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Lake Oconee, one of Georgia’s largest lakes, was formed in 1979 when Georgia
Power completed construction of Wallace Dam. Located approximately mid-way
between Atlanta and Augusta, the lake is bordered by three rural counties: Greene,
Morgan, and Putnam. This area has experienced high economic and population
growth over the past decade, in large part due to an influx of affluent, well-educated
retirees drawn to the lake.

In the midst of this wealth, however, live farmers, dairymen, small business owners,
and other rural residents who are far less fortunate. The poverty rate of this 3-county
area is higher than that of the State as a whole (19.27% vs. 16.8%, respectively). Nearly
20% of the region’s residents qualify for Medicaid, and between 7,960 and 10,419
people are uninsured. These demographics present significant healthcare challenges
and a nagging concern that health service delivery – if left unchecked – would
become a two-tiered health system: one for the wealthy and another for the poor.

Fortunately for the residents of these three counties, community leaders refused to
be satisfied with natural evolution of the healthcare system. Instead, they initiated a
major effort to strategically shape health services. This is the story of how three
counties came to overlook their differences and collaborate as true partners in a
regional healthcare network that serves the needs of all. 

On your mark . . . 
The tale began in 1999. Minnie G. Boswell, Greene County’s only hospital, was in
immediate danger of closing its doors; and Morgan County Memorial Hospital was
at risk of serious reductions in county funding. Faced with these concerns, the two

hospital administrators independently invited the Networks for Rural Health 
program, sponsored by the Georgia Health Policy Center (GHPC), to help them

examine and address their healthcare needs. Shortly thereafter, Putnam General
Hospital requested similar assistance – and an extensive data collection and planning
process ensued. This process involved population-based telephone surveys of 
community and leader perceptions and analysis of the current healthcare system,
economic healthcare dollar flows, and demographic and health status information.

While the data for each county were analyzed independently, the picture that
emerged was amazingly similar for all three:

•High rates of cancer and heart disease, transportation problems, low 
educational levels, and extensive illiteracy.

•Failing hospitals and a disorganized, fragmented group of healthcare services.

•Service providers and residents unaware of the array of resources available 
from their local hospitals and from the community at large.

•Many residents (1 of every 6) without access to private health insurance or 
the resources to purchase coverage.
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“To have the three counties
come together to address an
issue that is so vital to the
lives and well-being of our
families is something for
which we as a community
can be justifiably proud.”

Janie B. Reid
Executive Director Eatonton-Putnam
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In separate community-wide strategic planning meetings, the three counties used this
information to identify similar priorities and to develop local, multidisciplinary councils
focused on improving health status. Represented on each council were health and
human service providers, elected officials, business leaders, and concerned citizens.
Adopting a model previously used by the local Chambers of Commerce, the three
counties also formed a regional alliance called the Greene-Morgan-Putnam
Community Health Council. The hope was that this Council could speak with one
consistent, loud voice – a voice that could potentially yield greater results for the
health of the region as a whole. The regional Council was comprised of five members
from each county: the county commissioner, the hospital administrator, a local 
physician, the director of the county health department, and a member of the local
health council. This composition remains today, with the exception of an additional 
representative from the new federally qualified health clinic (FQHC).

Get set . . . 
Right from the start, the Council’s strength emanated from its unity of purpose. All
three counties agreed that their goals were to:

Build regional partnerships to maximize resources,

Improve access to the appropriate continuum of health services needed by all 
residents, and 

Actively engage in health prevention and promotion. 

With these goals in mind, the newly formed council successfully applied for a 
one-year grant of $250,000 from the Georgia Department of Community Health’s
Office of Rural Health Services (ORHS). These funds enabled the Council to pursue 
several key activities. 

Board Formation: The Council was formally incorporated as a non-profit organiza-
tion. Members agreed to have one of the county commissioners serve as Chair,
reflecting the commitment to a community-driven (not a provider-driven) venture.  

Resource Acquisition: Putnam Community Hospital donated funds for a Director,
and Family Connection offered office space. Other partners provided equipment 
and furnishings. This generosity reinforced the local investment in this unique
regional partnership.

Training and Technical Assistance: Immediately upon being hired as Director,
Mari Robb attended a networks development seminar provided by GHPC and 
sponsored in large part by ORHS. According to Ms. Robb, this was “the best way to
start the job. The logistics, legalities, finances, politics – everything was presented in
one week’s time. This training is a critical piece; without it we wouldn’t be where we
are today.” Robb also attended a networks development seminar on legal and financial
issues, sponsored by the Health Resources and Services Administration (HRSA).

Board Development: The Board also received training through a partnership of the
Fanning Institute, the Robert Wood Johnson Foundation, and GHPC. Ten of the 15
board members attended and began to develop the vision, mission and goals of the
Network. Board members became familiar with each other’s areas of expertise, 
experience and perspectives – and took a necessary step in their development as a
working, functional body. Over the next six months, these relationships have only

“At the initial training
session, members began to
get to know each other as
individuals, to put their
cards on the table and talk
about trust, at what times
we are competitors, at
what times we are partners,
and how we are going to
handle this.”

Tim Bramlett
County Commissioner, Greene County

Chair, GMP Health Network

Greene - Mor

GMP Health Educator Brenda
Oulsnam teaching seniors to “Take
Charge of Your Health”
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continued to evolve and strengthen. Now, said Robb, “it is an absolute miracle to
watch these 15 people walk into the room as board members of a regional council
responsible for 50,000 people in a 3-county area – not as a hospital administrator, not
as a county commissioner, but as guardians of an entire region’s health status.” 

Go . . . 
After months of groundwork – using a deliberate, systematic approach and an ever-
watchful eye towards what is best for the entire 3-county region – the Network is
truly reaping just desserts. Two grants totaling $400,000 were recently awarded. One
is part of the Access Georgia Rural Health Matching Grants Initiative, funded by the
Philanthropic Collaborative for a Healthy Georgia; the other is from HRSA’s Rural
Health Network Development Grant program. These funds will enable the Network
to pursue several priorities:

Establish a coordinated patient database. Growing out of the Network’s 
partnership with the University of Georgia’s (UGA) Information Technology
Operating Systems program, the database focuses strictly on the uninsured population.
It is designed to improve case management, track referrals, and monitor prescriptions
and other treatments. 

Develop a unified regional strategy for transportation to health services.
Healthcare providers have deemed transportation as one of the weakest links in the
chain of access to healthcare for their patients. Low to moderate income individuals,
who do not qualify for Medicare or SSI disability-sponsored transportation, are often
unable to arrange for transportation in a timely manner. Routes are not always 
convenient, and emergencies often require the use of expensive ambulance services.
The Network intends to build on existing transportation programs to remove this
barrier – both for emergency and routine care.

Expand a prescription assistance program to provide drugs free or at
reduced cost. With reference manuals and a supply of the necessary forms, staff
assist patients in completing the forms and gathering the appropriate physician 
signatures. In the eight months since the program began, 279 patients have been served.
Patients from counties outside the network (Clarke, Jasper, Oglethorpe, Hancock, and
Newton) are also calling to request prescription assistance.

Enhance involvement of medical directors and other service providers (such
as emergency room physicians) in strategic planning and network oversight. Of the
45 physicians practicing in the Network, Robb estimates that about 18-20 are actively
“on board, asking questions, making suggestions. A special effort is being made to
partner with the local medical associations, and energize and empower them to start
having an impact on the community.”

Expand health promotion programs throughout the region. Last November,
Putnam County started such a program for county employees with a health day,
exercise and nutrition programs, and awards for people who improve their health
status (such as $10 certificates to a local fruit stand and 2-month memberships to a
local spa). The Network plans to expand the program to other groups of employers,
churches, etc., and has allocated $12,000 for cholesterol, blood sugar screenings, and
other tests to measure changes in health status. 

“Having the Oconee
Medical Society provide
continuing medical 
education opportunities is
good, because going out of
town for a small town doc-
tor is too hard. They have
to leave their practice and
often there is no 
coverage. The medical
society is also good for 
the exchange of ideas
between local physicians.”

Dr. Roseann Weaver
Private Practice Physician 

Morgan County

rgan - Putnam

As of March 1, 2002, Network
health educators held classes and
health fairs for 69 residents.
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Looking back . . . 
The Network is rightfully proud of its success. In 5 short months, it has evolved from
a relatively unknown entity at the local level to one that has a mailing list of over 500
people, with new programs and “partners coming out of the woodwork.” Physician
relationships are stronger and the local medical societies are getting reenergized. 

Some other tangible measures of success include a greater awareness of available
services and resources, as evidenced by the increased number of patients enrolled or
participating in network programs and the increased number of patient referrals.

This success earned the Network an invitation to present the collaborative’s story to
the Georgia Rural Development Council, headed by the Lt. Governor. What lessons
can other networks learn from GMP’s experience? 

Never underestimate the need for “talking and handshaking.” With cell phone, 
a reliable car, and a good pair of walking shoes, Robb spent 6-8 months 
“pounding pavement, getting people on board, making connections between 
Network members.”

Involve all sectors of the community as partners: county commissioners or 
other elected officials, physicians, local business leaders, directors of area 
hospitals and community health centers, local public health officials, social 
service providers, faith communities, experts from nearby academic institutions, 
and members of the community at large.

Communicate, communicate, communicate. Attend regularly scheduled meetings 
of county medical societies, hospital authorities, civic and religious organizations,
and other community groups. Share what you are doing and why. Offer your 
help to them, and be prepared with suggestions on what they can do in return.

Work in small groups first in order to become strong as a whole network. 
Allow each county to focus initially on the needs of its own residents, then look 
for overlap on a regional basis. This “voluntary” discovery and the shared 
commitment to improved health status led to what the Network refers to as the 
“brothers-keeper syndrome.”

Be a continuous learner. Set aside some time every week (4 hours at a minimum)
to sit down, read, think, and plan. A wealth of resources exists – from deciding 
what kind of organization to form (nonprofit, profit, corporate, foundation) to 
marketing health education programs – but the network’s leadership must take 
time to absorb them, learn from them, and apply them to the region’s unique 
needs and priorities.

One final word of advice: Once you are organized, put your armor on, then spend the
rest of the week running 90 miles an hour. And don’t forget to take your vitamins!  

“We now have 
physicians and other
service providers looking
at the entire healthcare
system to see what
ancillary services this
larger region can support.
We even have providers
approaching the region
to see if there is a market
for their services. Pretty
exciting stuff!” 

Mari Robb
Executive Director

GMP Health Network

Greene - Morgan - Putnam Health Network

Develop a federally qualified health clinic. According to Mari Robb, “There’s
been confusion, no matter how many meetings have been held in last two years, as to
what a federally qualified health clinic is, what its role in the community can be, and
how local physicians can participate. Many thought it was a competitor. Few realized
that they could put in time at that clinic and get reimbursed at an hourly rate for
their time and effort.”

In partnership with DFCS, GMP
Health Educators, Jim Prance and
Brenda Oulsnam, teaching a 
parenting class on childhood 
obesity in Morgan County

Networks for Rural Health is sponsored by the Office of Rural Health Services and
directed by the Georgia Health Policy Center (GHPC). This case study was prepared by GHPC.


