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SUMMARY OF ACCOMPLISHMENTS
RURAL NHS VERMONT DEMONSTRATION

INITIAL GOALS:

The overall goal of the project was to demonstrate the feasibility
and effectiveness of the NHS partnership model to meet the special housing
needs of rural areas. Vermont represented an excellent test site in that
we had interest from the Federal Home Loan Bank of Boston, HUD, and the
New England District staff who had some previous NHS experience in the
State of Maine. Our initial goals were to:

- Identify and recruit private financial resources that
could fullfill the lender/business partnership commitments.

- Identify and recruit government (local, regional, state, and
federal) resources that could fulfill the public government
partnership role and commitments.

-~ Identify and recruit a group that could initially represent
the resident housing needs in Vermont.

Once these groups could be identified and recruited, we had these
specific objectives for them to address:

1. Explore and identify the special housing needs in Vermont
and the difficulties in addressing them.

2. Assess interest and support for addressing these housing
needs through a cooperative NHS partnership approach.

3. Formulate methods to develop partnership groups to address
these issues on a state-wide and local basis.

4, Identify methods and potential sites to improve housing
through the NHS approach. -

5. Identify and develop methods to raise needed operating and
" revolving loan funds.

RECAP OF EFFORTS AND MID-COURSE COKRECTIONS:

Our work began in Vermont back in 1980 with the assignment of field
staff to identify and recruit representatives of the partnership groups in
our initial goals. After a period of research and individual meetings, we
reached the following conclusions:
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- Local private financial resources were small and Were most
often served by regional or statewide branches.

- Local governments were small and had limited or no
professional housing services staff, so that they depended
on regional, state and federal resources.

- Most resident services and needs were met through regional
or state~wide non-profit organizations rather than through
locally controlled resident organizations.

- All three groups had an awareness and concern about the
housing needs, and expressed an interest in discussing
better solutions.

- Formulation of a state—wide partnership group to address the
specific objectives was feasible if it was initially
recruited from the regional and statewide network identified
above, with an attempt to also include some local
representation,

A workshop which included representatives from all three partners was
organized and held in June 1980 with excellent results. A group of about
60 people attended and made a commitment to address the objectives and to
develop a partnership structure. Several ad hoc committees were formed
(structure, site selection, resource development, and operations)
resulting in the creation of a statewide non-profit organization, Vermont
Community Housing Services, in March 1981. The initial Board of Directors
was formulated on a complex partnership and geographic representation
model (2 representatives from each of the twelve regions, and 6
representatives from each of four partnership groups: private,
government , non~profit organizations, and residents) which later proved
cumbersome and unmanageable.

It was at this point that Vermont was reaffirmed as an excellent
rural demonstration site, and we committed additional resources to enhance
and leaverage their success. We provided a $50,000 start up grant to hire
an Executive Director and cover support costs, and committed seed money
for a local NHS development. The initial Board formed five permanent
working committees:

Executive - to act for the corporation between Board meetings.

Program Development - to establish site selection criteria and
methods for recruiting applicants.

Program Operations - to establish necessary VCHS administrative
procedures and local operating options.

Resource Development - to identify local and VCHS operating and loan
resource needs and to establish fundraising plans to collect these
resources, :

Personnel - establish Executive Director job description and recruit
and hire a Director.
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In general, the Program Development and Operations committees (they
eventually combined) toock on the task of addressing the first four
objectives identified earlier, while the Resource Development committee
was responsible for the fifth objective. A director was hired by August
1981 to staff the Board and committees, with a special priority on
resource development. As usual, Wwe increased up our staff support for the
operational transition in order to support and train the new Board,
committees, and staff.

During the period from their incorporation in March 1981 until
December 1982, several uniquely "rural difficulties” arose that severely
tested everyone's commitment and ingenuity. The fact that the project
survived this stage, accomodating many frustrations and unplanned
mid-course corrections, is a testimony to their and our belief in the NHS
process and model. The greatest difficulties arose in the following
areas:

A. Board and Committee Structure

The original desire to recruit equal representation from all twelve
regions and to maintain a four group partnership balance ultimately became
unmanageable and very time consuming for the Executive Director and board
leadership. In their attempt to preserve this structure they devoted too
little time and energy to important development and operating activities.
The Executive Director was burdened with several problems in arranging
Board and committee meetings:

- rotating the meetings among the different regions made
travel time (2 to 4 hours round trip) longer than meeting
times

= quorums were hard to maintain and depending on the meeting
location different representatives would attend

- 1inconsistent attendance and lack of quorums forced issues to
be rediscussed and prevented crucial decision from being
made in a timely manner

= travel time had its greatest impact on the lender and
resident sectors so that the non-profit and government
representatives evolved as a more dominant force (the
opposite of most NHS's) on both the Board and committees

- out of necessity decisions were made by small ad hoc groups
with limited opportunity to coordinate and assess the impact
at the Board level

= the Executive Director spent 50X or more of his time on
these structural issues and received little direction or
decisions on program priorities.



The lack of consistent, available leadership made it difficult to
resolve this dilemma quickly. The issue of providing adequate
representation over a large rural area (that still includes the typical
NHS partners) is still problematic. Some suggestions that evolved are:

- 1limit Board meetings to a few agreed upon most central
locations and provide for travel reimbursement (especially
residents) and meals where needed

~ formulate Board and committee membership based on purpose,
function and needed resources. If geographic representation
is important for a few members, than recruit those who can
travel .

- maximize the clustering of members of a working committee
(1f statewide) as much as possible. In Vermont most key
private resource people were in the Burlington area while
government resources were in Montpelier (only 1 hour away)

- chose resident representation from the chosen target areas
and provide support for their attending statewide or
- regional meetings.

B. Resource Development

Aside from the problems above and the large amount of time and energy
it took from the director and Board, the "rural setting”™ imposes some very
substantial resource development handicaps. From the beginning, the
fundraising in Vermont was hampered by four major factors:

= Vermont's small private financial resource bése
- severe financial problems for the State's thrift industry

= the lack of a mechanism and commitment of funds to establish
a statewide loan pool (normally we have a commitment of loan
funds which is use to leaverage private contributions).

In the early stages, the Vermont CHS explored a variety of options to
raise a statewide revolving loan fund. There was an expectation that it
would be initially capitalized by public dollars (as with most NHS's),
however no mechanism was readily available. Fundraising focus then
shifted to private fundraising for operating and potentially loan funds.
Private institutions were reluctant to contribute operating funds due to
their small resources and the lack of a target area and loan fund
commitments.
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The program made a tremendous effort at raising these funds (they
even proceeded with chosing the target area discussed next), and
ultimately collected $22,000 from private sources. Given the factors
above this was somewhat successful, however it was only enough to continue
the statewide Executive Director through May 1983, Without the
availability of -a substantial statewide loan pool, the statewide
corporation's (Vermont CHS) role and operating expense needs became less
clear. Several factors arose for future planning:

= If there is a goal of establishing a statewide loan fund to
be administered by Vermont CHS, then it will require a
commitment of resources from key state governement
representatives.

= If program operation and loan funds are to be committed to
local NHS's through their minicipal governments, then it
will be extremely difficult to raise and justify a large
statewide (VCHS) operating budget.

- The Resource Development committee must be dominated by the
private and government resource representatives rather than
the non-profit resident sectors.

= A chosen target area, program service model and local
partnership commitments are essential for raising funds from
statewide contributors. Or there needs to be a clear and
specific need for statewide expenses that either benefits
the contributor or the local NHS's,

C. Site Selection

The project made what I think are its greatest contributions to

benefiting rural housing needs through the partnership discussions of
needs, criteria and priorities. All the participants were excited about
the potential of the NHS partnership approach with its emphasis on local
control and management of resources. Their desire to identify and address
the needs of rural housing created an interesting definition and criteria:

1. There are three areas of housing needs within a rural state
like Vermont. They are:

= housing within the population centers of 2,000 people
and above

- housing within the small towns and villages of 200 to
2,000 people

= housing in the rural farm areas

2. The greatest -needs and fewest resources and services exist
in the rural farm areas and small villages. Resources
implies both funds and professional staffing to seek and
manage housing services.
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3. Vermont CHS will require that population center applicants
must include a consortium approach with the small towns and
rural areas that surround them and feed into their economy.

4. Areas that do not include a population center must
demonstrate the capacity to attract the private sector
partnership participation in order to demonstrate the NHS
model. (This area caused the greatest debate and
re-emphasized the need for flexible statewide resources and
service models that could address a completely rural
housing need.)

Rather than targeting their "request for applications” to specific
population centers and small towns that had the greatest need, potential
and resource sector interest; VCHS marketed the project statewide. They
also required extensive work in preparing the application as opposed to a
simpler "letter of interest and concept fact sheet”. Consequently the
strongest applications came from the areas with existing professional
staff and experience through a non-profit or municipal government. The
follow-up assessment and decision by the Site Committee focused too much
on the application document and not enough on need, potential for
partnership and private resource development, and proximity of consortium
participants.

Despite these remarks, the committee chose the best applicant in the
Barre/Randolph applicant. The only barrier that existed was that the
locations were twenty-five miles apart and that Barre was in the middle of
an existing C.D. funded housing rehabilitation program. The result was to
develop the Randolph component first and to set up the Barre program a
year later. This would still allow the project to demonstrate the
effectiveness of the NHS model in both a small village on a Central
Vermont (three region) basis. '

ACCOMPLISHMENTS IN RANDOLPH AND BARRE

The most satisfying and exciting part of the project has been the
development of the local NHS's in Randolph and Barre. Their enthusiasm
and commitment has surpassed that of many larger, urban NHS organizations.
Their small size and personal relationships have facilitated an active
partnership with easy access to each other. This has allowed them to
maximize their limited resources to make the greatest impact over a
shorter period of time. As individuals they seem more familiar with
getting the most out of their resources and in cooperating to creatively
solve problems.

The NHS partnership approach seems to be a natural individual process
in the rural setting, however it was missing the organizational structure
and focus on neighborhood revitalization and impact. Surprisingly, both
the Randolph and Barre target areas had all the same housing problems
(poor image and market, eyesore and undermaintained houses, vacant houses
and units, commercial/business intrusion, vacant or underutilized public
buildings, absentee owned problem properties, etc.) that existed in larger
urban areas. When these are combined with the small rural incomes and the
cold Vermont winters, the NHS's have a major challenge.
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A. Randolph Accomplishments

Randolph is a small town of some 2,000 people, however the initial
target area of East Valley is made up of the small villages of North,
East, and South Randolph running along a six mile stretch of Route l4.

The target neighbrhood is therefore six miles long and 1000' wide with
about 114 structures. The village of East Randolph is in the middle and
is the population center for the valley with 60Z of the structures. The
Town of Randolph attempted a housing rehabilitation loan and grant program
in this area eight years ago and only one resident responded.

The East Valley NHS has had “"unbelievable success” (as expressed by
the Town Manager) in one short year. The difference was the active
recruitment and involvement of the long term resident leaders of the three
villages in managing and running the program. They were initially
organized as a "divisional board™ of Vermont Community Housing Services in
March 1983. We assisted in hiring and training their staff (and Board and
Committees) so they began operations by that summer. In that first year
they accomplished:

= twelve loans to homeowners from the NHS Revolving Loan Fund
- totalling over $100,000

= $234,000 private reinvestment by East Valley residents in
their homes

= A successful campaign to return a polling place to East
Valley. The return of the polling place became a strong
symbol of renewed confidence and pride on the part of
residents and their successful effort dramatically increased
resident confidence in their ability to have their voices
heard.

= A successful effort on the part of NHS to persuade the town
to commit revenue sharing funds to restore the Community
fire hall for community use. Work will include heating and
insulation and will be performed by community volunteers.
The hall will once again become the focus of East Valley
activities and meetings and help re-establish their sense of
community.

Of greatest significance has been the development of the East Valley
community and its renewed pride and commitment to make the valley a

. community of choice and focus of activity for the residents that live

there and surround it. It has become an example of an NHS at its best,
where housing rehabilitation and loan services are only a tool for
neighborhood revitalization and partnership development.
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Their renewed sense of confidence and demonstrated ability has
resulted in their forming their own corporation, the East Valley
Neighbrhood Housing Services, to manage and expand their program. They
have demonstrated the capability of a small village to organize and manage
a successful housing and neighborhood revitalization program, with the
potential for self-sufficiency and growth beyond the statewide
corporation. This will allow Vermont CHS to focus on other areas while
ensuring a mechanism to maintain the initial efforts.

B. Barre Accomplishments

As stated earlier, the Barre NHS development was scheduled a year
behind Randolph in order to match their community development grant cycle.
Barre is a city of 8,000 to 10,000 people and. is next to the state capital
in Montpelier. It is the fourth or fifth largest city in Vermont and has
a poor, working class image. The target neighborhood chosen overlooks the
downtown on a hill across a small river. It is made up of ninety houses
and is cut up by the geography (steep hills) and granite industry sheels.
Parts of it are considered the poorest and less desirable areas of Barre.
Like the East Valley neighborhood it has all the typical housing problems,
except that 40Z of the housing units are rental.

After an initial partnership workshop in February 1983 with the
Randolph group, the development was handled only by a small steering
committee. Everyone felt that they should not build up people's hopes
until funds were secured through a community development grant. In March
1984, Barre received a $608,000 two year grant to fund the NHS and some
need neighborhood capital improvements. They expect to operate for three
years by adding our grant of $75,000, raising $36,000 from the private
sector, and by revolving loan funds. Then they hope to expand to a next
neighborhood.

Since March 1984, we and they have been meeting weekly to
incorporate, form a Board, organize committees, hire staff and provide
essential training and assistance to all three. They incorporated as the
Barre NHS on April 26, 1984 and just completed committee formation and
staff hiring. Training is underway and I expect they to be operational by
the end of July. They already have twenty-two requests for services.

Barre represents the perfect rural population center housing needs
and the NHS has already captured the interest and commitment of key
resident, government and private sector leaders. The Mayor and community
development director serve on the board as does a representative from each
of the four financial institutions and two key neighborhood businesses.
Seven resident leaders are also on the Board representing each major
sub-neighborhood. They have already established the mechanism to develop,
manage, maintain and expand their program, allowing Vermont CHS to move on
to other activities.



IV. FUTURE FOR RANDOLPH AKD BARRE

The East Valley NHS is planning some exciting additions to their
already successful program. These include:

A fundraising campaign, currently underway, to raise $10,000
from private sources to partially fund NHS operations.
Leadership and potential sources have been identified, tours
have been scheduled and literature developed.

= Focus on remaining eyesore properties through a Problem
Properties Committee and a targetted approach (includes 7
vacants, 6 rental, 2 vacant commercial).

~ Submission to State for a planning grant to assess and
develop plans to expand services to the 140 farms that
surround the village as well as possible rehabilitation and
reuse of other vacant public buildings.

- Completion of core service delivery in the East Valley
villages.

- Possible submission of RDAG application for renovation of
- the local Grange and old schoolhouse that are currently
vacant.,

When you realize that these plans are in the works only a year after
operations began and that they are both appropriate and realizable for the
NHS, it demonstrates just how effective the model can be in a small rural
setting. The Town Manager is already getting requests from other areas of
Randolph and surrounding towns to duplicate the program. The interest and
need is there to continue and expand for some time.

Barre NHS will focus the next two years on accomplishing their
current goals, however they have already established the expectation to
expand the NHS to other neighborhoods and to explore its potential for
commercial revitalization. A successful NHS in Barre will have a major
o impact on other Vermont population centers and their respective private
‘ and public resources. Robert Gillette of National Life Insurance, Co.
attended their incorporation meeting and express his interest for the
project in Barre.
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OTHER POTENTIALS IN VERMONT

All of the original goals and objectives shared between Neighborhood
Reinvestment and HUD for the NHS Rural Initiative have been met
successfully in Kandolph and Barre. The question remains as to the goals
and role for Vermont Community Housing Services in expanding the model to
other areas of Vermont in conjunction with Neighborhood Reinvestment and
the existing NHS's,

We are currently exploring other cities that fit the original
criteria to identify those with the greatest need and potential to develop
necessary resources within the partnership and consortium approach. We
are also discussing ways to reduce the statewide organizational handicaps
identified in Section Il in order to maintain and maximize partnership
participation. Special attention will be focused on statewide government
and private sector resource commitment and leadership development.
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RECOMMENDATIOM FOR SITE SELECTION
RURAL NHS DEMONSTRATION
COOPERATIVE AGREEMENT HA-5458

Objectives and Tasks:

-‘HUD and Neighborhood Reinvestment entered into a cooperative agreement

for a rural NHS demonstration with a mutual interest in testing the

feasibility of developing an NHS partnership outside of its traditional

urban environment. (The goal of this partnership is to explore methods

to facilitate housing rehabilitation, financing and construction to meet

the special needs of rural areas). The shared objectives of this demon-

stration include:

0

0]

improving the housing delivery system in rural areas
increasing lender participation in FHA and FhMA housing
programs

providing a local Tiaison mechanism (NHS) among residents,
financial institutions, and governments at local, state
and federal Tevels

securing the interest and support of private sector business
leaders, local, state and federal officials, and community
residents

assisting in the formulation of locally controlled boards
of directors, in obtaining non-profit status and in the
installation of board procedures

recruiting, training and orientation of local NHS staff

assisting in raising operating and revolving loan funds



II.

XIII

The initial task to be undertaken is the selection of an appropriate
demonstration site, in consideration of the following criteria:
1. The site should have the potential of meeting the demon-
stration's shared objectives
2. HUD's preference is a multi-county, regional or other
coherent substate model
3. The site (and initial NHS service area) should be non-
metropolitan and predominantly rural
4. The site should contain places of less than 10,000
population which are economically independent of urban
or suburban areas, and include some remote and isolated

communities

Recap of Efforts Toward Site Selection:

Neighborhood Reinvestment has concentrated its efforts throughout the
past year on the identification of an appropriate rural NHS demonstra-
tion site. Specifically, we have sought a predominately rural setting
where the degree of need, partnership potential and financial resources

appear to provide for a successful demonstration.

Through a series of meetings and discussions with both HUD and Neighbor-
hood Reinvestment staff, possible demonstration sites were narrowed to

2 broadly defined areas for assessment purposes. The board areas selected
for full assessment include an eleven-county region in Central Pennsylvania

and an area located in Taos City/County, New Mexico.
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The initial assessment visits were jointly conducted by HUD and Neighbor-
hood Reinvestment staff and resulted in a mutual decision to further ex-
plore possibilities in both central Pennsylvania and Taos City/County.

Both areas contained suitable demonstration sites and the level of local
interest in the NHS concept appeared equally high. As the assessment
process continued, however, the Timited potential for raising meaningful
private financial resources became increasingly apparent, and a firm
commitment to proceed in either locality became dependent on their success-
ful applications for small cities grant funds. With HUD's concurrence,

a determination to delay the demonstration pending the outcome of the

small cities process was made.

Over the Tast few months, we have maintained contact with both localities
and have provided assistance with their small cities grant applications and
with private sector and foundation research. We have also been available

for information meetings as appropriate.

In central Pennsylvania, the SEDA-Council of Governments has recently
advised us that funding for a rural NHS program under the State-administered
Pennsylvania Small Community Program is not possible. They intend to pur-
sue revolving loan fund grant money through the Appalachian Regional Com-
mission, but do not plan to establish an NHS structure or initiate addition-

al private sector involvement.

In Taos, both the county and city made a small cities application. These

are still pending. The possibility of any significant private sector support
is increasingly slight. While approval for their applications looks favor-
able, the level of funding, if approval, does not appear adequate to meet

operating and revolving loan fund needs.



III.

- XV.

Current Alternatives for Site Selection:

Given the prospect for further delays in either of the above locations,
our mutual interest might well be served by focusing our combined re-
sources on an existing rural NHS development. Present options along this
line include Durango/La Plata County, Colorado and Barre/Randolph/East

Bethel, Vermont.

Durango is a town of about 13,000 in population, located within La Plata
County, in Southwest Colorado. We have been involved in assessing the
feasibility of a successful rural NHS development in Durango over the past
several months, and have found appropriate target areas, particularly in
the southern portion of the town. We have also found a high level of
interest in the NHS concept, and a willingness on the part of state and
local government officials and local business representatives to pursue
development. At present, key local actors include representatives of
Centennial Savings and Loan, Burns National Bank, Southwest Community
Resources, the Chamber of Commerce, the State Department of Local Affairs,
the State Impact Advisory Committee, the County Commission, and the city
manager. While we are encouraged by events to date, we are proceeding
very cautiously as the availability of adequate financial resources {s
still uncertain. The ability to secure private resources seems heavily
dependent on a successful small cities grant application, the outcome of

which will not be known for a few months.
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Development of a rural NHS program in Vermont has progressed in three
stages. First, a thorough assessment of the feasibility of developing

a successful program in Vermont was conducted at the request of the
Federal Home Loan Bank of Boston. This request was initiated in response
to the Vermont savings and loan industry's interest in addressing rural
housing needs in the northeastern part of the state, an interest found to

be shared by various state officials.

Due to the interest of state-wide institutions and government, and because

of an apparent need for an effective rural housing services delivery mech-
anism in areas throughout the state, the second stage of development focused
on the organization of a state-wide, public-private corporation. At the

same time, cooperative relationships were established with the Vermont Housing
Finance Agency (VHFA), Farmers Home Administration, the Rural Conservation
Corporation (a utility funded weatherization program), and various state-wide

lending institutions, businesses, agencies and civic leaders.

Vermont Community Housing Services (VCHS) is presently in place and governed
by an 18-member Board of Directors, representing lending institutions, a
variety of businesses, state government offices and agencies, and the com-
munity at large. Recently, following the organization of VCHS, initial
target areas were selected through an appication process. These target
areas include portions of Barre, Randolph and East Bethel, which are lo-
cated within Washington, Orange and Windsor counties. The population of
the combined broader area is just above 10,000, and the median family in-
come for each target area are at or below 70% of the median income for

the State of Vermont.
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The third stage is the development of local partnership support and par-

ticipation through an educational workshop process. Although this process
is still underway, cooperative relationships with local residents, govern-
ment officials, lending institutions, businesses, state agency and Farmers

Home county offices have already been established.

Securing adequate financial resources has been difficult, but the inclu-
sion of local participants has been a highly positive experience, resulting
in a reaffirmed momentum to succeed. To date, private financial support
expected in the near future is in the range of $22,000. Barre, the only
entity to presently be a CDBG recipient, has identified within its limited
existing resources, about $6,000, and Randolph expects to set aside funds next
year, pending a successful small cities grant application. While these
limited resources are insufficient to support full operations at this time,
we are confident that other identified funding sources will be more inclined
to participate once a track record is established. Our staff and local par-
ticipants agree that the potential for comparatively significant private
involvement exists, but greatly depends on the program's ability to demon-

strate some successes.

Recommendation:

Vermont offers the best opportunity for presently moving forward. While
we plan to continue exploring development in Durango and will maintain
contacts in Taos, Vermont activities have progressed to a point where

operations could soon begin.
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We recommend that rural Vermont be selected as the rural NHS demonstration
site pursuant to Cooperative Agreement (HS-5458). We also propose that
the $100,000 grant be provided to us in support of direct development,
training and technical assistance costs. We have made a grant of $50,000
to Vermont Community Housing Services and anticipate making additional
grants for local operational ($25,000) and revolving loan fund ($100,000)

purposes.

The next steps shift from development to operations. Initial efforts
would be made to market and coordinate various applicable public and
private initiatives, including Farmers Home, Vermont Housing Finance
Agency and Rural Conservation Corporation (weatherization) programs.

The revolving loan fund would be used, when appropriate, in conjunction
with these programs and conventional sources to maximize the impact of
existing resources and encourage health and safety corrections. Once a
positive image and track record is established, other projects are antici-
pated, such as the rehab and conversion of a vacant school house to a
much needed day care and community meeting center. Construction of low-
cost housing is considered important by local participants. This may not

be achieved, however, during early stages of operations.

We feel that the key to this demonstration is not in the developmental
phase, but the operations phase. The operations of the rural NHS will give
us the opportunity to test and observe: 1) the partnership approach in
facilitating rural housing services; 2) the coordination of resources avail-
able from HUD, FHA, FhMA, state and local government and conventional insti-
tutions; 3) the promotion of new, creative financing mechanisms; and 4)

adaptive re-use projects in a rural setting.
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INTRODUCTION

The purpose of this report is to describe Neighborhood Reinvestment's rural
NHS development experience, to date, and contrast this experience with that of
NHS development in urban settings.

Neighborhood Reinvestment historically has concentrated its NHS development
efforts in urban areas. The original NHS model in Pittsburgh featured a partner-
ship of residents, business leaders and city government officials working through a
non-profit vehicle and a small staff to revitalize an inner-city neighborhood. The
organization that was the forerunner of Neighborhood Reinvestment, the Urban
Reinvestment Task Force, became involved in testing whether or not the Pittsburgh
NHS concept could be adapted to other urban areas around the country.

At the time the first test NHS replication programs were being developed, the
urban neighborhoods being addressed by these programs had distinctly similar issues
of disinvestment by government, lending institutions and residents, with the common
result of neighborhood decline. The proliferation and success of NHSs in the 1970's
proved that the original NHS partnership elements and strategy components could
be adapted to other urban environments., As these environments have changed and
have been affected by fluctuations of the economic climate, NHSs have had to be
innovative to survive, but the majority of NHSs have stood the test of time. In
-terms of a stabilizing influence and catalyst for revitalization impact in urban
neighborhoods, NHS has been a success story.

Over the last several years, Neighborhood Reinvestment has begun to address
the question of whether the NHS concept can be adapted to rural settings. We
have seen the compelling need for revitalization in rural areas reflected in the
numerous rural requests for assistance. As with the early testing of NHS in urban
settings, we have approached the work of rural adaptation as a careful learning
process.

To date, Neighborhood Reinvestment has been involved in testing NHS in six
rural locations. They are Cattaraugus County, New York, Clackamas County, Ore-
gon, Durango, Colorado, Richland Center, Wisconsin, Mabton, Washington and the
State of Vermont. We have also made NHS assessments (but did not proceed with
development) in Taos, New Mexico and the State of Pennsylvania.

The following is a review of the above rural developments and assessments.
This review is followed by a closing commentary on the unique issues in NHS rural
development (in contrast to NHS urban development) and the prospects of successful
NHS rural adaptation.



CATTARAUGUS COUNTY

Cattaraugus County is a rural county in the southern tier of western New York
State. The county has a population of approximately 100,000 people. As a result
of discussions between the New York State Division of Housing and Community
Renewal (DHCR) and Neighborhood Reinvestment staff, serious consideration was
given to the application of the NHS partnership development process in a rural
setting. DHCR was funding a number of Rural Preservation Companies (RPCs)
throughout the State, however, DHCR had indicated a lack of complete satisfaction
with RPCs' progress in addressing housing needs. Aware of the Neighborhood Hous-
ing Services program success, DHCR requested that Neighborhood Reinvestment
become involved in an experiment to replicate the program in a rural area in New
York. Many State Legislators had expressed a deep concern over the deteriorating
housing stock in their rural districts (much of New York is dairy/farm land) and
DHCR was seeking a solution.

Five rural areas were presented by the DHCR staff for consideration. Four
of the five were eliminated for lack of partnership representation, i.e. no lending
institutions, local government structure or adequate resident presence, lack of sal-
vageable housing stock, inadequate access, no paved roads, bus service, etc. and a
clear inability of residents to identify themselves as part of a community. The
fifth area was Cattaraugus County. The County possessed the first-cut criteria
which was established by both DHCR and Neighborhood Reinvestment staff.

Since Neighborhood Reinvestment had little experience in assesing a rural area
and DHCR had no criteria for the development of a housing program, the basics of
the NHS assessment process were used in Cattaraugus, with a good deal of
flexibility being exercised. A number of site visits and discussions with the tradi-
tional partnership representatives indicated a need and desire for NHS activity.
The weak link was funding. There is little industry or corporate activity in the
county and while there were a number of financial institutions, they were small and
their ability to support a professional staff was limited. However, they did indi-
cate during the assessment their willingness to explore the possiblity of financial
support. Also, DHCR indicated their RPC fund would support the program once it
was incorporated. At that point in the assessment process, a contractual agree-
ment with the State had not been drawn up.

The assessment lasted over four months, with site visits increasing in frequency
and interviews increasing in numbers. Almost two-hundred people were interviewed
criss-crossing the 1500 square mile county. The result was a decision by Neighbor-
hood Reinvestment to proceed, knowing full well that the experimental nature of
the development could not assure success. The major concerns discussed at the
conclusion of the assessment and which had not been resolved included a lack of a
target area, possible difficulty in producing visual impact, questionable financial
institution participation, the projected length of the development process, issues of
structure of the NHS program, staffing pattern issues, and the size of the area
under development.

A kick-off luncheon was held for approximately 60 leaders, businessmen and
financial institution representatives. The financial regulators were invited to attend
to discuss their successful past experiences with NHS and encourage local participa-
tion. While this was standard procedure in other developments, it was perceived in
Cattaraugus County as a pointed attempt to pressure financial institutions into NHS
participation. The major concerns in relationship to the financial institutions'
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participation included their support of an organization which at times would have
activity centered outside of their immediate market area, anticipation that there
would be no visible impact or way in which to measure success, poor past ex-
perience with RPC organizations, and general skepticism regarding an "outside" pro-
gram development through a process with which they were unfamiliar. Financial
institutions in rural Cattaraugus do not have the same personality or corporate
character as their counterparts in the cities, Many of the high level personnel who
are originally from the area worked for their company when it was "local" or
"family owned". Traditional business practices are still used, many of them un-
familiar to urbanites. For example, there still exists a strong distinction between
the Banks and S&Ls. It was not until recently that the S&Ls established a formal
network of communication between financial institutions.

The development of the resident component in Cattaraugus differed greatly
from the development of the private sector support. While skeptical at first, once
residents understood the basic NHS philosophy, they were its greatest advocate.
The appeal lay in the "help yourself/no reliance on government intervention, pride
in community and local talent" relationships that they made between NHS and their
own rural philosophy. Through the development, a heightened pride in their county
took shape, fostering an awareness that many continued to live there by choice and
that by working together, they could resolve mutual concerns, learning from each
other's successes and failures. The enormous strength of their belief in that ideol-
ogy on a county-wide basis was critical to the program's eventual success.

Since the local government representatives were also residents, there was no
need for special cultivation on that level. Town Supervisors, Mayors, Assessors and
Village Trustees were all on the developmental committees, However, because of
carry-over of urban experiences, the cultivation of State and Federal Government
officials was neglected and caused some concern toward the end of the process. In
the rural area, the State and Federal Officials play a much more important role
than in the urban setting and need special developmental attention.

Toward the conclusion of the two year development, a number of issues were
brought to the forefront. They included the unwillingness on the part of most of
the financial institutions to participate in the program unless activity was centered
in their immediate market area, a justifiable uneasiness on the part of RPC's that
yet another organization would be competing for both State and local funding, the
difficult position DHCR was put in because of that issue, the inability of the State
and Federal legislators to support the new organization because they had no "hands-
on" experience themselves, and the inability of those not directly involved in the
development to appreciate the possible impact the organization could have.

It was the decision of the development committees that had been working to-
ward a structure and mission statement to incorporate without secured funding and
(with the addition of technical assistance from Neighborhood Reinvestment) to
tackle a project that, if successful, would have major visual impact. The
deteriorating commercial strip in the City of Salamanca was the target area. The
goal was reinvestment and renewal of local pride.

As the commercial strip project progressed, a joint committee of RPCs and the
development committees was formed in the hope of alleviating fears and miscon-
ceptions. A government relations committee was also activated to secure support
from the Local, State and Federal officials. The development group incorporated
as the Rural Revitalization Corporation (RRC). Neighborhood Reinvestment gave
minimal financial support to help launch the RRC's operation.
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The RRC was eventually funded for its operating budget through the NY State
DHCR rural funds. In addition, two banks contributed a share equal to approxi-
mately $80.00 per million of local deposits and the Cattaraugus County Employment
Training Program assisted with some additional funds. The RRC at present is
operating with a traditional three person staff on a budget of approximately
$90,000.00 a year. They have the additional resource of a student intern for the
summer,

The loan fund consists of Farmers Home Administration money, for which the
RRC staff has been designated a packager. They also have some loan fund dollars
from Neighborhood Reinvestment, but as yet have not had to use them. They are
recognized as a primary source of technical assistance for housing in the County,
as well as the only source (with FHA) for low interest housing rehab and mortgage
money, Their influence extends beyond the County line, as do their corporate
boundaries, Two areas of present activity included villages in both Wyoming Coun-
ty and Erie County.

The revitalization efforts in the City of Salamanca won the Downtown
Research & Development Center's 1982 Award of Merit. Because of that success,
the Erie County Southtowns Planning & Development Group has funded a Commer-
cial Corridor Manager, supervised by the RRC, to work in three villages in southern
. Erie County.

) Private financial involvement is still a goal of the 15 member RRC board and
dialogue with non-participating financial institutions continues. The institutions'
major drawback remains the question of impact in their market area. The under-
pinnings of a fundraising campaign are now being put in place.

The RRC board has set obtainable and realistic goals for the next year. While
some are slightly outside the boundaries of a traditional NHS at this stage, they
are appropriate for the RRC.

The priorities include the rehabilitation of 20-25 homes in an initial target
area, using Farmers Home and other financial sources, the revitalization of the
three commercial strips in Erie County, the organization of a crime watch, com-
mercial revitalization and housing rehabilitation programs in the target area, or-
ganizing activity in the four geographic divisions within the corporate boundaries,
coordination of an industrial child care center in Olean (to be housed in a building
that was donated to the RRC and undergoing major rehab through their efforts and
those of their leasee, the Olean Child Development Corporation), the rehabilitation
of an historic rail depot in Salamanca along with the development of a positive
atmosphere for new businesses as the second phase of the Salamanca commercial
strip program which will include rehab and reuse of an abandoned movie house
continues,

The major problems for the RRC over the next year will continue to be a
shortage of staff, increased demand for their diverse services and the size of the
area in regard to travel costs for the staff. Their greatest assets are the strength
and imagination of their board, their willingness to be flexible and their creative
use of resources.
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CLACKAMAS COUNTY

Clackamas County is a rural county in northwestern Oregon with an approxi-
mate population of 245,000. In response to interest expressed by the county
government, Neighborhood Reinvestment made an NHS assessment visit to the coun-
ty in the fall of 1981. The County government had already selected several poten-
tial NHS neighborhoods.

Neighborhood Reinvestment staff spent two days traveling throughout the coun-
ty viewing potential sites for the implementation of a Neighborhood Housing Ser-
vices program. After a review of the sites within Clackamas County, the County
government selected the Overland Park neighborhood as the initial NHS target area
with Neighborhood Reinvestment's concurrence. A joint decision was made by
Neighborhood Reinvestment and the County government to develop a NHS with an
owner built program component.

In January of 1982, the Developmental Agreement with the County was final-
ized. Advertisement for the position of Local Coordinator began in February of
1982. The County government required the selection be restricted to residents of
Clackamas County. The recruitment and selection of a Local Coordinator became
_the first major development hurdle. The County itself has no major newspaper.
This required advertising in a small "town" newspaper, neighborhood papers and
weekly or bi-weekly journals.

Interviews for the position of Local Coordinator began in February 1982. The
field of qualified candidates was limited, but an intense recruitment process result-
ed in the hiring of a local coordinator.

Following the hiring of a local coordinator, a business leaders' luncheon was
planned (difficult in rural area to find meetings and workshop sites). Financial
institutions and corporations are located throughout Clackamas county. This meant
a great deal of travel over large distances for the local coordinator and field ser-
vices officer. An additional consideration was that during this period of time, not
only were lenders being contacted, but people in the community at large, County
Commissioners and neighborhood residents. These people were also located through-
out the county. Since it was necessary to meet when people had the time, it was
not usually possible to schedule appointments so they were geographically close
together. The extensive amount of travel requred also meant more time involved
in making the necessary contacts associated with an NHS development and higher
than usual transportation costs were incurred. Also, many of the banks serving
Clackamas County are located in downtown Portland. This meant having to travel
not only extensively throughout the county, but to downtown Portland from various
points throughout the county, and then return. On June 4, 1982 the Business
Leaders' Luncheon was held.

Organizing efforts continued and on August 9-11, 1982 the Clackamas County
Neighborhood Housing Services Planning and Orientation Workshop was held.

One problem readily apparent at the workshop was the management level of
business and financial institutions represented. The private sector represented
seemed to have a strong allegiance to their individual cities, but very little to the



county at-large. Businesses headquatered in Portland, but doing business in Clacka-
mas County viewed their corporate/social relationship to Clackamas County with
less zeal than their relationship with the city of Portland. Even those businesses
headquartered within Clackamas County seemed to affilate with the small town the
organization was operating in or adjacent to, rather than the county.

Following Workshop I, several committees were formed. One problem which
arose was finding meeting facilities, especially conveniently located meeting facili-
ties for the committees.

Fundraising was an acute problem for several reasons. The largest corporations
and financial institutions with the greatest assets have their activities headquar-
tered in downtown Portland. Since middle management represented the private
sector at the workshop, and the Portland based private sector felt at a distance
from Clackamas County, higher level corporate officers did not become involved in
the development. The middle managers involved after the workshop were commit-
ted to the NHS, but lacked the clout of the CEO level. While most of the private
sector organizations involved contributed, their contributions were less than request-
ed, reflecting the lack of intense commitment at the uppermost level of the corpo-
rate hierarchy. The selection of a fundraising leader was predictably very difficult.

While fundraising was an important concern, through the work of the develop-
mental committees, other issues became apparent. The County had neither a code
enforcement program for existing construction, nor a minimum housing code to be
enforced.

The neighborhood required substantial capital improvements. Lighting, sewers
and paved streets were items which the neighborhood needed, but many residents
were unable to pay for.

The County government agreed to provide a code inspector and the NHS com-
mittee agreed the rehabilitation standard would be commensurate with that used by
the County government in its CD funded rehab projects. The County government
also agreed to use CD funds to provide capital improvements in the neighborhood.

On October 25 and 26, 1982, a Resident's Inclusion Workshop was held. Fol-
lowing the workshop, efforts of the developmental committees continued.

After the Residents' Inclusion Workshop, a second Contributors' Luncheon was
held. The luncheon took place in the dining room of a downtown Portland financial
institution. While the luncheon was attended by upper management personnel from
financial institutions, the presidents of the institutions did not attend.

A well attended Structure and By-Laws Workshop held on January 18, 1983 that
formalized the organization of the Clackamas NHS. On February 22, 1983 the NHS
was incorporated and the Board of Directors elected.

The Clackamas program is currently working on, as the initial phase of the
NHS service, an owner built project. Once this project is successfully underway,
the NHS will begin offering traditional housing rehabilitation services. Neighbor-
hood Reinvestment is providing partial funding for the owner built project, as well
as a grant for the NHS revolving loan fund. The Clackamas program must still
raise substantial funds from the private sector. The program hopes that the owner
built project will attract private sector support to the NHS.
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RICHLAND CENTER

In 1981, the Wisconsin State Department of Development indicated its interest
to Neighborhood Reinvestment in the creation of a demonstration NHS program for
a small city in Wisconsin. Traditionally, a city government will enter into an
agreement with Neighborhood Reinvestment for the development of an NHS pro-
gram. In this instance, the State's proposal made it suitable for the State to be-
come a party to the development agreement between a city and Neighborhood
Reinvestment. Following the award of Community Development Block Grant money
to the Department of Development for distribution, smaller Wisconsin cities were
invited to apply for CDBG money if they were willing to be considered and se-
lected as the site for the proposed NHS. Richland Center, a city with a population
of fewer than 5,000, was selected. In July, 1981, the developmental agreement was
made final between the Department of Development, the City of Richland Center,
and the Neighborhood Reinvestment Corporation. The agreement made it clear
that, although the NHS in Richland Center would be developed in a manner similar
to that employed for other NHS programs, the developmental process would be
adapted to meet Richland Center's unique circumstances and the NHS would serve
the entire community, not just a single neighborhood.

A Local Coordinator, supervised by Neighborhood Reinvestment, was hired in

- October, 1981. This individual divided her time between responsibilities as Local
Coordinator for the development of the NHS and coordinator for the city's CDBG
program. In January, 1982, a luncheon was held to acquaint several dozen local
civic and business leaders with the plans for the development. Three months later,
many of these leaders, also with a group of community residents, spent two days
together in the NHS's Workshop I where they learned about the NHS concept, its
applicability - to Richland Center and the offers that each sector of the community
would be willing to make in order to facilitate the development of the NHS. The
Richland Center NHS incorporated in November, 1982, strengthened and trained its
Board of Directors, and hired its Executive Director in February, 1983.

The Richland Center NHS program can be best described in terms of each of
the organizational components which presently comprise the program.

The business and financial sector is a working partner in the Richland Center
NHS, just as it is and is expected to be in other NHS programs across the country.
Unlike NHS programs in larger communities, however, the Richland Center NHS
does not have access to the broad based, more numerous institutional resources that
are typically available to NHS programs elsewhere. There are 2 banks, 2 savings
and loan associations and a relatively small number of industries and corporations in
the town. Usually, NHS programs are able to raise their operating funds locally.

In Richland Center, the fund raising base will need to be expanded to businesses,
corporations and industries which are outside the immediate community. Some ex-
amples of potential contributors include construction companies which do business in
the general area, home building organizations, agricultural concerns and public utili-
ties. Fundraising is presently a major priority for the NHS.

The City of Richland Center, while a partner in the program through its as-
sociations with the State Department of Development and HUD, ‘is not an active
partner at this time. Richland Center is located in an area of very slow economic



growth, which necessitates that those governing the city make careful decisions
about social and economic commitments. The city's history is marked by years of
passed on traditions and the impact of one or two guiding forces, one of which is
the office and personage of the present mayor of Richland Center who has been in
office for sixteen years. The Mayor has serious concerns about the NHS approach.
Another component of city government, the City Council, does not presently offer
leadership beyond that which emanates from the mayoral office. City Council rep-
resentatives have shaped their role as one of ratification and extension of the
mayoral authority. For some years, Richland Center, like many other smaller, rural
cities, has been preoccupied with maintaining traditional status and, in some ways,
the efforts to develop and support an NHS have been viewed by the city govern-
ment as disruptive.

In the resident element of this partnership there is a great measure of en-
thusiasm, a willingness to effect long and short-term plans, a genuinely cooperative
spirit and active participation both on the Board and with the program operations.
This has been a unique awakening of resident consciousness. Like other NHS pro-
grams, the residents in Richland Center are "first among equals". The Board's
composition reflects this particular facet of NHS philosophy, with residents con-
stituting the numerical majority.

Most NHS programs can be identified in terms of the composition of the
neighborhoods they serve. Although the demographic characteristics of Richland
Center reveal a homogeneity which is certainly comparable to that which ordinarily
exists for a neighborhood within a larger city, the fact that NHS serves the entire
community will probably, over time create yet another bond between neighbors and
neighborhoods in an already closely knit community. If the Richland Center NHS
continues to attract such intense scrutiny and enthusiasm, the spiraling awareness
of the interrelatedness of business, civic, and popular interests could well thrust the
NHS into addressing community issues beyond housing.

The management and the administration of the NHS, as a non-profit corpora-
tion, rest with its Board of Directors and the staff responsible to that body.

The present Board Chair has acquired experience with both for-profit and non-
profit corporations. He is both a resident and a member of the business community
in Richland Center.

At this time, the Board is concentrating on the establishment of the program's
credibility among residents. One way in which this credibility will be established is
through the program's exploration of the relationship between resident input and
involvement and programmatic success. Most Board members have expressed their
desire that the NHS be perceived as a mechanism or catalyst for both long and
short-term community revitalization. On a short-term basis, the Board has agreed
that one area in which the NHS can have an immediate and visible impact is that
of exterior improvement to the community's 2200 housing units. The plan is to
paint every home.

In order to accomplish this, the Executive Director, has secured a substantial
discount, nearly amounting to a donation, of paint from a local business and ar-
ranged for instruction in housepainting for interested homeowners and a special
crew of youth laborers who will assist those who cannot paint their own structures.
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A long-term goal for the Richland Center NHS is to bring all of Richland Cen-
ter's housing stock up to acceptable standards of health and safety, an aim which is
consistent with that of other NHS programs. The NHS, in achieving this goal, will
have to address the city's outdated code inspection system. The program will also
need to address unique circumstances that affect housing, such as the city's flood
plain area.
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MABTON, WASHINGTON

Mabton, Washington is a largely agricultural community of 1,200 people. The
first NHS contact came in 1980 as a result of an inquiry by the Yakima Valley
Conference of Governments. At that time the Conference of Governments (COG)
was interested in putting together a multi-neighborhood NHS program with several
small cities in the lower Yakima Valley.

At the request of the COG, Neighborhood Reinvestment began to explain the
NHS concept to residents of the lower Yakima Valley. With the assistance of the
COG, three cities applied for a small cities grant to develop an NHS. The ap-
plication was rejected. The following year, with the assistance of the COG, the
town of Mabton obtained enough funds to carry out a housing condition survey. In
1982 the town of Mabton, using the data obtained from the COG conducted survey,
applied for and received a small cities grant.

Upon receiving the grant, the town of Mabton, through the Yakima Valley Con-
ference of Governments, approached Neighborhood Reinvestment concerning the
possibility of developing an NHS in Mabton.

An assessment was conducted of the town. The town has a relatively high

_ degree of home ownership with most residents having low to moderate incomes.
However, there is only one financial institution in town, a small branch of a Seat-
tle based institution. While other institutions have branches in the lower Yakima
Valley, none are of extensive size. Large industry does not exist in the valley.
The primary industry is agriculture with some canneries operating in the area.

Prior to their application for the small cities grant, we shared our judgment
with the Yakima Valley Conference of Governments and the town of Mabton that
local private financial resources probably could not support an NHS operating bud-
get. It was clear that money for the NHS operating budget would have to be pro-
vided through the small cities grant.

After some discussion with the town and the Conference of Governments, it
was agreed that the town would contribute (through the small cities grant):

$394,722 for capital improvements,
$764,374 for the revolving loan fund, and
$147,626 to the operating budget.

In April 1983 the NHS developmental agreement was finalized. However, the
State Department of Planning and Community Affairs requested additions and
changes in the document. The agreement was then renegotiated and sumitted for
ratification by the Town Council on May 23, 1983.

On May 14, 1983 advertisement began for the position of Local Coordinator in
Mabton, Washington. The position was advertised in the Yakima and Walla Walla
daily newspapers and two weekly papers published in the nearby towns of Sunnyside
and Grandview. These towns are also located in the lower Yakima Valley. Several
local organizations were personally contacted by the Field Services Officer in an
effort to find people who might be interested in the Local Coordinator position.
Approximately twenty (20) resumes were received. Interviews for the position of
Local Coordinator were conducted on June 2 and 3. Eight people were interviewed.
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Three finalists were selected. No one candidate appeared to have an entire
range of skills necessary to facilitate the development. A local coordinator was
finally selected in June, 1983.

The Mabton Local Coordinator is required to travel not only to Mabton, but
throughout the lower Yakima Valley and to the city of Yakima. This will mean
travel more extensive than that normally associated with an urban NHS develop-
ment and higher development travel costs.

Presently the Mabton development is fully underway. As indicated above, the
town of Mabton will contribute a substantial sum to the NHS operating budget, but
private sector funding will also be pursued. Private sector fundraising is antici-
pated to be a difficult task, even for the small amount to be requested. A major
factor in the fundraising will be the ability of business leaders to relate to a small
community far from regional or corporate headquarters.

Finding workshop sites for the development will be difficult. Also securing the
attendance of regional managers or executive decision makers at the first workshop
will be difficult. In urban areas, corporations or city governments may have a
skilled personnel specialist who can participate on the Personnel Committee. A
bank may provide someone from its legal department for the Structure and By-Laws
Committee. Financial institution branches and local government in rural areas
. rarely have the specialized expertise contained in urban areas. In some urban
areas, local governments have print shops which can cheaply print NHS brochures,
copies of by-laws or committees minutes. These resources are sparce in Mabtons'
rural environment. Accordingly, printing costs can be expected to be more costly
than usual. Mabton does not have a newspaper. A newsletter will have to be an
integral part of the development. Neither does the town have a print shop or copy
center. The Local Coordinator will have to use the town's photocopier for all his
copying or drive to a larger city nearby which may have copying services.

An ultimate objective of the Mabton development is to demonstrate to the
county government the value of an NHS, gaining its participation and convincing
potential contributors to identify with the program on a county wide basis.

Of all the challenges to be encountered in the development of an NHS in Mab-
ton, executive director recruitment may be the most difficult. The field of
qualified applicants from the lower Yakima Valley or even the city of Yakima may
not be large. While outside recruiting is feasible, there are costs associated with
bringing people from Portland, Spokane or Seattle to Mabton for an interview.
Moreover, it is important that the executive director live in the lower Yakima
Valley, if not in Mabton. Mabton is an isolated rural community. The ability to
draw a competent person to serve as executive director will be an important ele-
ment in the program's ability to effectively deliver services.
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VERMONT

The development of the Vermont Community Housing Services program began
with the interest of the Federal Home Loan Bank of Boston in the development of
NHS programs in rural areas of New England. Previous to the development in Ver-
mont, the bank had made available a $60,000 grant to Neighborhood Reinvestment
to facilitate the development of a program in South Portland, Maine. Because only
$30,000 of the grant was used in the development of the South Portland program,
the bank agreed to allow the remaining $30,000 to be used for the development of
a similar program in Vermont. The grant allowed Neighborhood Reinvestment to
hire an individual who had been the Local Coordinator for the South Portland pro-
gram, as Field Services Officer for the Vermont development.

After an initial period of research and investigation, it appeared that, because
of the small size and financial resources of the population centers in Vermont, it
would be best to organize a state wide coordinating board which would be respon-
sible for resource development and the selection of the target communities. To
that end, a workshop, which included representation from state and local govern-
ments, financial institutions and housing non-profits, was organized in June of 1980.
The workshop was very successful and resulted in the establishment of development
structure, site selection and personnel committees. In March of 1981, a state wide
board was elected which was representative of the partnership groups and of Ver-
“mont's various geographic areas. The board elected officers and, with a $50,000
start up grant from Neighborhood Reinvestment, hired an Executive Director and
opened an office.

From the beginning, fundraising for the program in Vermont was hampered by
three major factors. Vermont's small financial resource base, the severe financial
problems of the state's thrift industry and the fact that target communities had not
yet been selected (institutions were reluctant to give to a program when they did
not know the location of the communities which would benefit).

In order to answer the latter objection, the board designed an application form
which was distributed to all Vermont municipalities which explained the intent of
the program and asked the communities to describe the need for, and interest in,
the program.,

Upon receivng the applications and reviewing the submissions the board held
informational meetings for the interested communities. Based upon the need of the
communijties and the commitments which they made to the development, the com-
munities of East Randolph and Barre were selected as the initial target sites.

Despite the fact that fundraising was proving to be an extremely difficult and
discouraging process, VCHS decided to continue to move ahead with site selection
and local development. It was their strong conviction that to do otherwise would
irrevocably damage their credibility and restrict even further the potential for suc-
cessful fundraising.

Neighborhood Reinvestment and key VCHS Board members, and the Central
Director, held lengthy and frequent discussions in an attempt to resolve some criti-
cal issues, for example:

- Without assurance of sufficient resources, could we - and should

we - proceed to organize local CHS partnerships? Would we be
creating unrealistic and unfair expectations?
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- What would be our various roles in local development?

- What kinds of alternate strategies could we employ to address
the existing fundraising problem?

- Given the fact that Barre and Randolph are very different com-
munities with unique political structures, resources and concerns,
how should we best adapt our approach to suit their individual
needs?

- How could we maintain the interest of VCHS Board members who
did not come from the Central Vermont area?

- How to modify the state wide effort and structure to reflect the
realities of limited resources without compromising the important
vision of a state wide Program?

All parties to these discussions were extraordinarily committed to developing
solutions to these problems and to finding some way to proceed.

It was first agreed that development in Randolph and Barre would continue.
Neighborhood Reinvestment agreed to hire a Local Coordinator to organize local
partnership with the understanding that we were talking about two separate decision
making bodies - one in Barre and one in Randolph, both of which would come under
“the VCHS umbrella. It was also the concensus of VCHS and Neighborhood Rein-
vestment that, from the outset, all participants would be straight forward about the
status of resource development and continue to work together and with local par-
ticipants to design fundraising strategies.

It was agreed that development role definitions would be flexible with the fol-
lowing underlying assumptions:

- VCHS would provide oversight for local development, would con-
tinue to focus their energies on fundraising and resource develop-
ment and, as appropriate or desired, individual VCHS Board mem-
bers would serve on the development committees in Randolph and
Barre to provide expertise and liaison.

- Neighborhood Reinvestment staff would facilitate local partnership
development, would call on VCHS Board members for assistance,
would provide frequent reports on progress to the Central Board
and staff and would continue to provide support and technical as-
sistance to the Central Director.

The scarcity of private dollars forced Vermont participants to look at the pos-
sibility of securing public dollars for program support. Barre was commencing their
second year of a 3 year CDBG program which did not include the neighborhood
targeted for CHS activity. Randolph, however was eligible to apply for CDBG
funds, and expressed a strong interest in doing so. After meetings with public of-
ficials in Barre and Randolph it was agreed that the development process would be
conducted in stages, with an initial major thrust to get Randolph off the ground,
followed by a similar thrust in Barre. This was the result of the fact that Ran-
dolph is smaller, has a much simpler municipal decision making process, was anxious
to proceed quickly and was eligible for CDBG assistance immediately. While resi-
dents in Barre could have been organized in a relatively short time, the lenders and
the City, particularly the City Council, needed more exposure to CHS goals.
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The issue of maintaining the interest and enthusiasm of VCHS Board members
from elsewhere in Vermont was, and is, a difficult one. It was initially assumed
that planning program expansion, creating additional visibility, and conducting
fundraising events would sufficiently occupy and energize Board members during the
period that the local development was underway in Barre and Randolph. However
it became clear that there was a need to establish a track record before actively
pursuing funding sources. This, in turn, curtailed the possibility for quick program
expansion and postponed state wide fundraising events. These problems were ex-
acerbated by a central director's lack of adjustment to the director role. While a
number of VCHS board members have been actively involved in Barre and Randolph,
and their interest has thereby remained strong, it is not geographically or logisti-
cally feasible for all VCHS Board members to participate locally. As a result,
there currently exists a small core of approximately 10 active VCHS Board mem-
bers and a larger group of Board and corporate members whose primary contact
with program activity is through monthly progress reports and newsletters mailed by
staff.

Randolph applied for and received $173,000 in CDBG funds to be administered
through YCHS for development of Community Housing Services along Rte. 14.
$23,000 was earmarked for administrative funds and, supplemented by the HUD
rural initiatives dollars granted to Neighborhood Reinvestment, this amount allowed
the Randolph Advisory Board to hire three staff, a Director, a rehab specialist and
_an administrative assistant. The program has elected to use the name East Valley
Community Housing Services and has elected a strong partnership Board including
very committed residents from the target area. They have local committees, solid
and appropriate loan policies and currently have two loans closed and three in
progress. Their main focus at the moment is to develop a strategy to maximize
program impact. There are a number of large, vacant and highly visible properties
on Rte. 14 and the Board views a marketing and rehab strategy as critical to their
success. The local banks, though small, are active on the Board and Loan Commit-
tee as are municipal officials, Bill Burgess (Town Manager) and Larry Townsend
(Selectman).

The success of Randolph's CDGB application as well as the enthusiasm gener-
ated in the Barre community through a joint VCHS/Randolph/Barre workshop this
past winter, has persuaded the CD department in Barre to aggressively pursue
CDBG funds from the state in order to complete Barre development. Sam Lewis
(CO-CD Director) has taken a strong lead. Staffing limitations and the timing of
the CD process (applications due in September - funding decisions in January) have
slowed development in Barre. There is, though, an energetic and competent CD
Staff in place who may be appropriate to administer some phases of CHS opera-
tions, Some of our dollars are reserved for Barre and even if their application for
state funds is not successful, modifications are possible in order to effect the
delivery of CHS services in their target neighborhood.

VCHS terminated their Central Director in May. He had been paid through a
grant from Neighborhood Reinvestment and the grant dollars had been fully expen-
ded. While the concensus was that they had made an inappropriate choice in their
Director, the loss of administrative support has been difficult and has put an extra
burden on local staff in Randolph who have had to assume additional responsibili-
ties.
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VCHS is currently in the process of discussing staffing and structural options in

light of
rent key

existing realities. A Committee has been established to address their cur-
concerns of:

- how best to provide meaningful exchange and input between

VCHS and local Boards. Options being explored include making

local Board members also VCHS Directors and operating the state
wide program through a strong committee process and designating
a specific number of seats on the state-wide Board for local CHS
Advisory Board members. A joint VCHS/Randolph Board meeting
was recently held to hear a preliminary report from the Commit-
tee on options for restructuring the Board.

- how to maintain momentum in developing the Barre partnership

given the limitations of staff and resources.

- how to recruit additional leadership for the state wide program

and how to market the progress in Randolph to elicit such
leadership and, eventually, to raise private funds.

- how to approach future expansions.

- We are working with VCHS on all of these issues within the limitations of our
staff resources. The Randolph Director has also been named Acting Director for

VCHS.
of suppo

Despite his extremely heavy workload, he is providing an enormous amount
rt to VCHS.
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Residents

Charles Helmer
Member

Lena Metiwier
Member

Marcia Lafond
Member

Betty Carnell
Member

Jane Reynolds
Treasurer

Alan Hark
Member

Bruce Roberts
Member

Roberta Shippa
Member

Government

Scott Frazier
Member
(Government affiliation -

Vermont Housing Finance

Agency)

Sam Lewis
Member
(Government affiliation -

Director, Barre Community
Development Department)

Charles Castle

Secretary

(Government affiliation -
Planner, Vermont State
Office on Aging)

Scudder Parker

Member

(Government affiliation -
State Senate)
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VERMONT BOARD OF DIRECTORS

Business

R. Stewart Wooster
President

(Business affiliation -
V.P. Vermont Federal
Savings and Loan
Association)

Jim Lebby

Vice President

(Business affiliation -
Attorney - Director of
Housing and Community
Development Law Pro-
ject)

Donald Dickson, Jr.
Member

(Business affiliation -
Community Businessman)

Joseph Giancola
Member

(Business affiliation -
President Giancola
Construction Company)

Michael Nemitz
Member

(Business affiliation -
Attorney, V.P. Bank)

John Nutting

Member

(Business affiliation -
Reverend and Director
of Vermont Samaranian)

Thomas Ryan
Member

(Business affiliation -
Community Business)

Marilyn Von Ouhl
Member

(Business affiliation -
Executive Director,
Bennington - Rutland
Opportunity Council)



DURANGO, COLORADO

Durango is the commercial hub and the largest city within a five county rural
region in southwest Colorado. The initial interest in NHS was expressed by the
State of Colorado and a local community action program (Southwest Community
Resources).

After an assessment period, Neighborhood Reinvestment began development in
July of 1982. Funding for the NHS was to emanate from a joint city/county block
grant proposal submitted to HUD.

Following an initial orientation and planning workshop in the Fall of 1982,
Neighborhood Reinvestment decided to withdraw from the Durango development.
The reasons for the withdrawal were several major local factors that, in our judg-
ment, made it extremely difficult to develop a NHS with adequate resident par-
ticipation and leadership.

CENTRAL PENNSYLVANIA

In 1982, Neighborhood Reinvestment carried out an assessment process in an 11
county rural area in central Pennsylvania. We decided not to proceed with
-~ development in central Pennsylvania in light of extremely limited private resources
in the area and a lack of readiness on the part of our assessment contacts to pro-
ceed with further assessment work.

TAOS, NEW MEXICO

In 1982, Neighborhood Reinvestment was involved in assessment activity in
Taos. After extensive assessment work, we decided not to proceed with develop-
ment due to a lack of local resources to fund a NHS operation.
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OBSERVATIONS ON NHS RURAL DEVELOPMENT EXPERIENCE

Our experience in rural development seems to indicate that the NHS model of
a private, independent, self-help, voluntary partnership can be adapted to a rural
setting.

In the rural NHS adaptations we have been involved in, the unique characteris-
tics of rural environments have presented natural strengths as well as unique chal-
lenges for NHS development. The following is an analysis of those strengths and
challenges in the context of the key elements needed to organize and operate a
NHS.

Partnership Interest

Government has traditionally been a catalyst in initiating NHS assessment ac-
tivity and development. In our rural experience, we have seen federal, state and
county government take the lead in seeking local application of the NHS approach.
In New York, the state government initiated our assessment of NHS possibilities in
Cattauraugus county, while in Wisconsin, the state government similarly facilitated
~our work in Richland Center. In Oregon, the Clackamas County government invited
Neighborhood Reinvestment to explore NHS feasibility, while in the state of
Washington, the Yakima Valley Conference of Governments began the dialogue that
resulted in NHS development in Mabton. In Vermont, the Federal Home Loan Bank
of Boston was responsible for the launching of NHS development.

In our experience with urban NHS development, most often city governments,
with established city planning and community development departments, have
solicited NHS information and assessment activity. The rural pattern of entities
other than local town governments acting as catalysts to introduce NHS into rural
areas is understandable in light of the limited access small rural government sub-
divisions have to community revitalization information and resources.

Our experience has shown that once rural town governments become involved in
the NHS development process, their participation can be extremely important. This
participation is not only important in the area of the local government as conduit
for program resources, e.g. small cities grant, but also in the area of the support
and blessing local officials give to the NHS effort. A key factor in the rural en-
vironment is that individuals often wear a number of hats. Public officials most
often hold other jobs and consider themselves "community residents" and "business
leaders™ as well as government officials. Thus, the support of local town govern-
ment officials in the NHS effort is critical.
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In the case of Richland Center, the Mayor, who has lived in the town for
many years and has worn many hats, has had ongoing concerns regarding the NHS
approach. These concemns have impacted the momentum of the development. In
Mabton, local town officials' enthusiasm over NHS has greatly enhanced the pros-
pects of the establishment of a highly successful NHS.

Traditionally, community residents have been viewed as the key cornerstone
group of NHS - the "first among equals" in the NHS partnership. We have found
that rural community residents have a genuine, experience-based affinity towards
the self-help NHS philosophy of voluntary collaboration for the common good.
Many of the residents involved in rural NHS are quite accustomed to neighbors
reaching out to help other neighbors in need.

In organizing an NHS, identifying key community leadership has always been
critically important. Small rural settings where key, influential individuals are
usually well known, if not highly visible, lend themselves to successful recruitment
of NHS leadership. Often in contrast, urban settings, although having immediately
visible political leadership, call for exhaustive NHS leadership recruitment and
development (which is made easier if strong community organizations exist). At
this point, it is extremely safe to say that our experience indicates a tremendous
potential in rural areas for resident involvement in NHS.

. In the area of private sector participation in rural NHS efforts, the rural NHSs
are finding their greatest challenges and difficulty. In some of the rural areas we
are working in, substantial lending institutions and other businesses are simply not
present. In some instances, their presence is in the form of a branch or minor
outlet. This is in sharp contrast to much of our experience in urban settings where
financial institutions and other corporations have home bases or significant assets
and operations and accordingly have a strong vested interest in the immediate
economic environment,

In Mabton, a major struggle in the development is to attract the high level
participation of financial institutions and corporations located in the surrounding
area, but not present in Mabton. This will be a very difficult endeavor. The other
rural NHS efforts have struggled with similar issues regarding private sector
involvement.

As a result of these issues, the rural NHSs have been facing major challenges
in the area of private sector fundraising. Experience indicates that rural NHSs will
need to turn to public funding (through a variety of vehicles) to supplement private
sector funding.
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In terms of the health of rural NHS partnerships, we are concerned about the
ramifications of extensive public funding of rural NHSs. Large amounts of public
funds granted on an annual basis make planning and execution of a multi-faceted
NHS strategy subject to abrupt disruptions, as well as changing the basic private,
self-sufficient character of the program. Our experience (in urban settings) is that
an imbalance of funding from a single source produces an imbalance in the partner-
ship, and that when the program is experiencing difficulties, such as redressing a
poor choice of staff, or meeting challenging market conditions, or making difficult
strategy choices, the imbalance in the partnership can skew the decision making
process in a way which is destructive to the continued partnership governance of
the program.

Financial Resources

Based on our urban NHS experience and our rural NHS experience, to date, it
is clear that availability of financial resources for program operations will be the
major problem in the effort to adapt NHS to the rural setting.

Although some rural NHSs will be implementing a variety of strategies other
than or integrated with the basic NHS housing rehabilitation work, evidenced by the
Cattaraugus commercial priority and the Clackamas owner built thrust, the NHSs
- will assuredly need a revolving loan fund resource. We believe that the use of a
revolving loan fund which is flexibly designed to meet the needs of those who for
.one reason or another cannot draw upon other resources present (financial institu-
tions, credit unions, Farmers Home, state programs, friends and relatives), is crucial
to success. The wider range of housing structures (larger older frame homes dating
back many decades to a variety of manufactured homes recently built) appear to
require a very flexible and sophisticated approach to rehabilitation. We would ex-
pect the revolving loan funds to be used to supplement existing resources in a wide
variety of ways.

We also believe, and our experience certainly indicates, that rural NHSs, as
urban NHSs, must have highly competent staff. The staff will need adequate ad-
ministrative support.

Based on the above loan fund and staffing assumptions, pages 23-25 of this
report indicate a 5 year projection of estimated funding needs (operating budget
and loan fund) and specific funding assumptions of the rural NHS programs in Ver-
mont, Cattaraugus County, Richland Center, Clackamas County and Mabton. The
table also indicates the possible funding resources.
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RURAL NHS PROGRAMS:

FIVE YEAR FUNDING PROJECTIONS

*(Projections do not reflect Development and Training/Techn. Asst, Costs)

R

:
Barre/Randolph | Catt. County Richland Cty. Clackamas Cnty. Mabton Toial I(I’::R"
(‘)ppr. Zv. Loan gper. Rev. Loa (‘)per. :ev. Loar gper. Fev. Loa ?)per. I’l;v. Loa ($)per. lleF
rea e 20,000 | 150,000 |s8,500 -o- 20,000 150,000 | -o- hoo,000 | 60,000| 270,000 | 158,500 | 670,000 828,500
Private 20,000 -0- |13,000f -0- | 30,000 -0- | 25,000 -0-'| 3,000 -0- 91,000 | -0- 91,000
Neighborhood Reinvestmént 50.600 75,000 -0- | 100,000 -0- $0,000 100,000 | 25,000 -0- 50,000 | 150,000 | 300,000] 450,000
Year II: j '
Public 20,000 | 150,000 | 88,000] 100,000 | 20,000 -0- | -0- J100,000 | 60,000| 320,000 | 188,000 | 670,000| 858,000
Private 30,000 -0- 20,000 -0- 30,000] 50,000 | 55,000 -0- 5,000 -0- 140,000 | 50,000] 190,000
Neighborhood Reinvestment 50,000 -0- -0- -0- -0- -0- | 25,000 -0- -0- -0- 75,000 -0- 75,000
Year T11T: ;
Public 50,000 150,000 | 58,000 110,000 | 20,000 -0- | -0- [100,000 -0-| 100,000 | 128,000 | 460,000 588,000
Private 50,000 -0- 30,000| 40,000]| 30,000| 50,000 80,000 -0- 60,000 -0- 250,000 90,000] 340,000
Neighborhood Reinvestment -0- 35,000x] -0- -0- -0- -0- | 0,000} -0- |]25,000] 70,000) 35,000 105 ,000| 140,000
'“rn::iic 50,000] 150,000 | 58,000 110,00q 20,000 -0- |100,000 -0-] 100,000 | 128,000 | 460,000| 588,000
Private 50,000 -0- | 30,000| 40,004 30,000 90,000 -0- | 85,000 -0- |285,000| 40,000] 325,000
Neighborhood Reinvestment | -0- 35,000x] -0-.] -0- -0- -0- 35,000 X -0- -0- -0- 70,000 70,000
Tear V:
Public 50,000| 150,000 | 58,000| 75,004 20,000 -0- 100,000 -0-| 100,000 | 128,000| 425,000] 553,000
Private s0,000] -0- |30,000| 25,00q 30,000 95,000/ -0- |es,000] -0- ]290,000] 25,000] 315,000
Neighborhood Reinvestment -0- -0- -0- -0- -0- -0- -0- -0- -0- -0- . -0- -0-
.Public 190,000| 750,000 |320,500] 395,000 !00.600 150,000| -0- Is00,000 |120,000] 890,000 | 730,500p,685,00¢ 3,415,570
Private 200,000 -0- |123,000| 100,000|350,000] 100,000]345,000| -0- |238,000: -0- },056,004 205,004 1,261,000
Neighborhood Reinvestment |100,000| 145,000 | -0- | 105,000 -0- 50,000]135,000] 60,000 | 25,000] 120,000] 260,004 475.00(* 735,000
OVERALL 490,000| 895,000 |443,500] 600,000]250,000] 300,000]480,000 560,000 |383,000]1,010,000 P,046,503,365,004 5,411,500

;% A, Assuming average expansion development costs of $40,000, the 5 projected expansions would increase HR costs by $200,000.

8. Assuming $30,000 per year for training and technical assistance increases NR costs by $750,000 (5 programs X § years X 30,000)
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RURAL FUNDING NEEDS - CHART I ASSUMPTIONS

GENERAL

A.

Projections on Chart I do no include development and Training/TA costs.

Limited staffing.

C. Reliability on NHSA secondary market purchases (not accounted for on
Chart).

D. Reliability on in-kind services, i.e., space, printing.

E. Dollars reflect needs conservatively.

F. Dollars do not include costs for development, training and technical
services.

VERMONT

A. Statewide structure/central staffing included in operational budget
projections.

B. Assumes first 2 years of effort in Barre and Randolph, expansion to Bur-
lington end of year 2, full effort in Barre and Burlington with residual
services in Randolph in year 3, expansion to Rutland in year 4 with full
effort in Burlington and residual services in Barre and Randolph, full ser-
vices in Rutland and Burlington in year 5.

C. Funds for expansion development costs not included in projection.

CATTARAUGAS COUNTY

A.

B.

Includes a commerical revitalization component and commercial revolving
loan fund.

Public operating dollars in year 2 includes one-time grant of $30,000 for
commercial.

RICHLAND CENTER

Assumes three full years of effort, with phase-down beginning in year &
and residual services in year 5.

No expansion potential/program includes entire populace of 6,000,

Assumes highly successful private fundraising.
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5.

6.

CLACKAMAS COUNTY
A. Assumes owner-built phase will complete by end year 1.

B. Assumes $10,000 NPP grant in year 3 for one-year temporary staff person
to market vacant properties.

C. Assumes expansion in year 4 with possible phasing to residual services in
original site.

D. Assumes successful funding from Portland private sector.
MABTON

A. Assumes limited staff, but concentrated effort on 133 structures in years 1
and 2 (no significant business or industry located within Mabton itself).

B. Assumes expansion into Yakima County in year 3, with success in Mabton
providing impetus.

C. Anticipates Yakima County-based industry and business participation and
operating support beginning in year 3.
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As the table reflects, we believe the rural NHSs, with the exception of the
Clackamas program, will need public funds to defray operating expenses, as well as
to seed revolving loan funds. Presently, federal and state funds are being used,
and projected to be used, by most of the rural NHSs. Community development
block grant funds are a critical resource for this public funding, as well as ap-
plicable state grant programs.

The table indicates a sharing of operating budget funding by the public and
private sectors. As previously discussed, we feel it is critical that the rural NHSs
not be totally funded with public dollars. The search for private dollars, though,
will be difficult.

The most promising approach to private sector fundraising for rural NHSs has
been the Vermont state-wide resources approach. This has involved a state-wide
board assuming the private fund raising responsibility, and as private and public
resources permit, establising local NHSs which would be active in a community for
several years and then after providing a way to deliver residual services to keep
the community up to a good standard of continuing maintenance, move its main
thrust of services into additional communities. Although the Vermont program has
experienced frustrations in attempting to launch its central fundraising function, we
feel, with appropriate staffing, the Vermont approach will produce results.

It cannot be stressed enough that the table shows private sector contributions
that will be difficult to secure at the indicated levels. A number of the rural
NHSs feel that they will need to establish impressive track records before being
able to win the ongoing support of the private sector. The Clackamas program is
hoping that the popular, visible owner built component will attract private sector
funding for future efforts of the NHS.

Neighborhood Reinvestment will continue to play a role in providing fundraising
training for rural NHSs, while in several cases providing direct operating budget
funding, as well as our normal seed funding for the loan fund. The rural realities
of sparce or distant private sector resources commits rural NHSs to an ongoing
struggle of tapping into the available private resources, while maintaining needed
funding levels from the public sector.

Staffing

As in urban NHSs, a major factor for succcess, along with partnership par-
ticipation and financial resources, will be securing highly qualified staff. The rural
environment presents unique challenges in addressing the NHS staffing need. In
many rural areas, individuals qualified for NHS staffing roles are already in politi-
cal positions or other positions of high responsibility.
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In seeking executive director candidates from large cities at a distance from
the NHS area, rural NHSs face the stiff challenge of persuading a qualified candi-
date to move to the NHS area or immediately surrounding area. The NHS also
runs the risk of hiring an individual who, although technically qualified, may not
have the "people skills" that are needed in the rural setting.

In our work in developing rural NHSs, we have moved in the direction of hiring
local coordinators who would be qualified to assume the NHS executive director
position if they were later picked for the position. The development period gives
the local coordinator a chance to get to know the local program participants and
also gives the participants an opportunity to assess the skills of the local coordina-
tor. In Clackamas County, Cattaraugus County and Vermont, local coordinators
have been chosen to direct program operations after development was completed.

Structure

The Vermont state-wide board structure was mentioned above as being a prom-
ising approach to rural NHS resource development and achievement of programmatic
impact. In our work in urban settings, many NHSs have started with a single tar-
get neighborhood and board and later expanded into other neighborhoods, at the
same time expanding the board to include new representatives. These boards oper-
" ate as resource development vehicles for all of the neighborhoods under the
umbrella of the NHS structure. The Vermont approach has a track record in the
urban setting. It seems clear that in the rural environment of small towns and
small NHS target areas, the approach of the umbrella NHS structure developing
resources and facilitating the ongoing servicing of a number of neighborhoods is
probably the most feasible approach. Among the present rural NHSs, the NHS
umbrella structure is found on the state level (Vermont) and the county level (Cat-
taraugus and Clackamas). In Mabton, the hope is that the NHS will evolve into a
county-wide operation.

Next Steps

With the above observations as a backdrop, we will be carefully monitoring the
progress of rural NHSs. The philosophy of NHS has always had at its center the
idea of achieving revitalization impact through partnership cooperation and the im-
plementation of flexible, creative strategies. The realization of this philosophy in
the rural setting will be key to the success of rural NHSs. With the major ques-
tion of resources confronting them, rural NHS partnerships will have to be innova-
tive and reach for every possible, appropriate resource to meet the variety of
needs of the areas being addressed. One important, helpful milestone will be when
a rural NHS establishes a track record of success that can be shared with other
rural programs. This was the pattern of NHSs helping each other that occufed’in
the growth of urban NHSs. We look forward to playing a key role in the network-
ing of knowledge regarding NHS in the rural environment.
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