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Representatives: new year, new beginnings at opening day of legislative session
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Rep. Charles Sargent and House Speaker Beth Harwell
Rep. Steve McDaniel

Rep. Curtis Johnson is sworn in as House Speaker Pro 
Tempore

Rep. Brenda Gilmore Reps. Bill Beck, Johnny Shaw, Craig Fitzhugh and David Shepard

House Speaker Beth Harwell and Rep. Leigh Wilburn

Rep. G.A. Hardaway and Rep. Mark White

Rep. Sheila Butt

Rep. Bud Hulsey Rep. David Alexander

Rep. Eddie Smith

Rep. Marc Gravitt Rep. Kevin Dunlap

Rep. Sabi KumarRep. Akbari Raumesh, Sen. Reginald Tate and Rep. Karen 
Camper

Rep. Dawn White

Rep. Bill Sanderson

Rep. John Holsclaw
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BY LINDA BRYANT

	 Dr. John Dreyzehner never 
planned on working at the top rungs 
of state government. When Gov. Bill 
Haslam called to offer him a job as 
the Tennessee Department of Health 
Commissioner in 2011, he was deeply 
immersed in the public health issues of 
the Tri-Cities region of Bristol, John-
son City and Kingsport. The 51-year-
old was actually living in Virginia and 
working as the director of Virginia’s 
Cumberland Plateau Health District. 
	 Dr. Dreyzehner built a distin-
guished reputation for making a 
difference in public health issues 
impacting the Central Appalachia, 
which includes both Tennessee and 
Virginia. It’s safe to say he was too 
busy working in the field to know the 
name he was making for himself was 
rippling all the way to the Tennessee 
governor’s office. He was stunned 
when he was offered the commission-
er’s position, especially since he’d 
never even met Gov. Haslam. None-
theless, Dreyzehner was pleased and 
honored to accept the job; especially 
since he felt taking the job would allow 
him to serve more people.
	 Licensed to practice in Tennes-
see and Virginia, Dr. Dreyzehner is 
a Fellow of the American College 
of Occupational and Environmental 
Medicine. Prior to his return to his 
public health job in Virginia in 2002, 
he was in the clinical practice of 
occupational medicine. He began 
medical service in 1989 as a United 
States Air Force flight surgeon. He 
also has practiced for several years in 
the field of addiction medicine while 
working on substance abuse preven-
tion, treatment and control in his 
public health role. He holds appoint-
ments as adjunct faculty with East 
Tennessee State University’s College 
of Public Health, founding faculty of 
the Healthy Appalachia Institute and 
visiting assistant professor of public 
health at the University of Virginia. 
Dreyzehner and his wife Jana, a child 
psychiatrist, have two grown children.  
	 TML recently sat down with Dr. 
Dreyzehner to discuss some of the 
Department of Health’s most critical 
functions, particularly as it applies to 
infectious diseases and viruses and to 
key health indicators such as obesity 
and tobacco use. 

TT & C: You have a background in 
occupational medicine and addic-
tion medicine, particularly in the 
state of Virginia. How did you end 
up in Tennessee in this state leader-
ship position? 
JD: I was born and raised in Chicago. 
I was a flight surgeon in the Air Force. 
I got to know Appalachia while I was 
in college and stationed in Virginia. 
After the Air Force, my wife and I 
decided we wanted to move back to 
that part of the country. After a few 
years, I realized I really missed having 
a mission. I enjoyed what I was doing, 
and felt like I was making a difference 
in the community. But I really missed 
doing something that felt bigger than 
me. I was looking for more of a pur-
pose. There was an opening in the 
local public health department, and I 
was encouraged to apply for it. 
	 I decided early on that I couldn’t 
really make an impact in those areas 
unless I got more involved externally 
in the entire region.  I served on a 
number of boards and committees in 
the Tri-Cities area. The healthcare in 
that area had facilities in both Virgin-
ia and Tennessee. Working with two 
states to serve the area was interesting. 
We could do some innovative things 
on the Tennessee side that we couldn’t 
do on the Virginia side, and we could 
sometimes do some innovative things 
on the Virginia side that we couldn’t 
do on the Tennessee side. We took 
advantage of it, and we had multiple 
opportunities to innovate. 
	 One day I got a call asking me if 
I’d be interested in interviewing for 
this role with the state. I was very hon-
ored to even be asked. My first day was 
Sept. 19, 2011. Most commissioners 
had been named early, but there was 
an interim commissioner prior to me 
— Susan Cooper. I had never met the 
governor. He was immediately very 
kind and very approachable. He is 
very much the way he appears. 

TT & C: Can you explain some of 
the basics of the Tennessee Depart-
ment of Health? 
JD: Our department provides direct 
services for one in five Tennesseans 
annually, and we serve seven regions 
of the state.  If you are in a restaurant 
in Tennessee, you’ll know that it’s get-
ting inspected twice a year by one of 
our environmental health inspectors. 
Our department performs healthcare 
facility and healthcare professional 

regulations. We license more than 
260,000 healthcare professionals, and 
we regulate around 2,000 healthcare 
facilities. That’s about 10 percent of 
Tennessee’s gross domestic product 
and about 14 percent of its workforce. 
	 We are a large care providing en-
tity. We provide primary care for more 
than 100,000 patients every year. We 
provide nutrition services for more 
than 500,000 individuals annually, al-
though that number changes because 
people come in and out of eligibility. 
We have a bricks and mortar presence 
in all 95 counties. Eighty-nine of those 
counties are called Metros. They re-
port to their county mayors, not to me. 
They are really important partners for 
us. They receive significant funding 
through our department  — around 40 
percent of their budgets.

TT & C: What are some of your 
biggest concerns? 
JD: Our main focus is not on care, 
although we have primary care clin-
ics, it’s on prevention. We are really 
focused on the big three  — tobacco 
abstinence, better nutrition and phys-
ical activity. We’re really suffering 
in our state right now. We are No. 46 
for tobacco use, 40th for obesity and 
49th for physical activity. For the last 
25 years we’ve been bouncing along 
in the bottom 10 in the country. Hav-
ing said that, the health of the United 
States is among the poorest of the 
developed world, despite the fact that 
we spend more than twice as much. 
	 What we are really battling is peo-
ple’s lack of understanding about what 
causes people to be healthy. Health 
and prosperity are linked. Here’s a key 
thing for your readership to know  — 
if you show me a healthy community, 
I’ll show you a prosperous one. Show 
me a community that’s not prospering, 
and I’ll show one with poor health. 
The big thing that most people don’t 
understand well enough is that educa-
tion and meaningful work are directly 
linked to health. 
	 It’s all about purpose, and educa-
tion is often the place where you learn 
about what your purpose is before 
someone will pay you to do it. We are 
social animals. People who are en-
gaged in their lives and communities 
are healthier. People who are working 
live longer. If you look at people with 
similar body habits, health risk factors 
and genetics and one has a job and 
another doesn’t, the working person 
will live many years longer. This is 
even if they are equally sedentary 
and are similar in body composition; 
the working person will live longer. 
It has a lot to do with being engaged 
with something that’s purposeful and 
meaningful and being recognized by 
your “tribe.”

TT & C: Is Tennessee at risk for a 
superbug or the Ebola virus? What 

role would our local communities 
play if something happens? 
JD: It’s important to recognize that 
this is one world, and that means it’s 
one health — whether we are talking 
about human health or animal health 
or even plant health. All living things 
on the earth are connected. In fact, all 
living things on the earth share a com-
mon genome. We are the dominant 
species on the planet, and many of the 
diseases that threaten us come from 
other species. Ebola is a classic exam-
ple of a virus that is very devastating 
in human beings that is probably not 
very significant in the host animals in 
which it exists. We believe, although 
it has not been conclusively proven, 
that a species of a fruit bat in Africa 
may be the carriers of the virus and 
possibly other mammals such as the 
great apes may be carriers.
	 The current Ebola epidemic is be-
lieved to have begun as a result of the 
contact that a two-year old child had 
with bush meat. There’s a taste for and 
a market for wild game in Africa. Peo-
ple are exposed to viruses that exist in 
wild animals, typically during prepa-
ration. Generally cooking destroys or 
inactivates the organisms but where 
Ebola is concerned when the animals 
have not been cooked. There are raw 
body fluids in your eyes, mouth, nose 
and open cuts. It can be transmitted 
that way. In this case the two-year-old 
got sick and infected a large number of 
people. I think this was in December 
2013, and the outbreak wasn’t recog-
nized until March 2014, and here we 
are today. Now it is a global concern. 
	 All these diseases and viruses are 
a little bit different, and you have to 
respond to them differently. For Ebola 
we’re fortunate that when people are 
exposed and not sick they are not in-
fectious. They aren’t infectious until 
they start exhibiting symptoms. 
	 Today you’ve heard about Ebola. 
You haven’t heard as much about a 
disease called MERS-CoV or Middle 
East respiratory syndrome corona-
virus. It is very concerning, unlike 
some disease threats that can be 
transmitted via an airborne route. You 
probably remember SARS virus from 
the middle of the last decade. There’s 
another epidemic that anyone in the 
pork industry is well aware of — a 
virus that has been very destructive to 
swine herds because it’s killing baby 
swine. It doesn’t appear to be a human 
threat other than to the economics of 
that industry, but we just never really 
know where the next disease is going 
to come from.

TT & C: When it comes right down 
to it, how is Tennessee doing with 
preparation for serious outbreaks? 
JD: That is the important question 
to be asking as we are feeling much 
more comfortable and confident with 
our Ebola viral disease preparation. 

We are proud of the fact that Ten-
nessee has been recognized by Trust 
for America’s Health and the Robert 
Wood Johnson Foundation as one of 
the top five prepared states for out-
breaks and infectious diseases. The 
recognition is partly because we’ve 
had a constant focus on this issue.
	 You can’t create a state of pre-
paredness and readiness in a short 
period of time. It requires, above 
all, relationships and knowledge 
of systems. You have to constantly 
nurture relationships and individual 
and group knowledge of how vari-
ous systems work in order to assure 
preparedness. It’s not a thing that you 
can buy and have. Yes, there are equip-
ment issues and physical and data and 
communication infrastructure issues. 
But the most important thing  — and 
the thing people forget most frequent-
ly and that needs to be continuously 
nurtured — are the relationships and 
knowledge that people in positions 
have of each other and each other’s 
capabilities. And, of course, much of 
this goes on at the local level. 

TT & C: What kind of infrastruc-
ture do we have in place to deal with 
outbreaks if they happen? 
JD: We have a lot of infrastructure 
in place in our country and state. I 
chair a committee called the Public 
Health Preparedness Policy Commit-
tee. We’ve really worked hard on the 
healthcare side to be able to deliver 
care “just in time,” and to try to deliver 
as much care outside of an intensive 
scene as possible. We don’t have a lot 
of excess bed capacity, for example, 
because it costs a lot of money to 
maintain beds. What we do have, and 
this is where the local angle becomes 
important, is that we do have existing 
infrastructure and people who can put 
those pieces of infrastructure together 
who can operate logically and in align-
ment. That is a part of public health’s 
role and the emergency response 
role. Our response in the state is to 
the present Ebola concerns has been 
a partnership between Public Health, 
our hospitals, our other care providers 
and our Emergency Medical System. 

TT & C: How is the department’s 
relationship with communities 
throughout the state? 
JD: We have a physical presence in 
every county at the very local level. 
Our local county health departments 
work very closely with city and coun-
ty mayors. We have representatives 
on every community health council. 
It isn’t just top down, it’s also bottom 
up. When we go into a school, it’s not 
necessarily our central office calling 
a county mayor, it’s the local county 
health director who they know, see 
and might go to church with. We look 
very hard on building and maintaining 
those relationships, and not just when 
issues like Ebola emerge. We work 
together 365 days a year. 

TT & C: Can you give an example 
of preparedness working well in 
action?
JD: All preparedness begins locally. 
One of the things I’m most proud 
of in the Tri-Cities is the Mountain 
Empire Public Health Emergency 
Coordination Council. It continues to 
function. That group came out of some 
phone calls I made to colleagues on 
the Tennessee side during the run up 
to the second Gulf War when there was 
a real concern that some biological 
agents could be released. We asked, 
for example, what would we do as a 
region if smallpox started visiting the 
world again? It felt like a possibility 
then and continues to be a possibility.
	 Smallpox has not been eradicated 
from the globe and most people aren’t 
immunized against it any more. It is 
closely held in a few laboratories, 
but we have not destroyed that virus. 
It could threaten populations again. 
When this was happening, we brought 
in hospitals, public health and local 
industries and began talking about 
what our posture would be. We began 
creating awareness, and ultimately we 
began vaccinating some key staff in 
concert with a CDC initiative to make 
sure there were some people that had 
immunity. 
	 We have a school located in Knox 
County that was an early adopter of a 
school-located flu vaccine program. 
The school wants their kids to be well 
and learning. It’s beneficial to them 
to have their kids vaccinated because 
they are more likely to stay in school. 
This school is a great example of how 
local entities work successfully with 
us. From a community standpoint 
we know that school and preschool 
settings are places where the flu ep-
idemic heats up every year.  We’re 
helping schools and tamping down 
the epidemic in the community. Every 

Practicing what he preaches, TN Health Commissioner Dreyzehner rolls 
up his sleeve for his annual flu shot.

TN Health Commissioner Dreyzehner says partnership is 
key for preparedness of outbreaks, infectious diseases 
 

year we are essentially conducting an 
exercise in how we’d address some 
type of public health issue in Tennes-
see communities. 

TT&C: What do many of your 
plans call for? 
JD: They call for going into a setting 
that’s accessible to a lot of people, 
and in most communities a school is 
a designated gathering point where 
people go to get what we call in the 
profession medical countermeasure. 
That countermeasure might be med-
ication or vaccinations, but in order 
to do that you have to have the infra-
structure in place to make that happen. 
The schools and their personnel are al-
ready there; the public health officials 
are already there, the local political 
leaders are there and the emergency 
medical folks are there. But the key 
missing ingredient is for them to 
work together regularly and to learn 
to trust each other and come up with 
a plan for coordinating local activities 
when something happens. You want to 
know if your mayor is supportive and 
have a plan for how you’re going to 
set up operations if there is a health 
crisis in the community.  
	 With H1N1, the 2009 pandemic, 
we already had in place for several 
years the school-located vaccine 
programs. Counties in Central Appa-
lachia led the state for most phases of 
vaccines in schools. Here we were: 
a part of the country known for its 
relatively low trust in government, 
but were leaders because we had al-
ready been going into the schools for 
a number of years. We already had 
the relationships. We’d built trust, and 
were able to say things like: “Instead 
of coming in once or twice this year, 
we’ll be coming in four times.” Other 
places they’d say things such as, “Isn’t 
there a risk with you coming into the 
school with this vaccine?” The trick is 
to build relationships in local commu-
nities before people are worried. 

TT & C: Do you have other concerns 
about viruses and other diseases? 
JD: Unfortunately, flu will kill several 
Tennesseans this year. I don’t know 
how many, but I do know it’s unlikely 
we’ll escape it.  People think the flu 
kills just the elderly and the vulner-
able, but it occasionally kills people 
who are otherwise in the healthy 
population, including children. 
	 So far we’ve had two Ebola cases 
in the United States that were import-
ed, two cases that were a result of 
contact, and one case that died — four 
cases in the United States so far.
	 Unless you’ve been living in a 
cave somewhere, you’ve at least heard 
about Ebola. People understandably 
got very concerned about it because 
they saw that as a great risk. Depend-
ing on the outbreak, the mortality 
rate ranges from 40 percent to 70 
percent. The mortality rate here in the 
United States has not been as high. 
You probably can improve survival 
rates for Ebola if you can provide 
simple, supportive care, especially 
fluid management and to some degree 
oxygenation. 
	 Flu is always a concern, and it af-
fects many. An individual can be sick 
with flu for about 24- hours and spread 
it before they know they are sick. They 
don’t think as much about the risk flu 
presents to other people. I recently 
told my own kids to get their flu shots, 
not because I was worried about them, 
but they were going to be with their 
grandparents over the holidays, and I 
didn’t want the grandparents getting 
sick.

TT & C: What are some of your 
biggest ongoing concerns about 
preparing for a public health crisis? 
JD: It’s not just about preparing for a 
tornado, flood, earthquake or pandem-
ic. It’s about building relationships 
and knowledge of systems. How are 
you going to do that? Who are you 
going to call when things get beyond 
any one agency’s or entity’s ability to 
handle it? That is a big focus for us. 

TT & C: What is the most important 
message you’d like to get out to local 
communities across the state? 
JD: We need your help. The Depart-
ment of Health and the healthcare sec-
tor are not going to solve the problems 
that ail us in Tennessee. The crux of 
the matter is that we have to recog-
nize that we are shortening our lives 
and the lives our children because 
our culture makes it very difficult for 
us to make better choices about our 
health. It makes it easy for us to avoid 
physical activity, so we have to build 
environments that encourage physical 
activity. 

Health Commissioner Dreyzehner, right, flanked by Dr. Marion Kain-
er and Chief Medical Officer David Reagan, as they address media 
questions about Ebola.


