects which would help
channel the growing student radical¬
ism in the nation’s medical schools
back into the existing health care
system.

After the conference, Dow returned
to Nashville and met with fellow stu¬

dents and faculty. Standing out among
those was Dr. Amos Christie, Professor
of Pediatrics, who, with others, helped
plan the first summer’s activity. They
discussed their ideas with students and

faculty from Meharry Medical College
across town, and in March submitted a

grant proposal to Macy for $20,000.
The newly created Student Health
Coalition eventually received a grant
of $9,600 “to investigate community
health care problems and formulate
possible solutions and methods of
implementation and to bring about
changes in the health science student’s
education so that it is more oriented
to the total picture of the patient and
his setting.”

Several factors helped the students
launch the Coalition. Although these
were the days of student activism and
protest, the New Left movement barely
touched Vanderbilt University and
missed the Medical School entirely;
yet it did leave its mark on the campus
in a number of student groups which
had a distinct community orientation.
The War on Poverty focused attention
on the poor South, and private foun¬
dations bid to outdo the government
in providing funds for social welfare
programs. A handful of teachers and

students at Meharry and Vanderbilt
with some history of social action
founded the SHC as a way to become
involved in the larger social movement.

When the students set out to investi¬

gate health care problems in 1969,
they wanted to establish “an ongoing
organization encompassing the
entire university community... which
[could] make itself available to inves¬
tigate community, regional, or national
problems.” But they had no organiza¬
tional models to follow. Nor did they
have a clear focus on a particular area
of health care. Their original proposal
suggested that “the institution of
maternal and child care clinics, the
reasons for and how to improve housing
and rat control, and how to provide a
more relevant health program in the
public school curriculum, all are
definite possibilities.”

During the summer of ’69, thirteen
students did simple medical screening
in Nashville and Williamson County,
Tennessee, until August, when a few
students and Dr. Christie went to east

Tennessee, uninvited, to run a health
fair in conjunction with the Presby¬
terian Church. At the health fair, a
number of students took medical his¬
tories and did physical examinations
of adults and children free of charge.
According to Dr. Christie, “the whole
trick of the thing was to make the
medical screening process like a
carnival that would be fun to go to.”
While participating in the Presbyterian
health fair in Clairfield, Tennessee,
the students were impressed by a local
health council, an incorporated group
made up of local citizens and chartered
to develop health care facilities in the
community. The students saw the
health council, and its goal of creating
a community-controlled primary health
care center, as a model that needed
encouragement and expansion in other
communities. As Bill Dow described in
a reference to the White Oak Health

Council, “A health council.. .has taken
on the task of canvassing the com¬

munity and registering people for
Medicaid. They are interested in build¬
ing a clinic and we feel like their
potentials are quite extensive if they
can find assistance.”

The students vowed to use the
health fair — health council — commu¬

nity clinic model the following year.
Janice Ambry, a volunteer nursing stu¬
dent wrote at the summer’s end, “The
encounter [with problems in the real
world] has forced my commitment to
action, to work for change in a situation
inbred with economic prejudice and
white racism. A situation which robs
children of Tennessee — and America
— of good health.” Dow also made a
sort of pledge: “I am extremely pessi¬
mistic with regard to the ability of the
Public Health Department to meet its
specified tasks, of the medical profes¬
sion to meet up to its ethical and
moral obligations of providing any, to
say the least, good comprehensive
health care for all, or the government’s
ability to provide this care....This is
the area in which I see the greatest
need and at present am moved to
direct my career toward.”

During 1970 and 1971, a core

group of about thirty students from
several disciplines led a larger group of
172 students on a drive to set up
primary care centers throughout
Tennessee. Under the supervision of
physicians, Vanderbilt students
operated health fairs for a week or two
in ten communities. While these stu¬

dents took medical histories and gave
physical examinations, usually in a
school, other students helped organize
local health councils. With health
clinics as the focus around which poor
people would organize themselves,
members of the Coalition expected
sweeping changes to occur rapidly.
Some of them had read Regis Debray’s
Revolution in the Revolution for
theoretical guidance, and now envi¬
sioned a mass takeover by “poor people
of resources and institutions vital to

them.”
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Sloppily, but enthusiastically, the
students made visible progress. They
cared little about administrative struc¬

ture, and took pride in maintaining
makeshift procedures for controlling
finances and progress reports. They sat
on the floor of Dr. Christie’s office in
the Vanderbilt Medical School and
spent hours making simple decisions,
but were excited about having involved
so many people in the process. In
1970 and 1971 they operated seventeen
health fairs and eight special projects
related to health care, helped to organ¬
ize seven health councils and to initiate
six courses at Vanderbilt Medical
School, and laid the foundation for
the subsequent development of Van¬
derbilt’s Center for Health Services.

Making the Coalition a project of
the Vanderbilt Medical Center repre¬
sented a radical departure from the
University’s traditional emphasis on
research and drew hostility from many
faculty members. Vanderbilt was
known primarily for its excellence in
specialization and had no interest in
community involvement. After forty
years, Vanderbilt proudly boasted that
it had produced only two general prac¬
titioners. Accordingly, in 1971, when
the students announced plans for a

bigger and better program to promote
community involvement in rural
health care, many of the faculty
scorned them and nicknamed the
Coalition “Christie’s Commies.”

In contrast, the students’ relations
with the communities they served
were quite good, especially with some
of the less powerful citizens. Unlike
their first fair in 1969, the students
now entered communities only at the
invitation of the local populace. They
lived with them, held jamborees with
them, and became their friends. During
these years, the students looked to the
local people for answers, and the local
residents shared their way of living
with pride.

Initial meetings were often in¬
triguing to both students and com¬
munity. Marie Cirillo, a Clairfield
resident, recalls the first SHC health
fair in 1969: “The people here were
mystified by the whole thing. They
crowded around the outside of the
school house and watched the people
go inside and later come out. Gradually
they felt comfortable with it though,
and liked it.”

When the students first came to

Petros, Tennessee, in 1970, Kate Brad¬
ley, a local resident, remembers feeling

both curious and enthusiastic: “The
students had a funny way of involving
poor people, and they actually got
more people involved than I thought
they could, but gradually they gave us
confidence in ourselves.”

Members of the SHC recall the zeal
with which they worked in those years.
As John Davis, a former Coalition
member, explains, “This was like our
summer abroad, our contact with the
real world...and we lived those days as
if our lives were riding on the out¬
come.”

Ups and Downs

Throughout the summer of 1970,
many of the students disagreed with
each other on specific solutions to
problems in organizing and working
with the community groups, but they
thrived on this conflict. They were
learning to develop new and better
health care systems and spokeexcitedly
of their discoveries. Said one student,
“Most of us have a better understand¬

ing of the politics of medicine....None
of us will be able to remain in Vander¬
bilt Hospital, or our private offices,
satisfied that we are doing all that a
physician should do.” Another student
comments, “The project has taught us
much. Nurse practitioners and other
paramedical personnel can and should
be utilized to relieve the medical care

problem. A doctor’s training should
include experience with community
medicine.”

After the summer of 1970, many
students felt confident, even relieved,
that they had demonstrated their abili¬
ty to bring about change. The law stu¬
dents commented, “We gave people a
better understanding of young Ameri¬
cans today and their concern for the
poor and their dislike for the inequali¬
ties of the system.” Muffy Ecker
wrote of her experience in Smithville,

Tenn., “The project has proven to me
and others not only that students can
handle real responsiblity, but that they
need to if college and/or professional
education is to be of value. It still
seems early to evaluate the long term
effects of the project on the medical
establishment, but it is exciting to me
to see the potential begin to be realized
of poor people in those communities
to speak and act for themselves and
begin to get what they really need on
their own.”

By August of 1971, however, many
students began to dislike and criticize
what they had done, as their practical
experiences in the Coalition failed to
measure up to their New Left political
ideals. One faction, dominated by
medical students, believed that the
Coalition was basically good and should
continue unchanged. To them, pro¬
viding health care was an end in itself,
and the SHC was helping local people
achieve better health services.

The other faction, led by communi¬
ty organizers and students outside the
medical school, had decided that the
SHC was an inadequate medical means
to a revolutionary political end. Stu¬
dents in this group believed that the
SHC had, in most cases, imposed health
care as a priority on people who had
more pressing needs. If health care had
functioned as a catalyst for organizing
around broader issues, these students
might have been satisfied with the
Coalition’s past activities. But they
saw the health councils which they’d
built as “medical PTAs” which were

bogged down by administrative require¬
ments and procedures.

The radical students didn’t believe
that building small community institu¬
tions would catalyze people into
demanding sweeping reforms and
revolution. The clinics, which the SHC
had helped to initiate, might temporar¬
ily disrupt local professional and
political arrangements, but in due
course they would run out of money
and expertise, forcing the health coun¬
cils to surrender their autonomy and
be swallowed by the system. The more
moderate students still believed that

slow, methodical organizing would be
necessary for implementing significant
social change. The radical students
responded by declaring that the Coali¬
tion should not become an established,
respectable institution capable of slow,
long-term building, because it would
be unable to fight other establishment
structures.
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After this conflict, most of the
more radical students left the Student
Health Coalition. They departed, how¬
ever, as decidedly different people than
when they had first come to work
with the Coalition. Many had finally
acquired the practical experience that
they had longed for in their early
college years. Several secured jobs in
Appalachia in which they could con¬
tinue their commitment to broad-
based social change. Others pursued
traditional careers, but with an idealism
they had tested, found useful, and
learned to apply.

In place of these students a smaller
group, with some carry-overs from the
previous Coalition, began to turn the
SHC into the more respectable institu¬
tion which the earlier students had
feared and scorned. With the Coalition’s
budget now around $100,000 a year,
funding sources and the university
administration were also looking for a
more stable and accountable institu¬
tional structure. To meet the growing
need for respectability and long-term
survival, coalition leaders organized
the Center for Health Services as an

umbrella organization to do fund¬
raising, activity planning, and provide
technical consulting to community
clinics — and thus become the institu¬
tionalization of earlier Coalition ef¬
forts. The Center received an old

building on campus, developed its own

staff, many of whom were former Co¬
alition activists, and began advising the
ongoing SHC programs.

The members of the 1972-73 Coali¬
tion inherited from their predecessors
the dispute about whether health care
was to be the sole focus or just a means
to a broader political end. The medical
goal continued to be health fairs and
primary care clinics, but the political
goal was harder to articulate. Gradual¬
ly, the students realized “that the
most important contribution they
could make lay in the area of com¬
munity development,” and their deci¬
sion to pursue this shaped the SHC for
the next three years.

As the central project of the Center
for Health Services, the Coalition
helped map out a plan for long-term
institutional change in the health care
system. The students began to read
Harry Caudill’s Night Comes to
the Cumberlands and Si Kahn’s How

People Get Power, quite a switch from
Revolution in the Revolution. They
streamlined their projects to serve
fewer communities better with fewer

students. As one Coalition member

explained, “In 1971, the health fair
visited nine communities. It was an

exhausting experience. Long-term
change in each community requires
a concentrated effort. So, the de¬
cision was made to visit fewer com¬

munities this year.”

An event in September of 1972,
when the new group of students
was still consolidating, sharply il¬
lustrated the difference between the
old and new students. Tricia Nixon,
campaigning for her father’s re-election
in 1972, visited the Center for Health
Services. The new Coalition members
were eager to meet with Ms. Nixon
and discuss the urgent health prob¬
lems of Appalachia. Some of the
older graduates from the 1970-71
SHC heard about the Nixon visit and
considered it the last straw, the final
sell-out by the SHC to the Establish¬
ment. They returned to Nashville
for the occasion, protested the meet¬
ing with signs (“Nixon Wants Votes,
Not Health Care”) and demonstrated
in front of the Center, which they had
previously scorned.

Their leaflets claimed the Coali¬
tion’s methods consisted of “raising
false expectations for long range
medical care and then shattering
those expectations.’’ They implied
that the SHC was really a device for
students to improve their own
education at the expense of Appala¬
chians. The leaflets also criticized the
project as a ploy by the university
to raise its own funds and to recruit
students. It derided the Coalition for
betraying its original “self-consciously
anti-medical establishment attitudes.”

In defense of the SHC and its

sponsorship of Nixon’s visit, Rick
Davidson wrote a letter to the Van¬
derbilt Hustler, the student newspaper.
According to Davidson, the pro¬
testers had “all worked in areas which
we considered total failures,” proof
that their criticism was invalid since

the SHC had “proved effective in other
communities where...the community
workers were more intent on improv¬
ing health care delivery, and less
worried about organization for
organization’s sake.” Davidson con¬
cluded his letter by comparing the pro¬
testers to the Nixon Administration:

“It seems that the ‘protesters’ are no
better than the Nixon administration
as far as concrete proposals; neither
group can get its mind off rhetoric
long enough to come up with sug¬
gestions.”

The “respectable” Coalitions from
1972-74 were indeed concrete and
productive. They organized seven
health councils and a chapter of the
Black Lung Association. They did
useful studies on the financial struc¬

ture of the pallet factory in Clair-
field, taxation in a five-county coal¬
mining area, and designs for medical
buildings. Many of these tasks were

clearly in the old tradition, while
others were the outcome of previous
efforts to organize health councils.

The SHC students in this second

generation took a different approach,
one which stressed technical exper¬
tise, planning and feasibility. They
seemed to talk more and listen less
but were interested in getting things
done and improving their methods of
solving practical problems like keep¬
ing medical records, conducting ef¬
ficient health fairs and facilitating
fundraising for clinics and commu¬
nity organizations. Accordingly, their
year-end recommendations dealt main¬
ly with the development of their own

techniques. For example: “The entire
question of supplies from the public
health department needs to be re¬
viewed in order to avoid mixup in
the future.” “The special projects
students should not live in one central
place but should live in as many com¬
munities as possible.” “More time
should be incorporated for follow-up
either at the end of the summer or

“Vanderbilt proudly boasted that it had produced only two
general practitioners. Accordingly, in 1971, when the students

announced plans for expanding their involvement in
community health programs, many of the faculty

scorned them and nicknamed them Christie’s Commies. ”
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within the health fairs.”
The students did succeed in improv¬

ing their methods, but they suffered
from a high turnover in personnel
each year. Emphasis on expertise
and feasibility, they slowly discovered,
led to depersonalization of the work.

A danger of the students’ consequent
preoccupation with technical expertise
and bureaucracy was their tendency
to overlook crucial aspects of clinic
development and community organ¬
izing, especially local leadership train¬
ing and community education. As

“In place of these students, a smaller group with some

carry-overs from the previous Coalition began to turn the SHC
into the more respectable institution which many of

the earlier students feared and scorned. ”

The widespread enthusiasm of earlier
days was gone. Individual participants
no longer had to commit themselves to
local community people — since they
believed the Center for Health Services
would continue to maintain relation¬

ships with local projects that transcend¬
ed the role of individual students.
People plugged into specific tasks
but did not understand that the over¬

all project and the Center needed
them to work for more than a summer;
nor was there a larger social move¬
ment to educate them about how

power works or motivate them to
make greater commitments to social
change. Statistics on participation re¬
veal this trend, as student activism
at Vanderbilt and around the country
waned. Aside from project directors,
only six of the fifty-six students
from the 1972 Coalition returned in

1973, and only five of the forty stu¬
dents from the 1973 group returned in
1974.

One consequence of this high turn¬
over was centralization of the SHC
and development of a burdensome
management that often fell on the
shoulders of just one or two students.
Bob Hartman, sole director of the
1973 East Tennessee Project, expressed
his frustration when he wrote, “The
directorship drastically needs to be
split among several students with as
many former workers as possible
trying to pass on their experience to
some of the new folks.’’

Because of the increasing com¬
plexities of the health care bureau¬
cracy and funding requirements, the
students became engulfed in red tape
and professional jargon. To compli¬
cate the situation, some doctors, law¬
yers and administrators in the Center
for Health Services and the East Ten¬
nessee Research Corporation, many of
them veterans of the SHC, began to
echo the foundations’ and govern¬
ment’s demands for fiscal feasibility.

financial problems increased for the
original SHC-inspired clinics, internal
strife heightened within the clinics,
and administrative and professional
staffs, many of them SHC veterans,
began to clash with local health coun¬
cils over new directions and policies.
As problems became more tedious and
complicated, the Center seemed less
able to channel the energy of students
into productive and experimental
projects, as the SHC had done in the
past. More and more of the program
became wrapped up in solving tech¬
nical problems connected with the
survival of existing councils and clinics,
and less and less in putting students
into the field in creative ways.

In spite of these roadblocks, the
students operated the Coalition
machinery well enough to organize
four new health councils during 1974,
but SHC leaders expressed anxiety
about the future. Private foundations
no longer considered the students’
work as legitimate and hesitated to
fund the Coalition’s activities.

Cutbacks

In 1975-76, several factors sent a
third generation of students into a
tailspin. The economic crunch of 1973
had caught up with funding sources,
which reduced their budgets for both
clinics and student projects. In addi¬
tion, grant money that used to come
directly to the SHC, to use as it saw
fit, was now channeled through the
Center for Health Services, which put
increasing restrictions on the students
to develop successful “financially
feasible” clinics. The SHC and the
Center clashed particularly over the
issue of selecting communities for the
summer projects. In the past, the
Coalition members had been free to go
wherever they were invited and set up
a health fair. Now, the students were
being told that they could not hold

health fairs wherever they were invited
— by the same people on the Center
staff who a few years earlier had
roamed the state freely holding fairs
and setting up clinics.

The student leaders also began to
have difficulties in recruiting partici¬
pants for the summer’s work. The days
when activism was popular had passed
and current students wanted simple
tasks that they could easily perform.
The drying up of both funds and stu¬
dent participation distracted and dis¬
rupted the model of clinic develop¬
ment that the Coalition had previously
employed. The Coalition’s resulting
preoccupation with fundraising has
meant that there is less time to look
for communities to work with to

involve energetic students, and to
develop effective methods of commu¬

nity follow-up.
In spite of these difficulties, a small

group of dedicated students has tried
to continue the health fair/community
clinic model, while simultaneously
developing projects in occupational
health with copper miners, local
Health Systems Agencies (HSA) activi¬
ties, and doing flood control research.
As always, the Student Health Coali¬
tion continues to hammer out its new

identity as each year’s students and
community participants determine the
scope, content and vigor of the Coali¬
tion’s activities.

Meanwhile, the Center for Health
Services has expanded its role as an
umbrella for a variety of service
programs, including rural legal aid,
agricultural marketing, legislative
research, and technical assistance to
clinics. Its budget has dramatically
increased, while the SHC’s has
dropped. A glance back through the
Student Health Coalition’s decade-

long history reveals one of the coun¬
try’s most successful and productive
student-controlled community health
projects. Involving over six hundred
Vanderbilt and other students in its
activities through the years, the Coali¬
tion has worked in over thirty com¬
munities throughout Tennessee and
Virginia and helped to initiate more
than ten primary health care clinics.
The Coalition grew and flourished
during the heyday of the student
movement of the 1960s, when there
was an abundance both of money for
innovation and idealistic students with
boundless reservoirs of energy. In spite
of the slackening of student activism
and disinterest by funding sources, the
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Coalition has bravely tried to continue
its health reform efforts in a more

institutionalized and scaled down way.
If there is a message in this story

for colleges, the government and foun¬
dations, it is this: that students, if
given the resources, the responsi¬
bilities and the freedoms can achieve
constructive social change in the health
care system. For students, the mes¬
sage may be conversely: if students in
community health projects want to
ensure their usefulness and freedom
to experiment, then they should main¬
tain some authority in their relations
with outside experts and funding
sources.

Even more important than the
Coalition’s projects and activities over
the years are the students who threw
themselves headlong into its activities,
inspired by the vision of community-
controlled health care delivery. As the

students’ eyes were opened to the
politics of medicine in rural America,
they, too, were changed. Many of
them have gone on to staff clinics
across the South that they themselves
had worked to initiate. They work
on day to day, still carrying the orig¬
inal vision of the early Coalition era.

Ironically, the Coalition began as
a project of the Macy Foundation to
stem the growing radicalism in medical
schools and to coopt increasing stu¬
dent attempts to take control of
medical education. On the Vander¬
bilt campus, the Macy money had the
completely opposite effect. It helped
to produce a generation of students
with high ideals and practical experi¬
ence in changing both the medical
education process and the health care
delivery system.

That student activity produced a
generation of people (1970-71) with

high ideals for social change. Upon
graduation from Vanderbilt members
of that generation applied these ideals
in different forms, some becoming
health professionals within the formula
they had helped to invent. Those in¬
terested in community development
passed on their formula to a second
generation (1972-74) of students that
became even more productive with it
than the first generation had been.
But after funding sources lost interest
in financing student and community
projects, members of these genera¬
tions constrained a third generation
(1975-77) of students. They took
the position of funding sources and
through the Center for Health Services,
allied themselves with the University
they had once fought against. Thus
in a sense, money fostered a radicalism
and then, through the agents of that
radicalism, constrained it once again.□

Dr. Amos Christie, on motorcycle, earned the scorn of the faculty and the Coalition was dubbed “Christie’s Commies” in 1971.
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Oliver Harvey
“Got to take some risks”

At Duke University, workers in the medical center have fought for over twenty years to win a union against overwhelming
opposition. The huge hospital-research-medical school complex employs some 10,500 people and is the city of Durham's
largest employer. It is impossible to understand the organizing campaign at Duke without knowing something about Oliver
Harvey, the slight 5'5"black janitor who kept the fires of unionism smoldering through the long, lonely years of apathy and fear.

by Ed McConville

Mr. Harvey, as he is affectionately
known to the younger workers at
Duke University’s sprawling medical
center, grew up on a farm in Frank-
linton, a tiny North Carolina textile
and tobacco town. Oliver Harvey’s
father was one of the few black farmers
in the area to own his own land, and
he lost it in 1933 in a manner that
made a lasting impression on his
son. “He had tenants and he encouraged
them to save up and buy their own
farms,’’ said Harvey. “That way
nobody could tell you you had to
move on, 'cause it was your own.
He always tried to help them.

“Then, right at harvest time, they
stole off in the middle of the night
with his cotton and tobacco, and that
was the last we saw of them. They
sold the crop and run off. He came
up short with the bank and lost his
land. He would be as fair as he could
to people, and then be surprised when

Ed McConville is a free-lance writer
who has also worked in the South as a

union and community organizer. He is
at present writing a book on the strug¬
gle to organize J. P. Stevens Company.

they weren’t fair to him. That’s what
carried him down.”

Unwilling to settle for sharecrop¬
ping himself, Harvey came to Durham
looking for work. After going through
a number of temporary menial jobs, he
considered himself lucky to land a
“real job” at the American Tobacco
Company in 1936. The tobacco
workers union was mounting a suc¬
cessful organizing drive there at
the time — on a segregated basis.
One local for whites, one local for
blacks. “When they tried to organize
me, I told them I thought a union
would be very instrumental to the
people working there,” said Harvey.
(An utter pragmatist, he uses the
word “instrumental” frequently.) “But
as far as the separate locals went,
I said, ‘I don’t know anything about
unions, but I don’t like that. We’re
always Jim Crowed outside the
union, so why should we have to join
different organizations inside it?’
‘That’s just the way it is,’ they said. I
said, The word “union” means to¬
gether.’ They said integration was
against the rules of the internation¬
al, and that it would be detrimental
to their organizing efforts. I said I
was sorry, but I couldn’t join their

union.
“I got my hatred for segregation

from my father,” explained Harvey.
“He was raised up in the house of a
white couple, two liberal lawyers. He
learned to always speak up for him¬
self.”

Harvey inherited the habit, which
proved to be an occasional source
of difficulty. After refusing to join the
union, his boss called him into the
office and asked him where he was

from. “He was surprised when I said
‘North Carolina,’” recalled Harvey.
“He said, ‘But you’ve got Northern
ideas. Black people are free up there.’ I
said, ‘These aren’t Northern ideas.
I been up there and there’s racism
there, too. It’s just not as wide-open,
as plain, as it is here and in the states
around.’” Not surprisingly, Harvey
was the victim of a one-person “lay¬
off” about two weeks later.

He then went to work as an orderly
at Watts Hospital in Durham. High
turnover and its correlate, lack of
job security, have always plagued
unorganized hospital workers, and
Watts was no exception. “Any black
who spoke out there, who wouldn’t
take their driving, was in danger of
losing his job. Any time you talked
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back to a white, you were ‘sassing.’
Boy, I hated that word. It really did
something to me. I asked them,
“Why can’t one adult defend him¬
self in front of another?’ ”

Although Harvey’s experience at
American Tobacco had not made him

any less outspoken, it had made him
more cunning. “The only thing that
saved my job was blackmail,” he
said. "I always had something on every¬
body that ever tried to fire me. Help¬
ing themselves to the goodies in the
medicine cabinet was a big thing
there. Doctors and nurses drug-abusing
saved my job I don’t know how many
times. Or the charge nurse would
send a student nurse into the medicine

cabinet, which was against the law.
Those student nurses would give
people the wrong medicines all the
time.

“I had to find a way to speak out
on the job,” said Harvey. “You can’t
work scared, cause you can’t pro¬
duce when you work in fear.”

He also created quite a stir when he
went to work for the unionized

Kruegur Bottling Company in 1943.
Kruegur, Durham’s highest paying in¬
dustrial employer, was forced to hire
blacks during the wartime manpower
shortage. But they were shunted into
a separate local and paid substantially
less than whites working on the same,
machines. Harvey convinced the blacks
to stop paying union dues. “The
[union’s] area director came in and
things got pretty hot between us,”
he recalled. “Finally he gave in and
disbanded the black local and put
us all in together. That was the first
integrated local I ever heard of around
here.

“But that was just problem Number
One,” he said. “Our pay scales were
still segregated.” So Harvey led the
blacks out on a successful wildcat
strike well before the union’s con¬

tract expired.
“What happened next really sur¬

prised me,” he said. “Forty-four of the
forty-five whites in the plant came
running out after us. It really frightened
me, because there were some very
racist people there. I said to the other
pickets, ‘Look out people, now we got
to fight like the devil!’ I was sure those
people had come out to attack us, but
they had come out to join us. All of
them didn’t agree with the way we
were being treated; I had never sus¬

pected that. I learned you should

never close the door on people, always
give them a chance to do the right
thing.”

A moment of comic relief came

when Harvey called Kruegur’s presi¬
dent in Newark, New Jersey. “Are you
colored or white?” asked the man’s
secretary before allowing that her boss
“might” return his call. That night
Harvey answered his phone at home
to hear the industrialist ask in a

tentative tone whether he might speak
with “Mr. Harvey.”

“First time I ever heard a white
man call me ‘Mister,’ ” he chuckled.

Having scaled such giddy heights of
social equality, Harvey was ill-prepared
for the gothic gloom of Duke Univer¬
sity. After trying unsuccessfully to run
his own restaurant, he went to work at
Duke as a janitor in 1951 at the age of
forty-two. “We were supposed to call
all the students ‘Mister’ and ‘Miss’ in
those days,” he said. “The president of
the fraternity where I worked at the
time was from a wealthy family. One
day he said, ‘Good morning’ in a
friendly way, so I said, ‘Good morning,
Ed.’ He just stared at me. The maids
all said I would get in trouble if he
told our supervisor. I couldn’t believe
he could be that concerned; he was a
student and I was at least twice his

age. But sure enough, when he got
back from class, he said he’d like to
have a talk with me. ‘I thought you
were supposed to call us ‘Mister,’
he said. ‘Why did you call me ‘Ed’ this
morning?’

“I said, ‘Why do you ask me that,
Ed? Does it really bother you?’ He got
all embarrassed, so I kept on. ‘If you
don’t like it, tell me,’ I said.

“‘You’re right,’ he said. ‘It’s stupid.
Tell all the maids to start calling us by
our first names, too.’ ”

Duke’s insistence on antiquated
forms of address from its employees
was symbolic of the university’s pater¬
nalistic, almost feudal approach to
labor relations. A seasoned shop
steward by this time, Harvey was
quick to see that a different set of
power relationships existed there than
in private industry in Durham, which

is one of the most heavily organized
cities in the South. “Working in a
factory,” he said, “you can strike and
stop management’s money from com¬
ing in. A university is different. It
doesn’t produce a product you can
hold in your hands. It can run a long
time without its workers.”

Duke was not above taking advan¬
tage of the situation. “In addition to
low wages,” recalled Harvey, “we had
hardly any fringe benefits at all. No
holidays, no sick leave. You got sick,
you starved, cause you only got paid
for the days you worked, no matter
what.

“I realized then that it would be at

least fifteen years before workers there
were ready for a union. They were too
scared and ignorant. There’s a season
for things. Like when the government
and industry needed people to work in
defense plants in World War II, they
had to let a lot of unions in. But it

Oliver Harvey addresses
students, faculty and
workers during 1968

strike at Duke University.
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Over the years, different unions have attempted to organize the hospital workers
at Duke. Pictured below is a rally held by 1199 during an unsuccessful organizing
drive in the early 1970s. The only Duke employees now represented by unions
are the campus service workers (AFSCME) and maintenance workers (IUOE).

wasn’t the right season at Duke yet.
“I hated working there, the way

they treated you, but I hung on for all
those years when nothing was happen¬
ing because I wanted to learn. I talked
to students and faculty whenever I
could. They loaned me books. That’s
how I got my college education.” (One
of his favorite books is C. Vann
Woodward’s The Strange Career ofJim
Crow, and one of his favorite subjects,
the problems and possibilities inherent
in forging alliances between black and
white activists.) ‘‘I taught the students
a lot, too,” he said. ‘‘They were sur¬
prised when I told them that civil rights

organizations like the local NAACP
and the Durham Committee on Negro
Affairs (DCNA) wouldn’t help hospital
workers at Duke, because they were
run by black businessmen from
Mechanics and Farmers Bank and the
North Carolina Mutual Life Insurance

Company who treated their own black
employees just as badly.”

But the solace of philosophy was
not the only thing that kept Harvey
going during the 1950s and early ’60s.
He circulated petitions every few years
demanding better conditions in the
medical center and on the campus.
‘‘There weren’t but nine people would

sign the first one in 1952,” he said.
‘‘They were sure it would cost them
their jobs. I said, ‘We’ve got to take
some risks if we’re ever going to do
anything. Life is a risk. Don’t just
worry about your own job, worry
about what that job will be like for
your children. Doing something for
somebody else is the only way to
better your own conditions in the long
run.’”

The number willing to sign the peti¬
tions increased every time they were
circulated, but Harvey eventually had
to stop. ‘‘The personnel office was
giving the people who signed them
secret wage increases and promotions
to keep them quiet in the future. They
offered me pretty much whatever I
wanted to stop raising sin, but I didn’t
want anything they had to offer. All
these years Duke has always tried to
divide people against themselves. They
created separate pay classifications for
the same jobs, like Janitor I, Janitor II,
and Janitor III. That’s a lot of crap.
There’s no I, II, and III. If you’re a
janitor, you’re a janitor, that’s all. The
biggest fool in town can come in and
clean up.

“In the hospital,” he continued,
“all nurse’s aides were white and all
nurse’s maids were black. They did the
same work, but nurse’s aides were
much better paid. They’d try to pit us
against the white workers. When the
union came around, they’d tell the
whites, ‘That’s an all-black organiza¬
tion.’ And they’d tell us, ‘You don’t
need a union; we’ll give you a little
raise, more than your co-worker next
to you is getting. But don’t tell him or
he’ll want one, too.’”

Working conditions in the health
care industry are among the worst in
our economy. “One of the hardest
things about hospital work,” says
union organizer Kim Pittman, “is that
you’re dealing with people, not
products. It beats the hell out of your
emotions. One day you’re feeding
some little kid, getting involved with
him, and the next day they’ve got you
carrying his body out. Most hospital
workers aren’t sophisticated enough to
be clinical and detached like doctors.
And it’s just a rotten job at a more
basic level; you’re cleaning up people’s
wastes and their blood all the time.”

Another problem, says Pittman,
who is currently organizing workers
at Duke University Medical Center for
the American Federation of State,
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County, and Municipal Employees
(AFSCME), is that “doctors are like
gods in the medical hierarchy. They’ll
go to your supervisor and tell him they
didn’t like the way you said hello that
day; you can catch hell for a little
thing like that. And they’ve got too
much ego to ever admit they could
make a mistake, so the worker at the
bottom of the pecking order often gets
blamed when things go wrong.”

Two other hospital union officials,
who have also organized in the textile
and automobile industries, agreed that,
in the words of one, “Of all the
management types I’ve ever run up
against, doctors are by far the worst in
terms of sheer arrogance.” The exas¬
perated administrator of a United Mine
Workers clinic in Appalachia was even
more categorical. “Before you can
even begin to understand the health
care industry,” he once told me, “you
have to grasp one basic fact: doctors
are bastards, absolutely and without
qualification. The hell with national
health insurance, the biggest problem
in American health care today is the
physician ego!”

It must also be said, however, that
hospital administrators, in their frus¬
tration with physicians whom they
cannot question too openly, often
take their wrath out on innocent

employees.
Health care institutions use their

employees’ guilt to fight .unions.
“Hospitals,” says Pittman, “try to
brainwash their employees into
believing there’s an inevitable conflict
between bettering their own conditions
and providing good care to their
patients. But, realistically, well-
respected workers with good morale
give the best care.”

Pittman says Duke’s “priorities,”
like those of most hospitals, “are
screwed up. Every time some big-time
medical center up North gets a new
million-dollar piece of equipment,
they’ve got to have one just like it. But
they scream ‘irresponsible’ every time
their workers ask for higher wages.”

Duke’s image in Durham also makes
it tough to organize, he says. “The guy
who works at Liggett & Myers makes
more than many of these health care
professionals here, but they feel they
have more prestige in the community
because they work at Duke.”

Hospital organizing took years to
come to a head at Duke. While he

spent most of his time in the 1960s

explaining unions to maids, janitors,
food service workers, and “patient
care attendants” in the medical center,
Harvey also became deeply involved in
the civil rights movement. When the
Greensboro lunch-counter sit-ins
spread to Durham in 1960, some
North Carolina College (now NC
Central University) students asked
Harvey, then past fifty, to join them in
a foray against Rose’s downtown
department store. “I didn’t say yes or
no,” he recalled, “because I could see
the police waiting for us. But then I
said to myself, These students are

afraid, too, but there they go.’ So I
went in with them. We were snatched

away from the counter and arrested as
soon as we sat down.

“I really learned a lot about organ¬
izing in the civil rights movement,” he
said. “I went down to Martin Luther

King, Jr.’s hotel room when he came
to Durham to ask his advice about
Duke. I told him I was like Mrs. [Rosa]
Parks on the bus in Montgomery, that
I needed an educated person like him
to be my leader. He said, ‘Wait a

minute, now. People like me can help
you, but we can’t organize Duke for
you. The only ones who can do that
are the people who work there. I can

help you write up a set of demands,

but only with the inside information
on working conditions you provide me
with. A lawyer can give you legal
advice, but only after you document
the day-to-day facts for him and tell
him what you want to change.’

“We done rocked the
boat, ’’ Harvey said.
“Now let’s stop it. ”

“Dr. King told me I was on the
right track, working with unions,
and said he was going to move on to
economics himself after he was done
with civil rights. He said I was ahead
of him in what I was doing, that he
had a lot of catching up to do. He
gave me great encouragement. I said
to myself, ‘The waiting season is
over. It’s time to join up with some
expertise and start a union.’ ”

Where once he sought out liberal
arts students for philosophical dis¬
cussions of social inequities, Harvey
now began looking for those with tech¬
nical knowledge useful in organizing.
A friend who worked as a janitor in
Duke’s Law School building intro¬
duced him to law students who
researched labor law for him and
wrote most of his leaflets, letters, and

Hospital Labor Law
The American health care industry, North and South, pursues a labor relations

policy that parallels that of the Southern textile industry. “The hospital industry
is as vicious and anti-union as they come,” said Daniel H. Pollitt, Kenan Professor
of Law at the University of North Carolina who has served as special counsel to
the House Subcommittee on Labor-Management Relations in Washington.
“Hospital boards tend to be filled by the wives of wealthy industrialists who
don't want unions in their own plants, so they're not going to let one into the
local hospital at any cost."

Until 1974, all workers in private, non-profit hospitals like Duke — some
1.5 million people — were denied the protections of the National Labor Re¬
lations Act. This meant they could be legally fired or harassed simply for sup¬

porting a union, and had no legal right to vote for or against union represen¬
tation.

Hospital workers' greatest problem seems to be lack of job security. "If
those people get a cold they get fired so their germs won't spread," said Poll itt.
"Paying Blue Cross and other fringe benefits for them would cost too much; it's
much easier to get rid of them."

By August, 1974, even Rep. John Ashbrook (R-Ohio), leader of the ideological
conservatives in Congress and a consistent foe of labor law reform, supported the
bill bringing these workers under the Act's protection. Ashbrook went to Johns
Hopkins University Medical Center for an annual check-up and was appalled by
conditions for workers and patients alike. Finding a turnover rate close to 1,000
percent and "employees who didn't even know where to empty the bedpans," he
concluded that something had to be done. The amendments, supported by un¬

likely allies like Sen. Robert Taft, Jr. (R-Ohio), passed overwhelmingly. □
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demands. He called a mass meeting in
early 1965 to form the Duke Univer¬
sity Employees Benevolent Society, a
transitional organization to give skep¬
tical workers some exposure to col¬
lective action while Harvey and his
law students searched for an inter¬
national union to provide them with
strike funds and expertise in organiz¬
ing and bargaining. After rejecting
several unions for what he considered
their racism, Harvey convinced
AFSCME, one of the few internationals
willing to work with civil rights activists
in the mid-’60s, to commit them¬
selves to an organizing campaign at
Duke in September of 1965.

“Duke tried hard to get rid of me
from that time on,” he said. “Most
people get sleepy working on the third
shift. They knew I was tired from run¬
ning around organizing all day, and
hoped they could catch me dozing
and fire me. But I couldn’t have slept
if I wanted to; I had too many things
on my mind. I got ulcers for the first
time then. They drove me, stayed in
close behind me all the time. I had to

cross every t and dot every /, or I
would have been gone. It was rough.
God was the only thing that kept me
together through those days.”

Afteraspontaneoustwo-day walkout
in the medical center proved partially
successful, a full-fledged strike was
planned in 1968, for union recog¬
nition and a minimum starting wage of
$1.60 an hour. “We done rocked the
boat,” Harvey said. “Now let’s stop
it.” Originally planned for May, the
strike was moved up to the end of
the first week in April when word of it
leaked out and pro-union leaders
became concerned that “people might
peak too soon.” Their strategy com¬
mittee was meeting that Thursday to
work out last minute details when

they got word that Martin Luther King
had been shot in Memphis. “This is it,”
said Harvey. “How much more do
they think we can take?”

“We had in mind to invade the

[university] president’s house and
take it over,” he said. “The student
government didn’t want to, because
they were afraid they’d get tear-
gassed. But Dr. King’s death changed
their minds.” Duke students kept an
all-night vigil the Friday after the
assassination. “I was in a new world
the next day when I saw thousands
of people protestingon thequadrangle,”
said Harvey. “It looked like one of

Billy Graham’s crusades. I’d never
seen anything like it before, and I
probably never will again.”

But sympathetic students and
faculty faltered in their commitment
as the strike wore on. “I spoke to
a packed auditorium,” remembered
Harvey, “and said, ‘You said you
wanted to help us, and we told you it
would be rough. If it’s too tough
for you, we’ll have to do it ourselves.’
That really stirred them up, and I kept
going. It was raining hard outside and
some of them were complaining about
how wet they got coming to the meet¬
ing. I told them, ‘We were born out¬
side in the rain. If it’s too wet for you,
go home and just get involved when
the sun is shining.’ ”

Students and faculty contributed
over $10,000 during the thirteen-
day strike, says Harvey, with another
$7,000 coming from the larger Durham
community. But as the strike reached
its tenth day, he could feel his own
people wavering. “They were getting
ready to go back to work,” he said,
“and I had almost given up. I knew
we’d have to compromise more than
we wanted to. But I kept up a bold
front. The Duke administration asked

me, ‘How long can your people sur¬
vive?’ I said, ‘You think you can starve
us to death? Man, we been hungry
300 years.’

“But I knew I couldn’t bluff much

longer. They offered us an ‘Employees
Council’ instead of a union. I knew
it would be a company outfit, but
I thought we could get Duke to hang
themselves again and put us in a real
union, which is just what happened. I
told the people, ‘Better we use this
stick than none at all.’ ”

A white organizer tried to con¬
vince Harvey to hold out for genuine
union recognition. “‘You don’t know
black people like I do,’ I told him.
‘These people are going back and
there’s nothing we can do about
it.’ He said we could use the students
to bring pressure on the trustees.
‘You must be kidding,’ I said. These
students want to graduate; they can’t
stay here forever.’ He told me I should
stay out as an example to other work¬
ers. I said, ‘It’s come time for me
to look after just one group of people
at Duke University. That’s my wife
and her husband.’ ”

Harvey’s life has been marked by
a constant tension between his drive to

help working people and his need to

do what he has had to do to survive.
Some began to question his leader¬
ship after the strike. Internal union
politics were rent with recrimination
and factionalism. Embittered, he did
something in the early 1970s that he
had sworn to himself he would never

do.
He took a supervisor’s job.
“Most people aren’t very grateful

for what you do for them,” he said. “I
began to wonder whether I should
make so many sacrifices and work so
hard for nothing in return. People
don’t miss you ’til you die or move
away; Martin Luther King’s death
proved that. I wasn’t about to die to
suit them, so I moved on out of the
union.”

But Harvey’s deep regret over
leaving the union is apparent when he
speaks. Shortly after Duke’s campus
workers won union recognition in a
landslide NLRB election in 1972, he
reached retirement age and began de¬
voting most of his time to organizing
without pay in the medical center. He
expended incredible energy trying to
soften the intense factionalism which
doomed the union to a surprisingly
narrow defeat in a 1976 representation
election in the hospital. After con¬
siderable persuasion by the union’s
rank-and-file organizing committee, he
consented in early 1978 to go to work
for AFSCME as a full-time paid
organizer in the medical center.

He asked to be taken off the pay¬
roll after a month’s efforts convinced
him that the international’s highly cen¬
tralized organizing department in
Washington, DC, was insensitive to the
particularities of the local situation at
Duke. He continues to work with the
union in organizing the hospital, but
feels his unpaid status leaves him freer
to function as a loyal critic of their
strategic mistakes. “The workers in
the medical center need a union worse

than anything,” he says, “but I’ve
learned that you can’t just sit back and
expect your international to do all the
work and make all the decisions for

you. An international is only as good
and as responsive as the local people
make it be.”

As Harvey approaches the eighth
decade of his life, he continues work¬
ing and fighting for what he believed
in as a young man in his twenties,
combining the wisdom and experience
of age with the outrage and idealism of
youth. □
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Cotton Dust Kills,
And It’s Killing Me
By Mimi Conway, Photographs by Earl Dotter

When a hand truck filled with yarn smashed Jesse
Hawkins’ rib last year, his employer, J.P. Stevens &
Co., did not even send him to the doctor. The fifty-
five-year-old black man had to go on his own.
Hawkins’ personal physician, Dr. R. E. Frazier, was
also designated by J.P. Stevens to examine any of its
Roanoke Rapids workers hurt on the job.
Dr. Frazier told Hawkins to wear a ladies’ girdle and
wrote him a medical slip saying he could do a full
day’s work. Hawkins, who was spitting up blood,

Jesse Hawkins
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went to the local hospital for an x-ray.
The results were sent to Dr. Frazier
who told Hawkins, “Jesse, I'm glad
you didn’t have a broken rib. Go back
to work. Tough it out as best you can.”

Hawkins, still coughing up blood
and getting no satisfaction from either
his doctor or the company, stopped by
the local union office of the Amal¬

gamated Clothing and Textile Workers
Union. The union made an appoint¬
ment for Hawkins at Duke University
Medical Center, where doctors found
Jesse Hawkins had a broken upper rib
and bone cancer. “At J. P. Stevens, they
put people back to work that is sick
and they know that they’re sick,”
Hawkins said. “If you can’t do nothing
but sit around, they let you sit around

to keep from paying compensation.
And all Dr. Frazier was interested in
was that big sign they have outside the
mill saying ‘three million man-hours
with no lost-time accident.’”

In terms of cost to the company,
accidents such as Hawkins’ represent
miniscule outlays of cash compared
with the costs of occupation disease.
Both J.P. Stevens and its workers’com¬
pensation carrier, Liberty Mutual
Insurance Company, know the bald
statistics: the average occupational
disease case is fifty percent more
expensive than the average accident
case.

Jesse Hawkins is filing a claim
against Stevens and Liberty Mutual to
get workers’ compensation for his
broken rib. He is filing another claim
as well, for Jesse Hawkins has only
fifty-nine percent of his breathing
capacity. Hawkins has the classic
symptoms of byssinosis or brown lung,
a disease caused by excessive exposure
to cotton dust, a crippling respiratory
illness that has stricken some 35,000
cotton mill workers.

Most Wednesday afternoons, when

weekly meetings take place, Jesse
Hawkins can be found at the sunny
offices of the Roanoke Rapids chapter
of the Carolina Brown Lung Associa¬
tion. In joining the CBLA, Jesse
Hawkins has joined forces with other
disabled mill workers in the

organization’s three-year-old fight to
clean up the mills and win compensa¬
tion for workers disabled with brown

lung. The CBLA has ten chapters in
North and South Carolina.

One of them is in Erwin, North
Carolina, “the denim capital of the
world,” where nearly everyone in
town has worked in the giant red brick
Burlington mill that spews America’s
favorite cloth round the clock.

The Erwin mill, the largest single
maker of denim, also produces a lot of
brown lung victims. By Burlington
Industries’ own count, 141 workers in
this mill had the classic symptoms of
byssinosis in 1971. In a company-wide
survey that year, Burlington found
that 460 workers in 19 Burlington-
owned mills had symptoms of the
disease.

The Denim Capital of the World
Unlike J. P. Stevens, which is the

target of a nationwide consumer
boycott because of its anti-union,
anti-worker policies and practices,
Burlington Industries leads the textile
industry not only in profits but in
reputation. Burlington is particularly
proud of its medical surveillance
program, instituted in December, 1970,
after Dr. Harold (“Bud”) Imbus came
to Burlington to head its medical
department. No other textile company
has come close to Burlington in study¬
ing byssinosis among its workers.

Burlington built its public image as
a combatter of byssinosis largely on its
1971 study of 10,133 employees
exposed to cotton dust. The Burlington
study established that 18 percent of
the 1,266 workers in the preparation
departments, the dustiest mill areas,
had “classic byssinosis symptoms.”
The study also showed that 4.5 percent
of all the workers tested had byssinosis.
A 1976 Burlington study, according to
Dr. Imbus, showed that out of a

sample of 12,519 employees, 1.09
percent had byssinosis. Dr. Imbus
explained the reduction: “A number
of employees have been compensated,
a number have left and a number who

had the symptoms have been trans¬
ferred.” He also accounted for the

drop by saying, “the number who have
the symptoms has gone down, quite
simply because of a lowering of the
dust levels.”

Some of the Burlington employees
examined by Dr. Imbus in his 1971
study think the issue is not that
simple. One is Linnie Mae Bass.

On April 26, 1977, the second
anniversary of the CBLA, Linnie Mae
Bass, president of the Erwin CBLA
chapter, and a delegation of fifty
CBLA members traveled to Washing¬
ton, DC, to testify at public hearings
held by the Department of Labor’s
Occupational Safety and Health
Administration (OSHA) on the pro¬
posed cotton dust standard.

As the phalanx of old and disabled
mill workers began their slow proces¬
sion to the witness table, cameras
whirred and ranged over the lined
faces, the two wheelchairs, the denim
overalls, the respirator, the two
oxygen tanks. And still cameras
snapped at the buttons each member
of the delegation wore: a large brown
one reading “Cotton Dust Kills” and a
smaller yellow one which said “And
It’s Killing Me.”

When it was her turn to speak,
Linnie Mae Bass cleared her throat and
said, “The denim that made blue jeans
for you has made brown lung for us. I
worked for Burlington Industries for
twenty years in the spooling and
warping department until I was forced
to retire because I couldn’t get my
breath. I had to come out of the mills
seventeen years earlier than I should
have. Right now my breathing is only
twenty-eight percent normal.

“Mill workers are scared. They are
scared of losing their jobs. They are
even scared to admit that they are sick
because I was myself until I knew.

“We never knew about our rights to
compensation for an occupational
disease. Definitely the companies have
never told us about this disease. You
cannot trust the company to do their
own education of the people. They
cannot be trusted to do their own

medical tests. Even Dr. Imbus,
Burlington’s famous company doctor,
cannot be trusted. It has been the
Brown Lung Association and not the
company that has been educating the
people about this disease.”
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As she talked, Linnie Mae Bass was
oblivious to her photogenic attraction
to the cotton industry, but Jerry
Armour, a photographer for the
National Cotton Council of America,
dressed in a synthetic blue jean suit
lined in red, white and blue, snapped
her picture again and again.

Asked why he had been flown from
the Cotton Council’s Tennessee head¬
quarters to take pictures of the CBLA
members, Armour answered, “To
show what we’re up against.” He
added, “We’re using stills, color slides
and sixteen millimeter film. We’re

going to put together a presentation
and show it at the Cotton Growers

Association, various board of directors
meetings, the National Cotton Council,

of course, and to textile manufacturers.
We’ll probably show it to people like
Burlington Industries.”

Several months after the CBLA
testified at the cotton dust hearings.
Dr. Imbus submitted to OSHA a

rebuttal of the testimony of disabled
Burlington workers on behalf of the
American Textile Manufacturers Insti¬
tute, Inc.

According to Imbus, the testimony
of the Erwin chapter of the CBLA
“contains distortions, half-truths, and
outright falsehoods.” Imbus came
down hard on Linnie Mae Bass. “It is
clear that the individual was advised of
the results of every single examination
and evaluation that was made regarding
her breathing problems.”

Few reporters were present in the
makeshift courtroom in the small
North Carolina town of Lillington
when Linnie Mae Bass had her workers’

compensation hearing for brown lung.
The hearing was held during the

one week in July that the Erwin mill is
closed, and the courtroom was filled
with mill workers, many of them
disabled with breathing problems. And
Linnie Mae’s fellow CBLA members
had traveled from Roanoke Rapids
and Greensboro to attend the hearing.

Dr. Imbus, subpoenaed by Bass’s
lawyer, took the stand. Before the
lawyer for Liberty Mutual, Burling¬
ton’s compensation carrier, moved to
strike it from the record, Dr. Imbus
verified his signature on a 1971

Elsie Morrison, one of the 10,133 Burlington workers studied for byssinosis in 1971, with her grandchild.
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Talbert Faircloth’s wife, Dora, died before her husband’s final workers’ compensation hearing. As his last gesture to his wife,
Talbert pinned his Burlington twenty-five year service medal on her before she was lowered into her grave.

document stating that Linnie Mae had
irreversible byssinosis.

“Did you tell Mrs. Bass she had
byssinosis?” her attorney, Charles
Hassell, Jr., asked the doctor.

“No,” replied Dr. Imbus.
“Why not?”
“I did not tell anyone they had

byssinosis. I have assiduously avoided
making a diagnosis of byssinosis for
anyone. I have relied on outside con¬
sultants to make the diagnosis.”

“Did you tell Mrs. Bass the results
of her test?” her attorney asked.

“I told her that her breathing was
abnormally low. To me that is making
the results of her test available. I did
not give her the detailed results.”

Hassell asked again why the com¬
pany doctor, a recognized byssinosis
expert, did not tell Mrs. Bass she had
byssinosis when he first learned it in
1971. Imbus, flustered, answered:
“Because that word was not known
then nor was brown lung.”

“What exactly did you tell her?”
the lawyer persisted.

“I said your breathing capacity was

not what we would expect of a person
of your height and weight. She was
unable to move the air in and out of
her lungs. I told her there was some
question of the dust.”

Then Imbus testified that Linnie
Mae’s breathing capacity in 1971 was
“fifty-one percent of predicted
normal.”

The mill workers in the courtroom,
many of them coughing and wheezing,
did not take their eyes off Dr. Imbus as
he ticked off the results of Linnie Mae’s

breathing tests in successive years:
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forty-eight percent in 1973, forty-four
percent in 1974, and in 1975, the
year she had to leave the mill totally
disabled, forty-one percent.

One person not looking at Dr.
Imbus was Linnie Mae Bass, who sat
with her hand cupping her eyes,
shaking her head as she listened to the
Burlington doctor confirm under oath
what she had contended all along.

I Thought This Was Fishy
Other Erwin mill workers tested

and found to have “classic symptoms”
of byssinosis in 1971 are making
charges against the mill, and they have
documentation for what they say.

Talbert Faircloth, one of these
workers, received no compensation
when he was forced to retire because
of his breathing disability. Burlington
did not even do the necessary paper¬
work that would make compensation
possible.

Dora Faircloth spoke publicly
about her husband’s case at a North
Carolina Insurance Commission hear¬

ing on the insurance industry’s re¬
quested 28.4 percent rate hike on
workers’ compensation.

She said, “About a year after
Talbert came out of the mill (in 1971),
the plant nurse and the personnel
man came out to our house and
wanted him to sign a bunch of papers.
They said that there might be some
money in it for him. They came to the
house four times, but they never told
him what it was for.

“I thought this was fishy, so
(in 1973) 1 wrote to the Industrial
Commission to see if Talbert might be
eligible for workers’ compensation.
They said that in order to get compen¬
sation, the mill would have had to
turn in a Form 19 report on Talbert.
The Industrial Commission said that
they didn’t have any record of a report
ever being turned in. Back when
Talbert had to leave the mill, we
never knew nothing about this Form
19.”

Dora Faircloth told the Insurance
Commission that her husband learned
this past summer that Burlington did
not file the Form 19 until September
17, 1976, five years after Faircloth
left the mill. The document was signed
by the Erwin plant personnel manager
directly above the bold print at the
bottom of the form reading, LAW
REQUIRES REPORT TO BE FILED
WITHIN FIVE DAYS AFTER
KNOWLEDGE OF ACCIDENT.”

Dora Faircloth, irate, asked North
Carolina Insurance Commissioner
John Ingram, “Did Burlington ever
file a report on these (other) 140
people? We think that they didn’t.

“They were covering up (in 1971)
and they are covering up now. That is
how they cover up brown lung and
that is how they keep down their
insurance rates by breaking the law.”

Unlike Dr. Imbus’ earlier blanket
indictment of the testimony of the
CBLA Erwin chapter, this time Bur¬
lington was more guarded in the

statement it made about Dora Fair-
cloth’s charges: “We can neither con¬
firm nor deny the accuracy of these
claims.”

The CBLA says that until cases like
Talbert Faircloth’s came to light, the
mill companies routinely shunted dis¬
abled workers with brown lung to
Social Security, where disability only
— and not the liability of the employer
- is considered in determining that
disability payments should be made.

When an ill or injured worker is
paid through Social Security disability,
the cost is borne by the American
people, not the textile mill or the mill
companies’ workers’ compensation
carrier.

A few days after Dora Faircloth
spoke publicly on her husband’s case,
she was with her husband in court as

Liberty Mutual continued its court
battle against Talbert's compensation.

Talbert Faircloth and Hubert
West, brothers-in-law, both disabled
former Burlington workers.

“I guess they are stalling and stall¬
ing until he dies so they won’t have to
pay him a penny,” she said.

Violation of the Safe Load Limit

As the CBLA’s membership swells
and as more and more disabled mill
workers are finding out that their lung
problems were caused by their work,
the Industrial Commission docket

increasingly is jammed with byssinosis
cases. The CBLA claims that of the
150 brown lung cases filed in North
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Carolina since 1975, less than a dozen
have been settled.

Only one case has made it all the
way through the North Carolina
workers’ compensation system and
resulted in an award. Otis Edwards, a

black J.P. Stevens worker from
Roanoke Rapids, was awarded
$20,000.

Liberty Mutual originally appealed

Hubert West ofErwin, NC, cried
when he read the letter from Liber¬
ty Mutual Insurance Company in¬
forming him that “due to the fact
that you were last injuriously ex¬
posed to cotton dust on October
30, 1956, before byssinosis became
a part of the North Carolina Work¬
ers’ Compensation Act, I must in¬
form you that all liability is being
denied.” Prior to 1963, injuries to
“internal organs” were not covered
by North Carolina workers’ com¬
pensation law.

Hubert West has been confined
to his home for nineteen years, and
has been cared for by his wife, Cora.

the Industrial Commission’s decision on

Edwards, but later dropped it.
On May 23, 1977, when Otis

Edwards had his workers’ compensa¬
tion hearing at the Roanoke Rapids
Municipal Court, upstairs from the
Police Station, the courtroom was

jammed with disabled workers, many
of whom would face similar proceed¬
ings in their fight to win compensation.
And Edwards’ fellow CBLA members,
including Linnie Mae Bass and a

delegation from the Erwin chapter,
were there to offer their moral support.

Richard B. Conely, a Deputy
Commissioner of the North Carolina
Industrial Commission and the hearing
officer, looked out at the crowded
room and over to the notice posted on
the wall reading, “Maximum safe load
limit on second floor is seventy-two
people. Do not exceed.”

“I think we’re in violation of the
safe load limit,” Conely said. ”1 think
we may be exceeding it. I don’t know
if the floor will cave in.”

As pressure builds up, sooner or
later it will.

Keeping Occupational Disease
Out of the System

The statistics against Otis Edwards
winning a compensation award for
byssinosis were enormous. Although
100,000 Americans die annually as a
result of occupational disease, not
more than 500 cases a year are com¬

pensated through the workers’ com¬
pensation system. Peter Barth, Pro¬
fessor of Economics at the University
of Connecticut, who with H. Allen
Hunt authored a study called “Workers’
Compensation and Work Related Dis¬
eases,” found that “what is disturbing
is the pattern to keep the occupational
disease cases out of the compensation
system. A shocking eighty-eight percent
of compensated dust disease cases
were contested.”

The crisis today in uncompensated
and undercompensated occupational
diseases is as severe as the situation at
the turn of the century when an
unconscionable proliferation of the
maimed bodies and sundered limbs of
American workers caused a national
scandal that prompted passage of state
workers’ compensation laws.

S.B. Black, a past president of
Liberty Mutual Insurance Company,
recalled the reform spirit of the early
twentieth century in an interview he
gave in 1950. “I think the philosophy
back of workmen’s compensation laws
was that injury was almost a normal
by-product of work, and that perhaps
there wasn’t very much that could be
done about it. Therefore, industry
should assume a fair share of the loss
that the injured employee sustains.”

Liberty Mutual Insurance Company,

today the nation’s largest workers'
compensation carrier and the carrier
for seventy percent of the textile
industry, grew out of the 1912 Massa¬
chusetts law which made workers’

compensation insurance mandatory.
The first stockholders of the company
were the leading Massachusetts indus¬
trialists of the day, many of them cot¬
ton textile manufacturers.
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The industrialists had another
motive besides a humane response to
the immense toll taken on the life
and limb of American workers: they
needed to protect their pockets from
costly liability suits. The workers’
compensation system offered an order¬
ly, no fault method of compensa¬
ting injured workers through state
industrial commissions.

In return, the workers’ compen¬
sation laws took away the worker’s
right to sue the employer outside the
state-administered system, thereby
eliminating the possibility of enor¬
mously expensive liability suits. From
the beginning, workers’ compensation
was linked to wages earned. Today in
North Carolina, in cases of total dis¬
ability, disabled workers can collect

only sixty-six and two-thirds percent
of their weekly wages, not to exceed
$80 a week. And textile mill workers
are the lowest paid industrial workers
in America.

Because the workers’ compensation
law limits the worker’s right to sue an
employer, many states protect the
worker’s right to sue third parties.
Omry Glenn of Columbia, South Caro-
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lina, a member of the CBLA and a

diagnosed byssinosis victim, is the first
brown lung victim to have filed a third
party suit. In his million dollar suit,
Glenn has sued the manufacturer of
the mill machinery and ventilation sys¬
tem for “negligence, recklessness and
willfulness” for designing equipment
in such a way that it would “create
dust and/or chemicals,” causing Glenn
to become “permanently disabled.”

Glenn’s attorney, Ronald Motley,
said, “If the insurance carrier under¬
took to advise the company on safety,
we're going to sue them, too.”

Dr. Arthur Larson - professor of
law at Duke University, a leading
authority on workers’ compensation
and an Undersecretary of Labor in the
Lisenhower administration - has writ¬

ten, “By failing to keep compensation
benefits up to the standards and needs
of the times, great pressure has built
up for supplementing compensation
benefits in other ways.” One of these
ways is third party suits.

Discussing the nation-wide trend
towards suing insurance carriers, Dr.
Larson noted (in his Treatise on work¬
ers’ compensation) that “what really
set off alarm bells” was the 1961 case

in which the Illinois Supreme Court
“upheld a judgement of $1,569,400
against a carrier based on a negligent
performance of a gratuitous safety
inspection. Perhaps the sheer size of
the judgement added to the shock.”
Larson also pointed out that the case
stands as “a clear decision without
dissent that a compensation carrier

can be made liable as a third party in
tort for negligence in safety inspec¬
tion. After this case, suits against
insurance carriers appeared in juris¬
diction after jurisdiction.”

Of course, the insurance industry
is not taking this lying down. In a
countermove, in states like New
Hampshire, the legislature has amend¬
ed portions of the workers' compensa¬
tion law so that insurance companies
are exempt from liability as third
parties. As Dr. Larson noted wryly
in an interview, “When it comes to
legislature, insurance companies are
no slouches.”

In North Carolina, the insurance
industry lobby, the largest and most
effective in the state, spent $40,865
last spring on legislation to reduce
Insurance Commissioner John Ingram’s
power.

Not Supposed to Talk

Liberty Mutual’s vulnerability to
third party suits stems from its parti¬
cipation in the 1971 Burlington bys¬
sinosis survey. The insurance com¬

pany’s role came to light in testimony
given at the cotton dust hearings by
Dr. Moon W. Suh, senior operations re¬
search analyst for Burlington Indus¬
tries. Dr. Suh testified that Liberty
Mutual conducted the sampling of
cotton dust levels in nineteen Burling¬
ton mills that “constituted the data
base” for the study.

Russell Van Houten, Liberty
Mutual’s director of field services, con¬
firmed that the company had con¬

ducted extensive cotton dust testing
“at least as far back as 1968.”

Liberty Mutual offered its services
as safety inspector in testing cotton
dust levels to other companies as well.
About five years ago, Liberty Mutual
did the “raw cotton dust testing” in
Cone’s twenty-two plants producing
cotton fabric. Dr. Theodore H. Hat¬
field, J. P. Stevens’ first medical direc¬
tor, appointed in 1976, said that “Lib¬
erty Mutual was instrumental in en¬

couraging the company to bring me
here.” Hatfield said that Stevens had

“twenty-seven or twenty-eight plants
that have significant exposure to cot¬
ton dust.”

And Samuel Griggs, who heads
Stevens’ dust sampling program out of
its Environmental Services Laboratory
in Piedmont, South Carolina, said:
“Before we were not encouraged and
not required to do tests. We used to
depend almost entirely on Liberty
Mutual. We’d call them up and ask,
‘How do we get out of trouble?’
I mean, if we thought we had a prob¬
lem.

“As far as cotton dust goes,” Griggs
said, “we’d tell Liberty Mutual, ‘we’d
like for you to come in,’ and they'd
come in and survey the plant. They’d
do an overall survey.”

Griggs stopped talking suddenly,
then said, “This doesn’t connect with
labor, does it? We're not supposed to
talk about labor.”

If occupational health and labor
relations are not linked in the mind of
Stevens’ environmental safety person-
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nel, top level Stevens management
does make the connection.

Even as Samuel Griggs talked last
spring, Joseph Jelks, Stevens Vice Pres¬
ident in charge of Industrial Relations,
was winging to Boston for a high-level
meeting with Liberty Mutual. Jelks is
on Liberty Mutual’s Advisory Board
for South Carolina. Half the members
of Liberty Mutual’s North Carolina
and South Carolina Advisory boards
are top textile executives.

Liberty Mutual president Melvin B.
Bradshaw does not seem aware that his
company is vulnerable to third party
suits resulting from possible negligence
in serving as a safety inspector in the
mills.

Bradshaw said, “Our vulnerability
is covered by law. It is totally unthink¬
able that the carrier that is asked to
uncover hazards is then sued for it.”

Bradshaw appeared impervious to
the suggestion that his company has a
direct obligation to endangered work¬
ers. In a telephone interview in the
spring of 1977, when asked if Liberty
Mutual felt any obligation to inform

Linnie Mae Bass, CBLA member
and disabled Burlington worker, said,
“We have been paying too long with
our lives. It is time for the mill com¬
panies to start paying. ”

endangered Burlington workers that it
had found dusty conditions in Burling¬
ton mills, Bradshaw responded: “I
don’t believe it is our prerogative to
give employees this information. We
do this work strictly as a consultant
to the company. I’m sure we told
Burlington.”

He added, “If they are working in

the mills, they must know it’s danger¬
ous. To what extent it’s dangerous, I
don’t know.”

I’ve Got a Hurting All Across My Body
Some observers feel that the

present workers’ compensation system
can not deal with byssinosis claims in
the Carolinas. One of these is Ernest
Hollings, US Senator from South Caro¬
lina, where the state motto is “While
I Breathe, I Hope.” Hollings has intro¬
duced a brown lung measure in the
Senate. US Representative Phillip Bur¬
ton introduced a byssinosis bill in the
House in February, 1977.

A South Carolina delegation of the
CBLA called on Senators Strom Thur¬
mond and Ernest Hollings and the
South Carolina Congressional dele¬
gation in April, 1977, after testifying
at the cotton dust hearings.

Thurmond told the brown lung
victims, “You all speak out now! We
want to hear from you people!”
The CBLA needs no prompting. Time
is short for these people who are de¬
voting their last days to cleaning up
the mills and winning compensation

Earl Dotter is a free lance photo-journalist specializing in labor subjects with emphasis on workplace health and safety.
Special thanks to the Highlander Center for helping to make these photographs possible.
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for brown lung.
The South Carolina delegation of

the CBLA told their Senators and

Congressmen that J. H. (“Hub”)
Spires, the first president of the
Association, had been buried the day
before, his lungs so riddled with
disease that his doctors could not risk
a necessary operation.

And Lonnie Moore, then president
of the Spartanburg Chapter, got right
to the point: “We want the mills to
clean up or ship out. One of the two.
If they had wanted to put in cleaner
equipment, they would have done it
by now. I’ve been in there for forty-six
years, and they still haven’t cleaned it
up.

“Now I've got a hurting all across
my body. 1 just hurt all over. My last
day in there, at Mount Vernon Mills, I
got so sick 1 couldn’t stand up. The
company wouldn’t even let me call an
ambulance.

“The overseer wouldn't even call
my wife for me. When 1 got on the
phone to ask her to carry me to the
hospital, my wife thought I was a
child, my voice was so faint.

“When 1 got to the hospital, the
doctor told me, ‘Your lung is full of
fiber. Get out of that mill or make
your funeral arrangements.’”

Looking at each of the politicians,
Lonnie said, “Now you need our help
just like we need your help. And we’re
telling you, we need some help now."

Before the Senators and Congress¬
men could respond, the room was
filled with shouts of “Amen!” “Amen,
brother!” “Tell it like it is, Lonnie!”

Senator Hollings rose to his feet.
“In old-time politics, you could always
sneak into the mills and get the votes.
I'd always come out coughing. And I
had to carry a special campaign suit
that wouldn’t pick up lint. I’ve always
wondered how you all did it.

“Maybe we could bring this to a
head. I'm going to introduce a bill.
Maybe we should look at that black
lung legislation and make a special bill

“/ think it’s a good thing to save a
person’s health. That’s what the CBLA
is fighting for. That’s what I’m fighting
for, ” said Linwood Baugham, a dis¬
abled worker and CBLA member.

like that for you. There may be some

problems, but one way or another, I’m
going to introduce a bill to deal with
compensation benefits and this OSHA
question.”

Interviewed after the meeting with
the CBLA delegation, Senator Hollings
said he had promised to introduce
legislation because he was moved by
what the CBLA delegation had said.
Then he added, “But I want to empha¬
size that I can’t say I didn’t realize
they had breathing problems before.
I can’t say I didn’t know about con¬
ditions in the mills.

“But I’m tired of the indecisiveness.

Something has to done for these
people. If you work for fifty-three
years in a cotton mill and end up on
welfare, something’s wrong.”

I asked Hollings, the former Gover¬
nor of South Carolina, about the cur¬
rent drive for unionization of textile
mills in the South. “There’s no labor
movement afoot in my state. But it
seems to me that if these people don’t
get remedial action on this [brown
lung issue], that would be reason to
organize and have a union.” □

Mimi Conway has written about the Southern textile industry and brown lung for three years. The research for her
article was made possible by a grant from the Fund for Investigative Journalism.
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The Great Hookworm Crusade
by Allen Tullos

Throughout the nineteenth century,
the Southern clay eater, that con¬
venient fool of travelers’ accounts,
journalists’ sensations and physicians’
observations, resisted a bellyful of
hardship which might have convinced
a weaker creature to seek extinction.
Confined for generations to the sand¬
iest and most barren portions of the
South’s soil, where they were said to
feed upon cornmeal and hog meat,
the clay eaters became legendary for
ignorance, filth, laziness and immoral¬
ity. Despised by blacks for their shift¬
lessness and lamented by whites as
degenerate descendants of almost pure
Anglo-Saxon stock, these “poorwhites”
nonetheless managed to fatten the
pages and nourish the careers of those
writers remembered today as local

Allen Tullos, a native Alabamian, is
currently in the American Studies
graduate program at Yale University.
All photos courtesy of Rockefeller
Foundation Archives.

colorists. In Georgia Scenes, for
example, the antebellum humorist
Augustus Baldwin Longstreet offers
the character “Ransy Sniffle.”

Now there happened to reside in the
county, just alluded to, a little fellow,
by the name of Ransy Sniffle: a sprout
of Richmond, who, in his earlier days,
had fed copiously upon red clay and
blackberries. This diet had given to
Ransy a complexion that a corpse
would have disdained to own, and an
abdominal rotundity that was quite
unprepossessing. Long spells of the
fever and ague, too, in Ransy’s youth,
had conspired with clay and black¬
berries, to throw him quite out of the
order of nature. His shoulders were

fleshless and elevated; his arms, hands,
fingers and feet, were lengthened out of
all proportion to the rest of his frame.
His joints were large, and his limbs small;
as for flesh, he could not with propriety
be said to have anyJ

By the start of the twentieth cen¬

tury, long after the Georgia clay had
swallowed Longstreet, Ransy Sniffle
and his kin remained. They had sur¬
vived, perhaps had even been oblivious
to the War, Reconstruction, Redemp-
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tion and the collapse of agrarian re¬
volt. These were mere trials for what

lay ahead. For they had never met so
meddlesome or so persistent an invad¬
er as ‘‘The Uplift.” Nor did the school-
house of Progress allow truants.

One day in 1908, Ransy Sniffle
propped himself against the station-
house wall of a small railroad town

somewhere in the South. In the
smoking car of a passing train, three
members of President Theodore
Roosevelt’s Commission on Country
Life sat speculating upon what one of
them called ‘‘this land of forgotten
men and forgotten women.” Henry
Wallace, an Iowan unacquainted with
crackers and sandhillers, noticed
Ransy first. ‘‘What on earth is that?”

‘‘That,” said Walter Page, journalist
and social reformer, ‘‘is a so-called
‘poor white.’”

‘‘If he represents Southern farm
labor,” Wallace replied, “the South
is in poor luck.”

Then, Dr. C. W. Stiles startled both
Page and Wallace. “That man is a dirt-
eater. His condition is due to hook¬
worm infection; he can be cured at a
cost of about fifty cents for drugs, and
in a few weeks’ time he can be turned
into a useful man.

“The hookworm,” Dr. Stiles ex¬

plained, “is a parasite picked up in
larval form by barefooted Southerners,
particularly children. Boring through
the skin en route to the bloodstream,
hookworm larvae produce symptoms
known as ‘ground itch’or‘dew poison.’
Carried by the blood to the lungs, they
are coughed into the throat, swal¬
lowed, then move through the stom-

Live hookworm exhibit
at the Kentucky State Fair
in 1913.
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ach toward the small intestines.
There the worms attach their mouths
to the intestinal membrane, feed upon
their hosts’ blood and grow to full size
— about one third of an inch long.
Mature hookworms lay eggs which
pass into human feces; they hatch and
thrive in portions of the American
South as well as in a number of sub¬

tropical countries where there is a

combination of warm temperatures,
frequent rainfall and sandy soil. A
microscopic examination can detect
the presence of hookworm eggs in
human specimens and a dose or two
of thymol and epsom salts provides
a quick cure.

“Bad habits of human waste dis¬
posal (‘soil pollution’),’’ Stiles con¬

tinued, “have led to the infection of
as many as two million Southerners,
most of them poor whites. Severe
sickness (by five hundred or more
worms) produces acute anemia and
occasional death. Less severe infec¬
tion weakens the victims and leaves
them susceptible to other illnesses
such as pneumonia and tuberculosis.
Most commonly, the disease goes
unrecognized and its victims feel
continually weak.”2

Within weeks after this train ride

revelation, Walter Page arranged for
Stiles to tell his hookworm story to
Frederick Gates, a former Baptist
minister who was now the chief
adviser in the philanthropies of John
D. Rockefeller. Within months, the
Rockefeller Sanitary Commission for
the Eradication of Hookworm Disease
was formed with one million dollars
of Rockefeller money promised for
five years’ work.3 So began, in 1909,
a campaign to transform Ransy Snif¬
fle into a full-bodied participant in an

industrializing New South.
The hookworm campaign was sus¬

tained by the myths of its time and
was conducted by a complex company
of interdependent characters. In part,
it is a tale of hookworm determinism
as a theory of history seriously pro¬
posed by a zoological specialist and
eagerly accepted by regional boosters.
It is also a story about the conception
of human potential and the aims of
philanthropy as understood by the
royal family of American capitalism.
And, despite its entanglements with
the bugbears of racism and “the
civilizing process,” it is a story of the
emergence of widespread public health
work in the Southern states.

“Germ of Laziness Found”

The son of a New York Metho¬
dist minister, Charles Stiles spent his
life as a sanitation missionary. In
1886, at age eighteen, he began the
study of medical zoology, seeking in¬
struction at universities in Berlin, Leip¬
zig, Trieste and Paris. Investigating in¬
ternal parasites, young Stiles made the
acquaintance of Ancylostoma duoden-
a/e, the Old World hookworm known
in Italy and Switzerland since the mid¬
nineteenth century as a cause of severe
anemia among tunnel workers, brick-
makers and miners.4

Stiles determined from tempera¬
ture, climatic and soil conditions that
the New World probably had its share
of hookworm disease, yet when he re¬
turned to the United States in 1891 to

work as a zoologist for the Bureau of
Animal Industry, he found no sample
of human hookworm in the Bureau’s
collection. It was not until 1901, when
Stiles examined samples of hook¬
worms sent from Puerto Rico and
from Texas, that he discovered the
new species which he named Necator
americanus, the “American murderer.”
A few years later, when Dr. Arthur
Looss found N. americanus among
African natives, it became evident
that this species had actually come to
America as a baggage of the slave
trade.5

In 1902, Stiles maneuvered himself
from the Department of Agriculture
into the US Public Health Service and
undertook a Southern survey trip to
explore the distribution of hookworm.
Sampling his way southward from
Washington with as yet a vague notion
of the parasite’s favorite soil, Stiles
also encountered the resistance of
miners and brickyard workers to a
Yankee doctor who wanted “speci¬
mens.” By the time he reached the
sandy lands of South Carolina, Stiles
had uncovered only a few cases. Final¬
ly, in Lancaster County, he “found a
family of 11 members, one of whom
was an alleged ‘dirt-eater.’ The in¬
stant I saw these 11 persons I recalled
Little’s (1845) description of the dirt-
eaters of Florida....A specimen from
one of the children gave the positive
diagnosis of infection.”

Continuing through Georgia and
into Florida, Dr. Stiles found dozens
of infected farm families and factory
workers. He also discovered that the

disease showed more severe symptoms
among whites than blacks. During this
three month excursion, Stiles dis¬
cussed his findings with a Southern
medical society and conducted several
small clinics, demonstrating the hook¬
worm cure to local physicians.6

“So began, in 1909, a

campaign to transform
Ransy Sniffle into a full-
bodied participant in an

industrializing New South. ”

Inspired, one Atlanta doctor, H. F.
Harris, made his own field trip through
Georgia and into Florida. Harris was

. . . much astonished to find that this
disease affected a large percentage of the
population in many districts, the un¬
fortunate sufferers being generally re¬
garded as dirt-eaters .... I discovered
the fact that almost all instances of
profound anemia were due to the un-

cinaria [hookworm], and not, as has
been heretofore generally assumed, to
the malarial parasite.7

Other Southern doctors were soon

making similar discoveries.
In December, 1902, Stiles summa¬

rized his Southern trip before an annual
meeting of the Pan-American Sanitary
Conference in Washington, DC. The
New York Sun gave his comments
front page treatment under the head¬
line “GERM OF LAZINESS FOUND?
DISEASE OF THE ‘CRACKER’ AND
OF SOME NATIONS IDENTIFIED.”

According to the Sun, Stiles declared
that the presence of hookworm in the
South had caused “the pitiable con¬
dition of the poor whites. Its presence
in succeeding generations had resulted
in their inferior physical development
and mental powers and is the cause of
the proverbial lazinessof the ‘cracker.’ ”
Stiles added that, “Attention paid to
this matter by planters and farmers
in the Southern States would result
in not only improved conditions
generally, but a great increase of the
percentage of work which they would
secure from their employees.”

Continuing, Stiles made another
assertion, one which would bring him
criticism from members of the child
labor movement. Because stunted
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A morning clinic at a State and County Free Dispensary for Hookworm Disease,
held in 1911 in Onslow, North Carolina. C.W. Stiles is at center, to left of post.

growth was one effect of hookworm
disease, and because he had discovered
several hookworm-infected mill work¬
ers as old as twenty-eight who looked
only half their age, Stiles concluded
that child labor reformers were gener¬

ally deceived regarding the ages of
factory hands.8 In fact, a Census
Bureau study of 1900 had shown that
three out of ten workers in Southern
mills were children under sixteen and
57.5 percent of these children were
between ten and thirteen years of age.
And although their wages were much
lower, the children’s eleven and twelve
hour days were no shorter than those
worked by their parents.9

Across America, newspapers and
magazines picked up the Sun’s story of
Stiles’ discoveries and while humor¬
ists took aim once again on Ransy
Sniffle, that tired caricature with
many names, other writers sighed,
"How much of the South’s past does
Stiles’ theory explain! How much for
the South’s future does it promise.”

Years later, reflecting on the Sun
article, Dr. Stiles wrote that it had
been “an exceedingly valuable piece of
work in disseminating knowledge
concerning hookworm disease.” In
praise of the newspaper’s use of the
“germ of laziness” expression, he
noted, "It would have taken scientific
authors years of hard work to direct
as much attention to this subject.”10

During the years after 1902 until
the meeting with Page and Wallace in
1908, Dr. Stiles worked single-minded¬

ly for his cause. Filled with the zeal of
turn-of-the-century reformism, he com¬
bined valuable insights of preventive
technique with the changing etiquette
of modern life:

My hobby may be summarized in
the two words: “Clean Up.” In our filthy
American habits of daily life, I see the
cause of more preventable sickness and
preventable death than I do in any other
one factor. . . . Think of it my friends,
that despite the agitation on the subject
of tuberculosis, we Americans have not
yet shown the moral courage to stop
that filthy and pre-eminently American
habit of promiscuous spitting, and think
of it, that 55% of the American farm
homes of which I have record have
no privy, but are permitting a continu¬
ation of the Andersonville stockade
soil pollution.^

At medical schools and at state

medical conventions Stiles presented
papers, offered demonstrations and
exhibited hookworm patients. In 1903
he wrote a bulletin for the Public
Health Service’s Hygienic Laboratory
which included a discussion of sani¬

tary privies. At first denied publication
on the grounds that such a topic
was too disgusting for a scientific
paper, Stiles eventually saw his pam¬
phlet printed; 350,000 copies of an¬
other Stiles bulletin on privies and the
safe disposal of “night soil” were
distributed free by the US Depart¬
ment of Agriculture. These pamphlets
continued to present his “conserva¬
tive view” of the economic significance
of hookworm disease "as one of the
most important factors in the inferior

mental, physical, and financial condi¬
tions of the poorer classes of the white
population of the rural sand and piney
wood districts. Remove the disease
and they can develop ambition.”

Stiles’ lobbying in behalf of South¬
ern sanitation gained little for him
in Washington except the nickname
of “Privy Councillor.” As yet un¬
willing to underwrite an intensive
government campaign, administrative
officers in the Treasury Department
apparently squelched the request of
South Carolina Senator Ben “Pitch-
fork” Tillman for a $25,000 hook¬
worm appropriation. Determined,
Stiles continued in solitary fashion.12

The Rockefeller Sanitary Commission

At the beginning of the twenti¬
eth century, Southerners were living
amidst overwhelming poverty. The
post-War emergence of the crop
lien system had developed into share-
cropping, a new sort of slavery with
both white and black victims. The
rise of textile mills — that great hope
for which New South boosters of the
1880s and ’90s offered investors
low taxes, free land and unorganized
labor — was creating a growing pop¬
ulation of wage slaves. Native ores,
minerals and timber were being hauled
away as fast as Northern owners
(Mellons, Morgans, DuPonts and Rocke¬
fellers) could lay tracks to their
mines, mills, forests and wellheads.
“The advance of industry into this
region,” concluded geographer Rupert
Vance in 1932, “then partakes of the
nature, let us say it in all kindliness,
of exploiting the natural resources
and labor supply of a colonial econ¬
omy.”13

From the point of view of Yankee
philanthropists who began to tour the
South annually in 1901 aboard special
trains organized by New York mer¬
chant-churchman Robert Ogden, wide¬
spread poverty and backwardness were
drags upon Progress. Soon these
Northern men of money and their
Southern agents began a series of cam¬
paigns, each aimed at a specific defi¬
ciency, which combined humanitari-
anism with the aggressive attitudes,
efficient methods and narrow-minded
goals of modern business.

The first of these large-scale organi¬
zations for Southern do-good was the
General Education Board. Between
1902 and 1909, the John D. Rocke-
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fellers — Senior and Junior — placed
$53 million into the GEB, under¬
writing a survey of rural education
conditions, promoting state school
building campaigns and paying the
salaries of several professors of secon¬

dary education at state universities.
Turning to agriculture, the GEB
supplied money for the work of
Seaman A. Knapp, the developer of
demonstration farming. With its di¬
rector, Baptist minister Wallace But-
trick, as a plump example, the General
Education Board learned to spawn
effective South-wide campaigns by
drawing its leaders from the region’s
college presidents, ministers and
editors.14

These “estimable gentlemen with
high collars and fine principles,”
C. Vann Woodward has written, “were
very much in earnest, but the changes
they envisioned included no basic
alteration of social, racial, and eco¬
nomic arrangements.”15

One of these philanthropic profes¬
sionals was expatriate Southerner
Walter Page who, as a member of
various boards, governmental commis¬
sions and private coteries, energetically
pursued the redemption of the South
from his bases in Boston and New
York. Page’s 1897 address, “The
Forgotten Man,” sounded a call of
rescue for poor whites and blacks, and
signaled a shift in the emphasis of the
Uplift from mill construction to edu¬
cation. By 1908 Page was ripe for the
discovery of that most forgotten of
men, Ransy Sniffle, and for Dr. Stiles’
hookworm evangelism. It was Page
who put Stiles in touch with GEB
secretary Buttrick. An all-night con¬
versation with Dr. Stiles convinced
Buttrick to arrange a further meeting,
this time with Frederick Gates — the
chief steward of Rockefeller philan¬
thropy.1 6

After long discussion over the de¬
tails of staff and operations, the
Rockefeller Sanitary Commission for
the Eradication of Hookworm Disease
was organized on October 26, 1909,
with a pledge of one million dollars
for five years’ work. Drawn primari¬
ly from the trustees of other Rocke¬
feller philanthropies (ranging from
the GEB to the Rockefeller Institute
for Medical Research), the Sanitary
Commission board of directors con¬

sisted of twelve men: Page, Stiles,
Gates, Rockefeller Junior, Starr Mur¬
phy, P. P. Claxton, David Houston, J.

Y. Joyner, H. B. Frissell, E. A. Aider-
man, William Welch and Simon
Flexner.17

Wickliffe Rose, Tennessee native,
philosopher and secretary of the
Peabody Fund, was chosen as admini¬

strative secretary at a salary of $7,500
plus expenses. Sensitive of the South¬
ern temperament regarding Yankee
invasions of any sort, Rose’s first
act was to rent an office for the

Sanitary Commission, not in New
York but in Washington. Already a
chorus of outraged Dixie newspapers
were protesting. “Where was this
hookworm or lazy disease,” asked
the Macon, Georgia, Telegraph, “when
it took five Yankee soldiers to whip
one Southerner?” A North Carolinian

suggested the campaign was just
another Rockefeller scheme to make
more money by going into the shoe
business.19

“We have had to overcome”

In their seven years of Southern ex¬
perience prior to the hookworm cru¬

sade, the Rockefeller advisors had
learned that success depended upon ac¬
quiring state and local government
support for their projects. As Wallace
Buttrick explained it in a 1925 speech
to the New England Society, the philan¬
thropists wanted to be thought of as
“partners not patrons,” functioning in
the background while the day-to-day
responsibility was in the hands of co¬

operative state authorities.20
To conquer the hookworms, the

Sanitary Commission set three tasks:
determining the geographic distribution
and estimating the degree of infection;
curing the infected; and stopping “soil
pollution.” Before entering any state,
the Commission would wait for an in¬
vitation from that state’s board of
health. A physician would be hired (as
recommended by the state board and
approved by the Commission) to act as
state director. Then a field force of san¬

itary inspectors, a handful for each
state, would be nominated by the state

director and approved by the state
board of health and the Commission.
By November 1, 1910, state directors
had been appointed and work begun in
Virginia, North Carolina, Georgia,
South Carolina, Tennessee, Arkansas,

Mississippi, Alabama and Louisiana.
Kentucky and Texas were added in
1912. Florida started its own campaign
before the Commission was organized,
financing it through public health tax¬
ation.2 1

Wickliffe Rose proved a tactful and
industrious administrator, correspond¬
ing continuously with public health
officials, organizing meetings of the
state campaign directors, traveling
through the South to confer with
boards of health. He continued to be

particularly cautious in any matters
which might arouse regional prejudice.
Responding to an invitation by Walter
Page to speak to the Round Table, a
New York club whose members came

from the intellectual community
around Columbia University, Rose
wrote in October of 1910:

I too meant to speak to you about the
talk before the Round Table. I wanted
to ask you first if you wanted me to tell
about our work in the Southern States,
and second, whether this could be done
without its getting into the papers. Now
that I see the program is to be printed
and sent out I wish you would have
called this off in the proper way. You
know how sensitive our people are about
having any man go to New York and talk
about things that are being done in the
Southern states. You know how much
opposition was created by the press of
the South by the publicity given to this
work in the beginning. We have had to
overcome. Everything is now going our
way; all opposition is disappearing. I
would not for the world do anything to
interfere with the complete success of
this work. For the present it is extremely
important that the talking and writing be
done in the South from the State Boards
of Health.

Rose suggested that the topic of his talk
be “Conservation of Country Life” for
“this would be delightfully indefinite,
at least, and would give a man oppor-

“From the point of view of Yankee philanthropists who began
to tour the South aboard special trains, wide-spread poverty and

backwardness were drags upon Progress. Soon these men of money
began a series of campaigns combining humanitarianism with the
efficient methods and narrow-minded goals of modern business. ”
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“We had not known until then that we were backwards."
For years we had a place at school

called “down the hill.” It was a grove
of trees a few hundred yards behind
the school house where we went at

recess time for toilet purposes. There
were no plumbing facilities in the
building and not even an outhouse
nearby. So we used the woods, each
little clique having their own favorite
place which the members would use
and guard with fervor and dedication
against any who dared threaten their
territorial rights. But a W.P.A. project
had recently built a “facility” for our
use and we were told never to relieve
ourselves outside that structure again
because, it was carefully explained,
such a practice led to the spread of
the dread hookworms.

We saw this as oppressive in itself,
but the day a technician from the
State Health Department visited the
school with a program to detect who
among us already had hookworms we
were morally outraged.

First the man explained that he was
operating with a grant from Washing¬
ton. This, we supposed, to indicate the
magnitude of what he was about to
say. He said the purpose of the grant
was to rid our community of hook¬
worms, adding that the South was
backward, not so much because of
the Civil War, but because of malaria
and hookworms. (We had not known
until then that we were backward
and therefore had not pondered the
possible reasons for our backward¬
ness.) He passed out a mimeographed,
one-sheet set of instructions, rolled
around a small tin can looking then
like a snuff can and looking now like
a container for filmstrips. Total silence
was required for five minutes while we
read what it was we were expected to
do.

“Are there any questions?”
There were no immediate questions

because no one understood enough of
what he had read to evoke a question.

Now the principal spoke. “Now if
any of you have any questions you
had better ask them now because

every last one of these specimen cans
must be returned tomorrow.”

This did elicit a question and one
of the high school boys asked it for
all of us.

“What is a specimen?”
“A specimen is ” The principal

glared at the visitor who appeared re¬
lieved that the question was not
directed at him. Mr. Stuart continued.

“A specimen is ... a specimen is a
small amount of something.”

Now we knew how much but we

didn’t yet know how much of what.
The instruction sheet had said to place
a specimen of feces in the container,
write our full name and the names of
both our parents on the label, and
return it to school the following day.
But “feces” was no more a word of
our vocabulary than “specimen.”

Gradually it began to dawn on us
in the form of a very vague notion that
the entire operation had to do with
what we called “taking a crap.” But
it had not yet come into clear focus
for any of us. And did not during the
whispering and mumbling that was

going on throughout the hall, not
until one of the smaller boys, thinking
that he was speaking softly enough so
that he would not be heard by anyone
except himself, said, “I know. He’s
telling us to go home and shit in a
snuff can.”

What he said was heard by those
immediately surrounding him. They
in turn shared it with others and in
not more than a minute howls and
uncontrollable laughter had spread
over the auditorium like the fires
that came to the Moore Pasture in
early spring.

The embarrassed representative of
the Health Department stood glower¬
ing at the principal, arms folded tight¬
ly across his chest. The rage of the
principal was so obvious to us that
the noise subsided as quickly as it
had begun. Now the hall was a sea of
compelled silence, all the boys sitting
with teeth clenched, lips drawn tightly
together to hold the thundering mirth
churning and tearing at our insides,
bellies almost bursting from our
efforts to control muscles which
would not be controlled. And when
the principal, seeing that the tortuous
restraint would not hold for long, said,
“That’s all,” every voice exploded and
there was pandemonium. School was
out.

Now we were far back in the Moore
Pasture woods, laughed out, not find¬
ing any of it funny anymore.

All of us resented the idea that the

government had t'he right to know

what our “feces” looked like. And we

found no humor in this demeaning act
of having to bring ourselves to such
close contact with our body waste.
Still we knew that it must be done.

But Joe, lagging behind the rest of
us, reading again the instruction sheet,
found a means of protest.

“It says, ‘place a specimen of feces’
in the container. It doesn’t say, ‘Place
a specimen of your feces’ in the con¬
tainer.” The creative dissenter was

right. Of course! One boy could pro¬
vide the specimen for us all.

But which one? Joe said since it
was his idea he should be excepted and
asked for a volunteer, looking straight
at me in a manner that told me I
should not offer. When no one volun¬
teered he suggested that we say, “eeny,
meeny, miney, moe. Catch a nigger by
the toe. If he hollers, make him pay,
fifty dollars every day.” Joe had
earlier shared with me the method he
had of making that come out wherever
he wanted it to. There were many
combinations, but by first counting the
number of persons and starting the
rhyme with the person on his immedi¬
ate left, he knew in advance which one
would be chosen.

As is so often the case with social
protest and community organizing
there was a problem we had not
reckoned with. When the laboratory
report was returned we learned that
our common donor had hookworms,
meaning we all had hookworms and all
of us were required to undergo the
treatment or confess to our misdeed.
We chose to swallow the pills, big pills,
almost the size of bird eggs.

Joe, who was later to become a
scientist himself, raised a question
about the scientific method which had
not occurred to me. He wondered why
the researcher did not find it strange
that while all the Campbell boys had
hookworms, not one Campbell girl was
found to be similarly infested.

- Will D. Campbell
Brother to a Dragonfly

(Reprinted with the permission
of The Seabury Press. "Preacher
Will" has been nominated for a Na¬
tional Book Award for his biographi¬
cal reminiscence of his brother, Joe.
His book, Brother to a Dragonfly, is
reviewed in the Book Review section
of this issue.)
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tunity to say practically anything he
pleases.”22

Expert in matters of propaganda,
Rose regularly gave advice to his state
directors. Enclosing a copy of the
Commission’s first annual report, he
suggested to Virginia’s Dr. A. W. Free¬
man how to use it for best publicity
purposes.

It seems to me important that any pub¬
licity given it should be given through
the medium of one or two of the leading
papers in each of the states. If the paper
which you select should notice it first,
the chances are that any notice given it
would be favorable. 2

Arkansas, the only Southern state
having no public health budget in
1910, was completely dependent on
Rockefeller money. Nonetheless, Rose
wrote to the Commission’s Arkansas

office,
I beg to advise you that your office be

styled, office of the Arkansas State Board
of Health. I should think it might be well
to omit all reference to the Rockefeller
Commission. It is our desire that every¬

thing be done so as to attract attention
toward the State Board of Health and to

2 4
create interest in its development.

Despite the efforts of Rose, Arkan¬
sas proved a troublesome state. When
its legislature passed a public health
bill in 1911, the bill was stolen before
it reached the governor. A copy of the
bill was prepared and signed, only to
be declared invalid by the state attor¬
ney general. Frustrated, Arkansas
hookworm campaign director Morgan
Smith wrote to Rose:

You cannot have the slightest concep¬
tion of the feeling engendered by this
Bill, and so acrimonious have been the
discussions and so intensely strained the
relations of those who stand for right
and those who represented the pernicious
interests, that personal conflicts were
hard to avoid The National League
for Medical Freedom fathered the
opposition and no doubt furnished the
money. That the bill was stolen and
somebody received money for doing the
work is so strongly fixed in my mind.25

While Rose guided the administra¬
tive affairs, Dr. Stiles was traveling
throughout the South, presenting tech¬
nical as well as popular addresses to a

variety of audiences and occasionally
assisting in clinics. He was the leading
presence at. the first Southern confer¬
ence on hookworm, held in Atlanta on

January 18 and 19, 1910. This event
brought together doctors from through¬

out the region and its proceedings were

given extensive coverage in four issues
of the Journal of the American Med¬
ical Association.2* At the request of
Rose, Stiles wrote a Public Health
Service bulletin on hookworm symp¬
toms and treatment for distribution to

physicians.2 7 He met with a textile
mill owner in an effort to get more
privies built in mill villages. He con¬
ducted a personal sanitation survey
(1910) of nearly five thousand farm
homes in six Southern states which
revealed that thirty-five percent of the
white homes and seventy-seven percent
of the homes occupied by blacks had
no privies.28

In an address given at Hampton
Institute in 1909, Stiles explored the
implications of the less severe effects
of hookworm disease on blacks as

compared with whites, an observation
he had first made in 1902. He specu¬
lated that “the negro race had this
disease for so many generations in
Africa that it has become somewhat
accustomed to it.” With their “relative

immunity” from the most debilitating
effects of hookworm disease and with
their higher incidence of soil pollution
due to their greater lack of privies,
blacks, said Stiles, became ideal

spreaders of the disease. “The white
man owes it to his own race that he
lend a helping hand to improve the
sanitary surroundings of the negro.”29

Stiles’ observations on black sanitary
improvement came at a time of
deteriorating race relations throughout
the US.30 Many newspapers and
periodicals injected their own interpre¬
tations and the code words of racism
into Dr. Stiles’ remarks. In an article
for McClure's Magazine entitled “The
Vampire of the South,” Marion Hamil¬
ton Carter wrote:

Negro crimes of violence number
dozens where his sanitary sins number
tens of thousands. For one crime a mob
will gather in an hour to lynch him: he
may spread the hookworm and typhoid
from end to end of a state without re¬

buke. 31

Perhaps the most extreme connection
of black “sanitary sins” with the plight
of poor whites and the mechanistic
vision of progress appeared in Dr.
Charles Nesbitt’s “The Health Menace
of Alien Races,” an article published
in The World's Work, a popular maga¬
zine founded by Walter Page.

In 1902, Dr. Stiles discovered that the
hookworms, so common in Africa,

w*. „J*

Two thirteen-year-old boys.
The smaller boy is infected
with hookworm, showing
the dwarfing due to the
disease.

• Severe hookworm pro¬
duces anemia and, occasion¬
ally, death.

• Less severe infection
leaves the victim susceptible
to other diseases.

• Most commonly, hook¬
worm goes unrecognized,
although its victims feel
continually weak.
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Varieties of hookworm dispensaries and examination programs occurred through¬
out the area served by the Sanitary Commission, from the field exam shown
above in Waller County, Texas, to the group holding forth in a hotel lobby in
Rochester, Kentucky. The latter town had the distinction of conducting the
largest number of examinations in proportion to its population, and finding the
lowest percentage of infections, of any of the Commission-sponsored projects.

which were carried in the American

Negroes’ intestines with relatively slight
discomfort, were almost entirely respon¬
sible for the terrible plight of the
Southern white. It is impossible to
estimate the damage that has been done
to the white people of the South by the
diseases brought by this alien race.
Physical inefficiency and mental inertia
are its results. Every enterprise that
locates in the South today, if it uses the
available white labor of the South, must
reckon on not more than 40 to 60 per¬
cent of normal efficiency. As this phase
of the race problem continues to be
studied, it is inevitable that further
investigation will produce still stronger
evidence that the races cannot live
together without a damage great to both;
so great, that even now the ultimate
extinction of the Negro in the United
States is looked upon by many as
assured. We also know that as his extinc¬
tion progresses it is carrying tremendous
damage to the white race. 2

The Clay Eaters

If Ransy Sniffle’s lot in life could
be conveniently traced to black health
criminals, many of his favorite eating
habits (which offended genteel propri¬
ety) were certain to be the result of
hookworm infection. Frances Bjork-
man was not the only journalist who,
after traveling in the land of crackers,
sandhillers, barrenites, pinelanders and
shadbellies, concluded that “dirt¬
eating, alcoholism, snuff-dipping,
incessant tobacco chewing — together
with many other common perversions
of appetite, such as resin-chewing,
coffee chewing, and a morbid craving
for pickles and lemons — had their
origin in the derangement of the diges¬
tive tract caused by hookworms.”3 3

Nor could any Southern schoolchild
have failed to know the hookworm
catechism as written by Dr. Stiles and
distributed by the tens of thousands.

Question 40. What is a dirt-eater?
A dirt-eater is a person who has an

unnatural appetite, and on this account
eats clay, sand, plaster, soot, wood, cloth,
or other things not intended for food.

Question 41. is dirt-eating the cause of
hookworm disease?

It is the result of the disease, not the
cause.

Question 42. Can dirt-eating be cured?
Yes, very easily; by curing hookworm

disease.

Yet, despite the crusaders’ certainty,
today the dirt-eating question remains
unresolved. A review of recent scientific
studies of pica, the desire to ingest and
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the ingestion of substances usually
considered inedible, leads to several
limited conclusions. Iron deficiency
anemia of the sort caused by hookworm
disease is common where pica is severe,
but iron deficiency hasn’t been con¬

clusively shown to be a cause of pica.
Pica can be one of many symptoms of
distressed, brain-damaged, or retarded
children; it can occur in normally
intelligent children under various sorts
of stress.35

The cultural perspective on pica
may be even more suggestive. Historian
Robert Twyman takes note of a Missis¬
sippi study which shows that clay
eating continues in the modern South.
He interprets the practice as essentially
a social habit handed down in the
manner of a folk tradition. Not neces¬

sarily arising from an insufficient diet
or a vitamin or mineral deficiency,
clay eating, says Twyman, is presently
practiced at all ages, by both sexes,
and without regard to race. Disagreeing
with Stiles, he believes that “no hard
evidence has ever been produced that
hookworm causes clay eating.”36

Treating the Infected

The preliminary Sanitary Commis¬
sion survey showed heavy hookworm
infection (forty to eighty percent of
the population) along the sandy coastal
plain through eastern Virginia, North
Carolina, South Carolina and the south¬
ern parts of Georgia, Alabama and Mis¬
sissippi. Heavy infection in Louisiana
was found near the extended Florida
state line and in the northern hills.
Southern Arkansas and western Tennes¬
see were also heavily infected, even to
the Cumberland Mountain plateau.37

In 1910 and 1911 the Sanitary
Commission put much effort into
enlisting the South’s 20,000 physi¬
cians into “a permanent working
force.” It published and distributed
special bulletins on the diagnosis
and treatment of the disease. State
directors made personal appeals by
letter to each of these doctors. Field
workers gave lectures and demon¬
strations to medical societies and
made many visits to practitioners.

So as not to compete with South¬
ern physicians, field workers, upon
making a positive microscopic diag¬
nosis, would not administer hook¬
worm treatment themselves but would
send the patients to private doctors.
Despite the many tactics of court¬

ship however, the Commission’s ef¬
forts with local physicians proved
disappointing. Not atypical of doc¬
tors’ reaction was that of Dr. J. C.
Bramlet of Georgia who complained
that the hookworm campaign was “an
imposition on my professional rights
. . . and a humbug, cheat, and an
imposition on the people.”38

It was soon obvious that a more

effective treatment program had to
be developed. Many of the people
most in need of cure were least able
to pay for it. Florida, acting on its
own through its public health fund,
paid doctors three dollars a case for
all cases cured. Some physicians in
a few counties of Virginia and North
Carolina agreed to give free prescrip¬
tions for treatment among the poor;
women’s associations in these counties
supplied the medicine.39

In December, 1910, a major in¬
novation appeared in Marion County,
Mississippi, as the South’s first free
dispensary was opened. Funds were
appropriated by the county and local
physicians provided treatment. Years
later, Dr. John Cully, organizer of this
dispensary, recalled how he won his
appropriation from the Marion County
board of supervisors.

They were not at all inclined to offer
any assistance in this work but I had
asked for an appropriation of $300
with which to buy thymol and to fit
up the little clinic in the office building
of Dr. Simmons. (I might add that Dr.
Simmons very kindly gave the space
to us free of charge.) When the board
refused to make the appropriation, I
went out and collected specimens of
feces from the sons of the members of
the board. I placed these specimens in
warm containers until the larvae
hatched. I then placed these larvae under
the microscope which I had set up in the
court house and asked each member of
the board to look through the micro¬
scope. When I assured them that their
children were infested with these para¬
sites, they immediately made the dona¬
tion. I believe the records show that I
treated three thousand cases free of

, 40
charge.

With the spread of dispensaries, the
hookworm campaign was adopted into
the Southern folk tradition of medi¬
cine shows, political rallies, and camp
meetings. Typically, a fieldworker
would secure a token appropriation
from the county government, rally
local women’s groups and civic organi¬
zations, then announce the coming
clinic in the newspapers, by handbills,

and with posters. On the appointed
days, people would arrive early in the
morning, walking or riding on wagons
from miles away. They would swap
hookworm humor, look at exhibits
and slides, receive their examination
and treatment, then return home to
tell their neighbors. Blacks as well
as whites were treated.

“The hookworm campaign was

adopted into the Southern folk
tradition of medicine shows, po¬

litical rallies, and camp meetings. ”

Operating at the county level with
dispensaries open one day a week at
several locations, hundreds of people
could be seen each day for six to
eight weeks. In the first year of
dispensary work, 1911, 74,000 per¬
sons were treated in sixty-six coun¬
ties of nine states. The next year,
150,000 persons in eleven states re¬
ceived dispensary doses of thymol and
salts.4 1

State boards of education and
schoolteachers were perhaps the Com¬
mission’s most effective allies. By
1915, instruction on the subjects of
hookworm disease and soil pollution
was made a part of school courses in
eight states. Teachers attended sum¬
mer institutes, organized lectures and
slide shows, and built schoolhouse
privies. Fieldworkers used local school¬
rooms to set up demonstrations and
organize the communities.4 2 Years
later, South Carolina field director
Dr. Francis Bell, remembered the
special effectiveness of children:

In those early days of the fight against
hookworm and soil pollution, it was
difficult to get an audience of adults
to attend a lecture concerning health
matters, but the children attended in
full force. These young people would
carry the message home to the older
ones, who would later question me
on matters pertaining to sanitation.
In this way, I taught the doubting
adults thru the children.

The building of sanitary privies did
not keep pace with the treatment of
the infected. Wickliffe Rose acknow¬
ledged in 1912 that “such rapid
change in ingrained habit has not been
expected.”44 A continuing sanitary
survey showed that half of the
250,000 rural houses inspected in 653
Southern counties were without priv-
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Privies at Proctor, North Carolina, showing how waste emptied directly into
streams. This view is from a bridge on the main street of the small village.

ies of even the most primitive sort in
1915. By means of extensive publicity,
the Commission encouraged the build¬
ing of privies but other than for
demonstration purposes, it spent no
money on construction.4 5

As public support for the hook¬
worm crusade increased, so did the
variety of techniques used to obtain
local results. The Hattiesburg, Missis¬
sippi, Tribune printed a weekly list
of the heads of families who had

brought their privies up to snuff.
“Hookworm Picnic Proves Success”
was the title of a Mobile Register
article which told of a public edu¬
cation meeting whose 700 partici¬
pants heard a lecture by the state
director, saw a series of “before and
after thymol” lantern slides, and then
broke out their basket lunches.46

The Hookworm and Civilization

Under the influence of the Sani¬

tary Commission, the organizations
and expenditures of state and county
health departments grew rapidly. Es¬
pecially active hookworm fieldworkers
were sometimes invited to stay on as
full-time county health officers.47 The
need for health statistics and labora¬

tory testing resulted in the develop¬
ment of other state-supported services.
In 1914 the eleven Southern states

reported spending $392,364 of their
own funds for health departments
as compared with $216,195 in 1910 —

an eighty-one percent increase. Be¬
tween 1910 and 1920, legislative
appropriations for public health in the

South increased more than 500 per¬
cent.48

Swept away by the accounts of the
hookworm crusade as reported in
dozens of small-town newspapers and
by the field photographs in the Sani¬
tary Commission’s files which showed
countless sick made well, Walter Page
was lost in tides of rhetoric. In a

World's Work article entitled “The
Hookworm and Civilization” (1912),
he proclaimed that Dr. Stiles’ dis¬
covery of the hookworm was “the
most helpful event in the history of
our Southern states.” This parasite,
said Page, “has probably played a
larger part in our Southern history
than slavery or wars or any political
dogma or economic creed.”

Surely now, Page felt, with the
removal of the main cause of Southern
backwardness, Ransy Sniffle would
stir with “red bloodied life.” “Every
man who knows the people of the
Southern states sees in the results
of this work a new epoch in their
history and because of its sanitary
suggestiveness, a new epoch in our
national history.”

Envisioning a South restored to the
nation and to the grandeur it de¬
served, Page then moved on to the
international scene. After making
over the South, the Rockefeller
hookworm campaign offered hope
for “the re-making of tropical and
semi-tropical peoples and the bring¬
ing of their lands into the use of
civilization as fast as their products
are needed.”49 Here was an ambition

worthy of a Rockefeller.

As early as 1910, Frederick Gates
had asked the Sanitary Commission to
collect data on world hookworm in¬
fection. In 1913, with Gates’ approval,
Wickliffe Rose presented a proposal at
a trustees’ meeting which would use
the patterns and methods of the
Southern campaign to treat hookworm
on a global scale. The International
Health Commission was created in

June of the same year with Rose as its
director.50 Dr. Stiles, recalling the
events of the last year of the Sanitary
Commission, remembered Frederick
Gates as a man “who always had his
telescope focused on all corners of the
earth.” Stiles felt that the Southern
work was not finished. Gates, how¬
ever, thought the time had come for
the Southern states’ boards of health
to assume the full load of work which
had been carried on in their names.

“As a result,” Stiles writes, “the
Commission ended its days.” While
Page, Rose, Gates and the Rocke¬
fellers moved on to pursue the plane¬
tary hookworm, Dr. Stiles retired
to his laboratory and to his own

variety of internationalism, the writing
of a book on world parasitic dis¬
eases.51

In its final report, the Rockefeller
Sanitary Commission for the Eradi¬
cation of Hookworm Disease cal¬
culated that its workers had examined
a total of 1,300,000 persons in 596 of
the South’s 1,142 counties. Of those
examined, 700,000 had been treated.
The average costs of each treatment
had been $1.15 for the Commission
and $.13 for counties. Perhaps as

many as three million infected people
were not yet reached.5 2

The original goal of eradication had
not been accomplished, yet, in his
letter of August 12, 1914, which
announced the end of the five-year
period for which he had pledged, John
D. Rockefeller declared that he was

satisfied. By having brought about a
general knowledge among Southerners
of the prevalence of hookworm disease
and of the means of treating and pre¬
venting it, “the chief purpose of the
Commission may thus be deemed to
have been accomplised.”5 3 Through
the International Health Commission,
the Rockefeller Foundation continued
to fund fifty percent of Southern
state and county health costs until
1917, rapidly reducing their support
thereafter.54

A modern South has not yet seen
the eradication of hookworm disease.
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It remains, though infrequently, in the
coastal plains areas from North Caro¬
lina to Mississippi. Like malaria,
typhoid and yellow fever, hookworm
disease disappeared with the modern¬
izing of the South.55 Like pellagra,
another Southern plague of the early
twentieth century, hookworm took its
heaviest toll among the poorest and
most malnourished people. New
diseases, representative of Southern
changes, replaced the old. Ransy
Sniffle, cured of his intestinal para¬
sites and forced from the farm to the
mill village, found newly built privies,
but he also found a workplace that
mated him with machinery, filled
his head with noise and his lungs
with fiber dust. Glad to be worm-

free, he stood amidst the busy looms
and shuttles, imagining only rarely
the taste of blackberries and clay. □
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People’s Medicine in the Early South
by Peter Wood

In 1951, when William Postell
published a brief study of The Health
of Slaves on Southern Plantations, the
frontispiece conveyed a curious
message. The print suggested that
residents of rural cabins, where good
health rested firmly upon the family
Bible and the home medicine chest,
had two outside alternatives in times
of sickness. At the back door a “black
mammy,” labeled QUACKERY,
waited with her witch-like charms
while her kinfolk danced Indian-
fashion around a moonlit campfire. At
the front door, meanwhile, appeared
THE PHYSICIAN, carrying the latest
in bottled drugs. So that no one would
have any doubts about the preferable
way to turn, the professional doctor
was bathed in sunlight and his non¬
professional counterpart was wrapped
in darkness.

The allegorical picture by a
“medical artist” dramatically illustrates
widely held assumptions about the
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evolution of Southern medical care.

The history of health in the South is
often told in terms of modern
medicine’s giant leaps forward — the
first use of ether for anesthesia in

Georgia, the campaign of the Southern
Health Board to eradicate hookworm,
the completion of successful heart
transplants in Texas — all landmarks
that have been achieved, and memorial¬
ized, by white male doctors. And
nowadays such triumphs are often
linked to the prestigious medical
schools and modern hospitals, both
public and private, that have grown up
from Baltimore to Houston. Indeed,
over the past century these powerful
scientific-commercial institutions have
extended the system of modern medi¬
cine so pervasively throughout the
South that it is difficult to recall,
much less comprehend, the alternative
health care traditions that once pre¬
dominated.

But those traditions existed in the
South. Nowhere else in the country
did patterns of “pre-modern” health
treatment derive from such diverse

sources, develop so fully, and endure
so long. Even now these patterns,

woven from the knowledge of Native
Americans, Africans and Europeans,
are not entirely dead in parts of the
rural South. And they are of more
than nostalgic interest in an era when
medical values appear selfish and
warped, when the human and financial
costs of medical care seem absurdly
high, and when the medical establish¬
ment acts more concerned with public
relations than with public health.

While the eighteenth-century realm
of purgatives and balms is now remote,
some of its underlying principles have
an enduring appeal. As scientific-
medicine-for-private-profit begins to
appear something less than total
enlightenment and sunshine, we can
begin to ask whether traditional health
care was entirely superstition and
darkness. The answer bears little
relation to Postell’s frontispiece. Long
before the white scientist walked in
the front door, Southerners of all races
benefited from health care which,
whatever its limitations, gave primary
attention to patients, relied heavily on
low-cost and easily obtainable herbal
remedies, and was available on a
comparatively equal basis to all.
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Hominy, Herbs and Healers

When non-Americans first reached
the western hemisphere, they found
that in many regions the native people,
growing the unfamiliar crop known as
maize, were obtaining a higher yield of
food per acre than farmers in the Old
World. As Europeans and Africans
took up maize cultivation, they began
to suffer from the niacin deficiency
known as pellagra. Historian William
McNeill points out that the Amerindi¬
ans had “escaped pellagra by soaking
maize to make ‘hominy grits,’ and by
supplementing their diet with beans in
those regions where hunting was no
longer possible.” He explains that
maize kernels “were soaked in a lime

solution, which broke down some of
the molecules ... in a way that allowed
human digestion to synthesize needed
vitamins that are absent from the
maize itself.” Gradually this special
preparation of corn, which offset its
nutritional disadvantages, passed into
non-Indian, Southern culture. Archae¬
ologists can still point out the well-worn
“hominy holes” in ancient rock forma¬
tions where regional tribes first evolved
the recipe for grits.

Indian skill with domesticated
crops was more than equaled by their
knowledge of wild plants. When John
Hawkins, the English sea captain,
touched the Florida coast in 1565, he
noted that the inhabitants “have for

apothecary herbs, trees, roots and
gummes...whereof I know not the
names.” Hawkins did not stay, but
Frenchmen settling there at the same
time told Spaniards arriving a decade
later that “when thei came into those
partes, thei had been sicke the moste
of theim, of greevous and variable
diseases, and that the Indians did
showe them this Tree, and the maner
how thei should use it, and so thei
did, and thei healed of many evilles.”
The tree was sassafras, and soon the
Spaniards were using it with such
“greate effects, that it is almost incred¬
ible.”

When English settlers entered the
deep South more than a century later,

they complained that earlier Europeans
had not paid close enough attention to
Indian medicine. “Amongst all the
Discoveries of America by the Mis¬
sionaries of the French and the

Spaniards,” wrote John Lawson of
North Carolina in the early eighteenth
century, “I wonder none of them was
so kind to the World as to have kept a
Catalogue of the Distempers they
found the Savages capable of curing,
and their Method of Cure .... Authors
generally tell us that the Savages are
well enough acquainted with those
Plants which their Climate affords, and
that some of them effect great Cures,
but by what Means and in what Form,
we are left in the dark.”

The English tried to be more
observant of Indian practices. John
Brickell (who borrowed much of his
data from Lawson) stated that the
natives could “perform notable Cures,
of which it may not be amiss to give
some Instances, because they seem
strange, if compared with our Method
of curing Distempers.” He reported
that while they gathered plants, leaves
and tree bark from the countryside,
they also cultivated special gardens of
medicinal herbs, “that upon all Occa¬
sions they might be provided with
these vegetables that are proper for
the Indian Distempers, or any other
use they might have occasion to make
of them.”

Thomas Ashe, a late seventeenth-
century English observer in Carolina,
commented that the natives’ “exquisite
Knowledge” was “conveyed in a con¬
tinued Line from one Generation to

another, for which those skill’d in this
Faculty are held in great Veneration
and Esteem.” This statement was

confirmed in the next century by John
Wesley, the famous evangelist who
preached in the fledgling colony of
Georgia in the late 1730s. In his hugely
popular book on Primitive Physic, first
published in 1747, he observed of the
Indians that, “if any are sick, or bit by
a serpent, or torn by a wild beast, the
fathers immediately tell their children
what remedy to apply. And it is rare
that the patient suffers long; those
medicines being quick, as well as
generally infallible.”

This praise was not based on hear¬
say; many whites had direct experi¬
ence of Indian medical skills. In 1725,
Alexander Long recorded being cured
by “the greatest herbalist that ever I
saw in all my life” while among the
Cherokee. During the same decade

Le Page du Pratz, a Frenchman who
lived among the Natchez in Louisiana,
told of a crippling and persistent pain
in his thigh. White physicians in New
Orleans bled him, suggested aromatic
baths, and advised him that he should
return to France “to drink the waters.”
But his field hands urged him to
consult the Natchez, “who, they said,
did surprizing cures, of which they
told me many instances, confirmed by
creditable people.” When the Indians
prescribed the application of a simple
poultice, he was up and about within
eight days, and the pain never returned.

Indian skill with domesticated

crops was more than equalled by
their knowledge of wild plants.

From this point on, du Pratz was
deeply respectful of Indian medical
knowledge and conscious of European
ignorance. Of several field plants he
wrote, “The native physicians know
more of its virtues than we do in
France.” And in describing the so-
called copalm tree, he stated, “I shall
not undertake to particularize all the
virtues of this Sweet-Gum or Liquid-
Ambar, not having learned all of them
from the natives of the country, who
would be no less surprised to find that
we used it only as a varnish, than
they were to see our surgeons bleed
their patients.”

Not long after his first sickness, du
Pratz developed an eye infection, and
a Paris-trained surgeon in Louisiana
advised him it would be “necessary
to use the fire for it.” Before the
Frenchman consented to the crude

technique of cauterizing, he was
visited by the friendly Natchez chief.
“The Great Sun observed I had a

swelling in my eye,” du Pratz recalled,
“and asked me what was the matter

with it. I shewed it to him, and told
him that in order to cure it, I must
have fire put to it; but that I had some
difficulty to comply, as I dreaded
the consequences of such an opera¬
tion.” Without replying, the chief
summoned his doctor, who examined
the eye and cured it perfectly in a
matter of days. “It is easy from this
relation to understand what dextrous

physicians the natives of Louisiana
are,” du Pratz concluded. “I have
seen them perform surprising cures
on Frenchmen.”
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Cherry Bark, Ginseng and Snake Root

Afro-Americans were also capable
of surprising cures. “The slave,” writes
French scholar Frederic Mauro,
“brought with him his cooking prac¬
tices, his sense of a balanced diet
adapted to the tropics, of medical
formulas and of plants unknown in
America.” Though Europeans bene¬
fited directly and indirectly from
this tradition, they were generally
unwilling to acknowledge and ex¬
amine it. It was exceptional for
Janet Schaw, touring the South in
the eighteenth century, to note in
her diary, “The Negroes are the only
people that seem to pay any atten¬
tion to the various uses that the
wild vegetables may be put to.”

Some of this knowledge came
from local Indians, with whom blacks
had close contact during the early
years of foreign settlement; some

THE GREATEST HERBALIST

This relation that / had of the
screech owl was from one of the
greatest Indian doctors and the great¬
est herbalist that ever / saw in all my

life, / myself being cured by him of
sore eyes.

/ was in such a miserable condition
that / was so blind that / could not see

above ten paces from me. / sent for
this great doctor and asked him if
he could cure me and he come dose to

me and looked on me and said why
did you not send for me when you was
first took with it? You should not

have suffered so much as you have
done. Nevertheless by the morrow
this time you shall be cured. He went
out and went down to the river side
and brought with him an herb and
bruised it and dropped the juice
thereof in my eyes. As soon as the
juice touched my eyes, / found ease
and the next morning / was quite
well and found no manner of pain
and could see a mountain that was

distant from me 3 miles very plain.

—Alexander Long, “A Small Post¬
script on the ways and manners of
the Indians called Cherokees”, 1725.

came in from the old country. A
former slave woman interviewed in
Texas in the 1930s claimed that her
mother had learned knowledge of
herbs from the Indians and from
“old folks from Africy.”

‘‘My old granny uster make tea
out o’ dogwood bark an’ give it to
us chillun when we have a cold,”
recalled Fannie Moore, an ex-slave
from North Carolina. “Else she make
a tea outen wild cherry bark, penny-
roil, or hoarhound. For stomach
ache she give us snake root. When you
hab de fever she wrap you in cabbage
leaves or ginseng leaves; dis made de
fever go.” According to Solomon Cald¬
well of South Carolina, “I ’member
my ma would take fever grass and boil
it to tea and have us drink it to keep
de fever away. She used branch elder
twigs and dogwood berries for chills.”

Many of these treatments were
complex and effective, and those who
could practice them best were often
known as “doctor.” Even when whites
were officially in charge of plantation
health, black midwives played a signi¬
ficant role. A white doctor among the
South Carolina planters observed, ‘‘On
every plantation the sick nurse, or
doctor woman, is usually the most
intelligent female on the place; and
she has full authority under the physi¬
cian, over the sick.” In 1729, a Vir¬
ginia slave named James Papaw was
granted freedom and a thirty pound
a year pension for life when he agreed
to make public a complicated “decoc¬
tion of the woods,” said to be effec¬
tive against yaws and “the most in¬
veterate Venereal Distempers.” Several
decades later in South Carolina a man

named Sampson, enslaved to Mr.
Robert Hume, received his freedom
and a one hundred pound pension for
revealing his elaborate remedy for
rattlesnake poison.

But useful knowledge of herbs
and medicines did not always suit
the planters’ interests, for enslaved
workers often made use of these skills
in the struggle for independence and
liberation. South Carolina slaves regu¬
larly induced abortion by boiling four
ounces of root bark from the common

cotton plant in a quart of water until
it was reduced to a pint, then drinking
a dose two or three times per hour. The
process proved so effective that a
white doctor in Georgia eventually
publicized his own decoction of
witch-hazel leaves to prevent the abor¬
tions which the blacks freely induced.

Of greater concern to Caucasians was
the constant threat of poisoning. In
the mid-eighteenth century, South
Carolina’s noted doctor-botanist, Alex¬
ander Garden, troubled by the skills
in the hands of “negroe Strollers and’
old women,” set out to “investigate
the nature of particular poisons (chief¬
ly those indigenous in this province
and Africa).” He asked experienced
friends to give him what information
they could “about African Poisons, as
I greatly . . . suspect that the Negroes
bring their knowledge of the poison¬
ous plants, which they use here, with
them from their own country.”

Several years later, in 1751, a rash
of suspected poisonings had led South
Carolina legislators to pass a law de¬
signed to curtail black knowledge
about, and access to, medicinal drugs.
The act stated that “in case any
slave shall teach or instruct another
slave in the knowledge of any poi¬
sonous root, plant, herb, or other
poison whatsoever, he or she shall
suffer death as a felon.” It was made
unlawful for white physicians “to
employ any slave or slaves in the
shops or places where they keep their
medicines or drugs,” and up to fifty
lashes were prescribed for any “ne¬
groes or other slaves (commonly called
doctors)” who attempted “to admin¬
ister any medicine, or pretended medi¬
cine, to any other slave; but at the in¬
stance or by the direction of some
white person.” Similar harsh laws pro¬
hibiting the exercise of black medical
knowledge spread throughout the slave
South over the following century and
had an inevitable effect on limiting the
use of Afro-American skills. But the
re-enactment of such laws suggests
that none of them were entirely
successful in their purpose. In 1844
a Tennessee court, ruling on the case
of a respected black healer named
Jack, observed that “such doctors
might foment insurrection” and de¬
clared that “it was thought most
safe to prohibit slaves from practic¬
ing medicine altogether.”

Hesitantly, Europeans in the South
learned to take advantage of these
alternative traditions and the plants
upon which they were based. New and
effective remedies were often sent

back to the Old World. In 1745, for
example, the London Magazine men¬
tioned the use of Virginia snake root
in a preparation for the plague. A cen¬
tury later, James W. Mahoney of
North Carolina published an entire

52



volume entitled, The Cherokee Physi¬
cian, or Indian Guide to Health (Ashe¬
ville, 1849). Virgil J. Vogel, author
of American Indian Medicine, noted
recently, “Perhaps the most cele¬
brated remedy to reach the world
by way of the Carolinas was the Indian
pinkroot (Spigelia Mariiandica L.), a
Cherokee remedy for worms, which
was adopted into the London, Dublin,
and Edinburgh pharmacopeias, and
was official in the American pharma¬
copeia from 1820 to 1926.” At first
Europeans were less familiar than
Indians and Africans with the semi-
tropical flora of the deep South. And
as time passed, health care among
whites was moving slowly out of the
hands of parents, ministers and mid¬
wives into the hands of paid apothe¬
caries and surgeons. But these facts
did not prevent European immigrants
from importing their own substan¬
tial knowledge of traditional medi¬
cine or from exchanging, enriching
and expanding these skills in the
New World.

By the nineteenth century, white
Southerners regularly publicized es¬
tablished treatments as well as new

ones. For example, John S. Wilson,
a physician from Columbus, Georgia,
who had practiced in south Alabama,
published articles in the American

Cotton Planter and edited a “Elealth
Department” for Godey’s Lady’s
Book during the 1850s. He was at
work on a book called The Planta¬
tion and Family Physician when
the Civil War broke out, and in 1863,
while serving as a Confederate Army
surgeon, he published a sixteen-page
booklet entitled The Southern Soldier’s
Health Guide. Nothing illustrates the
persistence of traditional medicine
in the region better than the fact that
during that same year, the Surgeon
General’s Office of the Confederacy
in Richmond issued a “Standard

Supply Table of the Indigenous
Remedies for Field Service and the
Sick in General Hospitals.” Confeder¬
ate soldiers were reminded that,
“The interests of the government
which they serve, and the importance
of relying upon the internal resources
of their own country, should prompt
the adopting as far as practicable,
of these remedies as substitutes for
articles which can now be obtained

only by importation.”
The motivation for self-sufficiency

in health care, both regional and
individual, dwindled away in the
South during the century after the
Civil War. Slowly, medical treatment
by professional, scientific doctors
became more commonplace and per¬

vasive; methods of self-help were

increasingly frowned upon, prohibited
or forgotten. But the principles behind
Southern traditional medicine never

quite died out, and now, in the face of
a highly institutionalized, bureaucra¬
tized and unresponsive modern health
system, they are taking on renewed
life.

Health care moved slowly
out of the hands ofparents,

ministers and midwives.

Imagine a time when healers give
individualized attention to the sick,
understanding the need to treat a

specific illness as part of the whole
person and to view each individual as

part of a community. Consider a place
where simple and organic treatments
are applied with the smallest expense
and the least bureaucracy possible.
Conceive a society where no yawning
chasm exists between the care pur¬
chased by a few and the care received
by all. If these conditions prevailed
in the early South to an unrecognized
degree, there may well be a place for
such principles of traditional medicine
again somewhere in the future of the
region. □

Sassafras (sassafras albidum)
a Southern tree or shrub which grows

abundantly in open woods, deserted fields, along fence rows and
railroad tracks, can often reach ninety feet in height. Easily identified

from its three distinct leaf shapes (oval, mitten-shaped, and
double-lobed), Sassafras has yellow flowers in spring and small blue

fruit. Roots are collected in the spring and fall; when boiled they make
a delicious orange-colored tea, considered a stimulant, a

diuretic and a treatment for stomach gas and colic.
The tea is also ritually drunk as a spring tonic

and blood purifier, and can be used as a

poison ivy wash. Sassafras leaves are an

essential ingredient in Creole cooking,
and Louisiana families often keep a

shaker of dried leaves on the table

to add to soups and stews.

- Leaf Diamant
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drawing by Leslie Miller Vorgetts
have a friend who fasts every time his
temperature wiggles, and another who
stuffs herself with a grand dinner at
the first sign of illness. We all stand by
our cures. It doesn’t seem to matter

what one chooses; it’s the belief in a

remedy that counts.
I now add healing waters to my list

of cures. I believe in waters. They have
cured people for a couple hundred
years in this country, and centuries be¬
fore that around the world, and they
can damn well cure me, too.

Throughout the South, many
people still depend on healing waters.
In almost every state, artesian wells
and mineral springs can be found that
have been used for drinking and
bathing illnesses away. In the moun¬
tains, thermal springs — bubbling up
heated from underground, usually of
volcanic origin — have drawn great

Steve Hoffius is a Charleston, South
Carolina, bookseller and free-lance
writer.

I don’t put a lot of faith in doctors
and medicines and hospitals. I don’t
know many people who do. We all use
them, but often it seems only as an
absolute last resort, after all else fails.
This is nothing new, of course, and
may even be inevitable for a field
whose professionals seem to bank on
the ignorance of their patients. Rather
than let a stranger handle our bodies,
or stick strange instruments and chem¬
icals in them, we do what we can,
in our own ways.

Except in emergencies, we count on
various sure-fire home remedies that
we’ve come across and found success¬

ful. I use hot teas and Vitamin C, rest
and exercise, good Scotch, massage. I

Healing
attention for their medicinal qualities.
In other areas, waters from unex¬

pected sources — or transformed by
unexpected forces — have become
known for their curative powers,
and have attracted health seekers
from throughout the world.

Wherever one finds the healing
waters, testimonials abound. The wa¬
ters have cured everything from diar¬
rhea to cancer. People swear by them
and bring their friends. They write
glowing accounts of them, and judg¬
ing by their claims, the waters work.

But healing waters are like every
other resource in America: when they
become popular, people try to take
them over and make a buck. The
waters are bottled, promoted. They
become the site of spas, hotels, medi¬
cal centers, of railroad stations and
airports. They are restricted to use by
a very few, or they are polluted. The
task of protecting and using healing
waters then ceases to be just a folk
health issue and becomes one of land
use, of division and use of wealth.

“A Healthful Drink”

Charleston, South Carolina, where
I live, was once filled with artesian
wells. The wells provided about half
the water for the city, the rest coming
from cisterns. Every couple days,
the people of the city gathered up
their jugs and headed to their near¬
est or favorite well. There they met
their friends, asked about each other’s
health, and exchanged news and
gossip. They were just being sociable,
and got free water to boot.

But there were other benefits as

well. In the city yearbook for 1881, a
Scientific Committee, established to

report on the history of the city’s
wells and the quality of the water,
announced:

“As a drink it is healthful. There is
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Waters by Steve Hoffius

no deleterious ingredient in it. The
habitual use of the water of the Went¬
worth Street well was known to be

very beneficial in dyspepsia and kin¬
dred diseases ....

“For culinary purposes it must be
equally healthful ....

“For bathing no water can be more
delightful. For washing and cleansing
clothes, it is far superior to the ordi¬
nary well water and even to cistern
water.”

Nearly everyone in the city counted
on that water at some time. Business
houses sent employees for water to
offer their customers and clients. Doc¬
tors recommended it for illnesses. The

only hesitation concerned its use for
cooking rice, a staple of the Charleston
diet. Artesian well water seemed to

turn the rice a strange color, either
“golden” or “dirty,” depending on
whom one spoke to.

The city’s fire station was eventual¬
ly built by the Wentworth Street well.
Today the well is one of only two left
in the city, and it produces a steady
flow of water, from both a faucet and
a drinking spout. Many people come
to use the water regularly, or bring
plastic containers to take it home.

One day when I stopped for a drink
(a safeguard against some of those
“kindred diseases”), I spoke with a
woman preparing to visit her broth¬
er in North Carolina. She was filling
about a half dozen five-gallon con¬
tainers with water, as a present for
him. “He’s been there three years
now,” she said, “but he still don’t
like the water. Any time somebody
goes up to see him, we have to take
as much water as we can manage.”
She said she had come to the well
for as long as she could remember,
and her mother had, too.

According to regular users, the
water is good for most any ailment,
including digestive problems, muscle

pains, skin rashes. Even tooth decay.
In Charleston, the wells are the only
ways to get any fluoride for one’s
teeth. In 1956, when the country
was battling over the question of
whether fluoride-treated water was

a Communist plot, Charlestonians
found a unique way to sneak around
the issue. The Parker Laboratories

analyzed the artesian well water and
announced that included four times
the amount of sodium fluoride recom¬

mended to fight cavities. That made
the fluoride appear less threatening,
but it also made it an unnecessary
addition to the city’s tap water. A
local newspaper proposed that resi¬
dents who wished the benefits of
fluoride might simply keep a jug of
well water by their bathroom sink and
mix it with three parts tap water when
they brushed their teeth.

The people of Charleston go to
their artesian wells for many reasons,
but more for the taste, the inexpen¬
siveness and the feeling of gathering
their own water, than for its curative
powers. Just one hundred miles away,
however, stands a spring whose popu¬
larity is based almost solely on its
reputation for healthfulness: Healing
Springs, just outside Blackville, South
Carolina.

Healing Springs of Blackville

When white settlers first “discov¬
ered” the springs, they found the Indi¬
ans there were already familiar with
the special qualities of the water. Even
then, it was called Healing Springs.
According to legend, before whites
arrived, it had rarely been used for
casual drinking or bathing. It was a
ceremonial pool, used only for reli¬
gious purposes. During the Revolu¬
tionary War, a band of British soldiers
stopped at the spring to reconnoiter
for fresh water, and when they moved

on, left several of their party there to
recover from injuries. They are said to
have regained their strength so quickly
that they soon overtook the others.

For centuries everyone in the
area understood the spring to have
healing qualities; it was their local
health center, and they rarely ques¬
tioned its powers. Occasionally some
businessman would devise a scheme
to develop the area, to capture the
springs for personal use, or to take
financial advantage of the waters.
Around 1900 the spring kept a small
bottling plant in operation. Lute
Boylston, who inherited the land
on which the spring was located,
wrote of the entrepreneurs (includ¬
ing his ancestors) in his will when
he noted:

“It is historically true that the
Indians who once possess the land
and waters regarded it as a healing
gift to them from the great Spirit,
but I do not believe the white peo¬
ple who dispossessed the Indians ever
appreciate the value . . . for several
white people have tried to destroy
the said well during the time I have
owned it.”

To make sure the waters remained
in public use forever, Boylston willed
“the most treasured piece of this earth
that I have ever owned” to “Almighty
God . . . for the public use, especially
for the diseased or affected to the use

of the precious healing waters that
flows from this God-given source.”

Boylston wrote his will in 1944
and died in 1953. Before long the
area became a garbage dump. When
Jeanniene Ross moved to town twen¬
ty-two years ago, the spring could not
be seen from the road and was sur¬

rounded by “car radiators and wash¬
ing machines and abandoned cars and
dead dogs and people’s garbage.” She
and another local woman, Ruth
Browning, took responsibility for
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the springs’ improvement and,
often alone, they cleaned up the
area, built a parking lot, put the
springs’ pipes in working order, and
placed a picnic table, garbage cans,
shrubs and lighting around it. They
finished their work in 1970, in time
for the state’s Tricentennial, and
since then Healing Springs has been
known to draw 1,000 people a day,
making it a more popular attraction
than many state parks.

Among those who visit, explains
Ross, is the family of an Atlanta
woman; they arrive every month in
a truck filled with plastic jugs. The
woman, now in her eighties, was cured
more than sixty years ago of a rare
skin disease that doctors said was

beyond relief. A Blackville physician,
unable to help with his own medicines,
suggested Healing Springs and after
thrice daily bathings in the water,
she recovered. She has drunk Healing
Springs water ever since. Ross reports
that a local man, who had been a

preacher in the North for many years,
returned home not long ago after de¬
veloping severe cataracts. He was con¬
vinced that his vision was almost lost,
and that his effectiveness in the church
would soon end. After using the
waters, his vision returned and he now

serves as preacher at four area
churches. People regularly come to
Blackville from Charlotte, Charleston,
Columbia, Atlanta and beyond. Says
one local woman, “It’s the biggest
thing that ever hit this town.”

Throughout the South, this story
is repeated.

In Kentucky, for instance, the foot¬
hills are filled with mineral springs,
where animals once licked salt, and
hunters and farmers sought cures for
all their ailments. Eventually these
grew into eastern Kentucky’s large
health resorts, including such spots as
Olympia Springs in what is now Bath
County, Swango Springs in Wolfe
County, and Blue Lick Springs in
Nicholas County. Hotels were estab¬
lished, facilities for entertainment

provided. As the springs drew more and
more people, and richer people, the
focus became increasingly social, no
loriger medical. Doctors who would
recommend the water for most any¬
thing were still employed by the hotel
proprietors, but bottled liquids be¬
came more popular than tubsful. The
evening ball attracted more people
than the morning bath.

Boylston willed the Blackville springs as
“the most treasured piece of earth. . . .”

No mere mineral spings, however,
could compare with the health claims
of the South’s thermal springs, primar¬
ily found in Virginia, West Virginia,
Georgia, and Arkansas. Nor with the
resorts that quickly took them over.

Mineral springs and artesian wells
were special pools of water. They
smelled and tasted differently from
most water, and people attributed
great healing qualities to them. But
thermal springs! Ah, now there is a
wonder to behold. Imagine coming
upon one in the wilderness a couple
hundred years ago. Many smell strong¬
ly of sulphur. Not just so that when you
stick your nose next to it you are
aware of the aroma; they reek. For a
hundred yards they reek. And they
bubble. And steam. But when you see
a thermal spring before you — a hot
bath, a whirlpool, everything you need
but a towel — you endure the smell
(and sometimes it isn’t quite that bad;
sometimes) and you relax all your
sorrows away, as the water bubbles
up around you and over you, wiping
away pain, soothing tired muscles,
providing some sexual stimulus.

Before European settlers arrived,
the thermal springs of the Southern
mountains were already popular. The
Indians used them regularly, establish¬
ing a pact that the pools and the good
hunting grounds nearby would be a
sanctuary for all tribes.

Wilderness Whirlpools

By the middle 1700s white settlers
had discovered the thermal springs of
Virginia. In 1750 a visitor to Hot
Springs, Virginia, wrote, “We visited
the hot spring and found six invalids

there. The spring is very clear and
warmer than new milk.” Five years
later, a primitive hotel was built. It
was one of the few hotels in the

Virginia mountains and was soon
crowded with travelers. In the sur¬

rounding miles, other hot springs
were soon found with different

qualities. They varied in their chemi¬
cal makeup, in their temperatures
(some as high as 100 , others less
than 65 ), in their surroundings,
and they gained their names from
these differences: the Old Warm
and Little Warm (later called the
Hot) Springs, the Sweet Springs,
the Red Sulphur, Salt Sulphur, Blue
Sulphur, Gray Sulphur and Yellow
Sulphur Springs, as well as the Mont¬
gomery White Sulphur, the Fau-
quiet White Sulphur and the Jordan
White Sulphur Springs.

As the number of persons healed
increased, the fame of the waters

spread. In 1778 the first white set¬
tler, Mrs. John Anderson, stayed for
an extended visit at a spring to the
southwest of many of the others,
eventually called the White Sulphur
Springs in what is now West Virginia.
She was cured of her chronic rheuma¬
tism and other health seekers soon

followed. One Philadelphia writer
claimed, “the water has the pleasant
flavor of a half-boiled, half-spoiled
egg .... It is very beautiful and tempt¬
ing and cures the following diseases,
according to popular belief — Yellow
Jaundice, White Swelling, Blue Devils
and Black Plague; Scarlet Fever, Yel¬
low Fever, Spotted Fever and the
fevers of every kind and color; Hydro-
cephalas, Hydrothorax, Hydrocele and
Hydrophobia, Hypochondria and
Hypocrisy; Dyspepsia, Diarrhoea,
Diabetes, and die-of-anything; Gout,
Gormandising, and Grogging; Liver
Complaint, Cholic, Stone, Gravel,
and all other diseases and bad habits,
except chewing, smoking, spitting
and swearing.”

The visitors came, and in 1811 ten

cottages were built at White Sulphur
Springs to house them all. These were
quickly filled, and people had to be
put up in local farmhouses. A spring-
house was established in 1817. Soon a

second was built, with eight tall pillars
and a statue of Hygeia, the goddess of
health, atop it. In 1817 Henry Clay,
who traveled regularly between Ken¬
tucky and Washington, DC, stopped
for his first visit, and the boom began.
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The various springs vied with each other for customers, but the White Sulphur
Springs hotel, soon called the “Old White,” outdrew the others as a classy resort.

Where Clay went, other politicians
and businessmen followed, discussing
the major issues of the day with him,
gossiping and jockeying for attention.
They brought their wives and children,
who established their own routines of
socializing.

In 1858 the Grand Central Hotel,
called The White, opened in White
Sulphur Springs, a remarkable sight in
what was then still frontier land. It
featured three floors and a basement,
including 228 rooms. Newspapers
claimed a guest capacity for The
White of 1,000 to 1,500. At one
time up to 5,000 people were said
to have been crammed into the struc¬

ture. It quickly became the leading
vacation spot for the rich from miles
around. From Tidewater Virginia and
Maryland, Low Country Carolina, Ala¬
bama and up into Kentucky, once hot
weather arrived, or an epidemic broke
out, or a slave revolt seemed too

threatening, the rich climbed into
their carriages and took off for what
often consisted of a many-month
vacation.

The various springs vied with each
other for customers, but the White
Sulphur Springs hotel, soon called the
“Old” White, and nearby Hot Springs
with its Homestead Hotel, outdrew the
others and joined the lists of the lead¬
ing east coast resorts. Wealthy visitors
came from Philadelphia and Boston,
from England.

To draw these people, the Old
White developed a number of activities.
Every night, for instance, the hotel
featured The Treadmill, a stately
promenade reportedly first estab¬
lished when Henry Clay offered his
arm to Mrs. John Preston after dinner
and led her about the huge uncarpeted
space of the parlor. John C. Calhoun
followed Clay, taking the arm of a
Mrs. Rhett, and the entire dinner
gathering followed behind. Soon
every evening’s meal was completed
with this march about the premises.

Old White bartenders sought to
outdo each other with new drinks,
and in 1858 the first mint julep was
supposedly mixed there, containing
French brandy, old-fashioned cut
loaf sugar, limestone water, crushed
ice, and young, home-grown moun¬
tain mint.

The Virginia thermal springs quick¬
ly gained a reputation as prime breed¬
ing grounds for young belles and
gentry, and many of the wealthy

visited simply so their children could
court in style. The Old White estab¬
lished a busy routine for them, with
the token spring-drinking before
breakfast, champagne-and-watermelon
lawn parties at noon, and parties con¬
certs and a ball later in the day.

The balls themselves gained great
fame for the new dances, or figures,
that were popularized. “The most
famous figures,” reports one historian,
“were the Butterfly, in which the
belles fluttered about the ballroom

waving large wings of chiffon and
pursued by beaux with long-handled
butterfly nets, and the Coach-and
Four, in which the beaux literally
drove the belles around the ballroom-
harnessed four abreast and covered
with jingling ornaments.”

With such features, the White
Sulphur Springs was clearly The Place
To Be, though its popularity was
contested by the Hot Springs Home¬
stead Hotel, where local waiters bal¬
anced trays of food on their heads
and then danced frantically to the
cheers and applause of the diners.

Still, reports of the springs were not
always favorable. One guest wrote
that the meals featured, “the cursing of
bread, abominating the butter, detest¬
ing the coffee, disliking the tea,
scolding the servants, then the galop¬
ping consumption of mutton, the
clashing of knives and forks, the trot¬
ting of negroes, the forlorn looks of
those neglected, and the self satisfied
air of those who are provided with

private dishes.”
The Civil War, of course, was rather

tough on the resorts (White Sulphur
Springs and the Homestead were
used as hospitals), and people began
to fear for their future. In 1867,
however, Gen. Robert E. Lee, mount¬
ed as always on Traveller, came riding
to the rescue. His wife was ailing,
and she had been advised to visit
a thermal spring to improve her health.
The Lees chose White Sulphur Springs,
both for the quality of the waters
and accomodations and, it is said, for
its location. Lee supposedly felt that
in the recently-established state of
West Virginia he could do his share in
mending the wounds of the war, by
bringing together vacationers from
both regions. Every summer until
1870 the Lees stayed at the springs,
visiting — as hoped — with both North¬
erners and Southerners, and providing
historians the opportunity to talk of
the springs “healing the war-torn
nation as it did the bodies of its
visitors.”

Eventually, though, even the life
at the resorts had to change. In the
1890s the C&O Railroad, which con¬
trolled much of the transportation to
the springs, bought White Sulphur
Springs, and encouraged vacationers
other than the very rich to sample
the accomodations. Old-timers were

shocked. During the Second World
War, the government first used the
White Sulphur’s hotel as a hospital
and then as an internment camp for
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foreign diplomats and newspaper cor¬
respondents. In 1945 the C&O bought
back the building, reconverted it to a
spa, and opened it in 1948. With in¬
creasing numbers of families owning
automobiles and possessing sufficient
money to go away for trips, even
more Americans visited these healing
waters.

The springs’ oldest and most loyal
supporters groused about the low
quality of vacationers. “In the old
days,” remembers Colonel McKee
Dunn in Cleveland Amory’s The Last
Resorts, published in 1952, “we had
everybody. We had Vanderbilts and
Whitneys and we had Mr. Stuyvesant
Fish and Governor Livingston
Beeckman from Newport and we even
had a Miss Postlethwaite from Boston
— oodles of people like that. Now we
don’t have anybody. Everything has
gone to hell in the last twenty years.
Roosevelt and Truman and all those

people have given everybody the idea
that they’re just as good as everybody
else.”

Now the White Sulphur Springs
are part of a large health complex,
where guests — paying up to $140 a
day for double accomodations and
two meals—can purchase an hour
treatment that might include a mineral
springs bath, sauna, massage, steam
and scotch spray for $15.

The springs, still used for medicinal
purposes, are almost inseparable from
the resort that took them over. They
have become just another feature,
listed in the same breath with the
series of indoor-outdoor tennis courts

or the championship golf course.
One must travel elsewhere, to Warm

Springs, Virginia, for instance, to find
springs open to the public. There the
springs are run in a way not dissimilar
to practices of a century ago. Rubber
and elastic bathing suits are forbidden
(the minerals in the water destroy
them), and male and female customers
are strictly separated. Men sit in the
nude on their side, water to their
necks, holding onto ropes lest the
tublike sensations put them to sleep
and they drown. Women, dressed
in Mother Hubbard romper suits,
sit clinging to ropes in a nearby
pool.

I am told that some mountain
thermal springs are still unspoiled and
undeveloped; I would love to believe
that. Somewhere up there is a bub¬
bling pool, just waiting for you or me,

staggering out of the forest, tired and
depressed, and it will slowly and mi¬
raculously soothe our troubles away.
I haven’t found it yet.

Shallotte Inlet, NC

For awhile I thought I had come
across something similar—an undevel¬
oped inlet of healing water on the
coast of North Carolina, just north of
the South Carolina border. Still rela¬
tively unknown! But when I went to
investigate, I found that it too had
reportedly been ruined. Not by mon¬

eyed interests who tried to make it ex¬
cessively convenient and comfortable,
like the thermal springs, but simply
by pollution.

Even Joseph Hufham, who first
popularized the healing qualities of
Shallotte Inlet, has grown silent
about the waters. He first learned of
the curative powers about thirty years
ago, he says, after he jumped into the
water off his shrimp boat and was
relieved of his blinding headache. He
started speaking to others about the
waters. In 1965, a woman who went
to the waters with a cancer on her
neck was healed. A couple from Riegle-
wood, North Carolina, were cured
of five skin cancers in five days.
Others reported that the water elim¬
inated poison ivy, cleared up an in¬
fected arm, an infected ear, cut down
eye inflammation. Hufham wrote all of
this up in 1965 in a series of articles
for the local weekly paper, the Bruns¬
wick Beacon. He sent articles to papers
far away.

Hufham and a local physician,
J.H. Dawson, investigated the source
of the water’s powers and finally
thought they had identified it as a
local patch of marsh grass. According
to their theory, the four-to-five foot
grass is filled with a substance of bread¬
like consistency. In its natural evolu¬
tion, the reed grows, expands and
finally bursts. Incoming tides wash the
substance into the inlet, which is
turned a milky color. Dr. Dawson has
been quoted in the Beacon as saying
that he hoped the water’s “magical
ingredient” might be something like
penicillin and that it was certainly an
“enemy to infection.”

Hufham helped spread this theory,
but he points to another source of the
healing qualities. The 47th Chapter of
Ezekiel in the Bible, he explains,
describes a body of water not unlike

Shallotte Inlet, “and wherever the
river goes every living creature which
swarms will live.”

Whatever the source of its powers,
the water found a great many people
eager to believe in it. They still come,
a couple every month. They bring
yellowed clippings from occult
tabloids, and from gossip sheets, with
articles on the waters. They come on
the basis of rumors. They come in sta¬
tion wagons filled with plastic gallon
jugs for carrying the water back. They
leave on the bus, sending along con¬
tainers of water as their only luggage.
They come with cancers and infections
and muscle ailments. One man from
New Brunswick, New Jersey, recently
brought his son, who had lost the optic
nerves in his right eye. The local
people, who seem torn in their beliefs
in the water, direct them to the inlet
and to particular spots reported to
have successfully healed others.

Coleman Moore, who owns the
only motel in town, sees most of them,
and puts them up for the night. He
sadly shakes his head when he remem¬
bers the two visitors from New Jersey,
but just shrugs at most of the health
seekers. “I figure they come down
here and spend a couple days in a
warm climate, relaxing, spending time
in warm salt water and it can’t help
but help, no matter what.” A local
pharmacist is more direct: “They
come down here wanting to believe.
They’re halfway cured right there.”

For awhile Hufham wrote to various
medical groups and governmental
agencies to verify the waters’ curative
powers. But a few years ago, Hufham
watched a barge dump a large supply
of gasoline into the inlet, and he
became wary of using it for his eyes.
He stopped writing about it, and talks
about it now only hesitantly.

Hufham did not stop believing in
the waters. Like thousands of others
around the South who have seen their

healing waters taken over by the rich
or ruined by pollution, he stands firm
on a few points. “God has presented
us with medicinal waters,” he
announces. “I wouldn’t be without
them if I needed them.” He says that
he has found a spot where the gasoline
hasn’t spread, and that the healing
waters of Shallotte Inlet — like scattered
thermal springs and mineral springs of
the region — remain effective. One has
to search a little harder for them,
that’s all. □
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Kingsport Study Group

“DON’T LET TENNESSEE
STINK’’ reads the caption on the
child’s poster hanging in the office
of Dr. Joseph Smiddy in Kingsport.
Belching smokestacks tell the rest
of the tale. Dr. Smiddy is the only
lung specialist in Kingsport, and for
several years he has tried to alert
the people of the area to what he
terms a “continuing, permanent epi¬
demic of respiratory disease.”

No visitor to Kingsport can miss
the fact that the town smells. But
industrial pollution is more than an
aesthetic problem, more than a prob¬
lem for plants and animals, birds
and fish. In Kingsport, some people
are concerned that the air they breathe
and the water they drink may serious¬
ly affect their health.

Tennessee Eastman Company — the
largest employer in Tennessee, and
part of Eastman Kodak — dominates
Kingsport. The town began as a port
on the Holston River, an important
transportation link for settlers heading
west through the Cumberland Gap. In
the early twentieth century, a small
band of entrepreneurs decided that
the Holston River site would be ideal
for a manufacturing city. It had raw
materials, good communications with
the rest of the country, an adequate
supply of water, and good country
people to provide a compliant work¬
force. In 1920, Eastman arrived and
transformed a wood alcohol plant into
what is now a huge chemical complex.
With it, the character of the town was
transformed. Today, with a population
of 33,000, Kingsport is the industrial
center of a mainly rural and agricul¬
tural upper east Tennessee. Communi¬
cations are still good, the workforce is

still compliant — the major industries
in the town have no union. But in the
course of its development, the natural
environment of the town and its
surroundings have been damaged, and
with it the health of its people.

Dr. Smiddy says that many people,
on moving to Kingsport, develop bron¬
chial problems, and loss of their full
breathing capacity. Like Kingsport
natives, new residents are likely to
suffer continuing sinus problems and
coughs. People in Kingsport got very
excited last year by an outbreak of
Legionnaires’ Disease — there were
sixty-six cases in Kingsport. But Dr.
Smiddy expresses as much concern
about the year-round epidemic of
respiratory disease.

Perhaps the worst health problems
exist for the 14,000 employees of
Tennessee Eastman and the 2,000 of
the Holston Army Ammunition
Plant, run by Eastman for the federal
government. In its Kingsport plant,
Eastman manufactures fibers (acetate,
modacrylic and polyester), plastics
(cellulosics), dyes and industrial chem¬
icals. Tennessee Eastman is a division
of Kodak, the second largest chemical
company in the US and among the
largest in the world. Behind the familiar
image of every kid’s first Brownie
camera lies another reality for workers.

A growing recognition of the dan¬
gers of such workplaces led Congress
to pass the Occupational Safety and
Health Act of 1970 and set up an
agency, OSHA, to enforce its provi¬
sions. But according to TOSHA, the
Tennessee office of this agency, no
inspections have been conducted at
Tennessee Eastman. Don Witt, head
of the Tennessee office, said, “One of

the reasons why we never inspect the
big companies is because the compa¬
nies have excellent programs them¬
selves. We don’t go in because we
know we probably won’t find any
violations.” A former OSHA employee
told a different story, however: “They
(OSHA) really try to skirt the problem
and Tennessee Eastman is too big for
TOSHA to handle.”

Since OSHA began, it has been in¬
creasingly apparent that the dangers of
the workplace extend beyond the
plant to the community into whose
air and water it discharges its wastes.
In 1976, Congress passed the Toxic
Substances Control Act, which
theoretically enables the Environmen¬
tal Protection Agency (EPA) to con¬
trol harmful substances manufactured
and used by large companies. It is a
weaker version of a bill proposed in
the Senate two years before and
vigorously opposed by the biggest
chemical companies — Eastman
Kodak, Dow, DuPont and Union
Carbide. The new bill is limited to

substances known to be dangerous —

it does not allow for control of poten¬
tially harmful or suspected substances
currently being made.

These acts of Congress follow in¬
creased national and international
discussion about environmental health
hazards. The National Cancer Institute

recently suggested that eighty to nine¬
ty percent of all cancer results from
environmental pollution. Out of the
thousands of chemicals manufactured
each year, only a handful have been
studied sufficiently to determine their
toxicity; many more are suspect. And
because it may take decades for birth
defects, cancers, and other diseases to
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become alarmingly apparent, con¬
cerned citizens must look for the early
warning signs in places where popula¬
tion and industry are most dense. With
its mix of paper, concrete and textile
industries, plus Eastman Kodak’s
chemical division and munitions plant,
Kingsport is a prime case study.

PAYING THE COSTS

In spite of increased awareness of
environmental health hazards, there is
little public concern expressed in
Kingsport. Residents are understand¬
ably reluctant to criticize the indus¬
tries which put bread on their tables.
As the local newspaper comments,
Kingsport “smells like money.”

But there are hidden costs behind
that smell. Workers and local residents
have to pay their own doctor bills, and
the neighboring rural counties, down¬
wind and downstream, are also affect¬
ed by the city’s pollution. In the
surrounding area the rate of babies
born with abnormalities is more

than twice the state average.
In the chemical industry world,

Tennessee Eastman ranks high in the
amount spent on new control devices,
but little is known about the actual
harmful effects of the materials used.
And Eastman employees are not told
the real (generic) names of the chemi¬
cals they handle. The wife of one
worker told how, even after a week’s
holiday away from Kingsport and
numerous baths and showers, her
husband’s skin still smelled of acid —

but neither she nor he know what kind
of acid. The 1970 Occupational Health
and Safety Act might have given
employees the “right to know,” but it
has not been interpreted in this way.

Now a national campaign is being
waged by public interest health groups
to get this right recognized in OSHA
regulations. Meanwhile, workers at
Tennessee Eastman deal with “number

9123,” or with chemicals under their
trade names.

Tennessee Eastman also tries to

avoid paying compensation to workers
who think their ill health is attributa¬
ble to workplace hazards. Dr. Smiddy
has experience of several such cases.
He tells of one occasion when he was

treating a Tennessee Eastman worker
who was “gasping for breath.” He
tried to get information from the
company about the chemical the man
was working with. “Sorry — trade
secret,” replied the Tennessee East¬
man doctors. Although the company
has a large staff of physicians and
extensive laboratory facilities, they
share very little with the local physi¬
cians who treat their employees. How¬
ever, local doctors know that Tennes¬
see Eastman keeps check on em¬

ployees who work in high-risk areas,
and in some sections they carry out
sputum cytologies every six months
— the worker may not know the
name of the chemical he handles,
but he and his doctor can be fairly
sure it is dangerous if he is one of
those who “spit in the can.”

DON’T BREATHE THE AIR

“I’ve lived here five years and prac¬
ticed medicine, and there’s never been
any information printed in the news¬
papers that anybody was harmed, but
patients can tell you that ‘my buddy
who worked on the bench to my left
is in Duke Hospital gasping for his
breath, and my buddy who worked
on the bench to my right is in the

University of Virginia Hospital gasping
for his breath. ’ But in addition to

breathing problems and lung damage,
a lot of other things have happened:
blood disorders, and some people
who’ve worked in the same division
developed neurological disease. There
was a group ofpeople working togeth¬
er on a chemical product who de¬
veloped a form of paralysis. But you
never read about this in the paper. The
only way you get it is through the
grapevine. Some of the grapevine is
probably inaccurate, but i have the
feeling as a physician that I’m seeing
the tip of an iceberg. ”

— Dr. Joseph Smiddy

“Disability is a dirty word” in
Kingsport, says Dr. Smiddy. “Even
to talk about disease, disability or
pollution is considered a criticism of
industry.” Many local physicians re¬

gard Dr. Smiddy as an object of
amusement for his strong protagonist
role; they themselves do not seek to
change the unchangeable. But an
examination of the history of Kings¬
port reveals how local industry has
defined what is unchangeable. The
transformation from sleepy river port
to industrial complex was planned
carefully from the top. With the aid
and advice of outside industrial plan¬
ners and the Rockefeller Foundation,
the town fathers imposed the city
manager form of government on
Kingsport in 1917. An efficient
governing force from the point of
view of industry, it takes the impor¬
tant local offices out of the hands of
voters. In recent history, workers in
Kingsport have been paid more than
the average wage for workers in the
surrounding rural counties; the price
they are expected to pay is silence.

Not all residents accept the pro¬
moted silence. Especially in those
aspects of the industries which affect
the community, there have been pro¬
tests. Air pollution particularly has
caused a flurry of interest and criti¬
cism in the last couple of years. The
Kingsport Times-News carried a front¬
page report on February 5, 1978, of a
survey among residents of the Kings¬
port area. Thirty-nine percent of city
residents placed air pollution at the
top of their list of “most severe prob¬
lems.” The figure rose to forty-six
percent among those city residents
who are also members of civic clubs,
and fifty percent among residents out¬
side the city. No other problem came
near the agreement about dirty air.
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West Kingsport has long received
the bulk of the fall-out of dirt, dust
and industrial wastes in the air. During
1976 and 1977, fifty-three residents
signed a petition to get a study of the
air pollution of Kingsport industries,
and twenty-three of them blamed the
bad air for their own health problems
— asthma, bronchitis, allergies, lung
troubles, chest pains. Others cited
physical discomfort, itching and rash.
After pressuring the Air Pollution
Control Division of the state of Ten¬
nessee for a year, the residents met
with its director, Harold Hodges.

They told him that the fall-out
was always worse at night; they
suspected that the incineration of
wastes was increased by the com¬
panies when it was less visible. Be¬
cause residents could see the
silos at the Penn-Dixie concrete

works “bubbling over” with dust,
they suggested it was cement dust
in the air. The Division of Air Pol¬
lution Control made a year-long
study of the problem, at the end of
which a spokesman said they were
“developing a body of circumstantial
evidence that would suggest cement
and masonry products are the pri¬
mary problems in Kingsport.”

While residents were pleased that
at long last the inspectors had made
a study of the problems they had been
living with for years, many also felt
that it was too little and too late. The
study dealt only with particulates, and
only with six firms in the city. Tennes¬
see Eastman was notably absent from
the study, as are the substances in the
air which have the greatest long-term
health effects. In the words of a local

pediatrician, William Griffin, “The
problem here is what we smell, what
we can’t see, and what we don’t
monitor and don’t know what it is.”

An interviewed spokesman for the
Air Pollution Control Division admit¬
ted the need for an in-depth study of
Tennessee Eastman’s emissions of

organic chemicals into the air. He
said that no studies have been con¬

ducted on gaseous emissions, and
that much more sophisticated equip¬
ment would be needed in Kingsport
to study such problems. “Tennessee
Eastman is burning off chemicals
and getting all kinds of exotic com¬
binations; no one knows what effect
they will have. Rarely do they get
complete combustion from inciner¬
ators, and they are burning off chemi¬
cals we don’t know anything about.”

In response to federal and state
environmental controls on their waste

disposal into the Holston River, Ten¬
nessee Eastman says that their “in¬
cineration operations have become
more complex in recent years, as the
program to protect water quality has
necessitated the incineration of solid
wastes.” In reply, Dr. Griffin says,
“I’m breathing what the fishes used
to breathe, and not only am I breath¬
ing what they used to breathe but
(in) burning the stuff, they’re making
all kinds of mixtures; they don’t even
know what they’re creating in the air.
I think we have to be defensive about
our health. It’s foolish to ignore. If
your lungs tell you there’s something
there and you start coughing and hack¬
ing and your sinuses get congested,
your body is trying to tell you there’s
a problem — you know there’s a
problem.”

DON’T DRINK THE WATER

Through wind and water, the legacy
of Kingsport spreads across the sur¬
rounding areas. About 350,000 people
live in the Holston River Basin; even
miles from Kingsport, they still bear
some of the costs of that industrial
complex. Day in, day out, Tennessee
Eastman releases 350 million gallons
of waste water into the Holston River,
sixty-five percent of the total daily
discharges of all industries into the
river. At times of low flow, in the
summer months, all of the Holston
River has to be diverted into the
Eastman plant. Don Owens, biologist
with the state of Tennessee Water

Quality Control Division, says of
Eastman, "It is too big an industry
for the size of the river.” The only
way Eastman can get enough water
from the river for its needs is through
the cooperation of the Tennessee
Valley Authority. TVA has agreed
with Eastman to release extra water

from its upstream Fort Patrick Henry
Dam to meet Eastman’s requirements
of a minimum of 750 cubic feet per
second.

A classic example of what happens
when a polluting industry cleans up
just the minimum required by regula¬
tory agencies, and no more, is seen
today in Kingsport’s plague — black
flies. To an outsider, the clouds of
tiny insects in the city and surround¬
ing Sullivan County, and in neighbor¬
ing Hawkins County, may not seem
a problem for concern. To the people

of these areas, however, they are a

scourge, making life outdoors miser¬
able from April through the summer.
An army environmentalist team told
the local newspaper that Kingsport
had the worst black fly problem they
had seen. Dr. Ed Snoddy, an authority
on the black fly, now works with
TVA’s Water Quality Branch, and says
that black flies are “pollution follow¬
ers — to a point.” In days past, when
the Holston River was so heavily
polluted that^nothing could live in it
for miles downstream from Kingsport,
there was no habitat for black flies
either. Now the water quality has
improved slightly, “into a regime with¬
in the life zone frame of this species of
black fly,” says Dr. Snoddy, but not
to the point where “normal predators
and natural control mechanisms”

might prevail.
As a result, the insects thrive. They

swarm around animals and humans,
attracted by the carbon dioxide in
breath. Their bite leaves a large, angry
welt, and some people are even more
sensitive to them. One hundred cases

of bad reactions (severe itching, swel¬
ling, pain) to these bites were reported
in Kingsport in 1976. The females are
blood suckers and carry disease among
wildlife and animals. Dr. Snoddy says
that there is little evidence that they
transmit disease to humans, “but there
may be some things we don’t know
about .... there are many obscure
viruses which may be associated with
them.”

Treatment of the black fly problem
is by yet another chemical, ABATE,
which has itself caused some contro¬

versy. EPA has registered its use as safe
only in the concentrations used for

Tennessee Eastman
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Streams in Violation of
Water Quality Management*

*from 1976 "Quality Management Plan for the Holston River Basin"

tion of the best practicable control techno¬
logy for industry and secondary treatment
for municipalities. Violation of solid and/or
toxic substances are found in these areas

except the South Fork Holston River
from Kingsport to Boone Lake.

□ Other rivers which presently violate
applicable standards. The rivers indicated
will meet standards after application of the
best practicable control technology.

midges and mosquitos, not the greater
concentrations necessary for black fly
control. A special exemption allows its
use in Kingsport. It is ironic that a prob¬
lem caused at least in part by chemi¬
cal pollution should have to be treated
with more chemicals whose long-term
effects on human health are also un¬

known. Again, the costs of pollution
are met by the community. Spraying
the chemical onto the water helps
control the black fly problem; its cure
can come only with the return of the
river to a healthy balance.

If Dr. Griffin thought that the
fishes in Kingsport’s water are getting
a good deal compared to the humans
in its air, water quality specialists
would disagree. The river flows on,
many miles downstream of Kingsport,
through rich farmland and rural popu¬
lations, carrying the wastes from the
city of Kingsport down to TVA’s
Cherokee Lake and Morristown, and
perhaps beyond, through the city of
Knoxville into the Tennessee River,
140 miles downstream of Kingsport.
According to the state Water Quality
Control Division, “the most extensive
degradation of water quality in the
(Holston) basin exists in the Kingsport
area.” It identified the major polluters
as Tennessee Eastman and its Holston
Army Ammunition Plant, and the
Mead Paper Mill. State biologist Don
Owens says, “Eastman is probably the
most difficult chemical problem in the
state right now.” Downstream of these
discharges, as far as Knoxville, the
state says, “water quality presently
violates applicable standards. It is not

expected to meet the standards
even after the application of best
practicable control technology for
industry and secondary treatment for
municipalities.”

Several agencies — EPA, the state,
TVA — monitor and report on water
conditions in the Holston River and
Cherokee Lake on an occasional or

regular basis. Yet to the concerned
layperson, study of such reports in¬
dicates one factor of overriding im¬
portance: we know very little about
the extent of the damage being done.
True, samples are taken; true, they are
analyzed. But the standard water
quality tests are for characteristics
of the water like oxygen level and
temperature, factors more important
to fish than to human health. The
organic chemicals and metals which
are discharged into the river by the
chemical companies upstream are
seldom monitored. Yet it is just these
substances which are currently causing
scientists more concern for their pos¬
sible effects on human health.

To analyze even a single sample of
water for these substances is a very
expensive process — it may take thou¬
sands of dollars for a single sample,
especially if the combinations of
chemicals involved are as complex and
little known as those dealt with at

Tennessee Eastman. In a recently pub¬
lished analysis, EPA found at least
two chemicals that are known to

be toxic. Others in the sample are
known to be health hazards in the
workplace, but their effects in drink¬
ing water are generally unresearched.

The box “Chemicals in the Water”
lists a few of the chemicals found.

In addition to the organic chemi¬
cals, there are metals in the discharges
that also may affect human health.
Tennessee Eastman’s discharge of man¬
ganese at 9,500 pounds a day is well
above the recommended limit for

public health. Copper, lead, zinc and
chromium are also known to have
deleterious effects on human and
animal health in some circumstances;
these, too, are found in the Holston
River below Kingsport.

But the biggest publicly recognized
health problem in the Holston River
right now is mercury, and its source is
even more difficult to regulate than
Tennessee Eastman. The 01 in Matthie-
son chloralkali plant at Saltville, Vir¬
ginia, used mercury for many years.
When it closed in 1972, unable to
meet environmental regulations, it left
its legacy in the muck ponds of the old
industrial site. From them the heavy
metal seeps out, day by day, into the
North Fork of the Holston River. It
drops into the sediments of the river¬
bed, there to be converted by bacterial
action into a highly volatile and toxic
form, methylated mercury. It is re¬
leased into the water and the air, but
more importantly, is easily absorbed
by fish. A community in Japan was
poisoned by eating shellfish contami¬
nated with mercury, and gave its name
to the resulting disease, Minimata
Disease. This is a severe disorder of the
nervous system which can be fatal.
There have been no recorded cases of
Minimata Disease among the popula-
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tions which have been eating fish from
the North Fork of the Holston River
as long as the plant has been in exis¬
tence. But TVA’s own expert on mer¬

cury suggested that its symptoms are
like those of other neurological dis¬
orders, and doubted whether any
cases that might have occurred would
have been diagnosed as such by local
physicians. The Virginia Public Health
Department became so concerned by
reports of fish with mercury levels
above FDA limits that it closed the
North Fork to fishing, subsequently
allowing fishing for sport only. But
who can police the miles of riverbank
to ensure that no fisherman, catching
an apparently healthy fish, takes it
home to eat?

The mercury pollution extends well
beyond the neighborhood of Saltville.
Mercury in the sediments of the river
apparently passes downstream, beyond
Kingsport, to Cherokee Lake where
the metal is found in some fish at

levels above FDA limits. But the
state of Tennessee has not yet decided
to ban fishing in the lake.

Obviously, water can carry sub¬
stances a long way. When the Olin
plant was operating, its massive
discharges of calcium carbonate made
the water “hard” as far downstream as

Lenoir City, 275 miles away.
“Cherokee Lake is dying,” says Pat

Card, who, with her husband, runs a
boat dock on the lake, and, like other
operators, depends on the lake and the
fish for her livelihood. The boat dock
operators present a grim picture of fish
kills, stunted growth among game
species, and fish with open sores.
Dewey Smith has been on the lake five
years, and thinks that 1977 was the
worst for pollution. His boat dock
operation lost $15,000 to $18,000 in
income last year. “No one wants to
put a $7,000 boat in water that looks
like coffee grounds.” Pat Card says
also that people around the lake who
suffer scratches often develop infec¬
tions. She wants to know what chemi¬
cals are going into the lake, and what
effects they have, but no one will — or
can — tell her.

What can people do when faced
with these kinds of threats to their
livelihoods? There have been hearings
and meetings about the state of the
river and lake, but they do not offer
much help to ordinary people who,
when faced with the “experts,” are
often silent. Dewey Smith went to

one hearing on the state’s water
quality plan, but “I didn’t say a
word during the meeting . . . East¬
man had fifteen lawyers; what’s a
man with a high school education
going to say to a bunch of college
professors?”

Tennessee takes the view that the
waters of the state are the property
of the state, held in public trust for
its people. In 1975, the state Water
Quality Control Division made an
extensive survey of the whole Hol¬
ston River basin, listing all discharges
into the river from industries, muni¬
cipalities and other sources, and mak¬
ing proposals for the control of pollu¬
tion from these sources. The report
stated that “the people of Tennessee,
as beneficiaries of the [public] trust,
have a right to unpolluted waters.”

Tennessee Eastman objected to the
water quality control plans, however,
and sued the state in November, 1975.

This suit was dismissed after
the state agreed to some concessions.
As Tennessee Environmental Coun¬
cil’s Jonathan Gibson said of the
weakened standards in the new plan,
“The people lost.” Gibson spoke at
public hearings on the revised water
quality control plan, held in Morris¬
town in November, 1976. “It does not
take an attorney to be appalled at the
way the Tennessee Eastman Company
has used legal, political and economic
threats to escape full and equitable
compliance to the water quality laws
of our state.”

Constant daily pollution of the
waters of the Holston River by indus¬
trial users, past and present, is one

CHEMICALS IN THE WATER

Among the chemicals found in appreciable amounts in one EPA sample of
the water of the Holston River below Kingsport were the following:

Name Known Workplace Hazards

Trichlorobenzene All the chlorobenzene group irritate skin and
eyes; direct contact may lead to dermatitis. High-
level exposure may have an anaesthetic effect and
may also cause liver and kidney damage. Known
to be toxic to fish (EPA report).

Trichloroaniline All the chloroaniline group irritate the eyes.
There is a strong association with the disease in
which the level of oxygen in the blood is dimin¬
ished: methemoglobemia. Known to be toxic to
fish (EPA report).

Diphenyl Ether Extremely irritating to eyes and air tubes. High
doses may cause irreversible kidney and liver dam¬
age. Repeated or prolonged exposure may cause
skin irritation.

Copper Experts do not agree. Known to be toxic
when given to animals.

Manganese Highly dangerous to workers in mines and in
the manufacture of permanganate. Manganism is a
crippling disease of the nervous system akin to
Parkinson’s Disease.

Chromium Strongly associated with lung cancer among its
workers: rate is 29 times that of the general popu¬
lation.

Lead Well known lead poisoning effects for both
workers and those exposed to lead in their environ¬
ment, through paints, pipes, gasoline fumes, are
anemia, kidney disorders, brain damage.

Zinc Increasing concern about the health and fertility
of workers in the zinc industries.

63



form of environmental health hazard.

Another, sometimes more dramatically
visible to people in the river basin, lies
in the “spills,” accidental or otherwise,
from those same industries. Says biolo¬
gist Don Owens, “It used to be that
they would dump everything into the
river without telling anyone .... East¬
man has got a lot better at reporting
spills.” Today, the list of chemicals re¬

ported by Eastman to have been
spilled into the Holston River is
alarming enough; there is no specula¬
ting on the proportion of unreported
spills. The box, “Chemicals Spilt by
Tennessee Eastman,” shows just a few
from the long list reported by the
company in recent years.

“Eastman’s chemicals foul Morris¬
town’s water supplies”; "Morristown
hauls water for drinking”; “It should
not happen again!” — so was the
dramatic news broken to Holston

Valley people of a spill from Tennes¬
see Eastman that could not be ignored.
On February 4, 1977, Eastman em¬

ployees washed approximately 7,000
gallons of ethyl pivalate into the storm
drains leading to the Holston River. A
report to EPA stated that the chemical
was nontoxic, and that it would be
dispersed by the time it reached
Morristown, the first intake for drink¬
ing water downstream of Kingsport.
The weather was against Tennessee
Eastman, however; the river was very
low and very cold. The chemical
stayed in a mass, and a week later,
citizens in Morristown began be¬
sieging their utility commission with
reports of a foul taste and smell in
the water coming out of their taps.
Reports compared the smell with
walnuts, cherries, sewage and rotten
eggs.

Morristown’s residents must have

empathized with Samuel Taylor Cole¬
ridge’s Ancient Mariner — “Water,
water everywhere, and not a drop to
drink.” Drinking water was supplied
to the 75,000 people deprived of
clean water through two tankers

parked at shopping centers. Water was
brought to the elderly and infirm in
their homes. Beauty salon operators
had to rinse their clients’ hair in

vinegar to get rid of the grease left
by the water. Plants died when
watered with it; pets refused to look
at it; the FDA ordered a Royal Cola
bottling plant to cease operations. But
everyone’s main question was, “Is it
toxic?” The answers they received
were various; they are set out in the
margin.

At least one local doctor was sure

that the chemical was having ill effects
on his patients. At a public meeting,
Dr. Donald Thompson said that he had
“several patients exhibiting an allergic
reaction to the chemical and has had
several reports of children suffering
from severe diarrhea.” Tennessee East¬
man’s officials claimed the chemical
was nontoxic, but under questioning
it became apparent that they really
knew very little about the effects of
ethyl pivalate on people.

A Few of the Spills into the Holston River reported by Tennessee Eastman Company
NAME DATE AMOUNT KNOWN HEALTH HAZARDS*

Aniline Sulfate August 4, 1974 4,000 pounds Known carcinogen

Toluene January 16, 1975 19,480 pounds (from the
Holston Army Ammunition
Plant)

Known carcinogen

Acetic Acid January 22, 1969
August 29, 1976
January 22, 1977

20,000 — 27,000 pounds
30,000 pounds
18,400 pounds

In raw form has a severe caustic effect. Is
very soluble, and so easily penetrates
human tissue. Chronic exposure in the
workplace can cause severe bronchitis.

Diphenyl Ether June 12, 1975
July 18, 1975

1,000 - 1,500 gallons
Undetermined amount

In the workplace it is extremely irritating
to eyes and air tubes. High doses may
cause irreversible kidney and liver damage.

Propionic Acid October 7, 1976 10,000 — 12,000 pounds Moderately caustic effect.

Sulfuric Acid August 4, 1974
September 15, 1973

9,000 pounds
4,000 pounds

When concentrated it is quite volatile and
gives off sulfur trioxide gas and sulfuric
acid mist, both strongly irritating to the
respiratory tract. In solution it is corro¬
sive to the skin and teeth.

* Work is Dangerous to Your Health, hy Jeanne M. Stellman, PhD, and Susan M. Daum, MD (New York: Vintage Books), 1973.
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“Tennessee Eastman declined to participate in our investigation. They said they were too busy preparing the list
of chemicals they manufacture and use which the EPA requires under the new Toxic Substance Control Act.”

Local feelings ran high. A $37.5
million class action law suit was taken
out against the utility commission and
Tennessee Eastman by two local busi¬
nessmen. The chairman of the utility
commission said that the Holston
River “was created by God for His
people and His creatures, and it must
be cleaned up.’’ As Dr. Thompson
wrote to the local paper, “There’s too
great a risk from those chemicals
which we can’t see, feel, smell or taste
— after all, we don’t know what the
long-term ingestion of such chemicals
as those used by Eastman do to our
bodies, but we can safely predict that
it is not GOOD for us.’’ The Morris¬
town Citizen-Tribune voiced the fears
of many of its readers when it asked in
an editorial, “What if ethyl pivalate
had been odorless and tasteless? Would

we, the water customers, even have
known anything about the spill? . . .

What if it had been odorless, tasteless
and toxic?”

In December, 1977, Morristown
lost its “approved” water status.
Michael Stanley of the state Water
Quality Control Division said that
Morristown’s water supply is “the
worst in the state,” and “the water
being pumped into their water filter
plant compares with water going out
a secondary treatment plant. It’s un¬
real the kind of water they are pump¬
ing into their plant.” Morristown resi¬
dents recognise only too well the jobs-
versus-environment arguments, but as

Dr. Thompson wrote, “an industry
that poisons the people and its own
workers is certainly NOT needed by
ANY community, lest Morristown
ends as did Seveso, Italy.”*

Tennessee Eastman declined to

participate in our investigation. The
company said they were too busy
preparing the list of chemicals they
manufacture and use which EPA

requires under the new Toxic Sub¬
stances Control Act. The puzzled
layperson might well suppose that
a company would already know what
it manufactures. And whether or not

this list will be publicly available in
the next few years is uncertain. When
asked about this, an EPA official
replied, “You better get yourself a
good environmental lawyer,” and he
cited the company’s right to “trade
secrets.”

Tennessee Eastman’s employees,
lacking a union, have no place to turn
when they are worried about the
hazards of their workplace. Citizens’
groups haven’t the resources to
analyze a company’s products and
emissions either. Employees do not
know what chemical they are working
with, and know it is dangerous only by
the fact that they are tested, but they
are not given the results of those tests.
Doctors are not told what chemical

*Seveso is the town in Italy where
the escape of a poisonous gas from the
chemical plant caused both short-term and
long-term health problems for residents.

makes a patient sick, so that he or she
can be treated; the community is not
told what is in the air it breathes and
the water it drinks — “trade secrets”
have been taken too far.

Why are we concerned about the
chemicals Tennessee Eastman pro¬
duces? A good part of the answer lies
in an exchange reported in the
American Public Health Association
journal, The Nation’s Health. At a

meeting on toxic substances, a chemi¬
cal company attorney was heard to
wonder aloud, “Why do people ask
one particular industry (chemical) to
create a risk-free environment? No
other industries are required to do
that.” The answer came back quickly:
“Because those substances kill people,
that’s why.” □

We are teachers and students in the

Kingsport and Holston River area, who
have an interest in health and environ¬
ment and a concern for the people of
the area. We continue our interest and
our concern beyond this article, and
invite the participation of others.

Kingsport Study Group
Appalachian Health Project
Box 358, Wise, Va. 24293

Beth Bingman, Jamie Cohen, Steve
Conley, Maxine Kenny, Helen Lewis,
Juliet Merrifieid.
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To Drink or

Not to Drink

On February 4, 1977, an accidental
spill of 7,000 gallons of ethyl pivalate
from Tennessee Eastman, Kingsport,
entered the water supply of the town
of Morristown. Here is some of what
residents read.

2/10, Morristown Citizen-Tribune:
Public health officials, local water
department officials and Tennessee
Eastman officials say the chemical
in the water is non-toxic, and non¬
caustic and safe for Morristown water

customers to drink. . . .

2/11, Chattanooga Times: The state
water quality control division has
ordered Morristown to stop using
water from the Cherokee Reservoir
because of a chemical concentration
in the city’s water system.
Knoxville News-Sentinel: There is a

strong possibility that a slightly toxic
chemical spilled into the Holston River
at Kingsport will not get into the
Knoxville water supply .... ",Accord¬
ing to the information I have, it (ethyl
pivalate) hasn’t been tested for cancer-

causing effects, "said Dr. Jim Selkirk,
unit leader of chemical carcinogenesis
and carcinogen metabolism at the
(East Tennessee Cancer Research Cen¬
ter) .... “It could take months to get
a definitive answer, ” he said.
2/13, Morristown Citizen-Tribune:
“Boiling not advisable, EPA says on
water” — Boiling does get rid of the
smell and taste but it also concentrates

the chemical into a more acidic form
and it is not recommended, according
to health department officials.

2/16, Morristown Citizen-Tribune:
The levels of ethyl pivalate in Holston
River and Cherokee Lake present no
acute health problems, according to
Fary Hutchinson, chief of the Water
Supply Branch of the Atlanta Regional
Office of the Environmental Protection
Agency ...Dr. Malcolm Harrington, a
medical epidemiologist with the Center
for Disease Control in A tlanta echoes
Hutchinson‘s beliefs...A person would
have to drink about 7 00 liters to have

any toxic effects, he indicated... While
discounting the toxic effects of the
chemical, Harrington said it was
probably advisable not to drink the
water anyway.

by E. L. Ayers
In 1880, when Henry Grady and

the other New South advocates began
their campaign to attract Northern
capital to their region, Kingsport was
a muddy cow pasture. The town had
once been a flourishing river port
(thus its name: King’s Port), but when
a railroad bypassed the town in 1850,
it began to die; the economic dis¬
organization of the Civil War com¬
pleted the process, and the town lay
dormant for half a century. There was
no Chamber of Congress prostrating
itself before Northern capital in Kings¬
port, only vast mineral wealth and a
strategic shipping location awaited
the completion of the Carolina,
Clinchfield and Ohio Railroad in
1909. The railroad’s geologist reported
to the New York banker in charge of
the operation, John B. Dennis, that
Kingsport was a likely site for manu¬
facturing; all the materials necessary
for the production of brick and
cement, for a tannery, and for a pulp
mill were gathered there. Dennis and
his company bought the 7,000 acres
that had been the old town of Kings¬
port and began to build a new one.

Dennis was confident that the new

town would prosper. Not only was
there an abundance of lumber, coal,
sand, limestone, silica and feldspar,
but an untapped labor supply seemed
waiting for an opportunity to man
his machinery. The pliability of the
mountain population was often
stressed as the major advantage of the
enterprise. One article, entitled
“Kingsport, Tennessee, Where the
Mountain People of the Cumberlands
Are Being Taught the Advantages of
Industry,” opened with the observa¬
tion that “they make exceedingly
apt pupils.” And well they should,
thought the author, since Northern
industry promised “a transformation
from gloom to sunshine and happi-

E.L. Ayers is a graduate student in
American Studies at Yale University;
this essay is adapted from a larger study.

“...to their
ness.”2

Dennis, following a pattern of
Northern investors before and after
him, enlisted a Southerner to act as a
liaison between New York and these
mountain people. His choice was J.
Fred Johnson, a small businessman
from nearby southwest Virginia.
Dennis and Johnson decided that their
town should not fall victim to the
problems that plagued many of the
company towns that dotted the
South: dependence upon one industry,
ugliness, unplanned growth, and the
resulting labor difficulties. The
obvious answer was to diversify the
industry that they brought to Kings¬
port, to plan the growth of the city
before it could get out of their con¬
trol. They began a highly successful
campaign to attract several inter¬
related Northern industries to their

fledgling enterprise and enlisted the
aid of one of the most famous city
planners in the nation, John Nolen
of Cambridge, Massachusetts.

The cooperative efforts of Nolen
and the industrial community led to
rapid growth for Kingsport. The town
swelled from less than one hundred
inhabitants in 1909 to over 12,000
in the 1920s. Ten large factories, all
subsidiaries of Northern firms, esta¬
blished operations there within the
first decade.

The plan Nolen devised says much
of the vision he and his clients shared.
The major street terminated on either
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mutual advantage”
end with the two poles of the city’s
life: on one end was Kingsport’s rail¬
road depot and factories, and on the
other, “Church Circle.” Many of the
city fathers, especially Johnson, were
highly religious men and valued the
religiousity of their employees. The
limits of their vision, however, were
demonstrated in another aspect of the
city blueprint. Though the population
of Kingsport was ninety-five percent
white, Nolen’s plan devoted special
attention to the black population. He
made sure that the playgrounds,
schools and churches for blacks “were
planned for in ways commensurate
with the advanced standards set for
the rest of the community.” Kings¬
port’s “colored section” was carefully
set off from the rest of town by
surrounding it with parks and by
locating it on the lower ground near
the railroad tracks.

The attitudes of the rulers of

Kingsport toward workers were simi¬
lar to those toward blacks: condes¬
cending yet benevolent, enlightened
yet manipulative. Workers were grant¬
ed rights, but only within limits drawn
according to the ideals of efficiency
and order. The city’s leaders did not
anticipate problems with labor unions;
the mountain people were paid more
than they had been accustomed to,
homes were provided for them, and
the industries were always more than
happy to provide money for new uni¬
forms for the workers’ baseball team

and annual picnics for their families.
Since, as J. Fred Johnson told a North¬
ern business magazine, “a workman in
Kingsport on the local wage scale,
which is considerably below that pre¬
vailing in the industrial districts of the
North, is still able to live in extremely
comfortable fashion,” there existed
the best of all possible worlds for the
employer: “profitable manufacturing
operations . . . without any oppression
oflabor.”3

For the first eight decades of Kings¬
port’s life, the city had no municipal
government. J. Fred Johnson and the
managers of the ten factories that
formed the town’s economy had in¬
stead charted an organization called
the “Kingsport Improvement Corpora¬
tion”; this group owned the water,
electricity, sewer, and telephone ser¬
vices as well as nearly all real estate.
All major decisions were made by the
corporation in lieu of a government.
After the city was incorporated in
1917, however, state law required that
a municipal government be formed.
Not surprisingly, the form chosen for
this government was the city manager
plan, the plan closest to that of the
organization of a large business. Once
again, advice was solicited from North¬
ern professionals; this time the Rocke¬
feller Foundation’s Bureau of Munici¬

pal Research helped draft the plan.4
The Kingsport Improvement

Corporation adopted the charter with¬
out a popular referendum of any kind,

and saw its passage through the Ten¬
nessee state legislature. The city mana¬
ger plan had the distinct advantage for
the businessmen of removing “politics”
from the administration of the city;
the manager was appointed, not elect¬
ed. In fact, there were no important
elected officials, because the city
manager in turn appointed the heads
of the finance, legal, police, fire,
health, and public works departments.
And at least until the Second World
War, every councilman elected was

sponsored by the corporation. As
testimony to the subsequent lack of
interest in partisan politics, even after
Kingsport grew to 15,000 residents, no
candidate ever received more than
800 votes.

A reporter for Nation ’s Business
was surprised by the ease with which
Johnson and the industrial interests
directed the town.

‘How are you able to get away with
that?’ I asked bluntly.
‘Simply because we have no parti¬
san politics or professional politi¬
cians, because we want to manage
our own affairs and the city is small
enough that we can,’ Johnson an¬
swered.
In 1928 an article in Factory and

Industrial Management, entitled
“Neighbors: How a Dozen Plants Work
Together,” quoted the manager of one
of Kingsport’s factories: “It is down¬
right astonishing how many ideas can
come up when a lot of men see each
other frequently, and sincerely want
to work together to their mutual
advantage.” □

Notes

1
John Piquet, Kingsport: The Planned In¬

dustrial City (Kingsport, 1951); Ben Haden,
Kingsport, Tennessee: A Modern American
City (Kingsport, 1963); Howard Long,
Kingsport: A Romance of Industry (Kings¬
port, 1927).

2Manufacturer’s Record, 88 (December
10, 1925), p. 77.

3
Factory and Industrial Management,

75 (May, 1928), p. 974.
4

Harold Stone, et al. City Manager
Government in Nine Cities (Chicago, 1940).
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No Time Off
A Family Practitioner in South Texas
by Roy Appleton and Hilary Hylton

In the following profile of Dr. G.
Arly Brown and the people he serves,
the names of the patients have been
changed to safeguard their privacy.

Roy Appleton is city editor of the
Denton Record-Chronicle in Denton,
Texas. Hilary Hylton, formerly a
staff writer for the Corpus Christi
Caller-Times, is now freelancing in
Austin. All photos by Peter A. Silva.

“Some of this is pathetic, but
you’ve got to laugh a little bit or you’ll
go buggy,” says G. Arly Brown, MD,
as the office door closes, ending
another “session” with the Garcia

family.
The Garcias are sick. Mentally ill.

Living, as Brown says, in “total
chaos.” Mother, father and sixteen-
year-old son are suffering from schizo¬
phrenia and an unusual blend of men¬
tal disorders that have caused “people
who supposedly know what to do to
throw up their hands.”

Every month or so the Garcias of
Duval County, Texas, climb into the
family car, drive fifteen miles to Freer
and visit with the doctor. They squeeze
into the small office at the mental
health clinic, where Mrs. Garcia polite¬
ly takes charge. Her husband and son
stare at the walls and mumble only
when spoken to.

Mrs. Garcia tells Brown about life
without Valium and sleep, life over¬
run with CB radios and police scan¬
ners. She talks about how the boy
spends most of every night listening
to all the lawmen and “good buddies”
and watching the scanner’s little red
lights blink. She tells of sleepless
nights filled with blinking lights, noise
and the fear of inflated electric bills,
how the boy sleeps until eleven a.m.,
and how she goes across the street to
the restaurant and buys him breakfast
“because he won’t eat what I fix.”

For Arly Brown, specialist in
family medicine, these weekly get-
togethers at the mental health clinic
require only a few hours of time, but
demand special efforts from a man
who “makes no pretense about being
a psychiatrist.”

It’s just part of the job. When you
are the provider of medical care for
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much of two counties out back in
south Texas, you see and hear plenty;
and the call to action often comes

with unusual twists.
In fifteen years of mending bodies

in the heart of Duval County, Brown
has seen poverty as widespread as the
south Texas scrub brush, and knows
how talk of hygiene and nutrition can
wipe an expression off a patient’s face.
He has learned about leprosy, tubercu¬
losis and the bureaucrats at HEW.

“I remember the federal govern¬
ment sending an inspector down here
to look over the hospital. Well, when
she got to the kitchen she just raised
hell about our food service, and she
told me to fire the dishwasher be¬
cause she didn’t have a high school
diploma,” Brown says with a seasoned
snicker.

“Now here you had a woman sup¬
porting three kids on that little bit of
money she was making, and here was
some government inspector from who-
knows-where who could care less
about Freer, Texas, telling me to fire
her. I told the woman no way.

“To show you how much that
woman had on the ball ... I asked her
to send us material, written in both
Spanish and English, about diet and
preparing nutritious food in the home.
And about two or three weeks later
I got a package in the mail from Wash¬
ington, and all that was in it was a
booklet, yes sir, in English and Span¬
ish, for preparing squid in its own
ink.”

“Something Had To Give”

At 44, Arly Brown is as much social
worker as he is doctor. A majority of
his patients suffer from diet and/or
hygiene deficiencies. They lack health-
related education and, as a conse¬

quence, an understanding of preven¬
tive medicine, and many live without
the means to pay for even basic medi¬
cal care.

Tuberculosis, diabetes and dysen¬

tery are more prevalent in Brown’s
patient area than in most regions of
the country. He deals with a high
instance of iron deficiency anemia,
obesity, hypertension and other die¬
tary complications. And, as in most
rural areas where people spend a lot
of time outdoors, the doctor treats
numerous accident victims. Like
others who deliver medical care in
rural areas, where health professionals
must do without medical centers,

sophisticated equipment and the sup¬
port of colleagues, Brown says, “You
do the best with what you’ve got.”

“When you come into the brush, it’s
like moving onto another planet. You
just don’t have the programs, facilities
and services available. You don’t have
the resources and support you have in
metropolitan areas,” he explains.

Brown came to Freer in 1963 to set

up a partnership with Dr. Lynn Tooke,
a friend from medical school. A year
earlier, Tooke had reintroduced the
medical profession to the small town
at the request of residents concerned
about the loss of their two doctors.

Tooke spent a year trying to con¬
vince Brown they could both make a
living in the area, and after twelve dis¬
satisfying months in Beaumont, Texas,
he gave in and came to Freer, a move
Brown says he doesn’t regret.

The two set up shop in the town’s

old wooden-frame hospital, stocked
with such sophisticated equipment as a
hot plate for sterilizing surgical instru¬
ments. Over the next four years, they
bought new equipment and worked
to upgrade medical care in Duval
County, an effort that bore fruit in
1967 with the opening of a personally
financed, thirty-two-bed hospital.

Three years later, however, Tooke
and his wife died in a fire, and Brown
was left with a two-person practice
and the responsibilities of a busy hos¬
pital.

A hospital with such ancillary ser¬
vices as laboratory, pharmacy and x-ray
is a golden nugget of medical care that
many rural areas ana most towns of
3,000 people don’t have. In 1976 the
people of Freer and the surrounding
area learned again to do without
when Brown, exhausted, was forced to
close the hospital. Now, as before, area
residents seek hospital and specialized
medical care elsewhere, in places like
Alice, thirty-five miles away, and
Corpus Christi, eighty miles away.

“It was more than any man could
handle. I went from Easter until No¬
vember [1976] with only one day off,
and not being able to leave, always
having that responsibility hanging over
my head, was getting me down physi¬
cally and mentally. I was staying up
two and three nights in a row, until
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Home care in rural south Texas. A nurse makes a house call. The woman

combing hair is paid to come by the house to make sure meals are prepared.

finally it became unbearable and
something had to give,” Brown
recalled.

Now the sole provider of health care
in two counties, Brown serves an

average of 200 patients a week, con¬
fronting the problems peculiar to rural
medicine and facing the unexpected
sides of life as a small-town doctor. He
is still looking for a partner and a way
to reopen the hospital. On call twenty-
four hours a day, seven days a week,
he serves a predominantly Mexican-
American population with a below-
average standard of living. It is a
situation not unusual for south Texas.

Consider the area surrounding
Duval County, called the Magic Valley
— a lush tourist haven where palm
trees grow and restaurants and visitors
from Dallas and Monterrey gather in
exclusive shops on both sides of the
border.

Here the Rio Grande River winds
its way through silt-rich fields; trucks
loaded with the Valley’s harvest make
their way north past the giant ranches
and oil fields of south Texas. This
southernmost region of Texas boasts
beaches, palm trees, orange groves, cat¬
tle ranches and oil. And in the midst
of it all, poverty and poor health are
rooted and thriving like Johnson grass.

“The lush, semi-tropical beauty of

the area often obscures its severe

health, education and development
problems,” notes a study by the
Lower Rio Grande Development
Council. The area depends on agricul¬
ture. Unemployment is high and the
population is 73 percent minority —

Mexican-American. The Magic Valley
is the core poverty area in the south
Texas Triangle, that predominantly
rural, often remote region stretching
from Corpus Christi to Laredo to
Brownsville. The Triangle boasts the
lowest rural and metropolitan per
capita incomes in the nation.

With economic, cultural and envi¬
ronmental factors stacked against
them, the poor of south Texas are
caught in a vicious cycle — being poor
often means being sick and being sick
means staying poor. Study after study
points to the pressing needs of the
people of the Magic Valley.

Yet near the Tropical Trail High¬
way, a family of nine lives in a two-
room house — five of the seven

children sleep in one room, the two
oldest sleep outside in the old family
car. Not far from that same highway is
a migrant clinic where until recently
a young doctor, Erik Svenkerud, prac¬
ticed medicine. Dr. Svenkerud is now

practicing in a remote region of Liberia,
and expects to face the same chal¬

lenges, indeed some of the same
diseases he saw in south Texas.
Svenkerud is not alone in his view of
the region. Health researchers and
professionals often compare health
care problems in south Texas to those
in developing nations.

Along a remote stretch of road in
Rio Grande City, surrounded by cac¬
tus, sits a tar paper shack with four
children out front, playing with the
chickens. It is a familiar sight in the
rural unincorporated villages called
colonias that dot the valley. Approxi¬
mately ninety-six percent of the
residents are native Americans whose
families have long-standing ties to this
area. Many own their small, wooden
homes. And according to a survey
completed by the Lyndon B. Johnson
School of Public Affairs over half of
those homes do not receive treated
water.

In a 1975 report, US Secretary of
Labor, Ray Marshall, then a professor
at the University of Texas, stressed the
significance of these findings. “Health
care includes diet, water quality, sani¬
tation... it does very little good for
medical care to eliminate intestinal

parasites in children, for example, if
the environmental causes of those

parasites are not eliminated.”
Solving this problem alone will take

a major effort. Alejandro Moreno,
director of Colonias del Valle, a grass¬
roots organization aimed at giving the
colonias a voice, estimates that “there
probably are still 10,000 to 15,000
homes without water lines in the
area.” And in the Triangle’s Starr
County, where two-thirds of the
population live below the poverty line,
nearly half of the homes do not have
flush toilets, according to 1970 Census
figures.

Health care experts cite the living
conditions of many south Texans as
only one factor contributing to poor
health. Poor diet, illiteracy, geographic
isolation, inadequate prenatal care and
a lack of health education also plague
the rural population.

Dr. Paul Musgrave, a state health
official, attributes the high incidence
of typhus to the rodent population
and unsanitary living conditions. Over¬
crowded housing is also a factor in the
area’s high rate of tuberculosis, a con¬
tagious disease.

Leprosy is endemic to the region,
which has the third highest incidence
of the disease in the United States.
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This has state medical authorities on

the defensive, according to one state
health official in south Texas; “I
wouldn’t give you the figures on leprosy
if I had to.... I hate to see you mention
it because there’s a lot of people who
depend on the tourist trade down
here.” Yet in spite of that burgeoning
tourist industry, fifty-eight percent of
the resident population earns less than
$5,000 a year. And in this area rich
with agricultural bounty, the LBJ study
found seventy-five percent of the
colonias residents — approximately the
same percentage employed in agricul¬
tural work — suffering from malnutri¬
tion.

In 1970, Dr. Harry S. Lipscomb of
Baylor University, testified before the
US Senate about conditions in Magic
Valley’s Hidalgo County: “I doubt
that any group of physicians in the
past thirty years has seen, in this coun¬
try, as many malnourished children
assembled in one place as we saw in
Hidalgo County.” Lipscomb reported
that “high blood pressure, diabetes,
urinary tract infections, anemia,
tuberculosis, gallbladder and intestinal
disorders, eye and skin diseases were
frequent findings among adults.

“We saw rickets, a disorder thought
to be nearly abolished in this country,
and every form of vitamin deficiency
known to us that could be identi¬
fied by clinical examination was
reported....”

In the eight years since Lipscomb’s
testimony, little has changed. A major
problem is the scarcity of health pro¬
fessionals willing to work in south
Texas. A 1973 study of health man¬
power in the state found that no

county in the Triangle met the Amer¬
ican Medical Association’s suggested
physician-population ratio of 1 to 566.
In Starr County, for example, there
is only one doctor for every 6,900
people.

A more recent manpower survey
revealed that several counties have

only one resident physician, other
areas none at all. Five regions of the
area qualify as “critical health man¬
power shortage areas” (physician to
population ratio exceeding 1 to 4,000)
and are served by federally employed
National Health Service Corps doctors
and nurses. Several counties in the

Triangle have only one dentist, and in
rural areas mental health clinics (where
they exist) are pitifully understaffed.

With health manpower both inade¬

quate and maldistributed, with clinics,
hospitals and doctors’ offices failing to
plug the gaps in the health care
“system” of south Texas, many unfor¬
tunate people fall between the cracks,
like the bed-ridden elderly couple in
McMullen County, the Zapata County
child with rotting teeth, the ailing
farmworker in Starr County.

“No Place for Orthopedic Surgery”

In the country around Freer,
Brown has been the first and last hope
for medical care — unlimited and un¬

restricted. He has spent five days and
nights, “with time out only to shave,”
caring for a critically ill heart patient.
He and his staff have treated the four¬
teen victims, many severely injured,
of a two-car collision outside Freer.

He has seen the government close
the blood bank in Freer; he has stood
by helplessly as his hospital staff
unpacked the one pint of “reserve”
blood from Corpus Christi; and more
than once he has watched Freer’s
volunteer ambulance drivers carry
away bleeding patients he knew would
die on the road. And throughout it all,
Arly Brown is most frustrated “when
you see an individual who has a signifi¬
cant problem and who needs a particu¬
lar type of care that you just can’t
provide.”

Sitting at his desk, beneath his
diploma from the University of Texas
medical school (issued “back when if
you weren’t studying to be a neuro¬
pathologist, something was considered

wrong with you”), Brown isn’t stingy
with his thoughts on the practice of
rural medicine.

“If you want to get rich as a doctor,
a small, rural area is not the place to
come to, because you’re not going to
do it. A considerable amount of your
work is charity (Brown estimates his
at thirty-five percent), and you don’t
have a charity hospital to send them
to if they can’t pay. That’s just another
problem in getting doctors to come to
the country.”

For Freer’s country doctor there is
no barter for medical care, though
there are occasional gifts of venison,
pickles and honey.

And although there is no place
for orthopedic surgery, Brown’s first
love, there is always the call to special
duty: the pregnant horses, the snake-
bit dogs and humans and the injured
deer.

“I’ve been told I’m a crazy idiot
for staying around here by any num¬
ber of my colleagues. I get it all the
time, and I just tell them I’m not
smart enough to leave,” he said,
walking through the stillness of his
hospital.

As for his colleagues, the doctor
takes issue with those who “feel

they cannot practice medicine short
of being around a medical center.

“They have to stay right around the
ivory tower and they feel it is the only
place adequate medicine can be
practiced. But I think they are badly
disillusioned and making a bad as¬
sumption.” □

A nurse midwife delivers a baby in a clinic in Raymondville, Texas.
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Prophets in Health Care
Introduction and Interviews by Richard Couto

Rural Southerners don’t cite sta¬
tistics on illness and lack of health
services, but their everyday experi¬
ence makes them authorities on the
problems brought on by the unequal
distribution of wealth, increased spe¬
cialization by physicians and the pro¬
liferation of technology in medical
care. Their experience has made them
aware that anti-poverty programs,
scholarship programs, foundation and
government initiatives, and health
insurance mechanisms alone will not

create the health system they want.
In some cases, however, these

programs have encouraged groups in
the South to initiate health efforts,
especially the construction and opera¬
tion of health clinics. Some were

begun by medical schools, like Mound
Bayou, Mississippi; others were sup¬
ported early by War on Poverty funds,
like the Lee County Cooperative Clinic
in Marianna, Arkansas. Churches sup¬
ported the establishment of the Cary
Christian Health Center and the
Voice of Calvary Cooperative Clinic,
both in Mississippi. In some cases,
already existing groups like the Feder¬
ation of Southern Cooperatives of
Epes, Alabama, and the South East
Alabama Self-Help Association in
Lowndes County, Alabama, initiated
health programs. Other clinics began
because of new community groups,
organized with the specific purpose of
establishing a clinic; the Mountain
Peoples’ Health Councils in east
Tennessee are examples of these.

Community efforts at health care
are inextricably linked to an Ameri¬
can health care system; too often
boards, administrators and providers

Richard Couto is director of the
Center for Health Services at Vander¬
bilt University.

must adjust to each other in a differ¬
ent political setting, one in which
community people are invested with
decision-making authority. Finally,
finances — public and private — are
more geared to what physicians charge
than to what is needed to promote
health. Inevitably, community health
efforrs must reconcile themselves with
a health system which largely ignores
rural and poor people. Consequently,
community dreams of twenty-four
hour service, emergency care and
comprehensive programs including pre¬
ventive medicine, nutrition, housing,
water, testing, education and more,
are frustrated by the limitations of
the model of American health care,
the private physician.

In a national health system that
does not know cost containment and
where the costs are determined by
urban-based, profit-motivated provid¬
ers, the people most neglected, with
the greatest health needs and the
fewest resources, are pressured to be
the most cost-effective. The communi¬

ty people must deal with health care
as a commodity, without a sense of
community.

The experiences recounted in these
links have presented obstacles to
the creation and maintenance of

meaningful health services. Invaria¬
bly community groups require the
assistance of health providers and
meet initial opposition. Local doctors
often view community action as un¬

necessary or as implicit criticism of
their work.

Even when initial opposition gives
way to cooperation — or indifference
— community groups confront other
obstacles. The geographic distribution
of professionals adds to the problem
of physician shortages. Community

clinic profiles all fall within this con¬
text, and are related to other facets of
health care discussed in this issue. Pro¬

posed national health insurance
programs, for example — with the
exception of the Dellums bill — skirt
the central issues of control of medi¬
cal education and the distribution and
nature of services. The case of the
UMWA Fund illustrates that even well-
established progressive medical
programs can revert to the physician-
dominated fee-for-service model.
Health Systems Agencies may forge
another link in the medical-political
alliance unless there is representation
and effective participation by those
who experience first-hand the present
inequities in health care.

Efforts to provide care where there
was none before and to charge accord¬
ing to the ability to pay were hailed as
political models by health activists and
overdue justice by the community
people involved. In retrospect, these
efforts illustrated that justice initiated
from below is fragile, and that the
economics of equity conflict with a
health system motivated by profit.
Community control of health re¬
sources is an ongoing struggle that is
fostered not only by a vision of the
future, but by an understanding of
changes required in the present as well.

Prophets do not so much tell the
future as they make plain the meaning
of the events of their own time. In
this sense, people who have worked
at the community level to achieve
health care for underserved communi¬
ties have much more to tell us than
merely the account of their efforts.
Their work tells us about everyone’s
health system and what we must do to
achieve a system of care that is
accountable to people.
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Sick for Justice
The Rossville Health Center is in

many ways a continuation of the
civil rights movement in Fayette
County, which Robert Hamburger
eloquently documented in Our Portion
of Hell. The experience of board
members with previous struggles and
the close relationship of the board to
local churches (three of the original
board members are preachers) pre¬
pared the PoorPeople’s Health Council
for the political battle necessary to
bring meaningful health care to
Rossville. The resulting integration of
the board’s view of politics and theol¬
ogy is best evidenced by their unique
perspective on the health center as

analogous to Israel’s source of deliv¬
erance from the bondage of Egypt,
rather than simply as a small business
or even an innovative community
clinic. One man who exemplifies that
perspective is Square Mormon, presi¬
dent of the Poor People’s Health
Council which runs the clinic.

I serve as Chairman of the board,
and we have thirteen members now

on our board. The Council makes a

policy and we look out for the welfare
of the people. We’re trying to con¬
struct a building and we’re trying to
get more trailers as our clinic grows
larger. We set plans and policy like
that. We also do more than just run
the clinic.

Me and the people that started
with me in 1960 in the civil rights
movement before the clinic existed,
we were working for poor people
back then. In the beginning, when
there was so much heat in Fayette
County, the landlords were sort of
confused by our people registering
to vote. Lots of people had stayed
on their land for numbers of years

Square Mormon

and some of the black people of
Fayette County thought that the
landlords were their best friends
and if you told some of them that
the landlords weren’t their friends
at that time, you’d have had a fight.

But when they attempted to
register to vote in ’60 — at that time
the black population was about
seventy-five percent of Fayette County
— the white, they knew the population
of Fayette County. They thought if
the Negro got all registered up and
raised up about justice and right —

they thought the black folk would try
to take over everything. This upset
them very much because they could
see things that the black wasn’t
thinking about. The black didn’t
want to run Fayette County; they
wanted to be a pari of Fayette County.
They wanted to be of citizenship in
Fayette County. They warned to send
their children to the best schools and
whatever the system of the federal
government was, they wanted to be
equal in it. But I don’t think the
white understood this. They thought
that the black would try to pay
them back after the way they’d been
treated down through the years from
the slave owners and the plantations.

We could understand that they
looked at it in another different way.
They had it drawn out in another
picture. Maybe some were so preju¬

diced they feeled that they shouldn’t
be on the level with the black man,
but howsoever, we were determined
to explain and to show them and to
tell them what we wanted. We wanted
to be heard, we wanted to be part of
the federal government, and we
wanted to make sure that our people
were not the last to be hired and the
first one fired.

That was a hard task, but the
Negro was determined and we con¬
tinued to register and continued
to try to send our children to the best
schools, and we continued to try for
higher wages so that the Negro would
be paid as the white was paid. We
wanted to be paid by our qualifica¬
tions. For a long time we went
through a lot of suffering before we
could demonstrate to the whites that
these things were right. So we put the
pressure on them through ’59 up
through the ’60s up to ’70.

So these are the things that we
thought were wrong. The people in
Fayette County, when their eyes
came open, they really had got sick for
justice and they were willing to pay
any kind of price to be paid to be
heard.

As we were working in the move¬
ment, we began to seek around, to
find out what we could do for health
care. So at that time, we had a little
freedom school going that was very
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successful. We were reading about
Negro history and people back when
they couldn’t read or write, and how
they fought for justice. So one day we
were talking about considerations for
health care, how we had no doctor.

No doctor in Macon, no doctor in
Moscow, no doctor in LaGrange. We
had a lady coordinator by the name of
Virgie Hortenstein at the freedom
school. We said to her, “How can we

get a clinic together? Do you have any
experience, do you know how we go
about getting a clinic?” She helped
arrange a meeting with Dr. [Les] Falk
and Dr. [Ernie] Campbell of Meharry
and they advised us at that time to
keep on organizing ourselves and keep
on getting together organizing our¬
selves, and they would go back to
Nashville and they would be in touch
with us.

They went back [to Medical
College] and talked to the students
about their interest in working with
people who would like to have a clinic.
And the students at that time were

going different places and having
health fairs and they thought that west
Tennessee would be a good place
where they could set up and get going.
And it was because we had a dream of
health care because we had seen so

many of our people suffer and die for
health protection. And so some of the
students came down, and I talked with
them and we asked them what could
we do, because we insisted that they
come down.

They said, “We would need some
homes because there would be stu¬

dents coming out of school and they
would need a place to stay.” And I
said, “That would be no problem. As
bad as we need a clinic and as bad as

we need our people to be examined
we will do everything we can.” We
asked them, “How many homes
would you need?” And they said,
“We would need twenty-five or thirty
homes.” We went out and got forty

homes. We had more homes than we

had students.
At that time, we had a movement

called the sheet movement. We went

around to a lot of people and we got
a lot of sheets from different ones,

so that those who were keeping the
students who didn’t have enough
sheets, we would give them two or
three sheets for the students to sleep.
We called it the movement, the sheet
movement. We had sheets, I mean,
even when we started the health fair,
we had sheets to make partitions for
the people to be examined.

The first year we started the health
fair we couldn’t get a school from the
board of education, and it was just like
it was when Jesus was born. We didn’t
have nowhere for the students to come

to examine the people and bring all
these good ideas and opportunity to
bring health care. But we had faith
because of the students.

Some of the people working on it
were from the civil rights movement
and worked with me, and many of the
officials of Fayette County looked on
us as old troublemakers. However, we
went to them and sat down with the

power structure and we explained
about the health fair to them. Each

person explained why we were inter¬
ested in having a health fair. They kept
listening to our story. I was about the
last one to testify.

I said, “My concern in being here, as
living in Fayette County — I was born
and raised here — and I know the

problems of our people, my people.”
At this time our doctor, Dr. West died.
There were a lot of farmers in the field
who lived away from him out in the
ghettos and in the thickets, you might
say. You know, these houses that sit
out on the old dirt roads, the old plan¬
tations; and we were sometimes a mile
from the gravel road. We had to come
out a dirt road about a mile to come

to the gravel road and then we’d go
over the gravel road and, you know,

we didn’t have any hard tops until
’57. We saw numbers of our own

people die for lack of attention for
health care. Even if you called a
doctor, they’d have to come from
twenty-five miles away. So I said, “I’ve
seen so many of my peoples die
without doctors since the death of
Dr. West. We sit down in Rossville,
twenty to twenty-five miles from
Somerville and thirty-five miles from
the Memphis hospital, and see babies
die for attention and people get sick
and die for attention.”

I remember at that time a white
man rented a place down here. He
took sick one night and they called
the ambulance from Somerville to

come and get him. I told them, “Just
like Mr. Campbell, a lot of you all
know him, took sick the other night.”
And I said, “He got sick and they
called for the ambulance and it was

like an hour coming, and they put him
in the ambulance and on the way back
to Somerville the man died.” And I

said, “I think if we had a clinic with
doctors it is possible that that man
would be living. I think that that man
died for lack of attention and I know
numbers of babies died for not having
doctors.

“We have had midwives who do
their best, but when a woman has
problems, we would call a doctor and
sometimes it was too late. You know
with 23,000 people in Fayette County,
I feel like the clinic should be like
churches. The churches are where the
people are at. You should bring the
church and the clinics to where the

people are. I think that people are very
interested in putting this together and
I think it is possible and this is my
concern today.”

We sort of convinced the power
structure that night. I remember the
meeting; I was very surprised. Dr.
McKnight said, “I have to say, there is
a need for a clinic and for more health

care, so I will say that I am in favor.”
Then I think Sister Guthrie asked him,
“Would you make a motion?” He said,
“Yes, I will make a motion that I am
in favor.” Then it was approved by the
Quarterly Court and the Board of
Education that we could have a health
fair.

We only got approval at the time to
have a health fair. The clinic was kept
back because it was decided that we

wouldn’t come out with all of it at

one time; we would just say health
fair. And at the same time, while we

“The firstyear we started a health fair we couldn t
get a school from the board of education, and it

was like it was when Jesus was born. We didn t have

nowhere for the students to come to examine the
people .... But we had faith because of the students. ”
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were having the health fair, our dream
was to organize ourselves, get us a
charter, then we would go back a little
more efficient and then set up a clinic.

There were difficult problems when
the power structure found out that
we were trying to buy land to set up
a health center. They never under¬
stood a brand new organization setting
up on their own. Some of them said to
me, “Now I can understand if the state
was setting up a clinic, but I don’t
understand you setting up and trying
to support a clinic on your own.” It
was a very strange thing to them be¬
cause they had never seen anything
like that happen, and I said, “Well, I
feel like the state should have already
had the clinic set up here because the
state knows the people don’t have
health care in Rossville and the people
knows it and the power structure
know it, but the Bible says, ‘The Lord
helps those that helps themselves.’”

And as I remember, one time in the
civil rights movement when I was
going around raising people into get¬
ting schools integrated, some of the
power structure told me, “Square,
can’t you find something else to do to
help your people besides making
trouble?”

So I laughed and I said, “I hope I’m
not making trouble.” I said, “I don’t
look at having black children going
into schools that were called white
schools like you look at it. I look at
it as if it’s not white schools. It’s not
black schools — it’s government
schools and all the taxpayers have the
same right to go to that school. They
have the right to the best of schools. I
would like to see my child have the
same books and the same opportuni¬
ties and deal with inside restrooms

just like anybody else. And we’re all
human. We’re all human and I don’t
think we ought to be divided like this.
We should be treated human and

equal under law.”
So he says to me, “I know what

you’re saying and that sounds well,
but I just thought there might be
something else you might be doing.”

When we thought about health
care, I thought we wouldn’t have the
same old difficult problems because
we weren’t registering people and we
weren’t trying to integrate schools.
But when we went to try to do some¬
thing for ourselves, we caught as much
hell in just trying to set up a clinic and
trying to raise money.

We felt like charity should start at

home and spread abroad. The begin¬
ning money the Poor People’s Health
Council raised was a hundred out of
their pocket and then we went to the
churches, and the churches contributed
money for a building. Then some of
the people working at the health
center, they had programs, we had
picnics to raise money. The whole
thing we were trying to do was to
show the power structure, to show
the federal government, and to show
everyone that we wanted to do some¬

thing for ourselves and hoping that
they would join in with us.

I believe that you don’t stand up
and tell someone to do something for
you, but you first do something for
yourself. The people see that you
mean something and that you struggle
along with the difficulty and the
problems that you’re having and you
don’t stop at that and you’re dis-
encouraged and you pray about it, and
you read and meet about it, and you
ask God for knowledge and faith and
more understanding and you work
with all your cares and you have to ask
God to give you courage to go where
you said you weren’t going to go
and go further when you thought you
couldn’t go any further; that’s the way
you keep on moving.

That’s the same thing in the civil
rights movement when things got so
bad. I would come home and I would
wonder why things happen like this

and if I could go any further, then I
would think about what King said: “If
you haven’t seen anything worth dying
for, then you’re not fit for living
anyhow. If Jesus had problems, he
didn’t have no sin, he didn’t do no

wrong; he was perfect and if he had a
hard time, what about you.” So I
think about all those things, and I
build up more encouragement to go
back and continue and still fight. I felt
down the road somewhere that if you
keep working that reward was some¬
where. So that way we kept going. We
kept trying to buy land.

The planning stage of our clinic
upset our doctors, some of the doctors
got upset, after the board raised the
money, after the church raised some
money. We had people raise money
and after some of the clubs had given
us a hundred dollars and it looked like
we were getting together, and TVA
donated trailers. We put in a proposal
for $30,000 to the state and this
needed doctor approval. I got Mayor
Farley to write a letter of support.
And this helped so much. I went to a
doctor and I got turned down. He said
to me, “Square, I just don’t under¬
stand. I would sign it but I really
don’t understand your organization.
I’m not against you, but I don’t know
enough about it.”

Well, I couldn’t convince him to
sign it. But we went on with the
endorsements we got, and through the

Square Mormon and Bishop Dore: “We went to the churches, and the churches con¬
tributed money for a building.”
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help of the board, it passed.
We had to go to Brownsville one

night, and we had to meet all the doc¬
tors from around; the union of doctors
that make decisions about things. And
we got two or three carloads of
people. Dr. [Erica] Voss went with us,
myself, A1 Nelson, we carried along
four or five board members, we carried
some of the council members, some
interested citizens. We got to Browns¬
ville that night and Judge Rice, he’s
our judge, he found out, he told us
they wouldn’t let but two people into
the meeting, me and Dr. Voss. He told
me, he said what they were most con¬
cerned with was Dr. Voss’ qualifica¬
tions and that I should let her answer

the questions they asked. That’s okay,
1 can take care of myself. Dr. Voss, she
can take care of herself. We were in
there for an hour and a half. They
asked Dr. Voss about her qualifica¬
tions, her education. Dr. Voss con¬
vinced them she was qualified for her
position and they agreed we should get
the $30,000. That’s just about some of
the history of what we had to go
through to get started with the clinic.

The clinic has made things better
between blacks and whites in Fayette
County. Some of the blacks, and a lot
of the whites said it couldn’t be done.
We had convinced them it could be
done. By setting up an integrated
clinic, blacks and whites, a white
nurse, a white receptionist, a black
doctor, a black receptionist, we have
shown that it could happen. It hasn’t
been easy. Some of our professionals
walked off at times because our clinic
was a black movement. It was an

unfair thing to happen, but it hap¬
pened. They fell out with the name of
the place, the Poor People’s Health
Center. It had become a shocking
name. They explained that the unedu¬
cated black was shocking to them, but
it wasn’t shocking when they came
and the money flowed. They seemed to
have forgot about health care. They
began to look for fault. And they be¬
gan to look to set up a clinic like they
would like to see one come, destroy
our ideals, our goals and to disencour-
age the black nation like throughout
history, that this was impossible for
black people to do.

The clinic has also made things
better between black people and the
power structure. At this time we have
seven board members of some of the
old civil rights movement leaders. Now
at this point we have whites on the

board: a representative from the
Welfare Department, a representative
from the Tax Assessors Office, from
the Board of Education, the Mayor of
Rossville, and others. Now when we
have a board meeting we’re able to sit
down and talk, and we ask them for
input and they’re willing to give us
input.

We don’t have static from our local
people at this time, and it seems like
everybody wants to see a permanent
building here. We also have whites
come into our clinic, young and old,
poor and middle class, and upper class.
So we also have black and white work¬
ing in the clinic. We also have a mini¬
bus that takes black and white to the
clinic and to Memphis. So it has
brought a better spirit, a better rela¬
tionship. If we can work with all our
friends and foundations, the federal
government and the state, and we can
convince them that we need a building
and a facility that we can call home,
then we will serve the unborn genera¬
tion and the peoples from everywhere.
Then people from everywhere can say,
“This is ours.”

I wanted to see a clinic built that
our young people could be trained and
be lifted by their bootstraps and
would be able to come into health care

training, nurses. I wanted to see some¬
thing where students from Vanderbilt
and Meharry could come out and have
a place to go that they would have a
chance to serve people black and
white.

My whole goal was to see other
organizations, another wing on the
health center like maybe day care,
social workers, and we could have
something that would test water. So
many people got sick and so many
diseases that we felt like we could have

something to check out all the wells,
and we could have social workers go
around and check people’s houses for
screens, check babies, see how they
are treated, give advice to young
mothers who might not know how to
take care of children and to continually
set up different day-care centers and
maybe someday look after old folks,
or even maybe have a bus that could
move around different places and still
give service. So this was some of our
goals and our dreams in setting up a
clinic, to see as we grow, to see what
could be set up that could bring better
health care and more enlightenment
to our people. This is the movement’s
dream today. □

Like the Rossville Health Center,
Kentucky’s Mud Creek Citizens Health
Project was preceded by a history of
political struggle. In the mid-1960s,
the residents of Mud Creek organized
the East Kentucky Welfare Rights
Organization (EKWROJ to address
such issues as school lunches in Floyd
County, strip mining, and miners’
benefits, especially black lung. From
the start, a very significant portion of
their time was spent on health issues in
Floyd County, and EKWRO achieved
national attention in its attempt to
reform the Floyd County Compre¬
hensive Health Services Program.
Despite its name, the OEO-funded
health program provided no direct
health services to people. Instead it
served as a referral mechanism to local
doctors, provided transportation for
eligible clients and reimbursed local
doctors for service to people unable to
pay. When attempts failed to gain
broader and more active representation
of poor people on the board and a
more comprehensive health program,
EKWRO worked to cut off OEO
support. Eventually in 1971, the
Office of Health Affairs of OEO sus¬
pended funding for the program. It
then worked out a compromise with
local officials to create a new program,
the Big Sandy Comprehensive Health
Program which is still operating with
support from HEW.

In 1973, several members of
EKWRO, including Eula Hall, helped
establish a clinic in 1973 on Tinker
Fork under direct community control.
The following interview makes clear
that meeting the health needs on Mud
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Sick for Clinics
Creek has been a continuing struggle.
One constant problem has been the
lack ofavailable and willing physicians:
without a doctor, the clinic cannot be
reimbursed by federal programs for
non-paying patients. There are other
reasons for the difficulty in meeting
the expenses at this and other com¬

munity clinics. Fewer rural South¬
erners have health insurance available
to them than any other group in the
nation. Nearly half the people in the
South who live on farms were without
health insurance in 1968, and almost a
third of those living in nonfarming,
nonmetropolitan areas - like Mud
Creek - were without it as compared
to 36.8 percent and 24.2 percent
nationally. Health insurance is most
often provided as a fringe benefit to
employees of large companies or work¬
ers with a union; consequently, where
you find low-paying work and non¬
union labor, you find less health
insurance.

Medicaid is another problem: in
1970 only thirty-eight percent of the
children in below-poverty families in
Kentucky received Medicaid services at
an average cost of$76, compared with
the corresponding national figures of
fifty-five percent and $126. Kentucky
Medicaid pays only a portion of the
charge for service and prohibits a
provider from charging a Medicaid
patient for the rest. Consequently, a
community clinic loses money, under
this arrangement, in treating a Medi¬
caid patient.

Since the 1950s, the United Mine
Workers Health Fund has been the pre¬
dominant form of health insurance
available to patients of the clinic,
providing the facility with an average
$5,000 each month. On July 1, 1977,
the Fund abandoned this retainer

system and instituted a fee-for-service
system in which the Fund paid sixty
percent of charges, and the patient,
forty percent.

The following interview was con¬
ducted on July 28, 1977, when the
Fund’s policy change had already
made its impact. But the clinic has
continued to provide care for those
who need it, whether or not they can
pay, and has been near financial ruin
as a result. The problem is compounded
by the wildcat strikes which have left
miners’ families with no income to pay
for health care. Despite a plethora of
programs such as Medicaid and Medi¬
care that are supposed to “cure”rural
health ills, in reality the clinic’s future
rests with the commitment of the
board and the staff, and their ability
to “make do. ” This interview with Pat
Little, administrator, and Eula Hall,
social worker, at the Mud Creek
Health project in Craynor, Kentucky,
focuses on the dilemma they face if
they are to keep their clinic open. In
recognition of her commitment and
achievement, Eula Hall received a
Presidential Citation from the Ameri¬
can Public Health Association in 1975.

Pat: Our clinic tries to give people
what they need. We not only have a
doctor and a nurse, but we also have a

therapy room for black lung and a
social worker that can look after

people, to give food stamps, to go to
hearings to see that their rights are
protected and taken care of. A lot of
these other programs around here look
at us and wonder how we keep sur¬
viving. To a certain extent, they’re not
only surprised, but they’re sorry that
we do. We’ve been breaking even; I
don’t know how, but we have. But
even with the pharmacy, we were only
breaking even. We would see sixty and
on up people a day. Our private paying
patients, they pay what they can, you
know, sometimes two or three dollars
at a time.

Eula: About one-fourth of our

private patients, which is about one-
fourth of our patients, don’t pay any¬
thing. It varies from month to month.
Some months half of our private
patients may not pay anything, it

Eula Hall, left, and Roy Huffman at a 1972 outdoor meeting.
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depends on the status of the patient
and their income.

Pat: Like right now [during the
wildcat strikes], there ain’t nobody
working. Now that means because our
doctor can’t be reimbursed by the
Fund and other people have no
income, the clinic is providing a lot of
free care. I wish you could see the
stack that we have; we have just been
continuing providing care — for June
and July. A doctor comes in twice a
week on Tuesday and Thursday, there
are thirty or forty chart sheets for
UMW patients every week, but we

Open house at the
Mud Creek Respiratory
Clinic, Floyd County.

couldn’t charge anything. They
depend on the clinic and they need
care. But we just can't keep operating
like that.

Over the weekend I did our quarterly
report and taxes, federal and Kentucky
taxes and it nearly drove me crazy
because 1 kept trying to figure out
how can we stay open one more
month. We’re just barely making it.
Then 1 told Eula, “Eula, we’re just not
going to be able to see the patients
free-of-charge anymore. We’re just
going to have to close. We can’t pay
our staff.”

You never know what you’re going
to get from Medicaid; you can’t
depend upon them at all. We billed
them $5,000 for March and we got
$1,900 back; you don’t know what
you’re going to get. They have little
letters to tell you why they switched
the pay, that the patient was ineligible
at the time or the name was wrong or
the numbers were wrong. And you
know you can’t bill a state aid patient
for the rest of what it costs you.

But where we have had bills for
Medicaid of $ 1,300 to $ 1,400 a month,
our bills for June were $480; now
that’s just two days a week, but that’s
it. Medicaid won’t reimburse physi¬
cian’s assistants or nurse practitioners,
they just reimburse the physician and
we only have him two days a week
since our regular doctor left.

Eula: We filled out a proposal for
the Robert Wood Johnson foundation,
but the doctors we had at that time
didn’t want it. They didn’t want
money from foundations or anything.
We filled out everything but they
wouldn’t fill out their part. So it fell
through. They said they didn’t want to
spend bureaucrats’ money, but I’d just
as soon spend bureaucrats’ money as
anybody’s. We can provide good
health care with that money. There
ain’t no better use for it.

Pat: We did have a grant from the
government for black lung therapy.
The grant was supposed to go until
June, but they called in April and they
said not to do it anymore because they
ran out of money. The UMW Fund
was billed for the respiratory patients
that we were seeing separate from the
retainer. The $5,000 from the Fund
was just for office visits. The respira¬
tory program is still needed, but we
had to close it down. What really irks
me is they set this up, you know, we
had to borrow money to build that
room on because we had to have a

room for that before we could get
the grant and then you have all this
equipment and then, Kaboom! It’s
gone and we have to lay off our respira¬
tory therapist, and all that equipment
back there is doing nothing. I just
can’t understand some things the
government does.

Eula: The University of Kentucky
gave us a nurse and a community
health educator one time. They gave
us a social work student one time. I
think they could help in a lot more
ways. I think they could, instead of
having all these interns all doing their
thing down there at the University of
Kentucky, they could put mobile units,
or satellite clinics out here. I think

they ought to go to where the people
are; the people cannot go to them, not
from here.

Pat: What we need out here is a

physician who’s dedicated. We’ve
been trying since last year to recruit
a physician. Our first two doctors
were paid $12,000 a year. Our third
doctor was a sister, and we paid her
$8,000; she gave it to her order, and
you know, she said it really didn’t
matter. We didn’t have to pay her a

big salary. But after those three we
had a big problem finding a doctor
we could afford. A pediatrician came
and visited with us and she really
liked it here, but she wouldn’t come
for less than $50,000 a year. So
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that’s the reason we went to the
National Health Service Corps, be¬
cause it would be difficult to pay out
a big salary; but if things had con¬
tinued with UMW we could have paid
$30,000 or $35,000 for a doctor.

Our pharmacist is the highest paid
professional; we paid him $15,000.
That’s a hard decision to make, but
any decision you make, you make it
for the patients. Now we’d never give
anyone $15,000 if it were left up to
us. If we get a doctor back, then we’ll
start looking for a pharmacist.

We applied to the National Health
Service Corps directly but we got a
letter back saying that we had been
approved for a physician. I wrote and
I called the day after and I told the
guy that PA’s wouldn’t help us a bit
because they weren’t recognized [for
reimbursement] in Kentucky. Well,
the man that we had been working
with called me back a little bit later
and he was pretty upset, I guess,
because I had talked to somebody else
and he said we were still on the list
for physicians but we’d have to wait,
and there aren’t any physicians avail¬
able at this time, and besides, he said,
“I don’t think you’ll ever get a physi¬
cian because I’ve been out there and
I’ve seen your place.” So you see,
I really don’t think he’s helping us.
But this doctor who says she’s coming,
she’s been out here and she said she
really liked it. She’s dedicated to her
patients; she said that it was just what
she was looking for.

I can remember when we first
started. Have you ever been up to
Tinker Fork? Well, it is kind of un¬
believable. Using mayonnaise jars to
hold tongue depressers and fruit jars
for urine specimens. We had bake sales
and rummage sales and things like that
to raise $400 just to pay the rent. You
know, if it hadn’t been for the UMWA
cutback, we would have made it. Or
we could have borrowed it to go on,
but the way things are, you’re afraid
to borrow to continue.

Eula: See, we’re going to be forced
to be closed; we’re the only place
that’s providing free health care. We
don’t deny health care to nobody, re¬
gardless of their ability to pay; we see
anybody who comes through that
door, money or no money, and that’s
the intent of the clinic, to give health
care to people that need adequate
health care. But, how much longer are
we going to be able to stay open with¬

out some funds?
Pat: We’re paying our nurse and

our receptionist and our lab technician
full time, but they’re only working
two days a week, the two days when
the doctor comes in. If I cut them
down to just two days a week, they
can draw more on unemployment.
But we have to have them just for
that doctor; it’s going to kill us that
way. It’s just not going to work. I
don’t know what to do, I really don’t.
We have charts on 5,000 patients.
Many of our patients are doing with¬
out health care right now. They’re
not going to other providers; they
can’t afford it. Doctors have quit
taking new patients.

If we had half the money of some
of these other programs, we could
continue to provide service. Me and
Eula, we borrowed $5,000 to start
our pharmacy, and I felt much better
when we paid that off, you better
believe it. But that was the only way
we could do it, you know, because
we never had that much money to get
ahead. We haven’t been in the red, but
we just barely make it month to
month.

I think we’re getting the job done.
We had a call from the state licensing
board last Thursday, about our state
inspection. She said, “I have been to
all the big hospitals, clinics, but I’ve

never been anywhere where I felt
the job was being done like it is here.”
It really made me feel good because
just the week before the doctor said,
“You all will never get licensed.” I
don’t know why he said that. But I
guess he had always worked in big
hospitals. She said we were doing a
better job than any other place that
she had inspected. Yeah, that really
makes me feel good. You know, that’s
the state talking.

But you know the staff, we have al¬
ways worked together because you
never get anything if you don’t. It
really gives you a good feeling, too,
and like I told the state inspector, “I
hope we’ll be here when you come
back.”

Eula: I don’t think I could be

happy working anywhere else. I like to
organize. I like to work with the
UMW and the tenants’ union and you
can do a little bit of that and a little
of other things, too. I really don’t
know what else I Would do, I swear.

Well, there are fourteen people out
there right now that are waiting to see
me about this and that and the other

thing, you know. One needs a form for
food stamps, anything they need in
medicine or in anything else they
need, they come to us. We’re a com¬

prehensive health program. You better
believe it. □

Welfare March, 1971: The residents of Mud Creek organized the East Kentucky
Welfare Rights Organization to address a wide range of issues in Floyd County,
including health care. Members of EKWRO helped establish the Mud Creek Clinic.
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Self-Help Fights Back
by Linda Thalman
and Bob Broedel

In the 1970s, the health care choices
available to women in Tallahassee,
Florida, were more limited than an
urban location suggests. Tallahassee
Memorial remained the only hos¬
pital facility after the black-controlled
Florida A & M University hospital was
forced to close in 1971. Alternatives
further diminished when the county
health department’s prenatal clinic
closed after obstetricians struck over
non-payment of charity cases. The
medical community itself was ingrown
and protective of its power (for exam¬

ple, the great-grandson of the founder
of the Florida Medical Association is
now the Executive Director of the
Florida Board ofMedical Examiners).

Meanwhile, in Los Angeles, Cali-

Linda Thalman is a member of the
Young Socialist Alliance; Bob Broedel,
whq helped with the interviews, is a
member of the Science for the People
magazine editorial board. The Feminist
Women’s Health Centers are preparing
a comprehensive book on women’s
health which will be published by
Berkeley Books in December, 1978.
For more information, write FWHC,
1017 Thomasville Rd., Tallahassee,
Florida 32303.

fomia, the Feminist Women’s Health
Center was fighting to establish the
rights of lay women to control their
own health care. The Center’s founder,
Carol Downer, along with Colleen
Wilson, was arrested in 1972 for
“practicing medicine without a
license. ” Charges against them for
showing women how diaphragms are
fit and using yogurt as a treatment for
common yeast vaginal condition ended
in acquittal, and the movement for
women’s Self-Help Clinics and abortion
services continued across the country.

In Tallahassee, Linda Curtis and
Lynn Heidelberg were as inspired by
the Self-Help movement as they
were incensed by the fact that local
women were unable to get appoint¬
ments with local doctors and were

forced to travel up to 180 miles
away for basic gynecological care.
They traveled to Los Angeles to learn
more about operating a Self-Help
Clinic. In March, 1974, they opened
the Tallahassee Feminist Women’s
Health Center (FWHC) offering preg¬
nancy tests, basic health information,
and outpatient abortion services.

Finding a doctor willing to work at
the clinic was only one of many
hurdles for the FWHC, but the clinic
in its initial stages functioned relative¬
ly smoothly. In June, 1975, an article

in the Tallahassee Democrat credited
the women’s clinic with lower fees
than other local doctors could offer.
Within a month, two local physicians
quit the FWHC, threatened with loss
of status and privileges at the local
hospital. Refusing to close its doors,
despite a physicians’ boycott, the
FWHC filed a precedent-settingFederal
antitrust suit in October, 1975, against
six ob/gyn physicians at Tallahassee
Memorial and the Executive Director
of the Board of Medical Examiners,
charging that they had conspired to
monopolize women’s health care in
Tallahassee. The Florida AMA support¬
ed the physicians, while the American
Public Health Association and several
groups devoted to women’s health
care sided with the FWHC. One year

later, twelve hours before the antitrust
suit was set for trial, the judge threw
the case out of court, ruling that the
doctors had acted within the scope of
their authority as a “self-regulating
profession. ” The case is currently on
appeal to the Fifth Circuit Court in
New Orleans.

The court case was only part of
their battle to survive. At the same

time, the FWHC sought a patient trans¬
fer agreement with Tallahassee
Memorial. But this request for safe,
efficient transfer of patients in the
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event of a medical emergency was
continually denied by the Hospital
Board.

Then in 1977, thirty women repre¬
senting a national organization of
women's health projects (W.A.T.C.H.)
conducted a consumer inspection of
the maternity ward and nursery at
Tallahassee Memorial. Four were

subsequently arrested and charged
with criminal trespass. Although it
later retracted the statement, the
Tallahassee Democrat claimed that
all thirty had “barged into the
nursery” and refused to leave.
However, clinic representatives main¬
tain that only four people entered the
nursery and left when asked after less
than a minute and the entire “inspec¬
tion " lasted only fifteen minutes.

The state Attorney General’s office
took the women to trial on a charge
that did not allege a crime - that of
entering a public building. As the
women had clearly entered the build¬
ing, the jury convicted the women,
who later received unusually harsh
sentences of $500 and thirty days,
and $1,000 and sixty days. This case
is also being appealed to the Florida
Supreme Court.

The clinic, which began with a
group of women sharing their experi¬
ences with health care in general and
eventually committing themselves to
giving better care, survives in
Tallahassee. It serves an average of 100
women a week with a staff of fifteen
full- and part-time workers. However,
its struggle to provide services to
women in an atmosphere that promotes
growth among the participants and
remains free of the attitudes the
medical community has traditionally
shown toward women, continues. In
the following interviews, conducted in
February, 1978, Linda Curtis, Marian
Banzhaf Risa Denenburg, and Susan
Griffin discuss the structure of the
clinic as well as its underlying concept
of self-help with Linda Thalman.

Question: What kind of services
does the Feminist Women’s Health
Center (FWHC) provide and who do
you serve?

Risa: The FWHC serves women in
Tallahassee and surrounding counties
and from Georgia and Alabama, too.
About forty percent of the women
who receive services are black. Women
of all ages and class backgrounds come
to the clinic.

Linda: In March, 1974, we first
offered abortion services and pregnancy
screenings, both founded on the idea
of Self-Help. We don’t just provide
services that women need; we do so

in a way that the person can make as
many decisions as possible in a clinic
setting. We try to provide as much
health information as a woman wants.

And pregnancy screening is something
we feel is very important for women’s
health groups to provide because it is
run completely by lay women, with
women doing the tests themselves,
with assistance from health workers.
Women can very quickly determine
for themselves whether or not they are
pregnant and share information about
what they want to do about it.

In November, 1975, we started a

gynecological clinic called the Well-
Woman Participatory Clinic, which is a

concept developed at the FWHC in
Los Angeles. This is a setting with a
group of women, health workers, and
either a nurse practitioner or a doctor

— we have a nurse practitioner. We
demonstrate vaginal self-examination,
and during the two hours, everything
gets done that the women participating
want done — a pap smear, a gonorrhea
culture, a pelvic exam, a sickle-cell
anemia text, after-abortion check-up,
pre-natal care. Most of what is done at
the Well-Woman Clinic are health

techniques that can be done by the
person herself, or with the assistance
of the health worker, and with a bare
minimum of instruction.

Marion: One of the goals of our
Well-Woman Clinic is to share informa¬
tion in such a way that women gain
skills and knowledge. Maybe next time
they won’t need to visit the clinic for
simple things like a vaginal infection.

Q: What is a Self-Help Clinic?
Susan: Instead of the traditional

medical clinic, a Self-Help Clinic is
a group of women who meet together
to learn about our bodies, and how to
maintain our health by sharing infor¬
mation and skills with each other.
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Risa: Women in Self-Help Clinics
share a caring responsibility for the
women in their group. The Self-Help
Clinic is a strategy whereby women
can regain reproductive control.

The most blatant obstacle
to accountability to the health
needs of the community is the
unresponsive hospital board.

Marion: Without control of our

bodies, we can’t gain control of our
lives. Many times a Self-Help Clinic
can get started and continue to meet.
A natural progression for an advanced
Self-Help Clinic is to start a women-
controlled health center. That’s what

happened in Atlanta. The Self-Help
Clinic women decided, after meeting
together for about a year, to open a
Feminist Women’s Health Center.

Q: Are health workers as reliable as
a doctor?

Susan: Yes, perhaps more so. Let's
take pap smears, for example. What
takes training is not the ability to take
cells from the cervix wall, but to look
at the cells and determine if there are

signs of cancer. And no doctor does
that; the doctor sends the cells to a

lab, which is what we do, of course.
We also provide a lot of health infor¬
mation on how to maintain your own
health, home remedies and referrals
over the phones.

Q. What is menstrual extraction?
Linda: It is a technique that was

developed by Carol Downer and Lor¬
raine Rothman of the first Self-Help
Clinic in Los Angeles in 1972. We use
the term to refer to a technique, used
in advanced Self-Help groups, to gently
suction the contents of the uterus on

or about the first day of a woman’s
menstrual cycle. Menstrual extraction
is always done by women together,
not as a service, but in the spirit of
sharing skills, information and ex¬
perience. What is used is a very simple
device that Lorraine Rothman devel¬

oped called the Del’Em.
The woman having the menstrual

extraction is in control of what hap¬
pens. Menstrual extraction can be
used for a number of different reasons.

It can be used to rid oneself of an im¬

pregnated ovum, and it can also be
used to regulate the menstrual cycle,
which is a real boon for women who
want to have regular periods or who
may want to get pregnant. It can also
be used to alleviate menstrual symp¬
toms. This is still an experimental
technique because we have not been
able to get formal research done on
it. Some physicians have attempted
to co-opt it by adding the term men¬
strual extraction to the list of pro¬
cedures done in their office as a service:
menstrual regulation, pre-emptive abor¬
tion, endometrial aspiration, mini¬
suction; but menstrual extraction is
clearly not a medical procedure and
should not be confused with any of the
previously named procedures. Other
physicians have made statement after
statement referring to it as a danger¬
ous technique, because it is done by
lay women, even though there is no
evidence that it is harmful.

Meanwhile, lay people are being
trained to do menstrual regulation by
the International Fertility Research
Project (IFRP) in Chapel Hill, NC,
which is the world’s leading birth con¬
trol research facility, in order to
control Third World populations.

Q: What is the relationship of
the Tallahassee FWHC to the other
FWHC’s?

Marion: The FWHC’s have formed
a Federation to solidify our work¬
ing relationships and to recognize
that we are all working towards the
same goals. The Self-Help Clinic is
at the base of each FWHC. Members of
the Federation of FWHC’s are centers

in Los Angeles, Orange County, Chico,
San Diego, — all in California — and
Atlanta and Tallahassee. We also work
to share our collective resources and
to avoid unnecessary duplication of
efforts.

Risa: The exciting thing about the
FWHC’s is that we can travel to any
center, walk in and feel right at
home.

Q: It is my understanding that
a community health group has devel¬
oped. Can you tell us about it?

Linda: Yes, a group called Gov¬
ernment Accountability to the People,
or GAP, has been active now for about
seven to eight months. GAP grew
out of the Tallahassee FWHC’s struggle
to get a transfer agreement with
Tallahassee Memorial Hospital; it in¬
volves a diverse cross-section of Tal¬

lahassee citizens, including the black
community, since many of the worst
policies at the hospital affect black
people and their health care - issues
such as the denial of treatment to a

young black woman who was raped,
coercion of poor and black people to
take out loans to pay for health care,
possible violations of the hospital’s use
of charity funds, differential treat¬
ment between blacks and whites in the

emergency room, racist and sexist
employment practices, and a strong
union busting history by the hos¬
pital. The most blatant obstacle to
accountability to the health needs of
the community is the hospital board,
which is elite and unrepresentative.
You must be a landowner to be ap¬
pointed. People from GAP have been
going to board meetings and talking
to people from the community, ex¬
posing the ties among the hospital and
other institutions, their oppressive
nature and lack of accountability to
the human needs of Tallahassee cit¬
izens.

The FWHC started out as a single
issue group in that we were very con¬
cerned as women with health problems.
But after years of working on that
single issue, we realized we could
exert only a certain amount of power
as a group and could do only certain
things on that level. Some of us have
children, and we see how the school
system is doing things to them that
we don’t feel is good for their lives.
We have to deal with the courts for

arresting people from our community
for doing nothing. We have all these
other things to deal with that cannot
be dealt with just by having a Self-
Help health group. In realizing that,
we decided to get involved in other
issues to challenge other controlling
forces in our lives. So we are working
with a number of other groups locally.

Marion: We’ve learned that if you
start with the Self-Help spirit, you
can learn many things from other
people that you need to know in order
to survive. I have seen things develop
since I’ve been at the health center

that are incredible leaps of learning —

the skills that it takes to administer
a women’s health facility and manage
the books and talk to hundreds of
women a week on the phone about
anything they may be interested in,
as well as run a clinic that hires fifteen
or more people. The Self-Help concept
is really the key to the whole thing. □

82



Building a Base for Reform by Dan Blumenthal
Lee County, Arkansas, is 200

square miles of flat farmland on the
bank of the Mississippi River in the
mid-South Delta. Seventy miles to the
northeast, across the river, is Memphis,
Tennessee; 120 miles to the west,
Little Rock.

Of Lee County’s 18,000 inhabi¬
tants, over half are poor and about
sixty percent are black. About a third
of the population-lives in Marianna,
the county seat and only settlement
with more than 300 residents.

On the outskirts of Marianna, in a
field near an okra shed, stands a low
square brick building — the Lee Coun¬
ty Cooperative Clinic. An unusual
health-care facility, it primarily serves
the poor, and is one of only a handful
of American rural health centers which

attempts to provide comprehensive
services. It is also unusual because it
has been controlled from its inception
entirely by the people it serves. But it
is perhaps most unusual because of the
central role it has played in changing
the political and social outlook of Lee
County.

Dan Blumenthal teaches in the
Department of Preventive Medicine
and Community Health at Emory Uni¬
versity School of Medicine, and is
Medical Coordinator of the VJ. T.
Brooks Clinic, a public hospital satellite
clinic in south Fulton County, Georgia.

The clinic exists, in large part, be¬
cause of a pilot VISTA (Volunteers
in Service to America) health project
assigned to the county in August,
1969. As a doctor fresh out of intern¬

ship, and the only physician in VISTA,
I joined the project, along with my
wife, Janet (a child psychologist), a
nurse, and four other volunteers who
had been given some basic training in
health or community development-
related areas. We had no specific
assignment when we arrived in Lee
County, other than to learn our way
around and meet some of the promi¬
nent citizens.

We found an area largely bypassed
by the civil rights movement. Ten
years after Little Rock, de jure school
segregation persisted in Lee County.
Nearly two years after Dr. Martin
Luther King had been gunned down
only seventy miles away in Memphis,
there was no evidence of his move¬

ment in Lee County. There was no
SCLC chapter. There was, to be sure,
an NAACP chapter, at least on paper,
but it was all but invisible. It had been
three years since Winthrop Rockefel¬
ler, a moderate Republican, had re¬
placed Orval Faubus as governor of
Arkansas, thus making the state a
charter member of the “New South.”
But in Marianna, County Judge
Haskell “Hack” Adams led an all-
white county government that kept
Lee County squarely in the ranks of

the Old South. Adams, who once indi¬
cated to a visiting journalist that he
thought blacks were genetically in¬
dolent and irresponsible, most sym¬
bolized the attitudes of the ruling
whites.

As we drove around the county,
we viewed a scene archetypical of rural
poverty in the cotton South. Outside
of town, there were scattered planta¬
tion houses, usually large, brick ranch-
style structures owned by white gen¬
tlemen farmers. Down the road from a

plantation house was, typically, a col¬
lection of tumbledown wooden shacks
inhabited by the black field hands.
Sometimes, instead of wooden shacks,
there were small whitewashed cement-

block houses.
The homes of the black farmers

who owned or rented a small piece of
land were generally indistinguishable
from those of the field hands. Living
in similar shacks were the elderly
blacks and poor whites too old to farm



and too unschooled to do anything
else, who lived on social security
checks or on food stamps or, seeming¬
ly, on nothing at all. Typically, their
houses were located on dirt roads that
became impassable when it rained.
Paved roads were few. Indoor plumb¬
ing was a rarity.

“An organization built
around health care could serve

as the basis for a successful
political organization. ”

In Marianna, blocks of middle-class
white homes alternated with blocks of
blacks’ unpainted shotgun houses
which could have been moved in from
the country. The few middle-class
black houses were often owned by
workers at the Douglas and Lomason
auto seat-cover factory, the county’s
only industry. A statue of General
Robert E. Lee, after whom the county
was named, watched over the court¬
house square.

Health care in Lee County was not
plentiful, even for those who could
afford it. Of the four doctors in Mari¬
anna, all general practitioners, one was
in his mid-sixties, another in his mid¬
eighties. Counting all four, the physi¬
cian-population ratio in the county
was about a fifth of the US as a whole.
The new twenty-five bed Lee Memori¬
al Hospital had been built largely with
federal funds. A county health depart¬
ment, staffed by an elderly public
health nurse and a younger part-time
public health nurse, provided well-
child and prenatal care, and VD treat¬
ment. The nearest “charity” hospital
and clinic for the poor was across the
state line in Memphis.

Dr. Dwight Gray - one of the four
doctors, and a prominent citizen
taught me what Lee County was
about. When 1 first met him, he leveled
with me as a fellow Southern doctor,
one of the clan. “Feller from Pennsyl¬
vania was visiting down here a couple
of weeks ago,” he said. “Wanted to
know why I’ve got segregated waiting
rooms. I told him it was because that’s
what the colored folks want.” He

paused. “He just didn’t understand,”
he added with a wink. I was beginning
to understand.

Small Beginnings

As our first activity, the VISTAs
organized four Neighborhood Action
Councils (NACs), local grass-roots
organizations that would represent the
area in OEO* programs which had just
become available to the county. One
of the NACs was to be centered in
Marianna, the others in small commun¬
ities in three corners of the county.
Knocking on doors, making announce¬
ments in churches, putting signs in
store windows, we recruited people to
NAC meetings which discussed local
problems and their possible solutions.
Talk at our meetings generally turned
to health, not because it was neces¬

sarily the most important problem
faced by the county’s poor, but be¬
cause a VISTA team was now avail¬
able to attack it. The leading health
problem, it was generally agreed, was
the lack of a place where poor people
could go when they were sick.

Stories abounded of people turned
away from the hospital or doctors’
offices because they lacked the means
to pay for their care. Most people,
however, knew better than to seek
medical attention when they had no
money. At one NAC meeting, I asked
how many people had ever needed
medical care but failed to go to the
doctor because they could not afford
it. Virtually all of the fifty or so
people in the room raised their hands.

The VISTAs had been discussing
health issues among ourselves, and we
were committed to the idea of a com¬

munity-controlled clinic. The legisla¬
tion establishing OEO had called for
“maximum feasible participation” of
the poor in projects sponsored by the
agency, but there was no consensus
as to what this meant. “Community
control” often existed more on paper
than in reality. Now that the demand
for a clinic in Lee County was ap¬

parent, we began to discuss at NAC
meetings how such a facility should
be planned and run by the people it
served.

Why community control? There
were several reasons. The first had to
do with insuring the appropriateness
of the services to be provided. The
rural poor understood their own needs
and priorities better than we, a group
of urban professionals and middle-
class college graduates, possibly could.
*the federal Office of Equal Opportunity

A second reason related to breaking
the “cycle of poverty” in which per¬
haps half the citizens of the county
were trapped. Generations of blacks
in the Delta had depended on the
charity of wealthy whites for much
of their livelihood. If they were field
hands, they lived in shacks provided
by the plantation owner. Their kids
wore his children’s discarded clothes.
If they needed to see the doctor
badly enough, the plantation owner
would pay the bill or the doctor
would take on a “charity case.”
More recently, this patronage had
become institutionalized as welfare
and food stamps. The poor survived,
but just barely, and only at the suffer¬
ance of the rich.

If people were ever to escape from
poverty, we thought, they needed
to get control of their own lives.
It would not be enough simply to have
health care, or other services, available;
people needed to gain some of the
self-esteem that accompanies the
ability to dictate one’s own destiny.
Poor people needed broader political
power, the chance to elect public
officials, the opportunity to have
a voice in the operation of the schools,
the ability to direct public services,
the power to have a meaningful voice
in the daily affairs of the county.
An organization built around health
care could, we hoped, tackle other
issues; it could serve as the basis for
a successful political organization.
If people saw that they could work
together to gain control of one aspect
of their lives—if they could develop
and run their own health care facility-
then they could take collective action
in other areas as well.

The idea that the people who used
a clinic should dictate such matters
as hours of operation and fees to be
charged made sense to the NAC
members. By November, the four
NACs had each elected two repre¬
sentatives to the eight-member Board
of Directors of the unborn Lee County
Cooperative Clinic. The board ap¬
plied to OEO for an operating grant
for the clinic, but the chances of ap¬

proval appeared no better than fifty-
fifty. The board, therefore, launched
a community fund-raising effort to
start the clinic on a shoestring if neces- ,

sary.
In the meantime, we had begun

running a “clinic” from my car,
making house calls. This helped us
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develop relationships of mutual trust
between the VISTAs and the poverty
community. I had also applied for
membership in the four-member Lee
County Medical Society, because
membership carried with it staff
privileges at Lee Memorial Hospital.
But by now, the local doctors no
longer considered me a member of the
clan. By majority vote, I was refused
medical society membership and the
use of the hospital, including its labo¬
ratory and x-ray facilities.

By mid-November, 1969, the story
of the rejection hit the papers. “Med¬
ical Society Locks Out Physician To
Poor,” read a headline in the Memphis
Commercial - Appeal. “Dr. Mac Mc¬
Lendon, a Marianna physician, said the
medical society refused Dr. Blumenthal
admittance partly because he had
‘agitated’ local Negroes to demand
more rights.” In a subsequent news¬
paper story, Dr. Gray explained, “We
object to a group financed by the fed¬
eral government coming into the
community and, in effect, practicing
medicine as a group.”

Over the next few years, similar situ¬
ations would emerge in places such as
Epes, Alabama; Holmes County, Mis¬
sissippi; and Franklin, Louisiana.
Southern rural doctors were concerned
about shortages of health services
in their communities, but they were
more concerned about maintaining the
existing health care delivery system
and the existing political power
structure. Government-financed doc¬
tors and clinics controlled by poor
people, particularly by blacks, were
not welcome. Organized medicine,
which maintained control of hospital
privileges and licensure, and which
could often veto federal projects at the
local level, could erect formidable road¬
blocks to innovative health care pro¬
grams, if not destroy them altogether.

National media coverage of the
Lee County situation soon led to
rapid polarization of the community.
The pharmacists, the minister of the
First Baptist Church, some of the
large farmers, and other white estab¬
lishment figures lined up publicly
against the VISTA project and the
proposed clinic. The black com¬
munity, on the other hand, solidified
its support. The fund-raising drive
produced nearly $2,000, mostly in one
and two dollar donations contributed
at church functions. Attendance at

NAC meetings grew. The poor, who

had for so long been recipients of
paternalism and the beneficiaries of
occasional charity, began to realize
that the Lee County Cooperative
Clinic would not come into existence
of its own accord, the way other
government programs had. A struggle
would be required.

The board of directors of the clinic

appointed a committee to negotiate
with the board of directors of the Lee
Memorial Hospital and the medical
society for staff privileges for me
and future clinic doctors. When it
became apparent that the negoti¬
ations were at an impasse, a class
action suit was filed in federal court,
with the patients of the Lee County
Cooperative Clinic as plaintiffs.

The Clinic Opens

OEO granted initial funding for the
Lee County Cooperative Clinic (a
relatively miniscule $39,875) in
December, 1969, after three board
members and three VISTAs went to

Washington for a day to lobby the
agency’s officials. We were pleasantly
surprised and speculated that perhaps
OEO thought things could be kept
quiet in the Delta by infusing a bit
of health money. If that was the
reasoning, the agency could not have
"been more mistaken.

In February, 1970, the board of
directors selected as clinic administra¬

tor Oily Neal, Jr., a twenty-eight-
year-old black who had been born
and raised in Lee County. With only
three years of college and no formal
training in health administration, he
appeared, on paper, less qualified
than the other applicants for the
position. But none of the others
had ever lived in Arkansas, and Neal
knew Lee County and its people; he
could learn administrative functions

quickly, and he was an incredible
organizer.

Like other young blacks with abil¬
ity or ambition, Neal had left Lee
County years before to seek his
fortune in the city. And like others,
he had become disillusioned with
urban life. But there were few oppor¬
tunities in the country — one could
become a teacher, a preacher, or a
farmer. So, Neal had become part of
the rural “brain drain.” The job as
administrator at the Lee County Co¬
operative Clinic gave him a chance to
come home. He quickly became a
major force in enabling the clinic to
survive and make an impact on the
county.

The clinic opened in March, 1970,
with a staff of seven employees in
addition to the VISTAs. It attempted
to provide “comprehensive” services —

more than medical care — for it was

clear that malnutrition, poor sani¬
tation, inadequate housing, lack of
transportation and poverty itself caused
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the poor health of the low-income
population as much as did the in¬
accessibility of doctors. To combat
malnutrition, the clinic assisted people
in registering for the food stamp
program, despite an often apparent
desire by the local food stamp office
to reduce its rolls. In addition, the
clinic provided outreach and home
care through three “neighborhood
health aides” (local women trained by
the clinic); transportation via a single
van and driver; and assistance in con¬

structing sanitary privies and doing
home repairs from a VISTA experi¬
enced in this area. At the same time,
I saw about thirty to forty patients a
day in the clinic.

The volume of services we could

provide was minute compared to the
need, but it established the principle
of providing comprehensive care. We
specifically wanted to start small, to
begin with a facility that could be
effectively governed by a board of
unsophisticated community people.
Other OEO health centers, rural and
urban, were multimillion dollar facili¬
ties run by universities or health depart¬

ments with community “advisory
boards” which were to be phased in as
governing boards when and if they
gained the necessary expertise to run a
large center. We thought it far prefer¬
able for the community to govern
fully a small facility from the beginning
and for the clinic to grow as the board
and the community grew in sophistica¬
tion.

The clinic’s bylaws defined it as a
cooperative, with each registered
patient a member of the cooperative
and a part-owner. At an annual mem¬
bership meeting, the administrator and
medical director would report on the
clinic’s progress, plans, and financial
status, and elections for the board of
directors would take place.

Neal’s commitment to this approach
was total, and his organizational
efforts on its behalf, tireless. He talked
to people about the clinic - what it
was, and what it could be — in his
office, at NAC meetings, at board
meetings, and in the little country bars
that dotted the county. And sometimes
there was a political message in what
he said: if the county officials did not

support this clinic, then perhaps
replacing them would have something
to do with health.

The clinic opened in a rented five-
room house. Finding a place to rent
had been difficult. Several vacant

white-owned houses and offices, and
even the abandoned Missouri-Pacific
railroad depot, had suddenly become
unavailable when the VISTAs had

attempted to rent them as a clinic
building. The five-room house belonged
to the town’s black funeral parlor
director, one of the few wealthy
blacks in Lee County.

In July, 1970, I had to leave Lee
County to serve in the US Public
Health Service, an obligation I had
incurred in order to avoid the draft.
Our major anxiety was alleviated when
Dr. Ralph Wolf — a young physician
recruited through a poster displayed in
in a New Orleans hospital — replaced
me. In September, when OEO
increased the budget to $120,000 for
the next year, the Neighborhood
Action Councils voted on what new

services should be added.
The summer of 1970 also marked

the appearance of the Concerned
Citizens of Lee County, a political
organization whose leadership largely
duplicated that of the Neighborhood
Action Councils. As its first effort, the
new organization sponsored a slate of
seventeen black candidates for Mari¬
anna and Lee County offices in the
November elections. It was the first
such slate to appear on a Lee County
ballot since Reconstruction, and ex¬
citement ran high at the clinic — at
least until election day. All but four of
the black candidates lost, and those
four were elected to Justice of the
Peace seats (similar to county com¬
missioner), the least powerful of the
positions sought. The black candidate
for County Judge had lost by 400
votes out of 6,600 cast. The election
was marred by some intimidation by
whites of black voters at the polls
while the sheriff looked the other

way, but while these incidents left a
bad taste in the mouths of black voters,
they probably had little effect on the
outcome of the election.

Despite the losses, signs of black
political power were evident. The
Concerned Citizens’ candidates had
run as Republicans in order to avoid a
primary contest with the Democratic
incumbents. The black Republican
vote, combined with the votes of
ticket-splitting whites, had enabled the



Republican Winthrop Rockefeller to
carry Lee County in his race for re-
election as governor. It was one of the
very few counties he carried, as
Democrat Dale Bumpers won in a
landslide.

The appearance of a black slate of
candidates kindled racial fears in the
whites of this majority-black county;
at the same time it gave the black
community a feeling of some potential
political muscle. Then, in April, 1971,
the white power structure suffered
another jolt when the Lee Memorial
Hospital Board agreed to an out-of-
court settlement of the clinic’s suit
demanding hospital staff privileges for
clinic doctors. The hospital consented
to the agreement when it realized it
would lose its suit if it went to trial.

Boycott

Three months later, Quincy Tillman,
a young black social worker employed
by the county welfare department, got
into an argument with a white counter¬
man over what flavor of pizza she had
ordered. The dispute grew heated and
Tillman was arrested. In days gone by,
the incident might have been over¬
looked, but now the black community,
particularly the Concerned Citizens,
was in no mood to ignore further
injustices. The Concerned Citizens
proclaimed a boycott of all white-
owned downtown Marianna businesses
and declared that the boycott would
continue until a list of forty-one
demands, mostly for more jobs in both

the private and public sectors, was met.
By January, 1972, a dozen stores,

a third of the downtown business
district, had closed. Racial tension ran

high and spilled into the school system
when black students in the newly-
integrated high school demanded of
the white superintendent of schools
that the birthday of Dr. Martin Luther
King, Jr., be declared a school holiday.
Refused, the black students — eighty
percent of the enrolled students —

walked out of school en masse and

began a protest demonstration. The
police and fire departments arrived,
turned a fire hose on the students in

sub-freezing weather, and arrested one
hundred of them. With injury added to
insult, the black students declared a
school boycott that lasted the rest of
the term.

For the first time since the organized
black political activity had begun
in Lee County, violence reared its
ugly head. County Judge Adams,
driving a pickup truck, narrowly missed
running over two black boycott
picketers on the sidewalk in downtown
Marianna. (Later, he testified that his
brakes had failed.) When the two
picketers went to the county court¬
house to file charges, Adams threatened
them with a pistol. Cooler heads
restrained the County Judge and he
was eventually arrested, convicted of
assault and carrying a prohibited
weapon, and fined $100.

Subsequent incidents were more
serious. The house of one of the boy¬
cott leaders was fire-bombed; shots

were fired at another boycott leader.
In January, the headquarters of the
Concerned Citizens was burned; the
fire spread, destroying ten businesses,
seven black-owned, three white-owned.
Another white-owned store burned a

few weeks later. A white deputy sheriff
was shot at and his house fire-bombed.
A shot was fired at the president of
the school board. Miraculously, de¬
spite the numerous incidents, there
were no deaths, no serious injuries.

White attention focused on the Lee

County Cooperative Clinic, and on
Oily Neal, Jr., in particular, as the
moving force behind the boycott.
Said a white shopkeeper, whose store
had been put out of business by the
boycott, “I’ve been in this business
thirty years in this one building, and
we never had any trouble until they
(the clinic) came in here.” The head of
the Lee County Farm Bureau added,
“Oily Neal is involved in a lot of racial
things. He headed the boycott, led
people to school board meetings and
he was instrumental in the store

burnings, although I can’t accuse him
individually of doing it.”

As a clinic administrator, Neal was
more than a paper-pusher. He was an
organizer and an articulate spokesman
for the black cause. But Neal did not

have to head the boycott, lead people
to school board meetings, or burn
buildings. The black political organi¬
zation did exist largely because of
Neal’s organizational efforts on be¬
half of the community-controlled
clinic, but the organization thrived
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in response to the opposition of the
white establishment to the clinic.
The boycott had been called as a result
of years of bitterness on the part of
blacks over their denial of entry into
the county’s political and economic
system. And the violence stemmed
from that bitterness, and from the
whites’ reaction to the sudden threat
to their dominance.

The white establishment complained
to Washington about the clinic’s
assumed role in the boycott and the
county’s politics, and Washington re¬
sponded by investigating and auditing
the clinic and its funds, the VISTAs,
and Neal. No wrongdoing was found.

The clinic, meanwhile, expanded
its staff and patient load. In 1972,
OEO approved a funding request
for $1.2 million for eighteen months.
The grant would be enough to buy
some land and construct a new building;
to make the transition from clinic to

comprehensive health center; to pro¬
vide a volume of services more com¬

mensurate with the need. The white
establishment was appalled that this
thorn in its side would suddenly ac¬
quire a budget larger than that of the
county government itself.

The Lee County White Citizens
Council filed a suit in federal district
court to block the grant. The suit
focused on the VISTAs, charging
that, “Because of the clinic’s associ¬
ation with...VISTA, it has shown
what appears to be a subversive attempt
to overthrow or replace the presently
constituted Lee County government
with that of one controlled by blacks.
In the past, VISTA has, by encouraging
blacks and whites to participate in
psychodelic [sic] parties and other
mixed racial social events, fomented
and disturbed racial relations in the
county.”

Meanwhile, State Representative
J. B. Smith and School Board Presi¬
dent Lon Mann pressured Governor
Bumpers to exercise his power of veto
over the HEW grant, or to approve
it only on the condition that the
clinic board be reconstituted to give
the whites control. Bumpers tempor¬
ized, trying to strike a compromise
in the politically volatile situation.
He summoned Neal and several mem¬

bers of the clinic Board to Little
Rock and explained to them that he
might be forced to cut off clinic
funding if they would not consent
to reconstitute the Board. Mrs. Emma

Glaspy - a frail, middle-aged black
woman from the tiny Lee County
community of Brickeys, who might
have been voted “the Board Member
Least Likely to Stand Up To the Gov¬
ernor of Arkansas” — responded for the
Board. “Mr. Governor, we understand
your position, and we sure do need
that money, but we just can’t give our
clinic away.” It was a position that
could only have been taken by a clinic
board that had started penniless and
knew it could go back to being pen¬
niless if it had to.

Besides, there were, perhaps, other
resources, albeit small. As a start,
Joan Baez accepted a clinic request
to give a benefit concert in Memphis
and raised about $6,000. Then in the
spring of 1972, Bumpers finally man¬
aged a compromise: the clinic board
would be enlarged by five members,
giving the county fathers a minority
interest in the facility. The bargain
enabled the Governor to approve the
grant without completely losing face.
At the same time, he declared that
“I wholeheartedly support the clinic,”
provided there was no “agitation” and
no violation of federal requirements.
Of the five new white board members,
only one - a maverick who actually
supported the clinic - participated
in board affairs.

Reconciliation

The summer of 1972 brought a
resolution to what had seemed an in¬
terminable struggle, and marked the
beginning of a new chapter in the
history of Lee County and the clinic.
The school boycott ended as school let
out. Moreover, the superintendent of
schools resigned, removing a focal
point of the boycott. The economic
boycott of the downtown businesses,
after sputtering for several weeks, was
officially terminated on July 26 by
the Concerned Citizens. The forty-
one demands had not been met. The
administrator of the Lee Memorial

Hospital resigned and was replaced by
Ken LaMastus, a white moderate who
immediately set about repairing rela¬
tions with the clinic. And the clinic

began construction of its new 7,000
square-foot building.

Some things did not change. In
November, a slate of black candidates
once again ran and failed to capture
any of the major county offices.
Two years later, Oily Neal, Jr., ran for

the State Legislature; he, too, lost.
But the threat to the white business

and economic community was dimin¬
ished, as was the threat to the clinic.
With the lessening of the threats
came a lessening of the overt racial
tensions. In 1974, more moderate
whites replaced County Judge Adams
and Sheriff Courtney Langston, sym¬
bols of hard-line white dominance.
And in 1975, the Memphis Commercial
Appeal wrote, “The Lee County Co¬
operative Clinic, once clearly a symbol
of racial strife and violence, is now
as clearly an accepted part of (Mari¬
anna).” Perhaps symbolic of the
clinic’s acceptance was the small
sign in Neal’s office proclaiming the
clinic to be a member of the Marianna-
Lee County Chamber of Commerce.
Neal himself, declaring that the now
million-dollar facility required a more
highly-trained administrator, resigned
his position to become director of
the clinic-affiliated Demonstration
Sewer and Water Project which he had
been instrumental in establishing to
build sanitary water supplies and sewer
systems for rural Delta homes.

Acceptance did not spell an end
to the problems faced by the Lee
County Cooperative Clinic. Foremost
was the problem of recruiting and
keeping physicians. Most doctors are
trained and socialized in medical school
to become private specialists in the
suburbs, not salaried primary-care pro¬
viders serving the rural poor. The new
building had been constructed to ac¬
commodate four doctors, but at times
staffing dwindled to as little as one
doctor and one physician’s assistant.

Second was the problem of main¬
taining adequate funding. HEW, which
had taken over OEO health programs,
increasingly stressed private-practice
medical models at its health centers,
both urban and rural, cutting back on
outreach services and on programs
which attacked the health-related
problems of sanitation, nutrition,
transportation, and housing. Neal’s
tenacity in dealing with federal of¬
ficials (“You’ve just got to out-argue
the sons of bitches”) played a key
role in preserving support for the full
range of services offered by the
clinic. Still, the clinic became less
comprehensive year by year.

Nor did the end of the racial con¬

flict in Lee County and the end of
the threats to the clinic’s existence

signal an end to the problems of the
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county’s poor. No doubt, health care
had improved markedly. Some inroads
had been made into the health-related
problems that the clinic’s broad range
of services was designed to attack. But
the poor were still poor.

When the VISTAs began organizing
around the prospect of a clinic, we
were engaged in a war on poverty. We
were not running a poverty program;
we were running an antipoverty
program. Viewed from a distance, it is
clear now that a community-contolled
clinic in one county cannot lead to the
elimination of health problems or
poverty. But the clinic did far more
than make the poor of Lee County a
bit healthier. The clinic helped create a
new psychology in the county, a
change in the collective consciousness
of the black and the poor community.
By working together, the poor got
something — a clinic — that they did

not have before. In doing so, they had
acquired enough power to make some

changes in the county, enough to gain
the respect of the establishment and,
more importantly, enough to gain
self-respect.

The white community, too, changed.
No longer could the black majority
be overlooked or dismissed with a glib,
“We ain’t got no race problems here.”
Whites gained, if nothing else, a new
appreciation of what it meant to be a
black in the Arkansas Delta. Even
State Representative Smith, who had
led the white effort to close the clinic
in 1972, was able to say in 1975, “Our
community is a lot better today
because of the boycott and what we
went through then.” It was an in¬
credible statement.

I returned to Lee County for the
first annual membership meeting of
the clinic in November, 1971, and for

the sixth annual meeting in November,
1976. The first meeting drew over 600
people. The clinic was under attack
then, and the community was rallying
to its support. In 1976, fewer than
100 people attended the meeting. To
the outsider, the sparse attendance
might have signaled a loss of support
for or interest in the clinic. But the
clinic had, by then, become an estab¬
lished part of the county, and a visible
show of support was no longer needed.
The clinic had served out its role as a

focal point for change in Lee County.
It was still more than just a health care
facility to the community it serves,
but it was no long an institution of
social upheaval. The 1960s were
finally over. Lee County, with the rest
of the country, might or might not
move further ahead in the 1970s, but
it could never go back. □

Who Wfll Pay the Bill?

by Joyce Goldstein

Joyce Goldstein is the executive
director ofHealth Service Action (P.O.
Box 6586, T St. Station, Washington,
D.C. 20009), a group organizing for
national health service and in support
of local struggles to build community-
controlled health care facilities. It is
headquartered in Washington and has
affiliates in several states and cities
across the country. Local and statewide
health service advocacy groups are
forming in Illinois, Pennsylvania, Cali¬
fornia, New York, New Jersey, and
Washington, D.C.

Howard Price loves to tell visitors
to Cedar Grove, West Virginia, that
he’s just a “dumb coal miner.” Would
that we were all so “dumb”!

An electrician by trade and a work¬
ing miner, Price is also the coordinator
of the Miners Committee to Save
Our Clinics and the president of his
community clinic, the Upper Kanawha
Health Association. In the summer of
1975, he and seven friends each con¬
tributed $1.25 to incorporate the
Association. By September, 1978, the
paltry investment of $10 will have
mushroomed to $1,000,000 to finance
their vision of a community health
facility.

They’ve already located the clinic
in a freshly painted, gold-carpeted
school which they purchased with
money from the federal government.
The first floor of the old, neighbor¬

hood school had been almost entirely
renovated for the clinic by February,
1978. But the community center
atmosphere remains. The school gym
is still intact, and one can generally
find a basketball game or a union
local meeting behind the doors which
separate the gym from the clinic.

It hasn’t been easy establishing a
clinic in Cedar Grove. Howard Price
can remember how every nickel and
dime was raised: from community
rummage sales, bake sales, the Ap¬
palachian Regional Commission, the
county court, private foundations, the
federal government, and many neigh¬
bors and friends.

The biggest help, however,
has come from the Health and
Retirement Funds of the United Mine
Workers, the union Price belongs to
and the union that touches
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the lives of most families in the Cedar
Grove area. Of the 9000 county resi¬
dents, almost half are active or re¬
tired miners and their families. About

seventy percent of the people who
have visited the clinic since it opened
in June, 1977, have been benefi¬
ciaries of the UMWA Health and
Retirement Funds. Eight percent
receive Medicare or Medicaid, and
another twenty percent are either
covered by private health insurance or
have no insurance. No one is denied
care because they can’t pay for it;
but prior to the UMW Funds cut¬
backs in July, there was little need
for “charity medicine.” The Funds
made it financially possible to operate
the clinic and keep it controlled by a
board, seventy-five percent of whose
members must be miners, according
to the Association bylaws. (None of
the eighteen board members are
women, Price admits with embarrass¬
ment.)

It has taken more than just money
to get the clinic into operation. In
order to be eligible for public funds,
the clinic had to first receive a “cer¬
tificate of need” from the local health

planning agency. The local authority
pointed out that another clinic ex¬
isted right across the street from the
school. Housed in a trailer, the privately
owned Hygeia Clinic boasted one
physician on its staff. Price and other
community residents were unim¬
pressed. “After twenty years they had
just one doctor,” he recalls. “That
ain’t progress.”

A team of experts from Columbia
University found that the Hygeia
Clinic provided only curative medical

treatment, made little use of non¬

physician providers, and had no com¬
munity control over its practices. So
the Upper Kanawha Association
pressed its bid for approval from the
health agency - and, after a long
Fight, the clinic was okayed.

The next fight was to staff the
clinic with doctors from the National
Health Service Corps, and once again,
the clinic needed an official seal of

approval. The Corps is a system
which places young doctors in com¬
munities lacking adequate health care
services, after these doctors have
completed government-subsidized med¬
ical training. But the local medical
society must approve the program be¬
fore any doctor can be assigned to
an area. Despite the fact that the
county had only three doctors (one
was over seventy), the Charleston and
Upper Kanawha County Medical So¬
cieties maintained there was no need
for additional doctors - and refused
to allow the clinic to obtain the ser¬

vices of National Health Service Corps
physicians.

Price and his friends took the case

to higher authorities. After two years,
the federal government overruled the
medical society. Soon there will be a
medical doctor and a dentist from the
National Health Service Corps at the
Cedar Grove clinic. The clinic can then

provide community people with a full
range of “primary care” — everything
short of hospitalization. Plans for the
next three years provide for increasing
the staff from seven to fourteen, with
all on salary and having input into
daily decision-making and personnel
policy. In addition to offering tradi¬
tional medical care, the clinic plans to

provide home health services, health
education, social work, x-rays, physical
therapy, nutrition services, occupa¬
tional and environmental health

advocacy, inhalation therapy for miners
(many of whom suffer from black
lung), and continuing education for
the staff.

But the empire-building schemes,
dear to the hearts of many professional
health care administrators, make no
sense to Howard Price. Asked if he
wanted to purchase new equipment to
provide high technology care and in¬
patient services, he replied: “We want
the best primary care. Our machines
are used. Why should our patients have
to pay for expensive equipment that
nobody uses?”

The Funds Die

While a sense of pride and accom¬
plishment exudes from the staff and
the community board, the battle for
survival has barely begun. The First
major blow was dealt barely a month
after the clinic’s birth. On July 1,
1977, the UMW Health and Retirement
Funds — which provide about seventy
percent of the clinic’s monthly income
— reversed a twenty-five-year-old
tradition of commitment and support
for clinics in mining communities.
Upper Kanawha is only one of about
fifty miners’ community clinics
dependent on the Funds for their
financial security.

As Helen Lewis from the Highlander
Center says, “These clinics are the
most progressive tools for providing
health care in the area....Rural health

problems include environmental and
living problems such as water quality,
sewage, diet, housing and occupational
hazards. Community health clinics
provide a local structure through
which these problems can be consid¬
ered.”

The Funds reimbursed the clinics

through a “retainer” system, providing
a percentage of the clinics’ total
monthly operating costs equal to the
percentage of the clinics’ clientele who
are UMW Funds beneFiciaries. The
reimbursement procedure was based
upon the clinics’ total costs — which
include maintenance, staff salaries,
equipment and supplies — rather than
on the traditional fee-for-service
formula. Thus, the clinics have been
able to provide a wide range of services
delivered by physician and non¬
physician teams, and have been able to
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keep the fees low for patients who are
not beneficiaries of the UMW Funds.

Fee-for-service medical practice, on
the other hand, pays providers for
every service they deliver; there is an
incentive to provide more and more —

even if it is unnecessary, wasteful,
expensive, and sometimes harmful.

As of July 1, 1977, the Funds
announced they were going broke and
were replacing the retainer payment
system with a fee-for-service system
that required miners to pay the first
$500 of their medical bills from their
own pockets. The coal fields exploded
as 80,000 miners went on wildcat
strikes to protest the cuts in benefits.
Howard Price formed the Miners Com¬
mittee to Save Our Clinics, and some

twenty clinics created the Associated
Clinics of Appalachia to have a unified
voice in fighting the cutbacks.

In a statement from the clinic
association to the Funds on July 26,
Don Conwell from the New Kensington
Clinic (Pa.) explained: “By having the
retainer arrangement, many areas were
able to hire doctors because they
could guarantee them a salary. With
the withdrawal of the retainer and the
ultimate collapse of these clinics, these
doctors in many cases will leave and
areas that are already underserved will
be worse off and miners will be unable
to obtain good medical care....It is
mind-boggling to try to understand
why the innovators of a system that
they have fought for and worked for
would turn away from their own con¬
cept at a time when the rest of the
nation is realizing that this is the best
way to go... .We plead with you, don’t
take away the best and most progressive
health care program in the nation and
throw it into the expensive control-free
fee-for-service market.”

Price, as spokesman for the Miners
Committee to Save Our Clinics,
appealed to Harry Huge, the union’s
representative and chairman of the
Funds: “You seem to think that

making it difficult to see a doctor for
these people will save the Funds money.
Of course, it will not save money. Our
children will grow up less healthy, and
there will be more severe illnesses
among our older people which will
require more hospitalization... .Preven¬
tive health programs are being killed
because they just cannot be supported
on a fee-for-service basis....You have

opened the gates for the rip-off artists
who run patients through like cattle
and thrive on your fee-for-service

philosophy....You are making us pay
for health care that will be harder and
harder to find.”

And the Funds responded. Martin
Danziger, the Funds’ administrator,
wrote to Price, “Please be assured that
our commitment to the clinic system
is undiminished.” Harry Huge echoed,
“The Funds remain committed to the

outpatient care model and the prepaid
clinics built around that model. There
has been no change in our philosophy,
nor in our long range plans.”

The miners finally went back to
work after gaining a promise that the
Funds’ coverage would be renegotiated.

The next blow came on December

6, 1977, the expiration date of the
1974 contract between the UMW and
the Bituminous Coal Operators Asso¬
ciation and the beginning of the longest
coal mining strike in American history.
All payments from the Funds to the
clinic stopped, with little hope of ever
being revived. The clinics were forced
to lay off health workers. Medical
staffs which had been developed for
twenty-five years in the older clinics
began to disintegrate. The process of
killing the clinics was exacerbated.
And people suffered. Many patients
stopped all visits to the clinics. And
many clinics provided medical care
wth little hope of ever being reim¬
bursed.

At this writing, there is every reason
to believe that the UMW Health Funds
will be discontinued and replaced by
private insurance companies. How will
this move affect the clinics? Most
insurance companies reimburse only
physicians and on a fee-for-service
basis. Therefore, the teams of health
workers, consisting of physicians,
physicians’ assistants, nurse practi¬
tioners, nutritionists, health educators
and social workers, will almost surely
be destroyed. Mountain communities
which have had such hard times trying
to attract physicians will have even
harder times. And ancillary personnel
won’t be eligible for reimbursement
from the insurance companies. In
order to maintain these health teams

and their services, fees will have to be
drastically increased and the clinics
will enter the private, inflationary,
irrational market system. Or services
will be severely curtailed.

Is there any hope for the clinics’
survival? While the older, larger clinics
may be able to adjust to the new situ¬
ation, the prospects for the younger,
smaller community clinics such as

Cedar Grove are less encouraging. As
long as the existence of the clinics is
dependent on a single industry, their
survival will continue to be tenuous.
But this bleak picture of the future of
the clinics assumes that there will be
no change in national health policy. It
assumes that the only actors on the
stage are the UMW, the coal operators,
and the clinics. This, clearly, is only
one piece of the total federal health
picture.

Although the clinics could not get
special Congressional action for their
own salvation, a new national health
policy could dramatically affect the
miners’ predicament. The Carter
Administration has promised national
health insurance. But “national health
insurance” is a very general expression
which can mean little more than the

government contracting out to the
private sector for the delivery of
health care to some part or all of the
population. It could mean little more
than an expansion of the Medicare and
Medicaid programs.

National health insurance, regardless
of the specific program, is only a way
to pay for the current health care
system. It intentionally does little to
change it.

The Dellums Bill

Could a national health insurance

program save the clinics? Maybe.
Depending on the specific legislation
that would be passed by the Congress,
such a program would certainly subsi¬
dize, to a lesser or greater extent, the
already established clinics. But in
order to support the existing clinics
and build on their positive experiences
by developing similar community-based
health care facilities around the coun¬

try, there must be a federal commit¬
ment for a national health service
where communities have the money to
hire health practitioners, build health
centers and develop community
programs according to their own needs
and priorities.

As Congressman Ronald Dellums
(D-Ca.) told Howard Price and the
American Public Health Association
last October: “It is time to begin the
fight for a national health service by
recognizing the most immediate needs
while organizing the political support
to ensure the only meaningful long¬
term solution.”

Dellums has introduced the Health
Service Act, to create a national health
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service to be financed entirely out of
progressive federal tax revenues. The
Health Service Act would replace the
entire profiteering health care industry
with a system that would be publicly
controlled. The United States Health
Service would be a tax-supported
public agency providing a complete
range of health services to the entire
population in publicly-owned facilities.

As envisioned in the Dellums bill,
USHS has a four-tiered structure:

• At the “Community Level,” there
will be primary care services — general
outpatient care, emergency services,
mental health care, and programs for
occupational health and safety and en¬
vironmental monitoring. These will be
provided by community health centers
and other local facilities — controlled

by elected boards, consisting of two-
thirds users and one-third health
workers. Structures like the miners’

community clinics would provide the
base of the system.

• Serving the larger “District” will
be the general hospital for inpatient
services. The district-level hospital will
be governed by a district health board
whose members will be chosen by each
of the community boards.

• Several districts will join together
as a “Region” to set up a specialized
medical center and the health worker
education system.

• The national level will supervise
specialized research and overall bud¬
geting and financing.

Controlled at every level by demo¬
cratically elected boards, the Health
Service will maintain strict cost and

quality controls over health care,
using many of the techniques demon¬
strated by the miners’ community
clinics.

Health care will no longer be the
private preserve of self-employed, self-
regulated, self-selected — and entirely
unaccountable - “professionals.” In¬
stead, health care providers will be
salaried workers — like you and me.
Salaries will be in line with experience,
education, and the nature of one’s job,
and the rigid hierarchy of health care
occupations will be eliminated.

For the individual user, health care
will be free, just as it was for the miner
and his family who carried the cher¬
ished UMW medical card. No longer
will the doctor, clinic, or hospital ask
the barbaric question, “How much can
you pay?”

Health costs for the entire society
will also be reduced. No longer will we
pick up the tab for the administrative
costs of insurance and billing proce¬
dure; for the unnecessary treatments
and hospitalization encouraged by fee-
for-service medical practice; or for
excessive profits and astronomical
incomes of the professional elite.

Meanwhile, unlike the present med¬
ical licensing system, the Health Service
will continuously review the perform¬
ance of health care personnel, with
both consumers and health workers

participating in the evaluations. Instead
of medical schools dominating public
health care facilities through affiliation
contracts, as is the practice now, the
Health Service will encompass the
educational facilities. The new health

care system will provide health workers
with continuing education to maintain
and improve their skills.

The Dellums Health Service Act
also includes a patient’s “Bill of Rights”
designed to sensitize the entire health
care system to the special needs of
groups which have been abused by the
existing health industry.

The Bill of Rights guarantees:
• Access to all health services
• Choice of health care providers
• Advocacy and legal assistance
• Clear information and explana¬

tions, in one’s own first language, about
one’s health and proposed treatments.

The principles for a national health
service are already backed by the
United Electrical Workers, the Ameri¬
can Public Health Association, the
Gray Panthers, the National Associa¬
tion of Social Workers, Rural America,
and other organizations, as well as by
thirty-one percent of the American
public, according to the latest Harris
poll.

While the reality of a national health
service is still a dream, the nightmare
which faces the miners’ community
clinics is only too real. In building a
movement for a national health service,
we cannot sit by and watch the execu¬
tion of the clinics’ death sentence, nor
can we settle for the bureaucratic

tinkering which may allow the clinics
to squeak by as only shadows of their
community health service potential.

The immediate hardships must be
seen in a more general framework.
Fighting for piecemeal reform from the
government, the union, the Funds, or
the operators, can, at best, ameliorate
the most pressing, short-term needs.
But what happens when the grant ex¬
pires, the National Health Service Corps
doctor moves to suburbia, the union
goes out on strike, the Funds become
managed by self-serving lawyers, and
the companies reinstate the company
doctors or use health care as a club
with which to threaten coal miners,
their families, and their communities?

The crisis of the miners’ community
clinics represents the crisis which is
being experienced in health care
throughout the country. The entire
country must hear and identify with
the desperate cries of the Appalachian
people. If not, then as Don Crowell of
the Clinic Association warns, “Once
again the forgotten people will be the
mountain families who mine the coal
that keeps this nation going.” □
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Lessons from Community Clinics:
Good News and Bad News

by Helen M. Lewis
The community-controlled health center offers the best

hope for primary medical care, improving the health of the
residents and improving the quality of life in rural, poor or
minority communities. However, such clinics or centers are
not developed without struggle, and some of the difficulties
and pitfalls which await should be understood and squarely
faced.

Stability: Community health centers provide a stable
source of health care. Even when there is a turnover of
health professionals, there is still stability through local
boards and a permanent place for the patients’ medical
records.

BUT — Patients grow weary of the turnover and
uneasy about who is looking at their records and providing
care. If communities are to develop stable professional
staffs, they must recruit local people, develop scholarship
programs and pressure medical schools to admit them.

Practitioner-Staffed Clinics: Areas which can not attract
or economically support a physician can use local primary
health practitioners to provide services, and even without
professional staff, the centers can provide education,screen¬
ings and referrals.

BUT — The practitioner-staffed clinic can be just
another way of providing poor and rural areas with second-
rate service. The redistribution of health professionals and
facilities is not addressed, and the highly trained still go to
the more prosperous, urban areas.

Not-For-Profit Medicine: The non-profit clinic employing
all staff on a salaried basis is less costly; savings can go
toward extra services such as home health counseling.

BUT — The clinic competes with the for-profit health
system and may have difficulty getting the necessary
approval from local medical associations, certification for
“corporate practice,” admission to the medical society and
hospital privileges for clinic physicians.

Service-Oriented Practice: The centers attract more

idealistic, service-oriented physicians and practitioners.
BUT — The demands on time for them are so heavy

and the multiple, chronic problems they face so overwhelm¬
ing that many of them “burn out” in a couple of years.
The professional isolation and lack of opportunity for con¬
tinued professional development is a drawback especially in
solo practice, and even the most committed may leave with
considerable guilt feelings.

Government-Foundation Funding: HEW, ARC, and
foundations such as Robert Wood Johnson provide generous
start-up funding for rural health centers.

BUT - For some, the goals and standards which are
required can not be sustained. It is extremely difficult to
resist the offered treasures, and even more difficult to give
them up later.

Community Control: Operation of the health center
with community boards allows the community to plan and
control their health care.

BUT - Some professionals will not share their exper¬
tise or assist boards in developing the necessary skills to
manage the clinics. Some boards will not commit the time
and effort to cope with budget details, operational proce¬
dures and staff relationships. Funding sources, regional HSA
planners and other health consultants take away much of
the community board’s power. Health centers must develop
educational programs for the boards so they can acquire
the skills to control their centers’ operations and destiny.

Community Development: Community clinics can lead
to other spinoffs. Since health is non-controversial, it is an
issue which can unite citizens and act as a lever for other

community development projects. As citizens learn to un¬
ravel federal-grantsmanship and become more sophisticated
in building institutions, they may move into other projects
like roads, water systems, sewage disposal, and housing.

BUT — If the activity becomes controversial and the
local power structure sees the community clinic board and
its spin-off activities as a threat, they may attempt to take
over the board and change its direction.

Health Model vs. Medical Model: The health center em¬

phasizes a broad approach to health; it is designed to deal
with preventive care, education for health, early treatment
of sickness and promotion of community development pro¬
jects to upgrade life in general.

BUT - It may be considered as a “charity” clinic
only for the poor. With patients limited to those without
funds or insurance, the clinic lacks needed fees; but seeking
to serve middle and upper classes may change the clinic’s
approach to health. A service-oriented operation may be
reluctant to enforce collection policies, and may allow the
staff to provide services for free which could be reimbursed.
On the other hand, a clinic which attempts to achieve self-
sufficiency may become less sensitive to the needs of poor
people and more concerned with providing expensive, pro¬
fit-making care. There is a constant tension between pro¬
viding good service and survival.

Despite the problems, the community health center still
offers the best hope for health care for communities.

But it is important to understand their fragile position in
the health system and the numerous barriers to their sur¬
vival. They are like small islands in a troubled sea. Clinic
boards and consumers should be uneasy, run scared and
work for more thorough-going change in health care struc¬
tures to make possible good health care for everyone. □

Helen Lewis directs the Health Project of Highlander
Center, which attempts to aid the development of clinics
in Appalachia and to design educational programs for
their board and staff members.
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Lessons from Community Clinics:
Conflict and Democracy

Most Americans go to the offices
of private physicians to receive their
care in health and illness. For many,
this is a satisfactory encounter even
though the physician alone determines
the fees, procedures, and hours he is
available — indeed, every aspect of
the relationship. But for those who
may wish to improve or criticize the
way in which health care services are

delivered, there is little opportunity
for discussion or bargaining as equals.

The patient is invariably in a poor
position to engage in bargaining:
he or she may be horizontal on an

examining table, in a state of undress
and anxious about the health care

problem that prompted the visit.
The result is that most people only
have the alternative of voting with
their feet: they can go to another doc¬
tor (if one is available in the rural com¬

munity) or to another institution.
In the last decade, increasing num¬

bers of clinics and health centers

have opened in which the people of
the community have some serious
say-so about how it is run. Such organ¬
izations have varied greatly from rural
nurse practitioner clinics to small
family practice medical groups to
large multi-specialty clinics. Some
were organized out of struggles over
issues in the community, while others
were the fruit of an individual’s or

organization’s concept of an improved
health care delivery system.

Some health centers resulted from
efforts of student and activist groups
such as those at Vanderbilt and
those who joined VISTA, while many
are a direct response to federal pro¬
grams like the Rural Health Initiatives.
The dozen Rural Practice Project
models with which I work are a much
smaller demonstration of primary
care in isolated rural areas. Some of
the older Appalachian coal miner
clinics were a consequence of leader¬
ship by the medical care program of
the UMW Fund, and gradually made
a transition to broad and represen¬
tative board control. More recently,
smaller clinics came about because of
demands of the coal miners and their
families.

by M.H. Ross
In terms of total money and per¬

sonnel, all such clinics and health
centers in the country are but drops in
the bucket in an enormous system
which has successfully resisted change
for decades. Yet the neighborhood
health center movement pioneered
health care teams, outreach staffs
which included family health workers,
and an approach toward compre¬
hensive health services which embraced
the usually neglected areas of trans¬
portation, social services and mental
health.

Broad community representation
on the boards of many of the new
health centers has resulted in a sensitive

response by physicians and other
providers to the needs of the people
in the community. Programs of care,
as a result, have often been improved
and broadened. At Fairmont Clinic in
West Virginia, the lay board success¬
fully called for and negotiated with
the physician group to achieve a
wide program of social services and
outreach, all-day Saturday and evening
physician hours at the clinic and
the development of pharmacy, podi¬
atry, optometry and optical services.

In some places the democracy of
community control has worked out
like a beautiful marriage in which
there is conflict, but also discussion
and respect resulting in cooperation
and compromise. In other cases,
each faction on the board, or the
spokesperson for the board and the
professionals, begin their angry re¬
sponses with “you people” - which is
usually a good signal that things have
broken down into “us and them.”

Frequently, board members repre¬
sent different interests and may have
values and attitudes which differ
from other community representatives
as well as from those of the profes¬
sionals. Power struggles may take
place, not only between the community
board and health care team members,
but between differing community in¬
terests.

If there has not been a clear deter¬
mination of what the role of the com¬

munity board is and where the limits
lie on the authority and responsibility

of professionals, there is likely to be
professional and administrative uncer¬

tainty throughout the organization.
Indeed, some of the representative
community boards for National Health
Service Corps projects, RHIs and
other federal programs spend a great
deal of time and energy trying to re¬
solve internal relationships and con¬
flicting opinions. Although partici¬
pation in decision-making can lead to
individual development as well as an
increased sense of social responsibility,
often the HEW constraints requiring
breadth of community representation
are not followed up with a program
for training leadership and educating
boards on the policy issues they will
encounter.

The excessive conservatism of most

physicians is ideally balanced when
the community has an opportunity for
representation in the delivery of health
services. As more and more doctors
turn toward group practice, it has
become apparent that the old idea that
these medical groups, by themselves,
would somehow benefit patients equal¬
ly with physicians has proved to be
a myth.

Because the nation has not yet
achieved a national health service

program or national health insurance,
it is important that there be continued
experimentation with different models
to determine the best ways to serve
the health needs of the community.
Increasingly, the federal government
will come up with regulations govern¬
ing the clinics and health centers de¬
spite the very different needs of their
communities and the origins of their
structure and organization. Whether it
is a bread-and-butter issue, like a

single pattern for Medicaid reimburse¬
ment, or the direction a national health
service program should take, it is es¬
sential that there be debate and dis¬
cussion about improved community
representation in health care and the
variety of ways to deliver that care to
the people. □

M.H. Ross is associate director of
the Rural Practice Project in Chapel
Hill, North Carolina.
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The Story of America’s Most Innovative Health Care System

The Rise and Fall of the UMW Fund
by Barbara Berney

“THEIR JOY AND GRATITUDE CAN ONLY BE IMAGINED”

“What the doctors from the UMWA Funds saw was beyond belief — paralyzed men (paraplegics) who
had not been out of bed for two, eight, seventeen, or twenty years, the story of their pain and despair
deeply written on their faces. Bladder and bowel control had often been lost with the injury, and they were
unable to care for their simplest needs. The men described their pain — ‘It’s just one deep, lasting ache,’ or
‘It hits me about three or four times a day, like someone jabbing a big electric rod through my legs.’

“Some were in windowless shacks, fed and cared for by their neighbors. Others were cared for by
devoted wives and other members of the family. Some had not seen a doctor in years. All required the
entire time of one or more other persons to keep them alive and provide such limited assistance as
untrained hands could give.

“If was explained to these men and their families that the Fund was prepared to send them to some of
the leading medical centers of the country, where everything possible would be done to relieve their
suffering and develop and train their broken bodies, so that they might be able to move about and care for
themselves. In some instances, it was suggested that they might be able to learn some new kind of work for
which they might be paid. When they finally realized that they were listening to the truth, their joy and
gratitude can only be imagined. ...”

— excerpted from an early UMW Fund Annual Report
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John L. Lewis — After President Truman seized the mines in 1946, Lewis won control of health care in negotiations with the
government’s representatives.

When the doctors from the UMWA
Health and Retirement Fund first set

foot in the Appalachian coalfields
during 1949, they found themselves
surrounded by the human wreckage of
a medical disaster area. Mangled bodies,
discarded by the coal operators, were
piling up. Health care, hospitals,
physicians and sanitation were
unknown to many of the neglected
mining families nestled deep in the
mountain hollows. When limbs were

severed or a sickness lingered, miners
in the coalfields had but one choice
when they needed care — the infamous
“check-off’ doctor. Since the moun¬

tains had always been medically under¬
served, coal operators made regular
deductions from the miners’ paychecks
to guarantee a steady income for the
coal companies’ chosen physicians.
These “check-off” doctors made no

regular examinations, but by their
arrangements with the coal companies,
they owned a monopoly on health
care in the mountains.

John L. and His Fund

This medical monopoly was finally
broken in 1946 when UMWA president
John L. Lewis negotiated a contract
providing for a royalty of five cents
per ton of mined coal to support a

Barbara Bemey, who holds a Masters
in Public Health from UCLA, was em¬
ployed by the UMW Fund as a health
analyst until January, 1978.

union-controlled Health and Retire¬
ment Fund. The contract agreement
came only after negotiations with the
coal operators became deadlocked,
and President Truman seized the mines.
In negotiating with the government’s
representative, Interior Secretary Julius
Krug, Lewis won his demand for a
health fund coal royalty which the
industry had rejected during the
previous year’s negotiations. The his¬
toric Krug-Lewis agreement also
ordered a survey of medical and sani¬
tary facilities and health conditions in
the coalfields.

Nowhere were the detrimental
effects of the operators’ policies on
miners’ health better documented and

exposed than in The Medical Survey of
the Bituminous Coal Industry, con¬
ducted under the direction of Navy
Admiral Joel T. Boone. Commonly
called the Boone Report, this study
represented the first comprehensive
medical survey of an industry ever
undertaken by the government. By
cogently documenting the deficiencies
of coal operator-controlled health care
in the mountains, it laid the essential
groundwork for developing a miner-
controlled health care financing and
delivery system. The Boone Report
cited a wide range of medical and
environmental problems, pointing out
the undesirability of the “check-off’
doctors, the inadequacy of three-
fourths of the coalfield hospitals, and
the glaring deficiencies in transporta*

tion, housing and sanitation in mining
communities. Especially in the south¬
ern Appalachian region, the report
noted that primary care was provided
by an insufficient number of inade¬
quately trained and poorly motivated
physicians and that specialist care and
hospitals were simply not available.

The creation of the industry-
financed Health and Retirement Fund

by Lewis made the coal operators
financially responsible for the health
and welfare of miners and their

dependents, from the cradle to the
grave, and started a revolution in
health care delivery throughout the
coalfields in the South and Midwest.

Bargaining for the Fund came at a
time when World War II wage controls
forced the UMWA to develop innova¬
tive benefit demands at the bargaining
table. Over the next several years,
Lewis gradually upped the coal opera¬
tors’ royalty payments and gained
increasing administrative control over
the Fund itself.

By October, 1952, the Fund’s
royalty payments had been increased
to forty cents per ton; Lewis was now
chairman of the Fund’s three trustees,
and his close confidant, Josephine
Roche, occupied the key position of
neutral trustee. In day-to-day adminis¬
tration, this arrangement gave the
union decision-making control, but as
Lewis noted at the time, “the opera¬
tors’ veto power on this fund rested in
the fact that at the end of each con-
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tract period they could, if they would,
discontinue it by refusal to continue it.”

And there were other drawbacks..
By tying the Fund’s financing directly
to the industry’s production output,
Lewis had made the miners’ health and
welfare benefits vulnerable to the
boom and bust cycles of the coal
industry. Throughout the history of
the Fund, the cruelness of this irony
has haunted miners in the coalfields,
particularly during the early ’50s,
when the coal operators began to
introduce mechanization to increase

productivity. In the process, many
miners lost their jobs to machines —

machines which made coal mining
more dangerous for the miners who
remained by increasing both the safety
hazards and the dust levels in the
mines. Ironically the Fund’s improved
financial status, and the subsequent
development of a revolutionary health
care program in the coalfields, were
accompanied by increasing industry-
caused health and welfare problems
for miners and their communities.

Serving the People

As the newly appointed Executive
Medical Officer of the Fund, Dr.
Warren F. Draper came with impeccable
credentials both in public health and
organized medicine. He had served as
Deputy Surgeon General of the US
Public Health Service and as a member
of the American Medical Association

(AMA) House of Delegates from 1924
to 1946. His credibility and stature
were to prove invaluable to the Fund
in its struggle to provide “comprehen¬
sive, accessible, quality care at reason¬
able cost” to miners and their families
throughout the coalfields.

Draper began by opening area
medical offices in ten locations

throughout the coalfields. Each
medical office was directed by a

physician administrator who was
directly responsible to Dr. Draper
and his staff. These physicians com¬

prised one of the most progressive
groups of health care professionals of
their day and were committed to estab¬
lishing a model health delivery system
based on prepaid care.

Their first task, and one of the
boldest and most stirring efforts of the
Fund, was to seek out the broken and
disabled miners and provide them with
previously unheard of rehabilitation
and medical care. A vast campaign

involving union officials, local record
searches, and the questioning of
knowledgeable local citizens was under¬
taken to locate mine accident victims.
Once found, crippled miners who had

not been out of bed for months,
years, and even decades were carried,
in stretchers, by friends and ambulance
crews, to places reachable by vehicles,
which were then driven to the char¬
tered planes and Pullman cars which
transported them to the best rehabili¬
tation centers of their day.

According to Dr. Draper, “This
arduous, costly task of restoring men
with crushed limbs and backs in the
terrible toll of the coal mines is one of
the finest chapters in the history of
medicine.” By the end of 1955,
97,000 disabled miners had received
rehabilitation services. About 6,500
of them had been able to return to

the industry; 15,000 found work in
other industries; 5,800 became self-
employed. Of 1,113 who had spent
their lives in bed before getting such
care, 1,041 were enabled either to
walk or get around in wheel chairs.

When Draper and his administration
began, they conformed strictly with
the practices of traditional, doctor-
dominated medicine. Free choice of

physicians was the rule and services
were paid for in fees. But as the Fund’s
area medical offices reviewed bills and
medical records from doctors, they

began discovering myriad abuses,
similar to those presently associated
with Medicare and Medicaid— unneces¬

sary surgery, over-hospitalization, and
price gouging.

Draper wasted little time in explain¬
ing his position to his former colleagues
in the medical establishment. In a

speech before the AMA, he set forth
basic principles which would guide the
operation of the UMW Fund in the
years ahead: “I think that free choice
of physicians should be limited to
physicians who are willing to conserve
the resources of the paying agency to
the fullest extent possible. It is not
reasonable to expect us to pay
physicians who needlessly send to the
hospital cases which do not require
hospitalization and whose rates of
admissions are much higher than the
rates of other competent physicans.
We are within our rights to limit our
choice of physicians to those who are
willing to conserve the resources of the
Fund and play fair with us.” The
UMW Fund’s precedent-setting efforts
to secure high quality care at a reason¬
able price angered both coalfield
physicians and doctors across the
country.

As protests from local coalfield
medical societies became more vehe¬
ment, the Fund stopped its automatic
reimbursement of doctors’ fees and

hospital charges and began an ambi-

The Fund created by Lewis started a revolution
in health care delivery in the coalfields.

97

photobyEarlDotter



photobyEarlDotter

tious program to reform health care
delivery with a three-pronged attack
on excessive hospitalization costs and
monopoly control of coalfield health
care.

First, the Fund began to replace the
uncooperative coalfield doctors by
organizing and financing, with the help
of union locals, a series of group prac¬
tice clinics throughout the mountains
to provide coordinated, comprehensive
primary health services to the Fund’s
beneficiaries and other members of the
coal mining communities. These non¬
profit clinics, run by consumer boards
representing the local communities,
were staffed by physicians who were
either paid regular salaries or put on a
monthly retainer to cover all necessary
care provided to Fund beneficiaries.
The clinics stressed preventive medi¬
cine and became the first one-stop
medical service centers in rural Amer¬
ica. As a result, they reduced hospital¬
ization, surgery, and overall medical
costs.

Next, Draper ordered that no Fund
beneficiaries would be hospitalized
unless approved by a qualified special¬
ist, in order to avoid unnecessary sur¬
gery and prolonged hospitalization.

For the third prong in its attack,
the Fund tackled the problem which
the Boone Report had so forcefully
documented — the lack of hospitals in
southern Appalachia. The Fund set up

a non-profit corporation to finance the
construction of ten hospitals through¬
out Kentucky, West Virginia and Vir¬
ginia. The Miners’ Memorial Hospitals
were a bold step forward in the re¬
gional planning of health services and
they were touted as a first for the rural
South, as well as a model for the
nation and the world. Provision for

large outpatient services and hospital-
based ambulatory care — a cost-saving
innovation at the time — was a central

concept in both their construction and
operation. The first hospital opened its
doors in December, 1955, the tenth in
May, 1956. In addition to providing
sorely needed, well-equipped modern
beds and sophisticated diagnostic and
therapeutic facilities in areas essentially
devoid of these services, the Miners’
Hospitals made it possible to recruit
and train high quality health profes¬
sionals for Appalachia, many of whom
were the sons and daughters of coal
miners. Other hospitals in the area
improved their facilities, while some
of the smallest and most wretched
were forced to close.

In reponse to the Fund’s vigorous
intrusion into health care delivery in
the mountains, state and local medical
societies passed resolutions condemn¬
ing Draper and the Fund. Some doctors
refused to refer their patients to the
Miners’ Memorial Hospitals. In areas
where the miners’ clinics were estab¬

lished, local medical societies tried to
ensure that clinic physicians were
systematically denied hospital privi¬
leges in local hospitals.

For example, physicians associated
with the Fund’s Bellaire clinic in

Russellton, Pennsylvania, were not
able to obtain local hospital privileges
from 1952 until 1965. During the
thirteen year interim, they were forced
to send patients needing hospital care
to Pittsburgh. When the Fund removed
the hospital from its participating list,
the medical staff accused the physi¬
cians and the Fund of pressuring the
hospitals and their staffs “to accept
the dictatorship of the UMWA Fund.”
In an advertisement in the New

Kensington daily newspaper on April
21, 1959, the medical staff of the
Citizen General Hospital accused the
Fund of depriving “the individual of
one of his precious American ‘Rights’
— ‘The right of free choice.’ The
power hungry leaders of this and
similar movements in our country
today preach free enterprise... but
they are working for...false socialized
economic security ...and socialized
medicine.”

In one of his more candid moments,
a local doctor called the clinic physi¬
cians, “a bunch of young punks come
out here to try [to] cut into my
$30,000 a year practice.” In a letter
to Les Falk, Area Medical Director for
the UMW Fund, the president of the
board of trustees of the City Hospital
of Bellaire commented on the removal
of four physicians from the parti¬
cipating list: “It is beyond our com¬
prehension how an outside agency
such as the United Mine Workers Fund
should or can take upon itself the
prerogative of judging the quality of
medical care provided by these physi¬
cians and overriding a committee of
their peers.”

In 1963, after having been denied
privileges for more than ten years,
Bellaire Clinic doctors and some

of their patients finally instituted
suit against the City Hospital of
Bellaire, “its trustees, the medical
society and various individuals, charg¬
ing them with conspiracy in restraint
of trade, violation of public policy
and violation of the Ohio Valentine
Antitrust Act.” This suit was finally
won in 1965. The court directed the

hospital to grant privileges to the
group members. Local and state
societies fought back by charging the
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clinic medical groups, their individual
members and Area Medical Adminis¬
trators with unethical conduct, includ¬
ing allowing the Fund to control
their practice of medicine, soliciting
patients, and denying patients the
right to “free choice of physician.” In
every case, these charges were even¬
tually proven false or dropped, but by
then organized medicine had developed
other strategies of attack. In Pennsyl¬
vania, Indiana, and Illinois, state
medical societies wrote all their
members directing them not to deal
with the Fund. Despite this pressure,
most coalfield doctors continued to
treat beneficiaries and bill the Fund.

The Fallout

When the bottom fell out of the
coal industry in the late 1950s and
early ’60s, the number of UMWA
miners dropped from 400,000 in 1945
to 200,000 in 1955 to 90,000 in the
early ’60s. As a result, fewer and
fewer patients in the Miners’ hospitals
were Fund beneficiaries and the
hospitals became an ever-increasing
financial drain on the Fund, which was

already experiencing financial dif¬

ficulties due to decreases in production
and a royalty rate that had remained
at forty cents per ton since 1952. The
Fund initially responded to the finan¬
cial crunch by tightening eligibility
requirements. In 1960, 35,000 miners
who had been out of work for more

than a year lost their health cards in a

single day, along with thousands of
widows and other dependents.

Still suffering from financial prob¬
lems, the Fund put the Miners’ Hospi¬
tals up for sale in 1962. The Board of
National Missions of the United

Presbyterian Church purchased the
hospitals for $8 million, almost all of
which was provided by the federal
government after the personal inter¬
vention of President John F. Kennedy.
Had Medicare and Medicaid been
available then, the Fund might have
been able to keep the hospitals. As it
was, neither federal aid, which made
possible the purchase of the hospitals,
nor state aid, which paid for indigent
patients in the hospitals once they
were acquired by the Board ofMissions,
were offered the Fund.

Rank and file miners, who were
never consulted about this giveaway of
one of their most valued possessions,

carried on wildcat strikes to protest
the Fund’s decision. As if it were a

harbinger of an event still fifteen years
in the future, the union leadership
turned a deaf ear to the miners’ cries,
as the foundation of their cherished
health care system was sold out
from under them. During its first
twenty years of operation, the UMWA
Health and Retirement Fund devel¬

oped and pioneered more innovative
ways to control the cost and quality of
health care that are only now being
re-discovered and recommended by
health advocates and reformers across

the country. The Fund developed a
closed panel of participating doctors
who, by accepting reimbursement from
the Fund, were cooperating with a
regional program of comprehensive
care, consumer control, and hospital
use and cost containment. At the same

time that the Fund pioneered and
financed the first consumer-controlled

comprehensive health clinics and First
independent regionally coordinated
hospital system that rural America
had ever seen, it also contained the
cost of health expenditures.

The Fund’s role in improving the
occupational health and the general
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Dr. Donald Rasmussen, left, in his black lung clinic. Rasmussen was one of the crusaders in treating black lung; after 1946 the
UMWA attracted the most progressive health care professionals.
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welfare of beneficiaries, was, however,
much more limited than its role in

improving the coalfield health system.
Although Dr. Lorin Kerr did much of
his early work on black lung under the
auspices of the Fund, its involvement
in occupational health issues was
limited by the presence of the manage¬
ment trustee, by Lewis’ commitment
to labor peace and industry mechani¬
zation, and by his claim that the
union itself was responsible for health
and safety on the job.

The Fund also left such issues as

housing, sanitation, water supply and
sewage disposal to public health
departments which were most often
inadequate to the task, especially in
southern Appalachia. The Fund’s inter¬
vention and financial support began
with preventive medicine and never
really moved into environmentally-
caused diseases.

Reform Effort

As the Fund income decreased and
costs rose during the late ’60s and
early ’70s, the corrupt administration
of union president Tony Boyle manipu¬
lated Fund eligibilty requirements
and benefits and maneuvered union
finances for his own personal gain and
to the detriment of the Fund and its
beneficiaries. From his dual position as

UMWA president and Health and
Retirement Fund chairman, Boyle
kept between 14 and 75 million dollars
of the Fund’s assets in non-interest

bearing accounts in theUMW-controlled
National Bank of Washington.

During the late 1960s, numerous
suits were filed against the Fund and
Tony Boyle. One of these,Blankenship
v. Boyle, was brought by Harry Huge,
a Washington attorney, on behalf of
17,000 miners and widows who
charged the trustees and the union
with mishandling the Fund’s assets and
the arbitrary and capricious determina¬
tion of eligibility for Fund benefits.

In 1971, Judge Gerhard Gesell
ruled in favor of the plaintiffs and
ordered in part:

• That a new board of trustees be
appointed with the neutral trustee sub¬
ject to approval by the government.
• That the Fund have no financial
dealings that would provide collateral
advantages to either the union or the
operators.
• That the application forms and process
make clear that union membership is not
required to obtain benefits.
• That eligibility for pensions was to be
based on specified length of service
requirements and applied in a reasonable
and consistent fashion.

As a result of the Blankenship court
decision and the Miners for Democracy
reform movement led by Arnold Miller,
drastic changes took place within the

administration and structure of the
Health and Retirement Fund. Shortly
after Miller was elected president of
the union in 1973, he appointed Harry
Huge, the attorney who had fought for
the Fund’s reform, as the union
representative among the Fund’s three
trustees. Huge, in turn, convinced the
other two trustees to hire Martin
Danziger, a lawyer administrator from
the Justice Department, as the new
director of the Fund.

Danziger and many of the other
newcomers to the Fund were not

trained in pensions, or health, or coal.
Their speciality was a style of manage¬
ment defined as a service separate
from the content of what is to be

managed. And in some ways content
became much less important to the
Fund’s health program than it had
ever been. The new managers placed
great emphasis on administrative docu¬
mentation, written procedures, and
the business-like conduct of affairs.
While their attitude was quite under¬
standable in light of the Blankenship
decision, the Fund’s new managers
undervalued the skills and contribu¬
tion of many who had forged and
directed the Funds health program for
twenty-five years.

Many of the old time health people
were fired, downgraded, or simply re¬
signed. There were tremendous con¬
flicts in personality, working style and
commitment between the old timers
and the newcomers, and very little
trust. As physicians and administrators
left the Fund, they were either not
replaced — the Fund was without a
Medical Director for over a year — or

replaced by people with more limited
experience and a different orientation
to health care delivery. Thus, when
critical program decisions were made,
such as the July, 1977, cutback in
benefits, they did not reflect the Fund’s
historical commitment to the prepaid
clinic/salaried physician model of care.

1974 Contract

The new management made signifi¬
cant changes in the organization of the
Fund. Medical bill paying was central¬
ized. It was determined that the kind
of record-keeping required to comply
with ERISA (Employee Retirement
Income Security Act) and other infor¬
mation needs of the Fund could no

longer be stored or processed adequate¬
ly by hand. Because it seemed clumsy
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and outdated to manually handle $250
million worth of health services annual¬

ly, the Fund computerized its records
in a crash program during the life of
the 1974 Contract.

Any change so drastic as centralizing
and computerizing the bill-paying and
record-keeping functions of an organi¬
zation as large as the Fund creates a

degree of chaos. Payments to providers
were slowed down, and control over
services and charges — once maintained
by looking at each bill coming into
the Area Medical Office — was lost
before the computer could provide
adequate replacement data.

In addition to procedural changes,
the new Fund management was reluc¬
tant to intervene in the health care

system. Local offices were forced to
relax their demands upon health care
providers both because the Fund could
no longer promise prompt and accurate
payment, and because there was little
support in Washington for strict cost
controls. New management policies
also forced a dramatic retreat from
direct or personal health service to
beneficiaries. The Fund had done case

findings among its beneficiaries —

originally to seek out miners in need
of rehabilitation. Field staff had ar¬

ranged for referrals and social services,
visited miners in hospitals, made medi¬
cal appointments, given personal health
education and provided discharge plan¬
ning. These services were systematically
dropped as uneconomic and inappro¬
priate for the Fund. Staff were
instructed to find local agencies charged
with these functions and refer benefi¬
ciaries to them. The Fund’s role in

providing technical assistance and
special Financial aid to providers was
also sharply curtailed, further diminish¬
ing its role in the lives of beneficiaries.
The Fund began to look more and
more like other third party payers, like
an “insurance company with a heart.”

As a result of payment delays and
mistakes, the Fund lost much of its
credibility and clout with health care

providers and with many miners. Its
long history of active support and con¬
trol over the community clinics was

replaced by increasing scrutiny of
costs, elimination of subsidies for the
care of non-Fund beneficiaries, and an
erosion of its faith in the efficacy of
group clinics in favor of the standard
fee-for-service solo practice.

In addition to the Fund’s new man¬

agement practices, restrictions in the

1974 Coal Wage Agreement further
eroded its support both in the coal¬
fields and in the public health com¬
munity. The 1974 contract called for
the division of the Fund into four
separate Trusts. The 1950 Benefit
Trust was established to pay for health

care, death and survivor benefits for
miners retired before December 31,
1975; and the 1950 Pension Trust
paid pensions to these same benefici¬
aries. Two similarly divided 1974
Trusts were set up to pay benefits and
pensions to working miners and miners
retiring after December 31, 1975. The
important thing about this division
was that miners retiring under the
1974 contract divided Fund benefici¬
aries into two unequal classes in order
to raise the pensions of working
miners, while also forestalling a
dramatic increase in royalties for the
coal companies.

Divide and Conquer

Why was the Union willing to divide
its membership? Why were the 80,000
miners retired under the 1950 Trust
limited to pensions of $250 per month
while 1974 beneficiaries were eligible
for pensions averaging $425 depending
on age at retirement and years of
service?

When the 1974 Coal Wage Agree¬
ment was negotiated, the UMWA was
having a difficult time organizing non¬
union mines — both the new strip
mining operations in the Western part
of the country and those in tradition¬
ally anti-union parts of Appalachia,
particularly Kentucky. Operators at
the non-union mines began telling
their workers that joining the UMWA
would mean shouldering the financial
burden of the 80,000 retired miners
covered by the Fund. Many non-union
companies also increased their
employees’ wages by an amount equal
to the health and retirement royalties
required by the 1974 contract, giving
them cash in hand instead of payments
into the financially ailing Fund. The
UMWA was further pressured by the

realization that demanding pensions at
the 1974 Trust level for all miners
would have necessitated a royalty
increase which would have driven

marginally profitable union mines out
of business, adding more problems to
organizing.

As the 1974 contract went into its
final year and a half, the 1950 Benefit
Trust began experiencing severe finan¬
cial difficulties. By the terms of the
1974 contract, reallocating money
between the different Trusts was the

prerogative of the coal operators and
the union, not the three trustees of the
Health and Retirement Fund. At a

time when health care costs were rising
and pensioners’ buying power was fall¬
ing, the Fund was placed on the
chopping block between a strife-torn
union and a profit-hungry industry.

In May, 1976, the union and the
Bituminous Coal Operators Association
(BCOA) agreed to stave off disaster by
reallocating income from the 1950
Pension Trust to the 1950 Benefit
Trust. Another reallocation in October,
1976, transferred income from the
1974 Benefit Trust, which had $60
million in reserves, to each of the other
three Trusts.

This second reallocation played a
critical part in the financial dealings
which quickened the death of the
Fund. Two aspects of the transaction
appear suspicious. First, the trustees of
the Fund requested only that income
be transferred from the 1974 Benefit
Trust to the 1950 Benefit Trust.
Instead, the UMW and the BCOA
shifted income from the 1974 Benefit
Trust to each of the other three Trusts,
completely eliminating two months of
contributions to the more recent Bene¬
fit Trust.

Secondly, working miners incurred
out of pocket expenses of $30 million
for health benefits between July, 1977,
when the benefits were cut back, and
December, 1977, when the 1974 con¬
tract expired. Had the $60 million not
been transferred, the health benefits
of working miners could have been
paid in full for the entire period.

The Fund’s new managers had no background in
health or coal. Instead, they placed great emphasis

on administrative procedures and computerized billing.
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In early June, 1977, the coal opera¬
tors refused to reallocate funds to
stave off cutbacks a third time. Joseph
Brennan, president of the BCOA, said
that another reallocation would consti¬
tute “a stamp of approval for wildcat
strikes” which were sweeping the coal¬
fields. The coal operators claimed that
the wildcat strikes were the cause of
the Fund’s financial short-fall, drawing
attention away from their own mis¬
calculations and punitive manipula¬
tions of the Welfare and Retirement
Fund. Coal production — and therefore
Fund income — was adversely affected
by wildcats, a harsh winter and exten¬
sive flooding; but the largest loss of
income was due to the coal operators’
failure to open new mines that they
had planned when the projections of
Fund income were originally calculated
for the 1974 contract.

On June 20, 1977, a few days after
the close re-election of Arnold Miller,
the trustees announced a cutback in
health benefits in order to prevent a
build-up of unfunded liabilities in the
two Benefit Trusts. Beginning July 1,
all beneficiaries would be responsible
for the first $250 of a hospital bill, and
forty percent of all non-hospital care
up to $500 per family. In addition, all
retainer arrangements with clinics and
other providers were cancelled. Hence¬
forth, all charges were to be billed on a
fee-for-service basis.

The immediate response in the coal¬
fields was a wildcat strike which
involved some 90,000 miners for ten
weeks. The clinics also protested, ex¬

plaining that they would not be able
to operate their programs on a fee-for-
service basis and began to cut back on
services and personnel.

The cutbacks themselves put the
union in the humiliating position of
entering the negotiating sessions for
the new contract struggling to regain
benefits that had already been won in
the previous contract. The union leader¬
ship’s inability to control wildcats and
unwillingness to support them, plus the
charges that the announcement of the
cutbacks was timed to ensure Miller’s
re-election, further weakened the cred¬
ibility of the union both with the BCOA
and the rank and file.

Who Killed the Fund?

In retrospect, there is reason to
believe that the coal industry intention¬
ally orchestrated the financial crisis
within the UMW Health and Retire¬
ment Fund in order to regain auto¬
cratic control over its workforce, break
the power of the UMWA and, once
and for all, rid itself of the financial
burden of the human suffering of its
workforce.

It appears that the Fund is dead as
a provider of health benefits for the
miners. The new contract allows each

operator to insure its workers through
private, profit-making insurance com¬
panies and provide them with the
standard fee-for-service benefits which
have created so many problems in the
health system.

Since the Fund subsidized clinics

throughout the coalfields (and con¬
sequently the care of much of the
medically indigent population in these
regions), and since it is extremely
doubtful that any Blue Cross/Blue
Shield, commercial insurance or other
operator-sponsored plan will continue
such subsidies, it is likely that many
clinics will be forced either to dras¬

tically reduce their services or shut
down completely.

The end of the Fund has implica¬
tions beyond the health care system.
For miners it may be the beginning of
the end of national contracts. Porta¬
bility of benefits — the ability to
transfer health and pension benefits
from one operator to another within
the industry - may be threatened. And
of course, neither the union nor the
miners will have a say in the admin¬
istration of company-provided benefits.

The UMWA Fund was one of the
first industry-wide collectively bar¬
gained health plans in America. It
attempted to establish a model health
care system for workers in a single
industry, and was successful in imple¬
menting innovative concepts in public
health, including regionalization of
care, comprehensive health centers,
limited prepayment schemes, and the
use of salaried physicians.

The Fund represents thirty years of
history and practice in innovative rural
health delivery and in struggle with or¬
ganized medicine to improve health
care. Those who continue the struggle
have much to learn from that ex¬

perience. □
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Lessons from the Fund:
Band-Aids Don’t Cure

by Matt Witt
Supporters of current national health insurance

proposals believe that America's sick health care

system can be cured without major surgery. The ill¬
ness, as they see it, is simply lack of money; many
people cannot afford medical help. Make sure every¬
one has insurance, then the people will be healthy.

If the experience of the UMWA Welfare and Re¬
tirement Fund is any guide, they're wrong.

When the Fund's health program was started
thirty years ago, its medical director, Dr. Warren
Draper, made a conscious policy decision not to
challenge the health care structure in the coal¬
fields. The Fund's only role would be to pay bills
from medical institutions and doctors who would
continue to work in their traditional way. Draper,
who had been part of the AMA's highest ruling
body for more than twenty years, believed that
doctors must be allowed to make decisions about
health care programs without interference from
lay people.

As a reporter put it, writing during the heyday
of the Fund and looking back on its early years,
"Dr. Draper and his aides tried to play within the
rules dictated by organized medicine.... Frustration
was their usual reward." By 1950, the Fund's
leaders realized that simply providing money
for the existing system was inadequate in two
ways: it didn't improve the quality of health
care, and it didn't control costs. Many doctors
were still putting profits ahead of patients' needs,
and service varied greatly from community to
community.

The Fund took a number of steps, the most
important of which was supporting the creation of
a parallel health care system, including a series of
non-profit hospitals and clinics. Reform was never
pushed far enough, in part because the Fund lacked
national, governmental authority, but the Fund-
inspired institutions demonstrated the importance
of several principles on which a national health care
system should be based:

• Removing the profit motive. Doctors and hos¬
pitals should not be in business, with their income
dependent on how many operations or tests they
can sell. At the Fund-backed, non-profit hospitals
and clinics, doctors were put on salary, so decisions

about patient care would be made only on the basis
of medical considerations. In general, however, the
Fund had to rely on the existing profiteers to pro¬
vide care to mining families. Retainers were paid
instead of fees-for-service, but that reform had only
limited impact on the practices of profit-making
providers, since retainers were periodically renego¬
tiated based on services provided.

• Giving the community control. Decisions about
the health care system are too important to be left
up to doctors alone. Particularly in recent years, a
few Fund-supported clinics were run by boards of
directors elected from UMWA local unions and the
community at large. Asa result, the community had
the final say on clinic policies, budgets and equip¬
ment purchases. "The community that uses the
doctor hires the doctor," explained coal miner
Napoleon Martin, a clinic board member at Gary,
West Virginia, "so we know we're going to get
good service."

Unfortunately, the Fund never fully used its in¬
fluence to encourage community control. Miners
and their families were not consulted on policy
decisions at the Miners' Memorial Hospitals, in¬
cluding the decision to sell the hospital chain.
Community participation on boards of directors
was not made a condition of support for either
public or private hospitals and clinics. Within the
Fund itself, miners were never involved on the
national or regional level. Benefit cutbacks, and
even destruction of the Fund itself, were ordered
behind closed doors by a handful of unelected pro¬
fessionals with no personal stake in the outcome.

• Attacking the occupational and environmental
causes of illness. It is only logical that preventing
illness in the first place is better than coping with
its effects. In many cases, working or living condi¬
tions cause sickness, including black lung disease,
hearing loss, stress, arthritis and back strain. Fund
personnel did research on some of these problems,
but because the solutions to them have been his¬

torically opposed by the coal companies, the UMW
Fund did not agitate for change the way it would

Matt Witt, a writer in Washington, DC, is former
editor of The United Mine Workers Journal.
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have if epidemics of, say, polio or smallpox had
swept the coalfields in similar proportion.

• Providing complete coverage from cradle to
grave. Comprehensive coverage is not only a basic
human right, but it makes good medical sense be¬
cause many health problems are interrelated. Al¬
though some clinics were reimbursed for office
visits and general examinations, the Fund generally
did not support such care. The effect was to dis¬
courage patients from seeking help for problems
that had not yet become serious.

The Fund largely ignored mental health, a major
health problem in its own right and an important
factor in physical well-being. Recreation, for in¬
stance, was not considered a Fund concern, despite
the severe depression experienced by many retired
and disabled miners who have few activities
to choose from once their working days are
past. Eye care and dental care, among the most
important health needs, were also excluded from
Fund coverage.

• Coordinating programs nationally and regional¬
ly. The US health care system needs planning and
coordination to avoid duplication and insure equal
access to health resources. The Fund showed in a

very limited way how this can work. It built hos¬
pitals in the underserved areas of the southern
Appalachian mountains. In some cases, it refused
requests to finance new equipment because the
same services were available nearby. But, again, it
often lacked the authority to impose its plans on

existing providers of health care.
• Encouraging patient education and partici¬

pation. In order to help prevent disease, people
must understand how their bodies work; how to
regulate their diets and patterns of work, recrea¬
tion and rest; why particular treatments are

prescribed; and so on. The Fund encouraged a few
clinic programs for education and counseling, but
it was never a significant Fund activity.

• Restructuring the medical profession. Tradi¬
tionally, the supply of medical personnel has been
kept low. At a number of Fund-backed clinics and
hospitals, programs were set up to encourage the
training and use of nurse practitioners and other
non-doctors qualified to administer many types of
health care. Attempts were made to build links
with medical schools and to draw more doctors to
the coal regions. Group practice was encouraged to
make more efficient use of doctors' skills and time.
But in most communities, the existing system of
private practice received Fund support without
significant change.

The Fund, like the national health insurance
plans proposed by some liberals, paid for health
care for many people who couldn't afford it, and
made some small reforms in health care practices.
But the Fund ultimately failed because there was
no effective movement to demand fundamental
change in the national health care system.

Those who want to improve American health
care today must learn that lesson. □
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Dying for Dollars

by Marc Miller

The South has long had the worst
health in the nation. Stetson Kennedy
documented that fact with the publi¬
cation of the original Southern Ex¬
posure in 1947. Since the 1940s,
the federal government, foundations
and private enterprise have poured
billions of dollars into programs in¬
tended to increase the availability
of quality health care. Nevertheless,
the South is still the nation's sickest

region. The massive infusion of money
has increased corporate profits in the
health care industry far more than it
has improved quality and quantity
of medical service. Statistics show that
the disparity between public care and
private profits is still greatest in the
South, as it was thirty years ago.

For example, the South has:
• the fewest number of doctors and

medical professionals per capita and
the "prime market” and home base for
the largest, fastest growing medical
care corporations in America;

• the highest rate of work-related
disease, injury and disability and the
least protection by low-cost group
insurance plans;

• the lowest life expectancy rate
in the country, and highest out-of-
pocket per capita dollar volume of
purchases from private drug companies;

• the worst availability of out¬

patient service and preventive-care
departments and the highest portion
of its hospital beds controlled by
privately-owned, for-profit corpora¬

tions;
• the least coverage by insurance,

and the highest per capita premium
paid for services received;

• the lowest proportion of elderly
people receiving adequate medical
care, and the highest portion of nurs¬

ing homes controlled by private, for-
profit companies;

• the lowest wages and fewest
skilled employees per hospital and
the most profitable hospital systems
in the country.

Other factors make health care

in the South particularly poor. South¬
erners, more so than other Americans,
live in rural areas. Southerners suffer
from dramatically higher rates of pov¬
erty. Southerners also have less money
in general to spend on health care,
and comparatively few of them belong
to unions or other associations which
provide the benefits and cost savings
of employer-paid or group-rate insur¬
ance.

More significantly, however, the
disparities listed above have been
aggravated rather than cured by three
decades of federal programs. Instead
of preventing illness and injury, federal

drawing by Ted Outwater

money has subsidized profit-making
methods of delivering care; instead of
supporting alternative programs that
improve health and cut costs by
competing with private medicine (as
the United Mine Workers Fund did),
the philosophy behind government
programs has been to increase health
care delivery by making it more

profitable for private providers to
enter the field. The result of that

policy has been higher profits for
corporate health providers/suppliers,
inflationary costs to consumers, and
only a marginal increase in the care or
control people have over their health.

The Hospital Business

Large-scale federal spending began
with the Hill-Burton Act of 1948,
aimed at getting hospitals built in
rural America. Spending skyrocketed
in the 1960s with the creation of Med¬
icare and Medicaid, and helped turn
health care into a $150 billion business,
second only to defense in its share
of the Gross National Product. When
Hill-Burton began, the government
paid less than ten percent of the na-

Marc Miller is an historian working
with the institute for Southern Studies.

105



Lethal Statistics, 1947
from the original Southern Exposure, by Stetson Kennedy*

Hand in hand with undernourish¬
ment goes disease — nowhere is there a
vicious circle more vicious than the

misery-go-round of poverty and sick¬
ness. First poverty causes people to
lose their health; then ill-health
prevents them from overcoming pover¬

ty. And so the wheel of misfortune
goes around and around...and when it
will stop depends upon what people
do about it, together.

The poor Southerner has been
scrawny, puny, and ailing from way
back Mother and child have less
chance of survival in the South than

anywhere else in the country. In 1939
the maternity death rate (per 10,000
live births) was 56.16 in the South¬
east, compared to 40.39 in the nation.
Florida's rate was highest: 65.27.
Similarly, the Southeast's infant death
rate (per1,000 live births) was 58.6,
compared to 48 for the nation. In
1937 stillbirths throughout the South
ranged from a rate of 52 to 68, while
the national rate was only 29.9.

When the National Youth Adminis¬
tration surveyed the health of its
employees, it found that Southern
youth exceeded the national rates for
hookworm, venereal diseases, heart
trouble, faulty blood pressure, and so
forth.

The relatively poorer health of the
relatively poorer Negroes finds expres¬
sion in a life expectancy of only 45
years, as compared to 59 years for
whites. In other words, to be born
black in America is to be sentenced to

die 14 years sooner than your white
contemporaries. The Negro death rate
is 32 per cent higher than the white
(in 1925 it was 62.5 per cent higher);
total daily sickness among Negroes is
43 per cent higher than among whites;
the incidence of tuberculosis among

Negroes is more than two and a half
times higher than among Southern
whites and five times as high as North¬
ern whites. Moreover, the Negro
maternity death rate is three times as

high as the white rate, and the Negro
infant mortality rate is two thirds
higher than the white. Those are but a
few of the hazards incurred by being
born black in a white man's country.

Chief subverter of the South's
health is malaria. In 1940 the South¬
east's death rate from this disease
(per 10,000) was .45, compared to .11
for the nation. The rates of Mississippi,
Alabama, and South Carolina were

highest — .80, .72, .62. Worse yet, 39
of the Southeast's counties had rates

of 2 or more. On the basis of $10,000
as the value of a human life, malaria
cost the South $39,500,000 in 1936
alone. More than 90 per cent of the
national incidence of five or six million
cases of malaria annually occurs in the
South. At the minimum out-of-pocket
expenditure of $40 per case, the annual
cost of the South's 5,400,000 cases is
$216,000,000. In addition, the disease
reduces the South's industrial output
approximately one third....

The Southeast's death rate from
tuberculosis per 10,000 population in
1940 was 5.35, compared to the
national rate of 4.99. Tennessee was

high with a rate of 7.58, while 110
Southeastern counties also had rates of
7 or more.

Syphilis caused a death rate of 1.85
per 10,000 in the Southeast in 1940,
while the national rate was 1.44.
Florida had the highest rate, 2.65, and
76 Southeastern counties had rates of
3 or higher....

So much for the South's priorities
on disease. The question is: What is
being done about it? The answer is:
Damned little. It is an inhuman truth
that more attention has been given to
the conservation of such resources as

soil, water, forests, minerals, and even
wild life than has been given to the
preservation of human life and health.

In 1942, 204 of the Southeast's
counties — nearly a third of the total
— neither had full-time public-health
departments nor were included in con¬
solidated full-time health districts.

Georgia was worst-off in this respect,
with two thirds of its counties lacking
full-time health service; and more than
half of Florida's counties were likewise
deficient. Even of those Southeastern
counties which had full-time health

service, more than half had 2 or less
health-service employees for every
10,000 persons in the population;

while only 6 per cent had more than 4
employees per 10,000 population.
Total receipts for public-health services
in 83 per cent of the counties were less
than 71 cents per capita, and more
than 40 per cent of the counties took
in less than 40 cents per capita per
year. Altogether, public-health expen¬
ditures in the region in 1941 amounted
to only 7 percent of the national total
— to provide for 14 percent of the
country's people.

"Obviously most of the health
departments in the region are without
adequate personnel to carry on an
effective health program," concludes
the Planning Report. The need is great¬
est in the thinly populated rural coun¬

ties, and the most immediately available
solution for them would seem to be
consolidation into health districts.

Another aspect of the South's lack
of medical service is the region's wholly
inadequate number of physicians. With
its 14 percent of the nation's people,
the Southeast in 1940 had but 9 per¬
cent of the nation's physicians to serve
them. In 80 percent of the region's
counties there was but one physician
for every 1,112 people.

Still another index to the region's
lack of health facilities is the fact that
in 1939 it had but 11.5 per cent of the
nation's hospitals to accommodate its
14 percent of the nation's people. Even
more indicative of the inadequacy of
the region's hospital facilities is the
fact that it had only 5.57 hospital beds
for every 1,000 people, while the nation
had 9.74. Furthermore, 41 percent of
the region's counties had less than 3
beds for every 1,000 people, while less
than 1 percent of the counties had as

many as 5 beds per 1,000 persons.
To add tragedy to tragedy, even

these hospital beds are not fully
occupied — not because Southerners
shouldn't be in them, but because they
can't pay the price. In part this is due
to the fact that a greater proportion of
the Southeast's hospitals are under
private control than are those through¬
out America. More than half of the

region's counties had no general
hospitals in 1941. □
* Excerpted from Southern Exposure, a 1947
muckraking account of the South's problems.
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tion's health care bill; today, it pays a
fourth of the bill. As a result, cor¬

porations which once contented them¬
selves with profiting on poor health
by selling drugs, insurance or medical
supplies have now expanded their
business into the actual delivery of
health care itself. And they have been
particularly interested in the $60 bil¬
lion which gets spent annually in the
nation's 7,000 hospitals.

Currently, Americans choose among
several types of general purpose hos¬
pitals. Over half are privately-owned
institutions run on a not-for-profit
basis; another 35% are operated by
governments. But a growing number —

13%— are owned by investors in search
of profits. The South has a dispro¬
portionate share of these so-called
proprietary hospitals: of its 2,000
hospitals employing almost a half
million workers, one-third are private,
not-for-profit, 45% are government
owned, and 21% are proprietary.

The relatively higher proportion of
government-owned hospitals in the
South has helped make the region the
industry's number one target. His¬
torically, Southern lawmakers have
favored private control over govern¬
ment control; they are easily convinced
by the leading argument in favor of
proprietary hospitals: as cost-con¬
scious, profit-making businesses, they
keep the costs of health service down.
Unfortunately, keeping the costs down
can also mean — as it has with other

public services in the South — sharp
cutbacks in the quality of care.

In fact, the cost-cutting, business-
minded approach epitomized by the
investor-owned proprietaries character¬
izes all hospital care in the South.
Most obviously, hospitals in the re¬

gion spend less on each patient, de¬
spite the fact that a higher proportion
of Southerners suffer from disabling
illnesses or accidents, relative to the
nation as a whole. Southern hospitals
also save money by hiring fewer work¬
ers per patient and paying the work¬
ers the lowest wages in the nation:
about $7,500 per year, a third below
what hospital workers receive in the
Northeast and Pacific states, and
$2,000 below the average annual wage
for manufacturing workers in the
South. Contrary to many reports,
the low wages of hospital workers
have only kept pace with inflation,
while non-payroll expenses (and costs
to consumers) have increased much
faster. The rising cost of hospital care

has been due primarily to unnecessary
expansion and expensive equipment
purchases, not to increased wages for
hospital workers.

Hospitals in the South also save

by relying heavily upon those workers
who are unskilled, hence the cheap¬
est to employ. Thus, they employ
fewer doctors and registered nurses,
but more licensed practical nurses.
Rural America as a whole is underserved
in almost every category except nurse's
aides (including orderlies and attend¬
ants) and specialties like veterinarians

and lay midwives. Highly trained
professionals are not necessarily better
health care providers, but in our

society their presence does indicate a
commitment to more health care.

Better health care does result from
aggressive outpatient programs in hos¬
pitals. These programs are especially
important to poor people who can
not afford private physicians. But
with large numbers of unoccupied
hospital beds, administrators prefer
patients to stay in the hospital over¬

night where profits are high. Out-

HEALTH STATISTICS

United States South

Population-to-physician ratio
19741

766 972

Full-time nurses in hospitals
per 1,000 beds, 19731

RNs

LPNs
262
139

227
156

Full-time nurses in nursing
homes per 1,000 beds, 19721

RNs
LPNs

31
42

26
51

Outpatient visits per

1,000 population, 1973' 1,125 976

Unable to carry on major
activity due to chronic
disability, 1969-'711 2.9% 3.9%

Infant death rate per 1,000
live births, 19761 15.1 17.4

Work injuries per 1,000
people per year, 1969-'703 4.0 4.2 urban;

4.3 nonurban

Home injuries per 1,000
people per year, 1969-'703 10.4 9.1 urban;

11.5 nonurban

Prescription drug purchases
per person, 19732 $23.80 $26.70 (whole South)

$29.10 (rural South)

Percent population under 65
with health insurance

covering hospital expenses,
19751

86.4% 79.2%

covered for regular medical
expenses, 19751 79.5% 63.1%

SOURCE: 1. Statistics compiled and supplied by Region IV office. United States
Department of Health, Education and Welfare, Public Health Service, Atlanta.

2. USDHEW, PHS, Health Resources Administration Vital and Health
Statistics: Data from the National Health Survey.

3. USDHEW Health Characteristics, by Geographic Region, Large
Metropolitan Areas, and Other Places of Residence, United States, 1969-70.
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patient departments are among the
first programs cut by money-conscious
administrators.

The dramatic influx of money

through Medicare and Medicaid
has directly encouraged

profiting from patient care.

Unfortunately, treating only the
most profitable diseases is entirely
legal. Sometimes. Under the 1948
Hill-Burton Act, the federal govern¬
ment has spent $3.25 billion for the
construction of hospitals in under¬
served rural areas. In return, Hill-
Burton hospitals must, by law, pro¬
vide a certain amount of free service
to people unable to pay. But in 1974,
the Southern Regional Council doc¬
umented the systematic denial of
free health care in these hospitals.
Many hospitals simply ignore the
requirement to advertise clearly the
availability of free health care. In
other cases, people who might be el¬
igible are harassed for payment of
their bills. Those who do inquire about
the eligibility for free care are often
told the hospital can not give an
answer in advance of treatment; fear¬
ing bills, many simply stay away.
Finally, and in direct violation of the
Hill-Burton Act, some hospitals write
off bad debts and charges beyond the
“reasonable cost” reimbursements al¬
lowed under Medicaid and Medicare as

“free service” to the poor.
Of course, proprietary hospitals

have no legal obligation to provide
free care. In fact, much of their in¬
creased income derives simply from
increased harassment of patients to
pay bills. Proprietaries combine all
the cost-conscious practices of other
hospital administrators with none of
the imperatives to keep their doors
open to all people. They can simply
refuse to serve any patient whose
payment is not guaranteed in cash or
by some third-party payer, such as
the federal government or an insur¬
ance company. The dramatic influx
of federal health money through Med¬
icare and Medicaid has directly encour¬

aged this policy of profiting from
the care of every patient, regardless
of their ability to pay. It has like¬
wise encouraged the rise of a new
breed of multi-million dollar corpo¬

rations, the hospital chain, whose
stocks have soared on Wall Street de¬
spite the economy's stagflation.

The biggest chains (see chart) all do
a large portion of their business in the
Sunbelt. Their approach to hospital
care is perhaps best symbolized by
the fact that hotel chains like Hyatt
and Ramada Inn hold significant
shares of the industry. Hilton Hotels,
a subsidiary of TWA, recently at¬
tempted to enter the business by of¬
fering to buy American Medicorp for
over $100 million, but was outbid
by Humana, the nation's second-
largest proprietary chain. While the best
of the bunch try to avoid the repu¬
tation of being “Holiday Inns with

patients," they do follow the basic
dictates of trade — for maximum oc¬

cupancy, efficient use of resources,
standardized service, computerized bil¬
ling, low wages, etc.

Hospital Corporation of America
(HCA), based in Nashville, heads the
field with a growth rate which would
be impressive for any other industry,
but which is typical among propri¬
etary hospital chains. Founded in
1960, and thus the oldest of the
majors, HCA began its spectacular rise
by buying seventeen other companies
during 1968-69. As of September,
1977, HCA owned 72 hospitals (11%
of this nation's investor-owned hos¬

pitals) and managed another 23
(12% of the hospital management
market). In 1970, the entire industry
had combined revenues of $500 mil¬
lion; in 1976, HCA alone grossed
$506 million, 36% of that from
Medicare and Medicaid. Its annual
income has been increasing 21% each
year.

Because proprietaries still account
for only a small portion of all hospitals,
HCA has many institutions left to pick
from; it favors those in the suburbs of
the Sunbelt almost exclusively. But
HCA's success does not actually reflect
an existing need for its services. Its
hospitals have an average occupancy
rate of 67% compared with 74.5% for
all general hospitals; the ideal is 85%.
In fact, most HCA hospitals simply re¬

place older facilities with operations
based on new cost-cutting techniques,
including much lower costs for labor.
Only one HCA hospital has a union.

While the policies of proprietary
hospitals often point up the inequi¬
ties and failures of health care, they do
make money for investors. Actual
ownership by for-profit companies
continues to account for only a fraction
of all hospitals, but the cost-conscious
philosophy which they espouse is
increasingly attractive to trustees of
other hospitals, as well as to local
governments. The result has been the
creation of a second avenue by which
profit-minded corporations can move
in on the multi-billion dollar hospital
market: the hospital management
company.

The largest of these firms are the
proprietary hospital chains themselves,
like HCA and American Medicorp. Hos¬
pital Affiliates, Inc. (HAD, also based
in Nashville, boasts a growth rate twice
that of its parent company, INA, the

GENERAL HOSPITALS BY TYPE OF OWNERSHIP

Total State
Number of and Local Federal Non-

State and County Hospitals Government Government Proprietary Profit

United States 6458 29% 6% 13% 53%
Alabama 138 57% 5% 15% 22%
Arkansas 101 48% 4% 16% 33%
Florida 214 34% 7% 20% 39%

Georgia 178 66% 6% 15% 14%
Kentucky 116 28% 4% 10% 58%
Louisiana 151 44% 5% 30% 21%

Mississippi 126 66% 4% 8% 22%
North Carolina 143 30% 6% 5% 59%
South Carolina 84 45% 8% 8% 38%
Tennessee 149 40% 3% 32% 25%
Texas 531 33% 5% 32% 30%

Virginia 110 7% 10% 20% 63%
West Virginia 80 26% 8% 24% 43%
South 2121 40% 5% 21% 34%
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$2.9 billion insurance corporation.
Probably the largest management firm,
HAI operates 66 hospitals in addition
to the 44 it owns outright; figures for
both categories rose 50% in two years.
Like proprietaries, hospital manage¬
ment by contract arose during the
early stages of the Medicare/Medicaid
era; Hospital Affiliates is only ten years

old, and its 10,000-plus employees
bring in over $100 million each year.

Make no mistake, hospitals do not
hire management firms to improve
health care. The primary purpose is to
ensure the financial growth of the in¬
stitution. The fee paid the managers is
contingent not upon quality of service,
nor even upon increased efficiency, but
on a percentage of growth in the hos¬
pital's revenues. The more money a

hospital brings in (i.e., the bigger it
grows), regardless of quality or even

profitability, the more the manage¬
ment firm gets paid. Expansion is the
key to profit, even for hospitals which
are already too large and centralized.

Insuring Profits

If the private management com¬

panies can not be expected to hold
down the cost of your medical care,
neither can the insurance companies.
Although common sense suggests that
insurance companies would try to keep
hospital bills down in order to maxi¬
mize their profits, it just doesn't work
that way. Government regulation of
the insurance industry, like federal
regulation of utilities, is designed to
guarantee the investor-owned com¬

panies a "reasonable" rate of profit.
Instead of keeping costs down, regu¬
lation allows the insurance companies
to pass increased medical costs on to
consumers without suffering any de¬
crease in profit. Insurers only need to
make sure the costs of their policies
remain affordable for the consumer.

One solution the industry favors is
national health insurance that sub¬
sidizes coverage of all Americans by
private companies. Another, more
immediate plan, euphemistically called
"co-payment,” allows the companies
to pay a smaller portion of the hospital
bill, leaving the consumer to pay the
balance directly.

Some insurance companies have
found another way around higher
hospital bills. They have entered the
business themselves; when they pay
the providers, they pay themselves.

INA has taken the lead in this question¬
able practice. For several years, INA
has owned a portion of AID, Inc., a

proprietary chain controlling 5% of
the investor-owned hospital market. In
1976, INA increased its share of AID
from 64% to 91%, "reflecting INA's
belief that the health care field will
continue to expand profitably."
Indeed, over the last five years, AID'S
profits increased 20% annually. Un¬
doubtedly, the rapid growth of AID
encouraged the parent company to
buy Hospital Affiliates International
in 1977.

The insurance industry's concern
about getting their profits first and
worrying about high costs later has
been doubly hard on policy holders in
the South. Southerners already get
shortchanged on the protection they
receive for the money they contribute
in premium payments, largely because
they tend to be covered by individual,
instead of group, policies. More of
their money is thus eaten up by the
insurers' administrative overhead (e.g.,
processing 100 individual premium
payments is much more expensive
than processing one group payment

for 100 people). Nationally, half the
people with health insurance purchase
the more expensive private plan; but in
the South, two-thirds use private
plans. A primary cause of this differ¬
ence is the lack of unions in the South
to force employers to provide group
insurance for their workers.

The South also receives fewer bene¬
fits from Medicare and Medicaid. Rural
residents are especially hurt. Last year,

city dwellers received an average of
$123 from Medicaid, while those out¬
side the city got only $78 per person.
Nearly all the Southern states rank in
the bottom third of reimbursement

rates, despite the region's obvious
health and poverty problems.

Blue Cross/Blue Shield programs
return more money to Southerners
than the private companies, but they
still respond to doctors and hospitals,
not to patients. For example. Blue
Shield plans, which cover about 40% of
the population, account for one-
fourth of all money paid to doctors;
Federal Trade Commission investiga¬
tions have shown that most plans are
controlled not by health consumers,
but by medical societies and local
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Keeping the Public Out
In 1974, Congress enacted the

National Health Planning and Re¬
sources Act directed at clearing up
the institutional and bureaucratic

nightmare that followed the creation
of Medicaid and Medicare in the
1960s. Under the new act, health
planning decisions became the re¬
sponsibility of regional Health Systems
Agencies (HSAs) rather than allowing
the uncoordinated expansion of the
health care system to continue un¬
checked.

Last year, the Southern Regional
Council surveyed the operations of
twenty-eight Southern HSAs (about
half the total) and published its find¬
ings in Placebo or Cure? State and
Local Health Planning Agencies in
the South. The SRC survey found
that, despite their newness, the HSAs
"are dominated by vested medical
interests, and have failed to pro¬
mote comprehensive health planning
and stem soaring medical costs The
HSAs are simply not effective health
planning agents."

The SRC report focuses on the
crucial innovation of the Health Plan¬

ning Act to survive the onslaught of
lobbyists from the American Hospital
Association, the National Association
of Counties and the National Gover¬
nors' Conference. Despite the lobbies,
the final act required that consumers
—rather than providers— be the major¬
ity on HSA boards and that each board
contain full representation by women,

minority groups and low-income people.
Consumer control would, in theory,
challenge the power of professional
health care providers who have no
interest in keeping prices down.
The SRC study concludes that "hos¬
pital administrators and medical doc¬
tors are over-represented on most
HSA boards. They enhance their
power by selecting sympathetic HSA
directors and staff who dilute the in¬
fluence not only of consumer repre¬
sentatives, but of health providers
other than medical directors and hos¬
pital administrators....Women, minor¬
ity groups, and the poor were often
found to be under-represented or not

represented at all."
The SRC report points out:
• One of the low-income members

of the Florida Gulf Health Systems
Agency owns low-income housing.

•Of the eight low-income members
of the Mid-Louisiana HSA, "four
are teachers, one is a retired city
councilman, another is a construction
worker, another is a bus driver, and
one is executive secretary of the Cham¬
ber of Commerce."

• The West Arkansas HSA says
only people familiar with health care

problems could beeffectiveon its board.
Of its thirty members, only five are
women.

• Members of the North Alabama
HSA were nominated almost exclusive¬

ly by health care providers who had
a decided bias against any govern¬
ment involvement in health planning.
One board member said, "What do
[consumers] know about health care

needs."
• Texas lags far behind the rest of

the South in developing any HSAs —

let alone effective HSAs — due to the

opposition of Governor Dolph Briscoe.
• With one exception — the Mis¬

sissippi HSA in Jackson — no HSA
in the South is controlled by its con¬
sumer members.

• A Charlotte, NC, lawyer nomi¬
nated for the Southern Piedmont HSA
stated, "Every good American should
oppose this legislation." A former
board chairman concurred: "The people
on the board of Southern Piedmont
Health Systems Agency have the same
interests as you or I, preserving a

voluntary, private health system."
• The US Department of Health,

Education and Welfare has exhibited
little interest in enforcing provisions of
the Health Planning Act mandating
public accountability and consumer

representation. □

Placebo or Cure? State and Local
Health Planning Agencies in the South
is available for $5 ($4 each for ten or

more) from the Southern Regional
Council, 75 Marietta Street, NW,
Atlanta, Ga. 30303, (404)522-8764.
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physician associations. At Congres¬
sional hearings, Rep. Albert Gore of
Tennessee noted that many members
of Blue Shield boards also serve on

boards of major institutions which
hold Blue Shield funds. “These per¬

sons," said Gore, "also have a direct
interest in seeing that these financial
institutions make a profit."

Health vs. Wealth

The South suffers further at the
hands of the true giants of the medical
industry — the pharmaceutical com¬

panies. In 1975, consumers spent $10
billion on drugs directly and billions
more indirectly through hospitals.
Drug companies, unlike proprietary
hospitals, have been around a long
time, but their revenues took a sharp
upswing with the discovery of anti¬
biotics in the 1940s, and birth control
pills in the '60s.

The continuously expanding mar¬
ket has produced a relatively calm,
albeit still quite profitable industry
dominated by giant corporations.
Forthcoming federal legislation may
soon limit drug prices, but will also
extend Medicare/Medicaid coverage of
drug purchases by consumers.

The average American spent $23.80
of pocket money on prescriptions in
1973; Southerners spent $26.70; rural
Southerners spent $29.10. Southerners
were also more likely to receive no
reimbursement for these purchases
from federal programs. While each
purchase cost less, Southerners made
far more individual purchases in the
course of a year.

The health industry obviously
extends far beyond hospitals, insur¬
ance and drug companies. With quick
profits to be made in the construction
of hospital facilities, companies de¬
voted solely to this purpose now earn

$4.5 billion a year. For a set fee, they
will build a hospital; other companies
locate financial partners on invest¬
ments. Typical of the new breed of
health care contractors is Elmo R.
Zumwalt, former chief of US naval
operations and unsuccessful candidate
for the US Senate from Virginia.
Zumwalt entered the medical field in
October, 1977, as president of Ameri¬
can Medical Building, Inc., a hospital
construction company. His Washington
contacts will more than make up for
his ignorance of health care delivery.

Nursing homes account for another

$10 billion of our health care money
each year. In fact, nursing homes are
now the fastest growing part of the
health industry with a 53% increase
in revenues between 1972 and 1975.
Like hospitals, two types of nursing
homes co-exist, for profit and non¬

profit. The South has once again been
the favored location of the proprietary
institution. But unlike proprietary
hospitals, which have a moderately
respectable public image, the nursing-
home-for-profit has been one of the
scandals of the decade. Despite their
rapid growth in revenue, however,
nursing homes show a relatively low
rate of profit (about 5% on invested
capital), and major corporations are

starting to move from nursing homes
to hospitals in pursuit of a higher rate
of profit (6.3%).

Health Empires Without Health

Americans spend an ungodly
amount of money on health. The
hundreds of billions of dollars must

end up in someone's pockets. Financial
empires exist on our poor health. Un¬
deniably, some health problems have
lessened in the three decades since
Stetson Kennedy pinpointed the
South as the worst region, but the
South still lags. Friendliness to private
enterprise, the high degree of poverty,
the large rural population, and the
shortage of unions and consumer

CORPORATE HEALTH

1977 sales
(in thous.)

percent
increase

from
1976

1977 profits
(in thous.)

percent
increase

from
1976

DRUGS & HOSPITAL SUPPLY

American Home Products $2867.9 9% $306.2 10%
American Hospital Supply 1488.2 11 77.9 18
Bristol-Myers 2191.4 10 174.3 11
Johnson & Johnson 2914.1 16 247.3 20
Eli Lilly 1518.0 12 218.7 8
Merck 1724.4 10 277.5 9
Pfizer 2031.9 8 175.4 10
Warner-Lambert 2542.7 8 187.6 18

HOSPITALS

American Medical International $356.8 17% $ 14.4 53%
American Medicorp* 346.0 19 15.0 21
Hospital Corporation of America 627.4 24 33.7 23
Humana 391.3 25 13.0 41
National Medical Enterprises 180.5 36 7.7 28

Source: Business Week, March 20, 1978 (except where noted)
*9 monthsending Sept. 30, 1977 (Source: Standard & Poor's)
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FortuneMagazine

organizations all contribute to keeping
the South at the bottom.

The primary cause of inflation
in health costs has been the

failure of the federal government
to challenge private control

ofhealth care delivery.

The prime cause for the inflation of
health costs has been, not the vast
sums spent by Washington, but the
design of the spending programs. At
no point have federal programs been
willing to challenge or compete with
private control of the delivery of
health care. Regulations now being

pushed by advocates of private control,
led by Senator Herman Talmadge of
Georgia, would begin to control costs
but might threaten public and non¬
profit institutions (see box). Similarly,
doctors have been almost free to

charge whatever they liked knowing
their services were necessary, their rates
beyond effective public control and
their monopoly secure. In otherwords,
the providers who profit control the
health care system rather than the con¬
sumers who pay the bills. The goal of
the providers is profit; the goal of the
consumers is health. The arrangement
encourages inflation and discourages
quality care.

The pursuit of profits in the health
care industry has deeper effects, effects
felt most strongly in the South. Our
health care system functions mainly to
take care of problems after they occur
rather than attempt to prevent their
occurrence. This is best illustrated by
the high rate of work accidents in the
South and the prevalence of work-
related diseases such as black lung and
brown lung. Southern states have been
unwilling to enact or enforce laws to

"Why Investors...Love Herman Tal¬
madge." That's not an original title.
Fortune, "the magazine for business,"
used it in December, 1977, without
intending irony or criticism. Specifi¬
cally, Fortune's article described the
delight with which proprietary hos¬
pitals view Talmadge's Medicare and
Medicaid Administrative and Reim¬
bursement Reform Act. That unwieldy
title avoids the announced purpose:
to control the rapid rise of hospital
costs. His bill is one of several now

being considered by Congress; Tal¬
madge's and another proposed by
President Carter share the limelight.

What makes the debate crucial is
the extremely high inflation in the
health industry. Hospital expenses for
the nation increase at over one million
dollars every hour, or at a rate two
and a half times faster than the rest of
the country's inflation. A day in the
hospital cost $15.62 in 1950;
$175.08 in 1976. Some form of cost

containment bill is almost inevitable
this year.

effectively protect the health and safe¬
ty of workers.

The problem has become severe

enough to be too costly to employers
as well as workers. A few corporations
have instituted health insurance pro¬

grams designed to prevent illness, both
to lessen demands for the protection
offered by unions and to ensure a

healthier work force. Some Southern

politicians have even introduced federal
brown lung legislation, to shift the
responsibility for compensation to
the national treasury, e.g., the tax¬
payer. Southern states still largely
refuse to insist that corporations pro¬
vide health insurance or healthy work¬
ing conditions for fear of implying
that workers have any rights beyond
those insisted upon by Washington.

The failure to control corporations
has implications for health extending
far beyond the workplace. The primary
cause of much disease is poverty.
Poverty means not only less ability to
purchase care, but also less money for
adequate food, less money for adequate
housing, less education stressing the
importance of proper health care. To

Carter's bill sets immediate limits
on the increase in hospital revenue
next year to nine percent over this
year's revenue. Other features of his
plan encourage use of outpatient ser¬
vices rather than overnight admissions,
exempt pay increases for low-paid
hospital workers from the nine per¬
cent figure, and limit major expendi¬
tures for expansion and expensive
equipment to under $2.5 billion next
year. The Department of Health,
Education and Welfare regards the
nine percent cap and other provisions
as necessary predecessors to a work¬
able National Health Insurance some¬

where in the future. The proprietaries
do not like Carter's plan. In the words
of their lobbyist, "[HEW Secretary
Califano's] gratuitous attack upon the
free enterprise system cannot dis¬
guise the bankruptcy of the HEW
cost containment proposal."

While Carter's plan claims to punish
hospitals for high costs, the Talmadge
plan — co-sponsored by Russell Long
and a number of less powerful senators
— claims to control cost by rewarding

Why Investors in the Proprietary Hospitals
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improve health would require chal¬
lenging the causes of poverty.

The inequitable distribution of
wealth has further social results that

adversely affect health. Up to 90%
of cancers — the prima donna disease
of industrialized nations — result from
the chemicals in the air and water.

Most cancers could be prevented by
cleaning up the environment: that is,
by controlling the corporations that
do the polluting. Yet the costly research
focuses on finding cures for the remain¬
ing 10% of cancer associated with
viruses. The $2.75 billion dollars going
to medical research each year may not
have cured cancer, but it has created
quite a few empires in universities,
research hospitals and private labora¬
tories across the nation.

Ultimately, consumers pay all the
costs of health care — in tax money, in
insurance premiums, in sickness. Solu¬
tions to the health care dilemma will
come when health decisions are made,
not by corporation executives on the
basis of profits, but by health workers
and consumers on the basis of our

need. □

Love Herman Talmadge
efficient hospitals. Although Talmadge
insists his bill would encourage lower
hospital charges, it appears just as

likely to encourage overcharges. If a
hospital charged less than the going
rate for service, it would share the sav¬

ings with government reimbursement
agencies. But high charges would be
reimbursed up to twenty percent over
the going rate. The going rate is ac¬
cepted as a reasonable standard, a
dubious proposition. Although an¬
nounced as a cost-containment con¬

cept, Talmadge's proposal sets signifi¬
cantly higher limits on profits than
presently allowed in Medicare/Medi¬
caid reimbursements. Lastly, unlike
the Carter proposal which would take
effect immediately, Talmadge's con¬
trols would not become fully effective
until 1981. Costs would continue to

soar until then.
The American Hospital Association

(AHA) prefers Talmadge's bill because
it sets no limits on revenue increases

(nine percent in Carter's). The Feder¬
ation of American Hospitals (FAH),
the industry association for propri¬

etary hospitals, prefers Talmadge's Bill
because it sets no limits on expansion
($2.5 billion in Carter's.) With so

much industry support, the Talmadge
Plan might be in danger of being
unacceptable to liberals, except that
the AHA and the FAH — with the
AMA — have proposed a third plan.
The industry idea makes all cost con¬
trols voluntary, relying on publicity
focused on those hospitals which ex¬
ceed the voluntary standards as the
only punishment. Besides its obvious
similarity to the non-control that has
already given us such high prices for
hospital care, the industry plan prob¬
ably violates antitrust law because it
suggests hospitals agree among them¬
selves on what to charge. The
FHA-AHA-AMA plan has no hope of
passing, but it may nudge congressional
debate several steps to the right.

Some program will pass this year,

probably an amalgam of Carter's
and Talmadge's plans. Although they
have been compared to carrot-and-
stick, the two camps see themselves
as almost compatible. Talmadge in¬

itially gave tepid support to the gen¬
eral approach of the Carter proposal,
while the administration stresses it

supports the Talmadge plan in the long
run with the nine percent cap needed
immediately.

Meanwhile, Talmadge holds the key
to any legislation as Chairman of the
Senate Finance Subcommittee on

Health. The proprietaries like his bill,
but they love his pace: Carter pro¬
posed the cap last April, but the Senate
version never reached the floor as

Talmadge delayed revealing his plan
for several months and then delayed
hearings.

As the debate drags on, the pub¬
licity around the need for controlling
expenses enhances the value of hos¬
pital management stocks. And in spite
of their furious words, the propri¬
etary hospitals are not extremely
worried. As the FAH's Michael Brom¬

berg says, "Even with the sharpest
legislation, I'm not afraid of what's
coming. The nonprofit hospital is
our umbrella. They'd have to go bank¬
rupt before we'd be hurt." □
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While American health care focuses
on cure, a turn-of-the-century concept
of medical care designed to prevent
illness has come into prominence in
recent years. Stimulated by rising
health care expenses and an unhealthy
workforce, corporations and the fed¬
eral government have both been exam¬

ining the potentials of health mainte¬
nance organization (HMOs). Even more

importantly, many people view the
HMO as the best vehicle for pro¬

viding good health care in rural areas.
On the surface, HMOs resemble

insurance programs. Members pay
set fees in advance for medical care

as a whole. The similarity soon ends,
however. HMOs provide care, while
insurance companies simply pay the
bills. Because the income of an HMO
is limited by the fees it collects month¬
ly, the HMO must — as a business —

strive to keep its expenses down. The
major avenue for accomplishing this
is to provide care before illness ap¬

pears. Members of an HMO receive,
in addition to insurance coverage
for hospitalization, the availability of
a doctor and related staff for regular
check-ups and tests. By keeping mem¬
bers healthy, HMOs cut the rate of
hospitalization — with its accompany¬
ing higher costs — in half. And because
fees are collected in advance, rural
HMOs can attract medical profession¬
als by guaranteeing their income.

Despite its obvious health bene¬
fits and a 1973 federal law supporting
HMOs, prepaid, preventive health care

bypasses the South for the same rea¬
sons the South has always been short¬
changed on health. The effective¬
ness — indeed, the life — of an HMO
depends largely on the resources
available within a community. Many
rural areas can not enroll enough

members in an HMO to maintain a

clinic and pay the doctors enough
money to compete with the income
he or she could get in a city by charg¬
ing each patient for each visit (the
fee-for-service system.) Moreover, rural
areas less often have the organizations
which could help create and oper¬
ate an HMO. Lastly, medical pro¬
fessionals often prefer urban areas for
reasons beyond the financial rewards
to be found there.

The one large-scale, successful HMO
in the South is the exception that
proves the rule. R.J. Reynolds, the
nation's leading cigarette manufacturer,
began an HMO in 1976 for its workers.
But the Reynolds HMO serves a major
city, Winston-Salem, not rural North
Carolina. Although severely under¬
served, Winston-Salem already does
have proportionately more medical
services than most North Carolina
counties. Winston-Salem has an HMO
because it has the prerequisites that
rural areas lack. First, it has people:
10,000 people joined the Reynolds
HMO in its first year; 30,000 will
soon belong. Second, Winston-Salem
has a powerful corporation willing
to organize an HMO and use its in¬
fluence to overcome doctors' tra¬

ditional opposition to the HMO's
threat to their profits under fee-
for-service. In fact, the Reynolds
HMO grew out of the corporation
president's inability to find a pri¬
vate doctor when he moved to Win¬
ston-Salem. Unlike poor and rural
people, he could call on the resources
of a multinational corporation to solve
his problem. Third, Reynolds' HMO
could attract doctors partially because
it is located in a city and because the
HMO is big enough to finance a well-
equipped clinic.

But, R.J. Reynolds is the exception
in the South. Most corporations do
not offer HMOs for employees just
as they do not offer health insurance.
Fringe benefits, such as medical in¬
surance or an HMO, tend to reflect
unionization and pay scales. Just
as Southern businessmen refuse to rec¬

ognize unions, and pay the lowest
wages, so they resist offering HMOs.
The federal HMO Act does little to

push companies to provide health
care; it obligates those large employ¬
ers who do provide health insurance
to offer HMO as an option. More
important, the law says nothing about
deducting HMO payments from pay-
checks: the check-off. Just as check¬
offs for union dues guarantee the
economic strength of unions, so
check-offs for an HMO guarantee
its viability. Southern employers op¬

pose the check-off just as they oppose
any compulsory benefits as an infringe¬
ment of their absolute power. Since
the act said nothing about the check¬
off, Duke Power challenged the reg¬
ulation requiring it in court in 1976
and won. As the director of a small,
non-corporation HMO in Greenville,
South Carolina, put it, "The people
who write HMO regulations must not
have heard about places like Green¬
ville."

HMOs are not without their dangers.
With a fixed income, an HMO must
limit expenses and — without consumer
control — could be liable to the same

business-minded limitations as a pro¬

prietary hospital. On the other hand,
because they hold down costs and
have a steady income, HMOs may
be viewed by business as another
investment: American Medical Inter¬
national took the first small steps in
this direction by purchasing two
HMOs in 1977. (It began by intro¬
ducing measures to control high ex¬
penses.) And, of course, corporations
like R.J. Reynolds do not create
an HMO out of sheer generosity.
The Reynolds HMO means 1) workers
are out sick less often; 2) the company
has another argument against union¬
ization; and 3) the company reaps
the profits from health care rather
than the expenses. While Reynolds
boasts about its HMO, the company
refuses to provide the evidence of its
financial success. "We don't want

our people to think we're profiteer¬
ing on their health." □
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American Gold
By Ernest Seeman, Dial Press, 1978.
380 pp. $8.95.

By Chris Mayfield and Bob Brinkmeyer

On the eve of its publication, Ernest
Seeman's American Gold is being hailed
as a newly discovered 1930s classic, a
fiery, quasi-historical expose of the
tobacco-rich Dukes and their impact
on a sleepy Carolina village. Some go
further, claiming that this book, with
its wild humor, inventive language and
vivid portrayal of the rise of American
industrialism, is a great American novel
- in fact, the great American novel,
the one we've all been waiting for.

There can be no question of the im¬
portance of American Gold as a devas¬
tating and often wildly comic piece
of political satire, which would un¬

doubtedly have rocked the country
had it been published in the 1930s and
'40s. Heads will roll, ears will burn even

today. Anyone interested in the roots
of our mechanized society (and partic¬
ularly any resident of Durham, NC,
Seeman's "Warham") will learn a lot
about the blood spilled in the construc¬
tion of the Duke empire, and the sharp
stratifications of wealth and poverty
which today still divide this city, as

they divide countless other industrial
towns across this nation.

Chris Mayfield is a free lance writer
in Durham, N.C. Bob Brinkmeyer
teaches English at North Carolina
Central University.

Politics aside, though, how does
American Gold stand up when it is
judged on its literary merits? Well, it's
certainly good — Seeman is undeniably
talented, and his material is rich and
original. But the book as a whole has a

jerky, uncompleted quality.
There is, however, much to praise.

This is not just a fictionalized account
of early Durham; we are shown here
what can happen to any community
suddenly thrust from a passing era into
the next age. The story is told with
great liveliness and color. Like a wild
hillbilly James Joyce, Seeman stretches
and condenses and recreates the English
language. Here he is, describing T.P.
Warham (J.B. Duke) as he rounds up
cash for his advertising ventures:

In these emergencies they would coincomb
the town for metal. T.P., dressed in his
Sunday best, with a flower in his buttonhole,
a big cigar in his mouth and lots of them in
his pockets for give-away purposes, and a
bottle of Old Hunk's XXX Superior Ten¬
nessee Corn on his hip, would sally forth in
person as briggety and full of brass guts as
a brass monkey to round up the necessary
true spondulix.

The place names with which Seeman
constructs his town are nothing short
of wonderful; who can resist Swell-
doodle Hill, the Ruby Mill Bottom, and
Mud and Morning Glory alleys? And
much of the novel is downright side-
splittingly hilarious — for instance, the
Wah Sing chapter, one Chinaman's
view of Durham in the 1880s.

In addition, American Gold con¬
tains several passages of profound,
almost poetic beauty, in which See¬
man makes us feel the outraged pain

that people experience when they and
their land have been flattened by indus¬
trial development willed on them by
the powerful rich. The physical land¬
scape itself is Seeman's most powerful
metaphor, serving both literally and
symbolically to show us what is hap¬
pening to the life of the community.
All through the novel Seeman directs
our attention to the beautiful rolling
green Carolina piedmont, with its
rivers and birds and muskrats and

beaver, and we must watch as the
tobacco town spreads across it like a

blister. Near the end of the book, John
Anders, the angry young artist-protag¬
onist, stands on the railroad bridge at
the town's center and mentally digs
down under the concrete and metal to

show us what the place used to be.
There is a “story in all ground," he
reflects. Under the Dukes' proud
Methodist church was a Baptist church,
and under that a graveyard:

In it Reverend Jesse Judd...gathered with
his fathers like a tall slim shock of corn.

And with him buried the Mink's Hollow
people — hunters, witches, and tale-tellers
who could not now even tell
their tales — and buried with him, too,
the light of a lost and green gold after¬
noon. The soft sifting of maple leaves —

scarlet and yellow — on his pine box
Duck Erdmann had knocked up back
of the smithy. And all the grasshopper
twitter and chirkings and the drone of
their crank ling flight.

In a chapter like this, we enter deeply
into the peculiar anguish of this beau¬
tiful yet increasingly ruined section of
the country.

Despite its many beauties and its
great comic strengths, however, Amer¬
ican Gold doesn't really hold together
as a novel. The book's progress is dis¬
jointed and uneven; several chapters,
mainly in the last half, add nothing to
the story and serve only to distract the
reader; and some of the narrative seems

to be missing, and with it information
which is urgently needed to fill in the
character and life of the protagonist.

The book is, or was intended to be,
a dialectical combination of two

stories. One is the story of the town
itself — the Dukes, the factories, the
receding forests, the growing squalor
and the wealth — told from the view¬

point of a remote, all-knowing
observer. This segment of the novel is
spectacularly well done; the stinging
satire, rich language and vivid detail
of the first 150 or so pages carry the
reader along into what at that point
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really does appear to be a new Amer¬
ican classic. Then Seeman introduces
the companion plot, which revolves
around the life of a sensitive young
artist, John Anders. Through Anders,
Seeman wants to show us the effects of
such social turmoil on an individual.
The author has switched his lenses,
wide-angle for close-up, and we watch
one boy growing up, impressionable,
innocent, and easily outraged by the
mechanized oppression upon which his
beloved crazy-colorful town is built.

It's a great idea. But it doesn't suc¬
ceed because the John Anders half of
the story doesn't come anywhere near

being fully developed. We first encoun¬
ter Anders as a little boy and are given
a vivid and memorable picture of his
initial encounters with the town, and
his Tom Sawyer-like adventures in the
surrounding countryside. But from
that point on we glimpse Anders only
in brief, perplexingly unfocused
snatches, interspersed with passages of

reminiscence about a now defunct

opera house, and descriptions of
various parasitical fine ladies, against
whom Seeman appears to harbor a

particularly pronounced grudge. There
is a short love affair between Anders
and a rebellious older woman, but it
doesn't reveal much about Anders'
psychological growth or his relation¬
ship to the town, and Seeman describes
it with awkward and uncharacteristic

sentimentality.
We are told that Anders stands in a

difficult love-hate attitude towards his
town. But Seeman simply never shows
us enough of Anders' mind to make
this believable. In contrast with Faulk¬
ner's Quentin Compson, another
Southern artist-figure who achieves
tragic dimensions trying to articulate
a vision of the South ("I dont. I dont!
I dont hate it! I dont hate it!''), John
Anders remains a one-dimensional

figure whose sporadic rages and med¬
itations have a decidedly self-righteous

ring. There is one great penultimate
chapter where we see Anders on the
railroad bridge, brooding over the town
like its disembodied conscience. But
this episode stands in virtual isolation,
after a period of several years (we don't
even know how many) about which
we are told absolutely nothing. We
want to believe in Anders, to see in
him a real struggle to confront the
beauties and inequities of his native
South. But it's impossible to believe in
a character whom we never really
know.

American Gold is very much like
the rough first draft of a great Amer¬
ican novel. Parts of it — mainly the
sections about the Dukes and the Dur¬
ham boom — stand perfectly just the
way they are. But one turns the last
page with a strong feeling that this is
an unfinished novel. Even incomplete,
however, it is an astonishing piece of
work, artistically as well as politically,
and an important literary discovery. □

“A Redhot Poker and Rattlesnake Juice”
A Profile of Ernest Seeman By Mimi Conway

When I first went to Tumbling Creek,
Tennessee, to see Ernest Seeman, his
wife Elizabeth cried. "You are too

late. His beautiful, beautiful mind is
gone."

I had been sent by Jacquelyn Hall,
director of the Southern Oral History
Program at the University of North
Carolina at Chapel Hill, to tape Ernest's
recollections of his fifty years in
Durham, North Carolina, his knowledge
of the Duke family and its tobacco
monopoly, his founding of the Duke
University Press from which he was

fired in the 1930s because of his non¬

conformity, and his experiences living in
the Tennessee mountains with his
second wife for the last forty years.

At our first meeting, Elizabeth told
me that weeks before, her husband had
tried to lock her out of their cabin in
his attempt to burn it down and destroy
both himself and the unpublished manu¬

scripts representing his life's work. Re¬
luctantly, Elizabeth had had to commit
Ernest to the care of a nearby nursing
home. Despondent, with no conversa¬
tion available deeper than cursory pleas-

Copyright (g) by Mimi Conway. Mimi
Conway is presently at work on a

biography of Ernest Seeman.

antries, Ernest slipped further and
further into the recesses of his own

mind. Under the circumstances, I told
Elizabeth, I understood that making an
oral history tape of Ernest was out of
the question. But when she told me he
missed "the company of young people,"
I agreed to visit the old man in the
home.

I found Ernest slumped in a wheel¬
chair, a visor pulled far down on his
high, round forehead, dazed and con¬
fused. It was in January, 1976; he was

eighty-nine years old.
Our first meeting was brief, but even

then something about the man prompt¬
ed me to say I would stop by to see
him the following afternoon. The next

The Seemans early in their marriage in their Tennessee cabin.
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day, to my surprise, I found the old
man thumbing through a tattered
Newsweek, searching for the grist for
conversation. Because Ernest was hard
of hearing, conversation was difficult,
but I was moved by the obvious fact
that he was trying desperately to com¬
municate. As he and I talked, Elizabeth
Seeman came in. She was stunned by
the change in Ernest; it was the first
time since he had been at the nursing
home that she had seen anything of his
old vitality. "Maybe it's not too late,"
she suggested. As we discussed the
possibility of a taped interview, Ernest
seemed enthused, and so the project
began.

I used only a notebook in the almost
daily sessions which followed. At the
outset, Ernest could not remember
when events happened, although he
could describe incidents vividly. But
gradually, in response to daily question¬
ing, his mind sharpened. "Come on,
memory," he would sometimes say,

prompting himself. "Come on, come
on."

During this preparatory period, I
journeyed frequently to Tumbling Creek
to verify and clarify with Elizabeth the
jumble of information Ernest had
given me. After one such session,
Elizabeth extracted from the clutter of
the cabin's floor-to-ceiling shelves two
packets wrapped in brown paper and
tied with frayed string. Inside were

flimsy cardboard boxes holding the
typed manuscript of American Gold,
originally called Tobacco Town.

The sun was already going down in
the hollow when Elizabeth handed it
to me. Faced with an icy road and
growing darkness, I skimmed the novel
quickly, taking notes on the characters
which Ernest had told me were drawn
from life.

Finally, on February 13, 1976, after
three weeks of preparation, Ernest
Seeman recorded his life story during a
three-hour taping session for the Uni¬
versity of North Carolina. After the tape
was made, my work was done. But
something else had happened; in my
brief visits to Tumbling Creek, I had
gotten a glimpse of the rough-hewn,
natural life these two people had carved
for themselves. I continued visiting
Ernest and Elizabeth Seeman, now with
an awareness of how deeply they had
affected my life. I recognized, too, that
in sending me down that road to Tum¬
bling Creek to do an oral history tape,
Jacquelyn Hall had provided me with

tools for exploring the social, economic,
religious and psychological reasons why
people take actions that change the
course of human events in that catalytic
way that makes history.

Ernest Seeman

For a decade before I met the See-
mans and Hall, I had been a journalist.
Recently I had become discouraged,
almost immobilized, by the limitations
of the who-what-when-where-how ap¬

proach of daily journalism. The Seemans'
integrity and stamina and Jacquelyn
Hall's vision of history sent me back
to my craft with a new sense of pur¬
pose.

On one visit to Tumbling Creek, I
reread American Gold. This time I
curled up by the large stone fireplace
and stayed two days reading Ernest's
work. I read The Bull and The Thrush
and Grasshopper Farm, which with
American Gold comprise the trilogy
that both Ernest and Elizabeth view
as his life's work.

Reading Ernest's delicious, earthy
North Carolina language, I was con¬
vinced I had read a masterpiece in
American Gold. Elizabeth told me that
Ernest had tried to get it published a
number of times and had failed. Now
the couple no longer had enough
money to send out the manuscript. I
promised to help, and on my next visit
to New York, Joyce Johnson, executive
editor of Dial Press, agreed to read the
Seeman manuscript. She was as excited
by it as I was; shortly afterward, Dial
accepted American Gold for publication.

Bull Durham

The novel, American Gold, depicts a

mythic town of tobacco magnates as
seen by Johnny Anders, a Warham
printer privy to their wheelings and
dealings. When we last see Anders, he is
near forty and restless, walking through
Warham, a city of the New South. Like
his character, Johnny Anders, Ernest
Seeman was himself a printer for many

years in Durham, North Carolina, and
the linchpin event in Seeman's own life
— his dismissal as head of the Duke

University Press — took place just
outside the action of the closing chapter
of American Gold.

When Seeman was thirty-seven years

old, he left the Seeman Printery, started
by his father, Henry, to head the new
Duke University Press. On the surface,
the choice of a printer with little more
than a seventh grade education to head
a university press seems peculiar, but
Ernest was known as an intellectual in
his home town and, more than that,
the Seemans had long ago proved
their loyalty to Durham's tobacco
interests.

Ernest Seeman was born in 1887, in
Durham, N.C., just in time to witness
the Duke family's rise to power. Three
years before Ernest was born, W. Duke,
Sons and Company had introduced
mechanization into their small cigarette
business. The Bonsack cigarette rolling
machine produced 120,000 cigarettes
a day, the equivalent of forty hand-
rollers working ten hours. And the
Dukes had a secret agreement to lease
the machines for twenty-five percent
less than any other manufacturer.

Since the lease was a closely guarded
secret, known only to the Dukes and
Bonsack, nobody could anticipate the
effect which it would have on the

marketplace in the years ahead. But the
impact of mechanization on tobacco
workers was anticipated from the outset.
In 1884, historian Hiram Paul heralded
the arrival of the first Bonsack machine
with his ominous prophecy: "Its effects
upon another class of our.fellow-citizens
will be anything but gratifying to the
true philanthropist. Thousands of girls,
boys, men and women, and among them
worthy orphans, widows and decrepit
old age, will be thrown out of employ¬
ment, many of whom are, to a large
extent, disqualified for the prosecution
of other industrial pursuits. There are
scores of widows wholly dependent
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upon the pittance earned by their chil¬
dren in the cigarette factories. The
shock may be temporary, but it will
nevertheless be a severe one.”

The advent of mechanization helped
fuel the expansion of the Duke family
business into the American Tobacco
Company, a giant holding company

organized under J.B. ("Buck”) Duke,
which, at the height of its power, con¬
trolled nearly ninety-five percent of the
US cigarette business and four-fifths
of the entire tobacco industry. Buck
Duke's "Tobacco Trust” remained in¬
tact until 1911, when the US govern¬
ment prosecuted the American Tobacco
Company for violating the Sherman
Anti-Trust Act. By that time, the Dukes
had already heavily invested in textiles
and water power and had parlayed their
tobacco fortune into the base for the
future Duke Power Company.

Durham's self-image as "the Chicago
of the South” was wholeheartedly
endorsed by Ernest's father, Henry
Seeman. Up until the mid-1880s, he
worked for W.T. Blackwell and Com¬

pany, whose "world's largest cigarette
factory” dominated the town. He built
up his small printing concern making
the labels for the Blackwell's famous
"Bull Durham” smoking tobacco. And
when the Dukes came to power, he
worked for them, too.

In 1889, Henry Seeman launched
the North State Artisan, a monthly
journal devoted to the development of
the South. "Our main objective,” the
publication stated, "will be to aid in
promoting every manufacturing enter¬
prise that will provide a benefit to them¬
selves, to our people and to the South.”

From these ventures and his printing
contracts from the Duke family, Henry
Seeman built a business that even today
handles printing contracts for Duke
University and the area's tobacco
companies. Henry Seeman's career
started and ended with tobacco interests.

In 1917, when Ernest was thirty,
Henry Seeman died, the victim, accord¬
ing to his son, of industrial poisoning.
"He had printed the Bull Durham labels.
That's what killed him. He had a little

tray of bronze in his printing office.
He'd take a piece of carton and dip it
onto the bronze and rub it over the

printing so that the ink would pick up
the bronze. That's what made those
labels shine like gold. The doctor said
that stuff had gotten into his lungs.”
After their father's death, Ernest and his
brothers Henry and Wallace took over

the family printing business.
As Ernest remembers it, "One day

my brother Wallace was down at the
Seeman Printery, and he got to talking
to Professor Flowers (later Vice Presi¬
dent of Duke University). Flowers said,
'In building up our organization, we're
going to need a man to head up the
Duke Press, and it looks to me like
Ernest would be just about the man.
He's scholarly, and he's had a lot of
experience in reading and travel. See
what he thinks and send him to me.'

"So I went to see him, and he said,
'Yes, we do need a man. We won't give
you a full-time job, but we'll take you
on half-time.' I said, 'I don't work
half-time for anything.' I took the job
and began to organize it. They gave me a
little office by some old mathematics
professor's den.” Duke was notoriously
tight-fisted and for two years paid
Seeman an annual salary of $2,500,
half-time pay for his full-time work.

At the time, Duke had every reason
to expect that Ernest Seeman would do
its bidding. True, Seeman had a quirky
intelligence, but he had also immersed
himself in the Durham "society"
newly created by the sudden prosperity
of the tobacco town. He appreciated
beautiful women and custom-made suits.
And he seemed to share his father's
belief in a New South based on indus¬

trialization, the kind that started
Durham in the first place. As Ernest
put it, "My father was gentle, and they
thought I'd be the same."

"Livening Things Up”

Seeman's difficulties with the Duke

University administration began innocu¬
ously enough. One day, shortly after he
was hired, Ernest wandered into the
office of Alice Mary Baldwin, the dean
of women. He said, "Miz Baldwin, this
is the dullest place I've ever been in.
There's nothing here but prayer meet¬
ings and football.” The dean of women
asked the blond, bespectacled fledgling
publisher what he suggested as a remedy.
"I don't know," Seeman told her. "I'll
think about it and tell you in a day
or two."

Before the week was out, Ernest had
printed up invitations to about fifty
students and faculty members to come
to a watermelon feast. He remembers
the evening vividly. "It was an October
night, and the moon was shining. An old
great-horned owl hooted. That was

thrilling. The students loved it because

they were getting some action. One
crowd built the trestles to put the
watermelons on and another cooked up
the beef steaks."

The advent of mechanization

helped fuel the expansion of the
Duke family business into the
American Tobacco Company, a
giant holding company organized
under J.B. ("Buck") Duke.

Students and faculty, organized by
Ernest Seeman and Alice Mary Baldwin,
continued their outings. By 1931, their
Explorers Club had become a popular
institution with a regular schedule of
bi-monthly outings. Ernest had suc¬
ceeded in "livening things up" on the
Duke Campus. But if the head of the
new Duke University Press was popular
with students, he was far from appre¬
ciated by Duke University President
William Preston Few.

From the beginning, the quality in
Few most appreciated by the Duke
family was his loyalty. When Few first
came to Trinity College (the Methodist
school which later became Duke Univer¬

sity) as a young Shakespearean scholar
fresh from Harvard, Ben Duke — and
not Trinity College — paid his salary.
And in 1910, when Few was made
president of Trinity College, Ben Duke
saw to it that Trinity was placed at the
top of the list of the Duke family's
philanthropies. In the spring of 1921,
Few drew up a document he hoped that
Ben Duke would sign — the papers
which provided for the expansion of
Trinity College into a full university
which would bear the name of the

wealthy Durham family. Ben Duke
promptly gave his approval, but Few
had a hard time persuading the more

canny and powerful J.B. "Buck" Duke
to turn over the lion's share of the Duke
Endowment to the school.

On December 11, 1924, J.B. Duke
signed the deed creating the Duke
Endowment with securities worth $40
million. Of the total annual income ear¬

marked by the Endowment for educa¬
tion, thirty-two percent was designated
for an "institution of learning to be
known as Duke University." The deed
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Back of it all was the issue of who was running the University — its
own trustees or the Duke Endowment which had given the school
$40,000,000.

noted further that "should the name of
Trinity College be changed to Duke
University" within a three-month period,
then $6 million should go to that insti¬
tution. A year later, after "Buck" Duke
died. President Few wrote to Ben, the
last surviving son of Washington Duke:

You are in my mind every day. While
Duke University itself is a wonderful
monument to you as well as to your
Brother, your Father and the Duke
family, still much of the life that remains
to me I am going to devote to an effort to
build up for you here in Duke University
a personal memorial of magnitude and per¬
manent significance enough to be in all
generations a reminder of the greatness of
your spirit and the greatness of your
deeds. This undertaking will grip my heart
as nothing else here grips it.

"Buck" Duke

What Few did not mention to Ben
Duke was the thorn in his side on the

campus. Ernest Seeman and a growing
number of younger faculty members
did not share Few's vision of making
the University a personal monument
to the Dukes.

Few had found in Ernest Seeman a

dire enemy, and eventually a scapegoat.
Years later, Ernest recalled their basic
disagreement. "We were diametrically
opposed on education. He was every¬
thing for the establishment, and I wasn't.
I'd combat him."

In November, 1933, a satirical play
called "The Vision of King Paucus” was
distributed on the Duke University
campus. It was a thinly disguised
(paucus is Latin for "few") parody of
the top University administrators and
their relationship with the Dukes. The
play opens with "candles burning under
an oil portrait" of "a huge coarse-looking
man with a wad of tobacco in one

cheek" as King Paucus, Prince Blossoms
the Eunuch and little Willie Wanna-be-

King kneel on a ten thousand dollar
oriental prayer rug."

"Glory be to Buck Duke in the Highest,
Glory be to the Virgin Dollars we are

salting down for our old age!
Glory be to the Holy Spirit of the Bally¬

hoo that enables to keep
The American Public in the dark.... "

President Few, Vice President R. L.
Flowers and Dean W. H. Wannamaker,
targets of the parody, were incensed.

Few tried on his own to uncover

the rebels. Ernest Seeman recalled,
"Suddenly Few appeared at the
Explorers Club, unexpected and unin¬
vited. He was not known as an athlete
or a naturalist....He was observing, of
course, to see how radical we were

getting. He couldn't believe we were just
gathered together, just walking and
exploring nature."

Subsequently Few called Seeman
into his office and asked him to write
down the names of the students involved
in writing the parody. Even today,
Ernest is angered remembering the
moment. "I told him I'd be hanged
first, and walked out."

The Duke Rebellion

In February, 1934, a student rebel¬

lion broke out on the Duke campus.

Again Few suspected Seeman. Despite
the fact that Ernest was in bed ill with
influenza at the time, he was the
Duke administration's prime suspect.
The Durham newspaper during that
month reported that Seeman had been
"charged directly with being hostile
towards the administration, with foster¬
ing insurrection among the students and
warned to cease such activities. Included
in the charges against Mr. Seeman was
the intimation that he was connected
with the publication of 'The Vision of
King Paucus.'"

In a letter written on February 13,
1934, to R.L. Flowers, Vice President
of the University, Seeman wrote:

I am sorry that the general unsettled
conditions here have driven you to suspect
me of disloyalty to Duke University. In
view of the fact that I am not guilty of
charges for which you have no basis other
than suspicion, I am writing you to insist
that the administration discontinue the
circulation of such charges against me for
the reason that these charges are libelous
and are calculated to, and are, defaming
my character and standing in this com¬

munity.... It is my sincere opinion that as

long as student protests are suppressed,
just so long will internal confusion and
unrest continue to spread through the
institution."

The immediate issue which sparked
the student rebellion seemed trifling:
Dean Wannamaker had voided a student
offender's trial because Wannamaker
had not been present to preside over the
inter-fraternity council's hearing of the
case. But to the chagrin of the Duke
University administration, the root
cause of the rebellion on the ten-year-
old University campus was reported in
the local and national press.

Time Magazine devoted two columns
to the Duke rebellion, saying "many a
student and restive alumnus saw more

to the affair than a youthful outburst,
more to the rumored faculty unrest
than the squabbles and jealousies which
beset every university administration.
Back of it all," Time said, "was the issue
of who was running the University — its
own trustees or the Duke Endow¬
ment which had given the school
$40,000,000."

Using the considerable power of his
office, President Few continued his
campaign against Seeman. In a letter to
the president of Wofford College in
Spartanburg, South Carolina, written
immediately after the Duke rebellion.
Few requested that his colleague check
his correspondence to see if Seeman
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"whom we have under vehement suspi¬
cion" had sent him "news stories con¬

cerning Duke University with a more or

less unfavorable slant."
Seeman's career at Duke did not end

until nearly a year after the publication
of "The Vision of King Paucus" and
eight months after the student rebellion
had disquieted the campus. Ernest de¬
scribed the final days. "One morning,
this big old tub of guts, Henry Dwire,
head of publicity at Duke, phoned me
to come into his office. He was very pre-

emptory. I feared something was going to
happen. When Seeman got to his boss's
office, Dwire had a letter in front of
him. "He said, 'Here. Read this.' He was

going to play cat and mouse. He wanted
to enjoy the victory. So I went over and
read it and looked him in the eye. And I
said, 'I'm not afraid,' and I went away."
The letter said that Captain R.O. Rivera
would take over the Press.

On October 15, 1934, on the day he
left Duke University, Ernest Seeman
wrote to President Few:

I am leaving the University today. In
doing so I must thank you very warmly for
many fine opportunities of these past ten
years. The pleasant and developing contacts
in the college world. The interesting job of
nursing a young Press. The very interesting
first-hand view of an adolescent University
seeking its creative-social levels.

Now and then, to be sure, I may write
critically of universities. Along with other
evolving institutions, I shall never have any
malice in my viewpoint; all institutions
belong primarily to the people and are due
to be examined and criticized freely. The
more open their conduct, the less criticism
needed. The more clannish their operation,
and the slyer their propaganda, the more
criticism necessary to prevent long cycles
of error or a natural relapse into feudalism
and high priestly ways.

Those who knew Seeman at the time
said that within two weeks of being
fired by Duke, he turned into an old
man, so devastating was the experience
of losing all that had been his life. Not
only was he out of work during the
Depression, but he lost the socially
ambitious wife he loved. She had warned
him repeatedly that if he ever crossed
the Duke family she would divorce him.
She proved true to her word.

Broken, Seeman retreated alone to a

country house in such disrepair that it
was being used by its owner to store hay.
The roof had holes and it was full of rats.

His fallen state aroused sympathy even
in President Few, who had worked so
hard to discredit him. Answering a col¬
league's inquiry about Seeman in
October, 1936, Few had this to say: "His

brother has cut loose from him in every
way. His wife has also left him. Altogeth¬
er he is an Ishmaelite that ought to excite
the sympathy and even the pity of us
all."

A New Life

Ernest tried to rise above his despon¬
dency by concentrating on writing
American Gold, a book he had been
working on while still at Duke. (And like
Johnny Anders, the novel's protagonist,
Seeman wrote late into the night in a
clandestine office in a Durham insurance

company building.) When an old friend
repaid an outstanding loan, Seeman left
Durham for New York, where he hoped
to build a new life.

In New York, Ernest met a woman
seventeen years his junior. Years later,
he remembered as clearly as if it were

yesterday the moment he first saw Eliza¬
beth Brickel Klinger: "There she was,"
Ernest said, "wearing a yellow dress,
and a big old tabby cat was sitting on
her shoulder." They fell in love, and
when Elizabeth, an artist and writer,
was offered a job as a greeting card illus¬
trator for a Chicago firm, Ernest followed
her, and they were married. Theirs has
been a remarkable, strong union for
over forty years. For most of those
years, they have made their home in
Tumbling Creek, Tennessee, on the edge
of the Cherokee National Forest.

At Tumbling Creek, Ernest continued
writing American Gold. But as Elizabeth
remembers it, their Tumbling Creek
home was hardly a bucolic retreat.
"About the time that World War II

began, the mountain people assumed —

with Ernest's German name — that we

must be spies. All sorts of rumors flew.
Every drawing I sent off to Chicago had
maps for spy material. Every bird house
we put up was a way of talking to Italy,
Germany or Japan. It was becoming a
very dangerous situation.

"The fact that we were being investi¬
gated by the FBI put us in more danger,"
Elizabeth added, although their investi¬
gation had little to do with "German
spy" rumors. "Actually, they were

investigating us because we were radicals.
They saw we got a vast array of all sorts
of different magazines of every persua¬
sion of thought, from the most radical
to the most conservative. They had the
mailman check our mail, and if we sent
a radical paper to anyone, he would go
there and say, 'Now you shouldn't take
that paper.'"

Many years later, happenstance
brought Ernest together with one of the
agents who had trailed him decades
before. The two men met as patients in
the Veterans Administration Hospital in
Johnson City, Tennessee. And the agent,
making conversation, told Ernest: "We
really couldn't get anything on you
except you read too much and your
interests were too wide."

Those who knew Seeman
at the time said that within
two weeks of being fired by
Duke, he turned into an old
man, so devastating was the
experience of losing all that
had been his life.

In 1971, in a letter to his former
secretary at Duke University Press,
Ernest shared his thoughts about the
past, and his continuing interest in the
policies of his former employers:

Strange, isn't it, how years after innova¬
tions happen, people are glad to know
about them. After the old lords are dead
and in heaven, and the young rebels have
taken over. This past Easter, several people
were here from Duke and told how Presi¬
dent Terry Sanford is doing a good job.
Putting youth on all committees and
demoting a lot of the old stuffed shirts
trying to turn the clock back. Hurrah.

The letter included a postscript which
reflected Ernest's continued involvement
and concern with the larger community
around him.

P.S. You may be interested to know that
in late May the Appalachian Movement
Press, of Huntington, W.Va., is publishing
my 150-page article titled "What's Next?".
They will sell it for $.75 — the proceeds
going to the black lung and anti-strip mine
cause. The article is about what's happening
and is going to happen to the Great (and
phony) American Empire, that great
sausage-grinder grinding up our boys and
millions of poor Vietnam peasants so the
Oil Trust can get more oil and Tricky Dick
can get all the power there is in the world.
...I have no financial interest in it (the
article). I just wrote the piece with a redhot
poker and rattlesnake juice.

With the publication of his major
work, American Gold, Ernest Seeman
leaves us the legacy of his "red-hot poker
and snake juice." And like one of the
marvelous characters we briefly glimpse
in his novel, this ninety-one-year-old
North Carolinian demonstrates his own

"fresh, unwilted way of seeing life." □
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Pissing in the Snow
and Other Ozark Folktales
By Vance Randolph. University of
Illinois Press, 1976. 153 pp. $7.95.

By David Whisnant

When Howard University granted
Lillian Smith an honorary Doctor
of Humane Letters, part of the cita¬
tion read: "You are a dangerous
revolutionist. There is enough dyna¬
mite in what you say to blow up the
very foundation of segregated civili¬
zation." This "indictment" of Smith
was purposely overstated, but still
contained a good deal of truth.
Throughout her life, Lillian Smith
worked for what many considered a

revolutionary ideal — the destruction
of the social barriers of racism which

warped the lives of both the oppressed
and the oppressors.

But Smith was far from what most

people nowadays consider revolution¬
ary. She was no socialist or anarchist.
Her enemy was segregation, not
capitalism, and what she was after
might best be called psychological
freedom, having little to do with
economic factors. A citation from
Western Maryland College, awarding
her another honorary degree, nicely
summed up her career: "Motivated in
no way by political opportunism or

self-interest, but rather by a deep
philosophical purpose and conviction
of right, this daughter of the South,
through novel and essay, by personal
living and eloquent word, has given
articulate expression and sympathetic
challenge in behalf of the God-given
dignity and freedom of each human
personality."

It was pointed out in a recent
issue of Southern Exposure (Vol. IV,
no. 4) that during Smith's whole life
she never gave up struggling to liber¬
ate people's minds and souls. Born
in Jasper, Florida, she later adopted

For more than forty years, Vance
Randolph collected folklore in the
Ozarks. Most of it was published in the
1950s in a series of volumes bearing
the prestigious imprint of the Columbia
University Press. But a lot of it wasn't;
it was bawdy lore which no respectable
academic press (and few presses of
any kind) would touch. So after
Randolph completed the text of this
volume in 1954, it circulated privately
in manuscript and microfilm for nearly
twenty-five years until changing mores
and the enthusiasm of a young folk¬
lorist, Rayna Green, resulted in its
publication as Pissing in the Snow.

David E. Whisnant teaches American
Studies at the University of Maryland.

Unlike many scholarly books, this
one can be read at many levels and for
a variety of purposes. The first (maybe
the best) is for sheer delight, and
Avon's paperback edition may make
that possible for a wide audience. For
whatever else it may be, it is a book
about the time when Billy Fraser got
his pecker stuck in Judge Patterson's
daughter's twitchet, about the man
who had a baby, glory poles and tee-
hees, a good dose of clap, the miller's
prick, why God made stickers, and the
brag heifer and the speckle-ass bull.

What a pleasure to be able to read
with impunity (not to mention Higher
Critical Purpose) the kind of thing you
once nearly got expelled from school
for circulating in block letters on

A Return Visit:

Clayton, Georgia, as her home — it
became the base to which she always
returned after working or traveling
elsewhere. During a busy lifetime,
she directed a girls camp, worked
unsparingly for the civil rights move¬
ment, and founded with Paula Snelling
a journal of literature and politics,
which, after several name changes,
became The South Today. But most
significantly, Lillian Smith was a

writer, and a good one. She published
countless articles, five books of non¬

fiction, and two novels — all this
in spite of the fact that a good deal of
her work was destroyed in the fires
that twice struck her home. It is
Lillian Smith as a novelist that I want

to talk briefly about here.
She felt that a novelist should have

a social commitment. To write a novel

that did not actively confront the
social problems of the time was to
Smith a shocking dereliction of one's
duty to help improve humankind. Her
own two novels illustrate her con¬

victions. Strange Fruit explores
and exposes the disastrous effects of
racism on the population, both
black and white, of a small Southern
town, while One Hour illustrates the
entangled web of hate, fear, and pre¬
judice which is spun out when another
Southern community embarks on a
witch hunt reminiscent of the hysteria
of the McCarthy era.

Psychoanalysis greatly interested
Smith and informed her role as a

novelist. She, as doctor, tried to help
her patient, the readers (or more

generally, society), by bringing their
problems to light; she held up a mirror
to her readers which revealed their

moral cowardice and the destructive
nature of their prejudices. Readers
could respond either by throwing
down the book, or as Smith hoped,
by opening themselves to change.

Unfortunately, a good number of
people did throw down the book when
Strange Fruit was published in 1944.
The novel was immediately banned in
Boston and, for a short while, pro¬
hibited by the Postal Service from
being sent through the mails. The story
focuses on Tracy Deen, a well-to-do
white youth, and his love affair with
Nonnie, a young black housekeeper,
by whose brother he is subsequently
murdered. But the narrative pans out
to show how Tracy's and Nonnie's
story, and the agonies of a segregated
society which their situation embodies,
touch the entire town. We ride a narra¬

tive merry-go-round, switching from
one character to another, being
presented with a multiplicity of
perspectives on Tracy's and Nonnie's

122



crumpled sheets of notebook paper.
The only detail I recall from our little
stash of erotic lore was that in one of
the tales he had balls as big as oranges.
But I remember vividly that our short
essay into erotica earned us a trip to
the principal's office. There, failing
utterly to recognize our status as
informants who could offer access

into Folk Tradition, he lectured us

sternly, threatened to call our parents,
destroyed our embryonic collection
before our eyes, and concluded,
"I'm asha-a-a-med of you, boys and
girls." Yes, girls.

But beyond pleasure and reminis¬
cence. Pissing in the Snow has a
multitude of other values. It comes

with sufficient scholarly apparatus

Illustration from Strange Fruit

Lillian Smith
By Bob Brinkmeyer

predicament, which remains always at
the center.

The furor over Strange Fruit was
due in part to the explicitness of the
language (mild by today's standards),
but there was also another, more

significant reason. Many people, set in
their ways, resented Smith's portrayals
of characters who did not measure up
to their expectations of them. Smith's
strategy was to take fairly standard
character types of a Southern town,
and by making their predicaments real
and complex, show how racism stunts
everyone's growth. Her"heroes"turned
out to be almost as unattractive as her
"villains," and nobody emerged clean.

Her readers (black and white)
were disturbed when the characters

they identified with did not perform
as expected. This was especially true
with Strange Fruit, which, in Smith's
words, forced the reader "to identify
...with a character or situation un¬

flattering to self-esteem." She hoped

to allow one not only to place the
tales in the context of Randolph's
other work (and therefore of folk-
life in the Ozarks), but also to relate
them to the small but growing body of
scholarly work on erotic folklore in
many cultures. Rayna Green's intro¬
duction manages to be at once learned
and sensitive, analytical and passion¬
ate. Randolph's brief headnotes tell
where and when he heard the tales,
and Frank A. Hoffman's meticulous
annotations relate them to the stand¬
ard folklore motif indexes as well as

to specific cross-cultural variants and
pertinent discussions in folklore schol¬
arship.

Pissing in the Snow should be of
interest, though, not only to pro¬

that through this process of identifi¬
cation and disillusionment readers
would see more clearly their own

shortcomings and become aware of
how racism poisons the lives of all

< Americans. Of course, many readers
[ responded to Smith's therapeutic

strategy by attacking both her and her
books, insisting that since Strange
Fruit was bad for the status quo, it
had to be suppressed.

If Strange Fruit illustrates Smith's
idea of the first step in one's struggles
for wholeness — stern self-scrutiny —

then One Hour represents the second
step — the constant reappraisal of the
past and present, necessary to under¬
stand the workings of the world and
our places in it. Perhaps partly because
of the indirect, meandering nature of
the reappraisal process, One Hour
does not succeed artistically nearly as
well as Strange Fruit does. Though in
Strange Fruit there are patches of
sloppy elliptical writing, Smith tells a

powerful story with great sensitivity
and vigor. One Hour, by contrast, is
much too long, its narrative padded
with tedious philosophical digression.
When read solely for its ideas, however,
rather than as a work of art, One
Hour yields valuable insights into
Smith's thought.

One Hour is the story of a Southern
town and its near hysterical reactions
to a scientist who has been accused on

scanty evidence of molesting a young

girl. Reverend David Landrum (the
narrator of the novel) becomes a

detective figure, actually and psycho¬
logically, in his efforts to discover
what really happened during the one
hour when the assault is supposed to

fessional folklorists, but also to

anyone who wants to understand cul¬
ture in the South. We have been hill-
billy-ized and Tobacco Road-ed and
Deliverance-6 so persistently that it
is time to re-evaluate the actual variety
of ways in which Southern men and
women have understood their sexuality.
Bawdy tales from the Ozarks won't
tell us all we need to know, but they
tell us much. For a start, instead of
unremitting sexual degeneracy, dys¬
function, and violence, they offer
evidence that at least a few of the
healthier ones of us have been capable
of acceptance and joy. Sodomy and
incest? No doubt, here as elsewhere.
But also, Randolph's Ozarkers tell us,

laughter and a lot of good fucking. □

have occurred. At the same time, he
must try to hold off the rising flood of
public resentment against the accused
and his family. (The scientist is quick¬
ly associated in the public's mind with
blacks and communists.) Reverend
Landrum soon realizes that fear and

prejudice, coupled with the faultiness
of communication between people
everywhere, create a maze of barriers
which confine people to narrow and
stifling corridors of psychological
existences. Quickly caught up in
the maze himself, Landrum struggles
fiecely to cut through and master the
puzzle. His fate, the ongoing struggle
to perceive life as a whole, represents
to Smith a universal predicament.
It's our duty, she believes, to fight to
free ourselves - and others — from the
nets which keep us from taking flight.

The failure to work for others after
one liberates oneself is for Lillian
Smith the unpardonable sin. She treats
with harsh irony figures such as
Prentice Reid, the newspaper editor in
Strange Fruit who can see very clearly
his society's sickness, yet refuses to
risk anything to correct it. Reid's
own words, as he finishes a milksop
editorial when stronger sentiments
are needed, represent the laissez-faire
attitude which Smith condemned
most sharply: "'That'll fix it,' he said
aloud, and laid the copy on the table.
'Puts right on our side. Makes us all
feel sorry for ourselves. Well that's
what they want, and The Maxwell
Press aims to please.'" Lillian Smith
never aimed to please. She worked to

change people, to give them not what
they wanted, but what she thought
they needed.□
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Witness in Philadelphia
By Florence Mars, with the assistance of Lynn Eden. Louisiana State University
Press, 1977. 296 pp. $10.00.

By Margaret Adams

One of the few larkish escapes from
the sedate routine of Blue Mountain

College was to be permitted to meet the
Rebel, a famous passenger train which
rolled below our hillside campus on its
nightly run from Memphis to New
Orleans. Infrequently, some passen¬
ger would get off at Blue Mountain,
Mississippi. Were it not for the college,
Blue Mountain would hardly have war¬
ranted a stop. Missionaries and solid
Southern Baptists sent their daughters,
trusting that they would be securely
shielded from both men and ideas.

In the event some passenger was
coming to the college, and we had
arranged successfully with college
authorities to meet the train, we
students were certain of adventure
and reward. To be off campus by our¬
selves with the college's car at night
was daring risque — an event permit¬
ting us to be the first to know the new
arrival or visitor. We were assured, too,
of seeing the night watchman, who de¬
lighted in telling us at every opportu¬
nity about how he'd killed "the nigger"
with the pistol always slung at his hip.

He was one of "them.” Florence
Mars describes "them" and "us" per¬

fectly in this meditation about how and
why on June 21, 1964, three young
men, James Chaney, Andrew Goodman
and Michael Schwerner, were shot and
killed, then buried under a red clay
embankment outside of Philadelphia,
Mississippi. "They" committed the
murders; "we" conspired with them in
our entwined history. Mars' book is
about this turning point in Southern
history; it is about Neshoba County,
and its county seat, Philadelphia — her
home and her family's home. She could
have been writing about Blue Moun¬
tain, or New Albany, where I was born,
or Hatchee, where my grandfather had
lived until it became plain to him that
it was no place to bring up his family.

"We" were from "good" families.
"We" were taught to respect the law,

Margaret Adams grew up in Neshoba
County, Mississippi, and now lives in
Gatesville, N.C.

to attend church regularly on Sunday
and Wednesday evenings, to abide by
standards of cleanliness and etiquette.
"They" were mean, coarse, fearful,
often poor and hungry, but certainly
capable of any violence. "We" were
created to set the example for "them,"
to demonstrate how to exercise
restraint. "We" set "them" apart, just
as together all whites set blacks apart.
Florence Mars knows this history, too.
She is one of "us."

Because she is, her book goes beyond
a mere rehashing of the grisly killing of
three civil rights workers, or the tense
months leading up to that event. She
tells why the killings happened. They
were not the result of a sudden spasm
of hatred, but rather the result of a
historical process which had pitted
class against class, and race against
race. "We" did not like what the blacks
were proposing in the '60s with the
federal government's backing, so "we"
formed the White Citizens'Councils, or

preached interdiction, or raised the
spectre of once again pulling out of
the Union. Taking "their" cues from
"us," the supposed exemplars, "they"
revitalized the Klan, intimidated,
burned and, finally, murdered. "We”
refused at first to believe murder had
been done, and when FBI agents and
hundreds of Navy recruits finally
closed in on the graves, "we" excused
the slayings as the work of outsiders.

Florence Mars,obviously hoping that
others of "us” would join her in ful¬
filling "our" historic responsibility to
restrain passions, stepped aside from
Philadelphia's flight from reason. She
felt the necessity to speak about the
murders first with family, then with
newsmen, then secretly with the FBI,
and finally in public with a federal
grand jury. By her own admission, she
did not know much, but the mere fact
that she talked cast her outside the

history of "them," and for a time, "us."
She was labeled a COFO (Council of
Federated Organizations, an umbrella
group of civil rights organizations), an
epithet spoken with bitterness by white
Mississipians to this day. Her Methodist

church made it known she was unac¬

ceptable as a Sunday School teacher.
Friends of long acquaintance spurned
her company. A boycott forced her to
sell her business.

"Their" arrogance, however, even¬

tually turned the tide. Neshoba's
sheriff, Lawrence Rainey, whose elec¬
tion was a demonstration of the

political clout of the county's boot¬
leggers and Klansmen, got too big for
his britches. He arrested Florence Mars
one night outside the Neshoba County
Fairgrounds. After stopping her,
Rainey yanked her from her car. Years
later, as she wrote about the incident,
the "us" in her was barely concealed:
'The idea of such harassment of a

Southern lady was unheard of," she
said, outraged still.

She was handcuffed, taken to jail,
and with her companion in the auto
that night, charged with public drunk¬
enness and resisting an officer, and
forced to spend the night in a poorly-
lit cell complete with open toilet,
despite attempts by their families and
lawyers to have them released. This was
her lowest point. "I had been disdain¬
ful of Rainey and certain that I was
immune to his travesties," she writes.
"Now he had thrown me and Mary
Ann in jail, and we were powerless to
do anything about it. I had challenged
the Klan, and I had lost.... I cried in
disgrace and defeat and told Mary Ann
that I was through — to hell with the
town, the Klan could have it for all I
cared. I really felt bad that Mary Ann
had been jailed because of me and
was furious that I had put myself in a

position to be arrested."
Rainey had gone too far. By arrest¬

ing Florence Mars and Mary Welsh, he
had breached the wall between "them"
and "us." Florence's community rallied
to her support. Her cousin, a lawyer
who later helped defend Rainey and the
others charged with violating the con¬
stitutional rights of the slain civil rights
workers, sounded the counterattack —

"You've been persecuted for over a

year and by God it's going to stop!"
Gradually, "we" reasserted "our"

position in Neshoba County. As the
glare of publicity surrounding the
tragedy dwindled, and after Rainey
and the others on trial with him had
been sentenced to prison terms, the
murders and that time of unspeakable
irrationality were never mentioned
again until Florence Mars published her
remarkable book. Much had happened
in Mississippi, but little had changed.□
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drawing by Leah Palmer

I
Like the wide-winged chicken hawk

which sweeps down from the sky and
grabs young chickens, killing them
instantly and quickly disappearing
with the prey, the dragonfly catches
and eats mosquitoes. Known as a
'skeeterhawk in Mississippi vernacular,
the dragonfly is the quintessence of
speed and motion and restlessness.
Perfectly attuned to life on the wing,
it works, plays, mates, and eats in
flight, never resting. With protruding
eyes which occupy more than half the
surface of its head, the carnivorous lit¬
tle creature is swift, agile, and skilled in
dodging, yet is still frail. It is endowed
with six legs, but it cannot stand up¬
right or walk, and can only cling to
something stationary when it is not
speeding through the air. Yet, by vir¬
tue of its control of the mosquito, the
dragonfly helped to make possible
human settlement and survival in near

tropical Mississippi. In the order of
things, therefore, it is both predator
and protector. Thus Will Davis Camp¬
bell metaphorically describes his ram¬
bunctious brother, Joseph Lee
Campbell, as a dragonfly in this com¬
pelling book about the worlds they
knew.

In the Prologue, author Campbell in¬
vokes solemnity. Using Biblical phrases

Raymond Gavins is Associate Pro¬
fessor of American and Afro-American

History at Duke University, and the
author of Perils and Prospects of
Southern Black Leadership.

Brother to a Dragonfly
By Will D. Campbell. The Seabury
Press, 1977. 268 pp. $9.95.

By Raymond Gavins

and poetic descriptions, he introduces
Joe, himself, and four stalwarts from
the Campbell family — Grandpa Bunt
and Grandma Bettye, GrandpaWill and
Grandma Bertha. There were others,
including Joe and Will's mother and
father, but the grandparents stood out
as survivors. Besides roots, it is not
clear what the old ones gave to their
grandsons. Unmistakably, though, they
instilled within the boys the social
values of proud Amite County, Missis¬
sippi, white folks. Over the years, Joe
and Will were to travel in different
directions — Joe, in a hurry, would die
prematurely; Will, always prudent,
would never escape inner conflict and
pain. "Somewhere, something went
wrong."

Section one, entitled Morning, prop¬

erly begins the brothers' pilgrimage
toward manhood. Against the backdrop
of the hills of south Mississippi, Joe
and Will ran barefoot in sticker races,
once exhumed a 'skeeterhawk buried

alive, heard tall tales of murder and
hanging and tried their own hand at

telling them, and learned from Grandpa
Bunt that niggers were to be regarded
as colored people since the Civil War
was really over. Land and woods,
space, as well as strong ties of com¬
munity and family, loomed large in
their lives. For Will, easily, Joe was the
significant other. Daring, adventurous,
unruly, Joe loved the girls, the woods,
and Moore Pasture, where he and Will
frequently retreated. "It was the
middle of the great depression and Joe
and I knew something wasn't right."

Dislocation brought by the Depres¬
sion caused hardship for the family.
Joe ran the farm, plowing, planting,
cultivating, and harvesting in place of
his father, who was demoralized, job¬
less, on relief and sick. The young, wily
farmer tried unsuccessfully to whip
Leon, the twelve-year-old Negro wage
hand, protested federal encroachments
and led the pranksters at school. White
children, at least in Mississippi, simply
did not know they were backward and
infested with hookworms and were

supposed to use governement-built
johns and eat hot lunches, although
they complied as best they could. Joe
grew strong and confident, Will sickly
and deferential. And both were acutely
aware of the Ku Klux Klan and the
inferior status of blacks, witnessing
the double standards of justice and the
loud cries of a black mother whose
son Noon Wells, had been violently
killed by his own kind. "And they
were sounds which would not soon

depart from us." Will's special sensi¬
tivity to those sounds — and the
black man's plight — set him apart
from Joe even then.

Section two, Midday, expands upon
themes of family discontinuity, iden¬
tity and race. When Will was fifteen, Joe
went to work in the Civilian Conser¬
vation Corps camp at Brookhaven.
There, as a clerk typist, Joe escaped the
drudgery of the farm, never to return.
His life, increasingly hedonistic, moved
fast. Will, on the other hand, turned to
writing, introspection, and the ministry
as if to fill the void created by Joe's
departure. Following a stint as preacher
in two CCC camps, opportunities which
Joe had arranged for his younger broth¬
er, Will attended Louisiana College.

During World War II, Will made a
valiant attempt to identify with Joe
by enlisting in the Army. Drafted very
much against his own judgement, Joe
remained antagonistic toward the
Army and the war. "Don't do it, Will.
Please. For my sake," he shouted.
"For Mamma's and Daddy's sake. For
God's sake. Dammit, Will. Please don't
get into this mess." Will got in — as a
noncombatant; his experience was

qualitatively different from Joe's. Joe
saw racial segregation and white pre¬

judice but, after being wounded and
honorably discharged, made his peace
with the white mores of Mississippi.
Will emerged from the war determined
to end racial injustice. "I knew that
my life would never be the same. I
knew that the tragedy of the South
would occupy the remainder of my

days."
Ideologically divergent, yet close as

brothers, Joe and Will soon found
themselves in the vortex of the race

problem. The University of Mississippi,
where Will became chaplain in 1954,
provided no support for the crusade
against bigotry and the White Citizens'
Councils. So he moved to Nashville
and set up a Southern office on race
relations for the National Council of
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Churches. As part of the small vanguard
of white liberals in the early phases of
the civil rights movement, Will knew
of black fear, federal ignorance of local
repression, and the importance of
direct action protest. Through it all,
Joe, now a pharmacist, worried for
Will's safety, became extremely pro¬
tective of the entire family, and began
to depend upon amphetamines to get
him through each day. In one sense,
however, Will had taken Grandpa
Bunt's preachment, that the Civil War
was over, to its logical conclusion.
There were no more niggers or colored
people, only human beings in Missis¬
sippi and the rest of the South who
wanted to be free. To many of his own

people, some within his own family,
Will's position raised the dread spectre
of interracial brotherhood.

Section three is appropriately called
Evening. Here Reverend Campbell
provides a moving narrative of his
involvement in civil rights, while simul¬
taneously recounting Joe's gradual
demise and his own desperate struggle
to retain a sense of purpose. It was a
time of testing for the whole family
and Will seemed to carry the heaviest
burdens. The first serious shock came

when a nephew died from an

automobile-bicycle accident. “I was

the only one crying," Will states. "The
others stood around...looking at me
in stunned silence."

Feeling defeated, bewildered, and
worn out, Will also saw a lot of pain
and injustice and suffering in the
Movement. Encompassed by disap¬
pointment, he found the strength to
pull through. Joe had kept to himself
for a long time, and with precious
little to hold on to, soon succumbed
to paranoia in the wake of the
nephew's death. He collected guns,
started beating his wife, Carlyne, and
took hundreds of tranquilizers. Will
advised psychiatric help, but not
before Carlyne packed up her things
and the children and left.

The combination of Joe's addiction
and Will's efforts to help created
tension between the two brothers, ten¬
sion which lifted only during their
long drives together from home to
hospital and back again. Will often
told good stories of individuals who
overcame adversity or retreated in face
of overwhelming odds: Horace
Germany, a white minister who
received a beating from a mob; black
and white demonstrators in Albany,
Georgia; a young man in jail who was
sexually assaulted by inmates; and
Thad Garner, the slickest Southern

white Baptist preacher in Louisiana.
These elicited occasional spurts of
inspiration and coherence from Joe,
whose deterioration, despite psychiat¬
ric confinement and therapy, con¬
tinued. Will, further saddened by the
escalation of white terror in civil

rights, questioned both Christianity
and Southern white liberalism.
Liberals, he mourned, were trapped
between their idealism and history.
Unhappily, Joe's death from a massive,
self-willed coronary, intensified Will's
dilemma.

Preacher Will's Epilogue is an
analytic confession linking his growth
and grief. He says nothing of race, of
civil rights issues here. He speaks to
human feelings and human issues,
bringing the reader back to where it all
started.

Brother to a Dragonfly is not a
monograph, nor does it resolve Rever¬
end Will D. Campbell's own quest to
transcend the barriers of race. But it

richly illuminates our understanding
of the mind of Southern white liberals
in ways which historians have not.
Campbell is wise and he knows a lot.
By probing the works of people like
him, we may yet write the candid his¬
tory of the South which the region
deserves. □
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“A Rhetorical Biography of Walter Hines
Page With Reference to His Ceremonial
Speaking on Southern Education, 1891-
1913,” by Keith H. Griffin. Dissertation.
Louisiana State University.

Selections from the Letters and Speeches
of the Hon. James H. Hammond of South
Carolina, compiled by William G. Simms.
Reprint Co., 1978. Reprint of 1866 edition.
$25.00.

Such as Us: Southern Voices of the Thir¬
ties, ed. by Tom E. Terrill and Jerrold
Hirsch. University of North Carolina Press,
1978. $14.95.

“Ulrich Bonnell Phillips: His Life and
Thought,” by John H. Roper. Dissertation.
University of North Carolina at Chapel Hill.

BLACK EXPERIENCES IN THE SOUTH

“Aesthetic and Ideological Radicalism of
the 1930s: The Fiction of Richard Wright
and Langston Hughes,” by Mary E. Graham.
Dissertation. Cornell University.

Black Culture and Black Consciousness:
Afro-American Folk Thought from Slavery
to Freedom, by Lawrence W. Levine.

Oxford University Press, 1978. $4.95.
“Black Names in America: History and

Meaning,” by Murray Heller. Dissertation.
Ohio State University.

“Blacks in Louisville, Kentucky, 1890-
1930,” by George C. Wright. Dissertation.
Duke University.

Blues From the Delta, by William R.
Ferris. Doubleday and Co., Inc., 1978.
$8.95.

“A Broadcast Survey of Priority Needs
in Baton Rouge, Louisiana, From the Per¬
spective of Black Leaders and Public Repre¬
sentatives,” by John N. England. Disser¬
tation. Louisiana State University.

“Climbing the Racial Mountain: The
Folk Element in the Works of Three Black
Writers,” by Gordon Q. Freeman. Disserta¬
tion. University of New Mexico.

“Ethiopia in Babylon: Antebellum
American Romanticism and the Emergence
of Black Literary Nationalism, ” by John S.
Wright. Dissertation. University of Minne¬
sota.

The Fight Against Slavery, by Terence
Brady and Evan Jones. W.W. Norton and
Co., Inc., 1977. $7.95.

“The First Shall Be Last: A Study of the
Pattern of Confrontation Between Old and
Young in the Afro-American Novel,” by
John T. Reilly. Dissertation. Cornell Univer¬
sity.

From the Grassroots: Black Political
Essays, by Manning Marable. Challenge
Press, 1978. $11.00.

God of the Oppressed, by James Cone.
Seabury Press, 1978. $3.95.

Historical Research Respecting the Opin¬
ion of the Founders of the Republic on
Negroes as Slaves, as Citizens, and as Soldiers,
by George Livermore. Augustus M. Kelley,
Pubs., 1978. Reprint of 1863 edition. $6.25.

In Search of Buddy Bolden: First Man of
Jazz, by Donald M. Marquis. Louisiana State
University Press, 1978. $9.95.

“Iron Ore Miners and Mine Mill in Ala¬
bama: 1933-1952,” by Horace Huntley.
Dissertation. University of Pittsburgh.

James T. Rapier and Reconstruction, by
Loren Schweninger. University of Chicago
Press, 1978. Price not set.

“The Life Story of the Blues Musician:
An Analysis of the Traditions of Oral Self-
Portrayal,” by Barry L. Pearson. Disserta¬
tion. Indiana University.

“The Measurement and Significance of
Racial Residential Barriers in Atlanta, 1890-
1970,” by Michael J. O’Connor. Disserta¬
tion. University of Georgia.

“ ‘Off-guard’: The National Guard and
Race-Related Civil Disturbances in the
1950s,” by William R. Wachs. Dissertation.
University of North Carolina at Chapel Hill.

“Power in the Black Subcommunity
of Orlando,” by John T. Washington.
Dissertation. University of Florida.

‘The Role of Shape-Note Singing
in the Musical Culture of Black Com¬
munities in Southeast Alabama,” by Doris J.
Dyen. Dissertation. University of Illinois at
Urbana-Champaign.

The United States and the African Slave
Trade, 1619-1892, by Peter Duignan and
Clarence Clendenen. Greenwood Press, Inc.,
1978. Reprint of 1963 edition. $11.00.

‘The Use of Black American Slave
Folk Songs in the Social Studies Cur¬
riculum,” by Andrew M. Pickett, Jr. Disser¬
tation. University of Illinois at Urbana-
Champaign.

The Wheel of Servitude: Black Forced
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Labor After Slavery, by David Novak.
University Press of Kentucky, 1978. $9.50.

“ ‘Then My Living Will Not Be In
Vain’: A Rhetorical Study of Dr. Martin
Luther King, Jr., and the Southern
Christian Leadership Conference in the
Mobilization for Collective Action To¬
ward Nonviolent Means to Integration,
1954-1964,” by Rose M. Sloan. Dis¬
sertation. Ohio State University.

EDUCATION

“An Analysis of Legislation and Court
Decisions Affecting Public School Teachers
and Students in Kentucky,” by James
E. Carver. Dissertation. Indiana University.

“Centralization of Administration in
Higher Public Education in Alabama: A
Study of the Impact of Politics on Govern¬
ance,” by Malcolm Portera. Dissertation.
University of Alabama.

‘The Common School Movement in the
South, 1840-1860,” by Kathryn A. Pippin.
Dissertation. University of North Carolina
at Chapel Hill.

“A Comparison of Black and White
Institutions of Higher Education in North
Carolina,” by Cleo F. Thompson, Jr. Dis¬
sertation. Duke University.

“Desegregating Private Southern Schools,
A Southern Example,” by John B. Williams
III. Dissertation. Harvard University.

‘The Development of Educational Media
in Louisiana, 1908-1976,” by Aneta
Pauline M. Rankin. Dissertation. Louisiana
State University.

“Explanations of Public Policy: En¬
vironment and Power in Public Education
Policy in Georgia, 1930-1970,” by Peggy H.
Dubose. Dissertation. Vanderbilt Univer¬
sity.

“Exploring the Potential for Treat¬
ment of Economic Illiteracy in South
Florida,” by Dorothy A. Dunn. Disserta¬
tion. University of Miami.

“A History of the Louisiana School
Boards Association,” by Anthony E. Pacel-
la. Dissertation. Louisiana State University.

Jackson State University: The First
Hundred Years, by Lelia G. Rhodes. Uni¬
versity Press of Mississippi, 1978. Price not
set.

A Profile of Higher Education in the
South in 1985. Southern Regional Educa¬
tion Board, date not set. $1.50.

‘The Relationship of Teacher Morale
to the Racial Composition of the Student
Bodies in Selected Elementary Schools
in Metropolitan Atlanta,” by Charles H.
Henderson, Jr. Dissertation. Mississippi
State University.

“Second Generation Discrimination: Un¬
equal Educational Opportunity in Deseg¬
regated Southern Schools,” by Joseph E.
Stewart, Jr. Dissertation. University of
Houston.

“A Status Survey of Texas’ Bilingual -

Bicultural Education Programs,” by Jesus
E. Zamora. Dissertation. University of Texas
at Austin.

“A Study of Black Studies in the Social
Sciences and Humanities Curricula of
Ten Colleges and Universities in Arkansas,”
by Qumare A. Morehead. Dissertation.
Kansas State University.

“A Study of the Working Relationships
Between the Arlington County, Virginia,
School Board and the Arlington Education
Association from 1966 to 1976,” by James

P. Kacsmarik. Dissertation. George Washing¬
ton University.

CULTURAL PERSPECTIVES

Appalachia on Our Mind: The Southern
Mountains and Mountaineers in the Ameri¬
can Consciousness, 1870 - 1920, by Henry
D. Shapiro. University of North Carolina
Press, 1978. $15.95.

The Art of Southeastern Indians, by
Shirley Glubok. MacMillan Publishing Co.,
Inc., 1978. $7.95.

“Baptized in Blood: Southern Religion
and the Cult of the Lost Cause, 1865-
1920,” by Charles R. Wilson. Dissertation.
University of Texas at Austin.

Christian Occasions: A Country Music
Magazine Press Book, by Allan Whitman.
Doubleday & Co., Inc., 1978. $6.95.

The Church that Produced a President:
The Remarkable Spiritual Roots of Jimmy
Carter, by James and Marti Hefley. Weden
Books, 1978. $10.95.

Clarksville Architecture, by John Halli¬
burton. John Halliburton Press, 1978.
$15.95.

Country Music by Thomas A Hill. Watts,
Franklin Inc., 1978. $4.90.

The Country Music Quiz Book, by
Don Humphreys. Doubleday & Co., Inc.,
1978. $3.95.

Early Architecture of Charleston, by
Albert Simons and Samuel L. Lapham.
University of South Carolina Press, 1978.
Price not set.

“The Early Architecture of New Bern,
North Carolina, 1750 - 1850,” by Lynda
V. Herzog. Dissertation. University of Cal¬
ifornia, Los Angeles.

The History of Country Music, by
Robert K. Krishef. Lerner Publications,
1978. $4.95.

‘The Irish Travellers of Georgia,” by
Jared V. Harper. Dissertation. University
of Georgia.

“Louisiana French: A Linguistic Study
with Descriptive Analysis of Lafourche
Dialect,” by Larbi Oukada. Dissertation.
Louisiana State University.

Media-Made Dixie: The South in the
American Imagination, by Jack T. Kirby.
Louisiana State University Press, 1978.
$9.95.

The Parish Court Houses of Louisiana,
by Betty L. Morrison. Her Publishing Co.,
1978. $20.00.

People of Plains, Georgia, by Steven
Borns. McGraw-Hill Book Co., 1978. $6.95.

The Sacred Harp: A Tradition and Its
Music, by Buell E. Cobb, Jr. University of
Georgia Press, 1978. $10.00.

The Story of the Carter Family, by
Stacy Harris. Lerner Publications, 1978.
$4.95.

Sunbelt Retirement: The Complete
State-by-State Guide to Retiring in the
South and West of the US, by Peter A.
Dickinson. E.P. Dutton & Co., Inc., 1978.
$10.95.

Texas Log Buildings: A Folk Archi¬
tecture, by Terry G. Jordan. University of
Texas Press, 1978. $15.95.

True Grits...Everything You Want to
Know About Southern Cooking, by Sam
C. Rawls and Rosa Tusa. Bantam Books,
Inc., 1977. $1.25.

Western Stars of Country Music, by
Robert Krishef and Bonnie Lake. Lerner
Publications, 1978. $4.95.

LITERATURE

“The American Pro-Slavery Novel: A
Study in the Popular Fiction of the 1850s,”
by Katherine E. Staples. Dissertation.
University of Texas at Austin.

“A Bibliographical Study of George
Washington Cable and a Checklist of Crit¬
icism, 1870-1970,” by Cason L. Hill.
Dissertation, University of Georgia.

“Constance Cary Harrison: American
Woman of Letters, 1843-1920,” by Sherro-
lyn Maxwell. Dissertation. University of
North Carolina at Chapel Hill.

“Flannery O’Connor’sAmericanModels,”
by Margaret L. Marks. Dissertation. Duke
University.

‘The French and Faulkner: The Re¬

ception of William Faulkner’s Writing in
France and Its Influence on Modern French
Literature,” by Phiet Q. Tran. Dissertation.
University of Texas at Austin.

A Glossary of Faulkner’s South, by Cal¬
vin S. Brown. Yale University Press, 1978.
$3.95.

“A History of McCauley’s Theatre,
Louisville, Kentucky, 1873-1925,” by Don
W. Combs. Dissertation. University of
Illinois at Urbana-Champaign.

“Humanistic and Legal Values in Some
Works of Faulkner,” by Ralph E. Millis.
Dissertation. University of Iowa.

“John Donald Wade: A Critical Bi¬
ography,” by Gerald J. Smith, Jr. Disserta¬
tion. University of Georgia.

“Look A-Yonder, I See Sunday: A
Critical Study of the Novels of Bernard
Cheney,” by William I. Beauchamp, Jr.
Dissertation. Emory University.

Mark Twain Speaks for Himself, ed.
by Paul Fatout. Purdue University Press,
1978. $8.50.

‘The Poetry and Poetics of Henry
Timrod, Paul Hamilton Hayne, and Sidney
Lanier: An Essay on Art and Community
in the Nineteenth Century South,” by
James R. Loney. Dissertation. University of
Georgia.

“Pylon: The Doomed Quest. A Critical
and Textual Study of William Faulkner’s
Neglected Allegory,” by Helen M. Barthelme.
Dissertation. University of Texas at Austin.

“Salt of the Earth: Plain People in the
Novels of Bernice Kelly Harris,” by Erma
W. Glover. Dissertation. University of
North Carolina at Chapel Hill.

The South and Faulkner’s Yoknapataw-
pha, ed. by Evans Harrington and Ann. J.
Abadier. University Press of Mississippi.
Date and price not set.

‘The South in Motley: A Study of the
Fool Tradition in Selected Works by Faulk¬
ner, McCullers, and O’Connor,” by Joy
F. Shaw. Dissertation. University of Virginia.

“The Theme ofCommunity in Twentieth
Century Southern Novels,” by Deborah S.
Kolb. Dissertation. University of North
Carolina at Chapel Hill.

“Thomas Wolfe’s Characters and the
Search for Certitude,” by Robert A. Fink.
Dissertation. Texas Tech University.

“Warren the Novelist,” by Robert P.
Haynes. Dissertation. University of Illinois
at Urbana - Champaign.

“William Faulkner’s Compleat Woman,”
by Mary Ellen Marshall Goddenberger. Dis¬
sertation. University of Nebraska at Lincoln.

“William Gilmore Simms: Fictionist as

Military Historian of the Revolution,” by
William G. Belser, Jr. Dissertation. St. John’s
University.
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