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A health center nurse makes a home visit to a stroke-disabled
patient living in a plantation shack near Shelby in Bolivar County,
Mississippi, in 1967. Most such housing is less substantial than
this. (Photo by Dan Bernstein.)

Community-Oriented Primary Care: 
A Path to Community Development

| H. Jack Geiger, MD, MSciHygAlthough community devel-
opment and social change are
not explicit goals of commu-
nity-oriented primary care
(COPC), they are implicit in
COPC’s emphasis on commu-
nity organization and local par-
ticipation with health profes-
sionals in the assessment of
health problems. These goals
are also implicit in the shared
understanding of health prob-
lems’ social, physical, and eco-
nomic causes and in the de-
sign of COPC interventions.

In the mid-1960s, a com-
munity health center in the
Mississippi Delta created pro-
grams designed to move be-
yond narrowly focused dis-
ease-specific interventions
and address some of the root
causes of community morbid-
ity and mortality.

Drawing on the skills of the
community itself, a self-
sustaining process of health-
related social change was ini-
tiated. A key program involved
the provision of educational
opportunities. (Am J Public
Health. 2002;92:1713–1716)

EARLY IN HIS CAREER, THE
distinguished social epidemiolo-
gist John Cassel worked for a
time as clinical director of the
Pholela Health Center, the pio-
neering South African program
at which Sidney and Emily Kark
and their colleagues first cre-
ated and implemented commu-
nity-oriented primary care
(COPC). Their work trans-
formed the health status of an
impoverished rural Zulu popula-
tion and, ultimately, served as a
worldwide model for the inte-
gration of clinical medicine and
public health approaches to in-
dividuals and communities.1–4

During a window of opportunity
that opened in the 1950s,
Pholela’s center and a network
of other South African health
centers elaborated the core
goals of COPC: epidemiological
assessment of demographically
defined communities, prioritiza-
tion, planned interventions, and
evaluation.5 By decade’s end,
however, these centers had all
been shut down by a rigidly
racist apartheid government.

A few years later, Dr Cassel—
by then a professor at the Uni-
versity of North Carolina School
of Public Health—made a return
visit to a Pholela that was even
more deeply impoverished. After
conducting a thoroughly informal
and anecdotal survey, he saw no
signs that the earlier improve-
ments in health status had per-
sisted. But he was struck by the
target population’s unusually
high levels of educational aspira-
tion and educational achieve-
ment. (Indeed, one of the health

center’s pediatric patients later
went on to become a physician, a
leader of the African National
Congress in exile, and—after lib-
eration—Nelson Mandela’s first
minister of health.6) 

Cassel’s observation illustrates
a goal of COPC—community de-
velopment—that the Karks, fully
aware that social, economic, and
environmental circumstances are

the most powerful determinants
of population health status, un-
derstood very well. Although
only occasionally specified in
their publications, it was implicit
in their programs focusing on
community organization and in-
volvement, training and develop-
ment of local residents as staff
members, employment of Zulu
nurses as role models, intensive
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A typical plantation shack near Alligator, Mississippi, in 1968. A
whole generation is often missing from the home, as parents—
displaced by mechanical cotton-harvesting—leave children with
grandparents while they search for other work in northern cities.
(Photo by Dan Bernstein.)

health education, and environ-
mental improvements. Even in
the constrained social and politi-
cal circumstances of apartheid-
era South Africa, such efforts
apparently had a lasting educa-
tional effect.

In the mid-1960s, half a world
away, another—and much big-
ger—window of opportunity
opened in the United States. The
“war on poverty” and its federal
implementing agency, the Office
of Economic Opportunity (OEO),
proposed in principle to address
the root causes of deprivation
and inequality. The OEO’s
largest arm, the Community Ac-
tion Program, was committed to
ideas of community involvement
and program participation. Of
equal importance, the flourishing
civil rights movement embodied
bedrock principles of community
empowerment and political and
economic equity. When health
services—and, specifically, COPC-
based health centers—were
added to this rich mix, the stage
was set for an experimental test
of the idea that a health program,
in addition to its traditional cura-
tive and preventive roles, could
be deliberately fashioned as an
instrument of community devel-
opment and as a lever for social
change.

This experiment was con-
ducted, in the late 1960s and
early 1970s, when Tufts Medical
School proposed the community
health center model to OEO.
The Tufts-Delta Health Center
was the first in what is now a na-
tional network of more than 900
federally qualified health centers.
Closely modeled on the Pholela
experience,7 it was designed to
serve a primarily African Ameri-
can population of 14000 per-
sons residing in a deeply impov-
erished 500-square-mile area of
northern Bolivar County in the

Mississippi Delta. As was the case
with many other areas of the cot-
ton-growing delta, this was a
population of sharecroppers in-
creasingly displaced by mecha-
nization and living in crumbling
wooden shacks with no protected
water supplies, untouched by
food stamps or commodity sur-
plus foods. These families had a
median income of less than
$900 per year, had a median
level of education of 5 years
(and were exposed to segregated
and inferior schools), and were
suffering the inevitable conse-
quences of malnutrition, infant

mortality, infectious and chronic
diseases, and adult morbidity
and mortality.

Detailed descriptions of the
Tufts-Delta Health Center’s per-
sonal medical service programs,
outreach services, health educa-
tion efforts, and environmental
and other interventions involving
housing, water supplies and sani-
tation, and other public health
approaches have been published
elsewhere.8,9 What is of interest
here is the center’s community
empowerment program.

With the guidance of Dr John
Hatch, the head of the center’s

community organization depart-
ment, 10 local health associa-
tions were formed and began to
survey and assess local needs,
nominate people for employ-
ment at the center, and plan
satellite centers. Each association
elected a representative to an
overarching organization, the
North Bolivar County Health
Council. The council served as
the health center’s required com-
munity advisory board but was
deliberately chartered as a non-
profit community development
corporation to broaden the
scope of its work.

Its first effort was to end the
local racist banking custom that
denied mortgages to Black appli-
cants altogether, demanded a
White cosigner, or charged exor-
bitant (and illegal) under-the-
table interest rates. Members of
the health council visited all of
the local banks and informed
them that the center’s million-
dollar annual funding and cash
flow would be deposited in
whichever bank opened a branch
in a Black community, hired resi-
dents as tellers instead of jani-
tors, and engaged in fair mort-
gage loan practices.

After successful completion of
this process, the local health as-
sociations obtained mortgages to
buy buildings for satellite cen-
ters, rented them to the health
center during the day, used the
rental income to cover the loan
payments, and used the buildings
as community centers at night.
Local health center staff mem-
bers obtained mortgages to build
modest new homes. Next, be-
cause there was no public trans-
portation and few people had
cars, the health council—on con-
tract from the health center—es-
tablished a bus transportation
system that linked the satellites
to the health center (and pro-
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At a 1968 meeting of the North Bolivar County Health Council at the Delta Health Center, Mound Bayou,
Mississippi, William Finch announces the arrival of a Ford Foundation check that will launch a farming
cooperative to grow vegetables for a malnourished population. (Photo by Dan Bernstein.)

vided economic mobility for
workers and shoppers).

This was just the beginning.
Subsequently, the council devel-
oped a pre–Head Start early
childhood enrichment program
and a nutritional and recre-
ational program for isolated el-
derly rural residents. In addition,
the council hired a part-time
lawyer to ensure that federal
and state agencies (which had
often ignored Black communi-
ties) provided equitable assis-
tance in housing development,
recreational facilities, water sys-
tems, and other elements of
physical infrastructure.

Also, by means of a federal
grant and its own budget, the
health council developed a sup-
plemental food program. And
when staff of the health center
suggested that local residents
grow vegetable gardens, the
council had a better idea: with a
foundation grant and help from
the Federation of Southern Coop-
eratives, it spun off a new non-
profit organization, the North Bo-
livar County Farm Co-op, in
which a thousand families pooled
their labor to operate a 600-acre
vegetable farm and share in the
crops. This unique enterprise—
nutritional sharecropping—built
on the agricultural skills people
already possessed.

What made all of this possi-
ble? One of the principal factors
was ending the isolation that had
kept members of poor rural mi-
nority communities cut off from
knowledge of, or help from, such
traditional sources of support as
government agencies, philan-
thropic foundations, and universi-
ties and professional schools. By
1970, for example, the health
council and health center had
ties to 7 universities, a medical
school, and numerous founda-
tions and agencies. In addition, in

the summer of 1970 alone, the
programs were host to Black and
White student interns from 8
medical schools, 2 nursing
schools, 3 schools of social work,
2 public health schools, and 3
environmental health programs.

As was the case at Pholela,
however, the most important im-
pact was educational, in this in-
stance in the form of a structured
and multifaceted program. The
health center established an of-
fice of education, seeking out
bright and aspiring local high
school and college graduates, as-
sisting them with college and
professional school applications,
and providing scholarship infor-
mation and university contacts.
At night, health center staff
taught high school equivalency
and college preparatory courses,
both accredited by a local Black
junior college. In the first decade
in which it was in place, this ef-
fort produced 7 MDs, 5 PhDs in
health-related disciplines, 3 envi-

ronmental engineers, 2 psycholo-
gists, substantial numbers of reg-
istered nurses and social work-
ers, and the first 10 registered
Black sanitarians in Mississippi
history.

One of the physicians re-
turned to become the center’s
clinical director, and another re-
turned as a staff pediatrician. A
sharecropper’s daughter ac-
quired a doctorate in social work
and a certificate in health care
management and returned as
the center’s executive director.
(Her successor 8 years later, sim-
ilarly well credentialed, had once
been a student in the college
preparatory program.) Other
center staff members completed
short-term intensive training as
medical records librarians, physi-
cal therapists, and laboratory
technicians.

Moreover, as John Cassel’s ob-
servation at Pholela suggested,
this process has proved to be
self-perpetuating. Today, the

number of Black northern Boli-
var County residents and their
next-generation family members
working in health-related disci-
plines, at every level from techni-
cian to professional, is well over
100. There is anecdotal evidence
to suggest that other health cen-
ters, even without special pro-
grams of this sort, may have a
similar effect. Local residents
who become center staff mem-
bers tend to invest their in-
creased earnings in two areas:
better housing and college edu-
cation for their children.

The effect is more than eco-
nomic, however. Building com-
munity-based institutions and re-
placing the race- and class-based
isolation of poor and minority
communities with ties to other
institutions in the larger society
may create a new kind of social
capital that facilitates social
change. This in turn enlarges the
health effects of the traditional
clinical and public health inter-
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ventions that are the core of
COPC. Other community health
centers established in the first
wave of the OEO’s Office of
Health Affairs program similarly
invested vigorously in commu-
nity organization, environmental
change, and (in urban areas with
more existing resources) links
with other organizations to cre-
ate multisectoral interventions.

There are two important les-
sons to be gained from the Mis-
sissippi Delta experience. The
first is that communities of the
poor, all too often described
only in terms of pathology, are
in fact rich in potential and
amply supplied with bright and
creative people. The second is
that health services, which have
sanction from the larger society
and salience to the communities
they serve, have the capacity to
attack the root causes of ill
health through community de-
velopment and the social change
it engenders.

As at Pholela, after too few
years the window that was open
to expanded programs and com-
munity development began to
close. This happened in part be-
cause of program costs and in
larger measure because conser-
vative national administrations
were (to put it mildly) not overly
interested in community empow-
erment and social change. As a
result, health center programs
were squeezed back toward
more traditional roles of deliver-
ing personal medical services
and more limited public health
interventions.

Good ideas, however, may be
rediscovered, and the potential is
still there. The North Bolivar
County Health Council, no
longer in need of university
sponsorship, now owns and oper-
ates the freestanding Delta
Health Center, with branches in

2 additional counties, and most
other federally qualified health
centers have analogous commu-
nity control and practice ele-
ments of COPC. Over the next
few years, the number of com-
munity health centers will dou-
ble. The recent and growing na-
tional interest in community–
campus partnerships, including
but not limited to health services,
may be a first step in the redis-
covery of community develop-
ment as a legitimate goal of
health care interventions.
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