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1ISTORICALLY, many local health de-
partments have been poorly housed, fre-

quently in the basements of county courthouses
or city halls.
During World War II, under the provisions

of the Lanham Act, modern lhealth centers were
built in various parts of the country near im-
portant military installations or defense plants.
The passage of the Hospital Survey and Con-
struction Act in 1946 made it possible for State
hospital authorities to include participation in
the construction of local health centers in their
overall State hospital plan. Some States,
among them North Carolina, have taken ad-
vantage of this opportunity and have partici-
pated in the construction of a significant num-
ber of modern local health centers. These
centers have increased the stature of local health
departments and have greatly improved the ef-
fectiveness and morale of the public health
workers who use them.
Great care has been taken in planning

and constructing these health centers. Their
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architectural and engineering features, with
minor exceptions, reflect the high quality of
architectural and engineering skills that con-
tributed to their design and construction. It
always is more difficult to modernize traditiornal
public health programs than it is to adopt mod-
ern architectural designs in the construction of
new health centers.
With this thought in miind, the authors

queried a group of local health officers in North
Carolina concerning certain phases of the pro-
grams that were being conducted in their local
health centers. The staffs of the North Caro-
lina State Board of Health and of the local
health departments concerned cooperated in the
study.
The sample selected consisted of 25 counties

in which there had been erected local health
centers with the aid of Federal, State, and local
funds. These counties were:
Beaufort Harnett Rutherford
Burke Hertford Sampson
Caldwell 'Martin Scotland
Caswell Moore Stanly
Currituck Northampton Tyrrell
D)are Ierson Warren
Franklin Itobeson Wilson
Edgecombe Rockingham
Halifax Rowan

These 25 counlty healtlh departments comprise
slightly more than one-third of the local health
departments in the State. The list does not
include the largest or the smallest health depart-

Vol. 70, No. 2, February 1955 101.



inents, nor does it conistitute a cross section of
all North Carolina counity health departments.
The (lirector of local health services of the

North Carolina State Board of Health distrib-
uted a questionnaire to each of the 24 full-time
local healtlh officers and the 1 part-time health
officer participating in the study. The ques-
tionnaire requested information about the com-
inuiiity anid specific data concerning clinic serv-
ices, staff, and space utilization.
After ample time had passed to permit the

local health officers to coiiiplete the question-
naire, a member of the staff of the Public Health
Service regional office (Region III, Department
of Health, Education, and Welfare) visited
each of the 25 local lhealth departments to inter-
pret the meaninig of any questions which were
not clear. He also talked to various members
of the local health departinent staffs to obtain
their impression of their health center.

Study Counties

From tlhe data obtained it was possible to
develop a composite picture of the 25 counties,
their health centers, their services, their staffing
patterns, and their problems. The "composite"
county has a population of 38,137 persons, of
wlhom 65 percent are white and 35 percent, non-
white. Twenty-one percent of the population
are urban, 79 percent, rural. The birth rate
in these 25 counties was more than 3 times
the deatlh rate. In 1953 there were 1,071 births
compared to 323 deaths. The annual per capita
income was $830. The annual per capita ex-
penditure for public health was $1.00. Slightly
more tlhan 0.1 percent of the annual per capita
income was budgeted for public health purposes.
There were 18 practicing plhysicians and 7

dentists to serve the 38,137 persons in the com-
posite counity, a ratio of 1 physician to 2,119
persons and 1 denitist to 5,448 persons. The bed
population ratio for the composite county was
2.66 beds per 1,000 population. All were gen-
eral hospital beds. The utilization of beds was
good, the averaige daily census being 72.5 percent
of the total number of beds available.

Althouglh the outpatient services offered by
the 34 hospitals serving the 25 counties did not
compare in quality or quantity to the services

available in most metropolitan areas, they ex-
ceeded in quantity the outpatient services usu-
ally provided in predominantly rural areas. Six
of the 34 lhospitals maintained outpatient serv-
ices. These 6 hospitals served 24 percent of the
total population of the 25 counties. The re-
maining 28 hospitals offered only inpatient and
emergency services.
The average size of the 25 health centers was

3,410 square feet. The average cost, including
equipment, was $51,900, or 15.20 per square foot.
The per capita cost of the health centers, in-
cludiing equipment was $1.36.

Clinic services in 25 North Carolina counties,
1949

Type of clinic

Immunization
Food handlers
Tuberculosis _
Venereal disease
Orthopedic
Maternal and child health

(prenatal and well-
baby)

9th grade
Cancer
Preschool
Eye ----_-_
Diabetes-
Ear
Heart-
12th grade

Total

Health
centers
con-
duct-
ing

clinics

25
18
23
24
13

22
4
2
7

11
1
1
1
1

Patient visits
to-

Health
All center

health clinics
centers (per-

cent)

58, 543
16, 256
14, 714
12, 676
10, 250

10. 172
2, 324
1, 690
1, 273
1, 196
675
150
48
45

153 1130,012

45. 0
12. 5
11. 3
9. 7
7. 9

7. 8
1. 8
1. 3
1. 0
. 9
. 5
. 1

. 03

. 03

The staffs of the local health departments
studied, although not up to the quantitative
standards recommenided by the American Pub-
lic Health Association, were not out of line with
the staffing patterns of other rural health de-
partmnents. All but 1 of the 25 county health
departments had a full-time health officer. The
population ratios for other staff members were:
public health nurses, 1/10,834; sanitarians,
1/27,241; and clerks, 1/25,090.
The 10 leading causes of death in North Caro-

lina-lheart disease, brain hemorrhage, cancer,
accidenits, certain diseases of early infancy, in-
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fluenza anid pneuiion ia, tuiberculosis, ineplhritis,
congenital malformatioins, and general arterio-
sclerosis-followed the pattern that lhas been
developing tlhroughoiit tlhe,United States for
decades.
The types of clinics lheld in the 25 counties,

the number of patient visits to the clinics, and
the number of lhealtlh centers conducting each
type of clinic are slhown in the accompanying
table.
The average anmouint of space provided for

each puiblic healtlh nurse was 84 square feet.
The space allotted to sanitarians averaged
slightly more-104 square feet. The public
health nurses and sanitarianis, it was estimated,
spent an average of 11/2 lhours in the office each
working day.
In the healthl centers, 4.8 percent of the space

was occupied by laboratories that were main-
tained in 22 of the 25 lhealtlh centers. The aver-
age number of square feet of laboratory space
was 168. Only 1 of the 25 local health depart-
ments employed a full-time laboratory tech-
nician at the time of the study.
Each of the 25 health centers had waiting

rooms that were used as meeting places. The
average seating capacity was 55. All of the
health officers reported that the waiting rooms
were used in the evenings by various community
groups. Typical of these groups were local
boards of healtlh, voluntary health associations,
local Red Cross chapters, PTA groups, medical
societies, boards of education, and farm groups.

Nine health centers had separate conference
rooms averag,ing 170 squiare feet in size, witlh an
average seating capacity of 13. Only 5 health
centers had a library, but all made some provi-
sion for placing professional books and journals
at the disposal of their staffs.

Health Services

Certain characteristics of the health services
provided in these 25 ruiral health centers lend
themselves well to discussion; some present
basic challenges to present concepts of provid-
ing rural public health service.

Increasing Population
The marked excess of births over deaths

represents, in part at least, the success of past

and presenit public health services, improve-
ments in medical ain(l hospital care, aind a better
economy. It also poIrtrays ratlher dramiatically
the current upsurge in our total population.
This increase in population will coiitinue to re-
quire ali expansion in local public health serv-
ices and an increase in the nutmber of practicing
private physicians.

Financial Support
The fact that little more than 0.1 percent of

the per capita income of the poptulatioin of these
25 counties is budgeted for local public health
services should cause us to raise ouir professional
eyebrows. Is this relatively small financial con-
tribution for public health services commensu-
rate with the public health needs of these rural
people? Are we failing to dramatize to the
taxpaver the value of anid need for lhealth serv-
ices that still are not being provided? Or is it
that we are failing to offer to people the types
of health services they want and are willing to
pay for?

Physicians and Dentists
The physician/population ratio of 1 physi-

cian to 2,119 persons, although not meeting the
recommended physician/population ratio, is not
atypical of most rural communities. It does
bring out the fact that if the degenerative and
malignant diseases-those causing long-term ill-
nesses-continue to increase in our aging popll-
lation, tile "physician hunger" of ruiral popu-
lations will tend to increase rather than to de-
crease. Some alleviation of this situationi miglht
be obtained rather quickly by the wider use of
paramedical personniiel to extend the services of
those practicing physicians who are noiw avail-
able.
The dentist/populationi ratio of 1 dentist to

5,448 persons represents a longtime and wide-
spread problem throughout the United States.
The only optimistic factor in this picture is the
growing practice of fluoridatiing lpublic water
supplies and the topical application of fluorides
to the teeth of children wlho do oiit lhave access
to a fluoridated water supply. A 60-percent
reduction in dental caries among a large seg-
ment of the child population would permit the
present number of dentists to engage in more
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preveintive dentistry, for which they now have
little time.

Hospital Beds
The hospital bed/populationi Iratio of 1 bed

per 2.66 persons is partly the result of the State
and federally aided programn which assists
communities to build neiw hospitals and to ex-
pand existinig ones. The average diaily census
of 72.5 percent indicates that the bed supply
is being well used. No beds for the chronically
ill were reported in these 25 counties. Al-
thoutgli the population approached 1 million
people, there were no diagnostic centers listed
as such in the 25 counties.

Otutpatient Services
The availability of outpatient services to 24

percent of the population in the study area is
noteworthv because it far exceeds the availa-
bility of such services in many rural areas in
other States.
The fact that outpatient services are avail-

able to 85 percent of the residents of large met-
ropolitan areas and to only a small percentage
of rural residents should concern all ruiral
health officers. Are these outpatient services
merely a metropolitan luxury or is there a gen-
uine but unmet need for them in rural areas?
Is the existence of ample outpatient services in
metropolitan areas merelv coincidental +-%ith
the existence in such areas of more and larger
hospitals? Can metlhods be developed wlhere-
by outpatien-t services can be provided econom-
ically to rural residents who need them and can
qualify for them? Ansswers to these and to
other similar questions must be fouind if we are
to develop a comprehensive program for de-
tecting the clhironiic diseases in their early stages
and minimizing their complications.

Health Center Cost
The per capita cost of the 25 health centers

of $1.36 was renmarkably low for postwar con-
struction. In North Carolina an upper limit
has been placed on the size of all State-aided
healtlh center§, witlh graduated ceilings within
certain population rainges. This action was
deemned necessary to coniserve the limited Fled-
eral and State funcds available for construction
of health centers in tlie State. It (lid have the

desirable effect of channeling a larger percent-
age of available funds into rural areas that
were economically less well off than metropoli-
tan areas. The arbitrary limitation on the size
of health centers, however, had a tendency to
keep the per capita cost low. Other communi-
ties intending to use the per capita cost of $1.36
as a guide should take this factor iInto account.
If there had been no ceiling on the size of the
health centers, some undoubtedly would have
been larger, which would have increased the
per capita cost.

Staff/Population Ratios
All but one of the 25 rural counties had a full-

time health officer. This excellent coverage is
typical of North Carolina, where local public
health salaries are more realistic than those of
many otlher States. It also reflects the policy
of the State health department of placing the
primary responsibility for local health protec-
tion oni local health departments.
The ratio of 1 public health nurse to 10,834

persons, although short of national standards,
is not low in comparison with other rural areas
throughout the United States.

It does highlight the difficulty that will be en-
countered if local public health nurses are asked
to provide bedside nursing services to the
chronically ill. The public health nurses in these
25 counties are hard pressed now to maintain
their daily work schedules. If bedside nursing
is added to their many responsibilities, the need
for additional nurses, as well as for more train-
ing for the nurses now on duty, will become
demiancdinig.

Leading Causes of Death
The tabulation of the leading causes of death

in North Carolina hiiglhlights the fact that un-
due emplhasis may have been placed on the con-
trol of the infectious diseases after they had
passed their peak incidence. It nmust be recog-
nized, lhowever, that maintaining the status quo
will requimire the continuing expenditure of a
sign-ificanit aimount of time and money. The
cardiovascular diseases, cancer, brain hemor-
rhage, and accidents, which kill more than 75
perceint of the persons wlho die each year, have
niot yet begun to be the subject of serious con-
trol efforts by the -25 local health departments
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studied, although there are a few clinics for can-
cer, heart disease, and diabetes.

C,linic Services
AII analysis of the table in whllich the various

clinic serxvices are enumerated (page 102) shows
that the five types of cliinics that were coinducted
most frequently by county health departments-
immunization, food handlers, tuberculosis,
venereal disease, and nmaternal and child
health accounted for 112,361 of the total
130,012 patient visits, or 86.4 percent of the
total. Only the tuberculosis clinics are aimed
)rimarily at the control of diseases 'which are in
the list of the 10 most important causes of death.
Only one of the local health departments con-
ducts a cardiac clinic. In 1953, this clinic re-
ported 48 patienit visits. Another health de-
partment coiiducted a diabetes clinic and main-
tained supervision of some 600 patients with
diabetes, at the request of local private prac-
ticinng physicianis. Two hlealth departments
conducted cancer clinics.

Space Utilization,
The amount of space allotted to public health

nurses and sanitarians, who, by their own esti-
mate, spend an average of 11/2 hours a day
in the health center, gives food for thought.
There is a definite trend toward group meetings
and group education, as exemplified by weight
control classes, patient education classes, and
classes for expectant mothers (and even for ex-
pectant fathers). As long-term illnesses with
their many complications gaini in emphasis over
acute infectious diseases, the inultiplication of
the duties of public health workers will demand
more efficient methods of serving the public.

Onie way to permit scarce public healtlh per-
son-nel to serve larger population grouips is to
brinig people to h-ealtlh ceniters for gr'oup iIIstruc-
tion rather than to send public health workers
out to visit individuals in their homes. An ex-
aymple of this technique is the way practicing
plhysicians have conditioned expectaiit mothers
to go to hospitals for their deliveries ratlher than
to lhave plhysicians waste lprecious time going to
the home and waiting there for the infant to
arrive. If this trend results in a nieed for more
group instructioii in lhealth centers, additional
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rooni will be nieeded in whichl these gri'ouIps cani
meet.
One way to provide for a(lditional space needs

in healtli centers is to plaln and constrtuct them
in stuelh a way that extenisions may be ad(led
witlh a iminimuin of alterations. Ainotlher p)os-
sible alternative is to desigin the office space for
public healtlh nurses, sanitarianis, and other field
workers in such a way that it nmay be used for
purposes of group instruction when it is iiot in
use as office space. This latter alternative will
require some pioneering on ithe part of health
officers, arclhitects, and engineers, but could well
result in the more efficient utilizationi of healtlh
center space without imposing any real lhardship
on public health workers.

Laboratories
Although 22 of the 25 healtlh centers had

laboratories, only 1 of the 25 health depart-
ments employed a full-time laboratory techlni-
cian. Throughout the counitry there is a grow-
ing awareiness of the need for diaginostic centers
that can serve the needs of rural plhysicians.
When laboratory services are not readily avail-
able, physicians often must rely on their clinical
judgment to make difficult diagnoses or they
must resort to costly and time-consuiming ex-
pediencies to have laboratory work doine for
their patients at some distant laboratory or
medical center. As sooni as public lhealth and
medical leaders in local communiities are con-
vinced of the need for adequate local laboratory
services, local laboratories, now inactive, may
be activated and communities without labora-
tories may decide to obtain them. The lack of
outpatient hospital services in these areas em-
phasizes the urgent nieed for the development of
these assisting laboratory services.
Research workers eaclh year are developing

new tests for the chronic degenerative and nma-
lignant diseases. These tests can be of great
help to rural physicians in establishing the eaIrly
diagnosis of many diseases that are chiaracter-
ized by long periods of latency. They cani lhelp
physicians to diagnose such diseases as canicer,
diabetes, blood dyscrasias, neplhroses, and even
rheumatoid artlhritis, earlier and with greater
accuracy. Certainly, the patient will benefit
from such early diagnioses. It would seem logi-

105



cal, tlheln, to look for the better staffinig of local
health ceniter latboratories with well-trained
technicians, wlho ar-e mi.asters of a1 wi(le variety
of laboratorv tests and(I are capable of oper-ating
the maniy laboratorv instrumiienits that are being
nma(de available for disease detection.

M7eet;Ing Spae(
All of the healtlh centers wer-e p)rovided witl

waiting rooms that can be uised by community
grou1ps during the eveninig lhours. This tenid-
ency to eincourage communtiiity grouips to use lo-
cal healtlh centers has provedl to be an excellent
way for healtlh departments to provide a wider
type of service and tlhereby earn community
support for their programs. When local health
departments resided in courtlhouse basements or
attics, it was the rare individual indeed who
knew whlere his local lhealth department was
located, the name of the local health officer, or
what public healtlh workers did to earni their
money.

Construction Pointers
Wlhen the Puiblic Health Service regional

representative visited each health center, he
chatted witlh the lhealth officer and with other
members of the staff about the general "usabil-
ity" of the health ceniter and whether or not
there were features about it that they would like
to see changed. The uniform reply began with
an expression of appreciation that they had
gotten out of their antiquated quarters and into
a modern healtlh center in which they could
work more efficiently and in which they could
take pride. When pressed for their reaction to
the design of their owin healtlh center, there were
a few items they would like to see changed.
Eight healtlh officers stated that storage space

was inadequate. Eight mentioned that their
lhealtlh centers were not soundproof; in fact,
privacy was almost completely lacking; voices
carried clearly througlhout the bluilding and
interfered with the conduct of interviews, con-
ferences, and clinics. Seven said the heating
system was not efficient; the ducts were placed
at ceiling level, with the result that the temper-
ature at floor level was too low. Radiant heat-
ing was not favored for souitlhern clilmlates. Six

sti("gested that cenmenit blocks, spiray painted,
plus waterpr oofing witlh a silicone type of spray
would be just as attractive as plastered walls
and the cost of mnaintenlance wouild be lower.
Five claiimied that flat roofs ofteni leaked ani(l
tenlded to intensify the summ-ler lheat. Air c-on-
ditioninig, or at least better insulationi, was
strongly recommended.

Otlher less repetitive stuggestions included the
separationi of one of the three clinic rooms from
the other two rioonms with a solid wall; not
pouring concrete floors over plumbing installa-
tions; and not having rest rooms open directly
inito waiting rooms.

Summary and Conclusions

By means of a questionnaire, supplemeinted
by a personal visit, 25 local healthl officers and
their staffs in Nortlh Carolina were queried
about their health centers, their health services,
anid certain of their public healtlh problems.
The health workers uniformly expressed their
appreciation for the benefits derived from be-
ing located in a modern health center.
The excellent programs conducted in these

health centers were found to be orienited pri-
marily to the control of the acute infectious dis-
eases and to the solution of maternal and child
health problems. A start is now being made on
programs designed to control the chronic non-
infectious diseases and the accidents that are
becoming the major causes of death in North
Carolina.
The fact that only one full-time laboratory

teclhnician was employed by a local health de-
partment in the entire area, comprising 25
counties witlh a population of 953,425, is evi-
dence of the sparsity of laboratory diagnostic
services in these rural counties, which are defi-
cient in hospital outpatient services.

This study suggests that, now that local
healtlh departments are being "disinterred"
from their basement hideaways, continuing at-
tention should be given to the planning and
evaluation of the local health services provided
in health centers and to their reorientation to
culrreint puiblic heatlth problems.
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