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The Local Hospital Closed.  These Doctors Didn’t Give Up. 

Larry Beresford 

September 23, 2019 

Fresh from her family medicine residency, Julie Wood, MD, returned to her hometown, 

fulfilling a lifelong dream of practicing full-scope family medicine surrounded by family and 

friends.  For 7 years her rural practice in Missouri welcomed patients of all ages, from children, 

to pregnant women, to frail elderly. 

 

 

 

 

 

 

 

 

 

So the decision by her local hospital to close its obstetrics department required some soul 

searching.  If she wanted to continue providing obstetrics care, which she loved, she would 

have to close her rural practice, uproot her two young children, and move away from aging 

parents.  The decision to move to Kansas City “broke” her heart.  While some of her patients 

were able to make the trek to continue their care with her, most had to seek out other 

providers—no easy task given the limited number of physicians in town and the fact that now 

the nearest hospital for delivery was over 30 miles away. 

 

After moving, Wood joined the faculty at Research Medical Centers where she was able to 

continue to deliver babies and pass that skill on to her residents and students.  Eventually she 

joined the American Academy of Family Physicians (AAFP) as its Senior Vice President for Health 

of the Public, Science and Interprofessional Activities, where she continues to advocate for 

inclusion of obstetrics in family practice as staff of the maternal mortality task force as well as 

the AAFP’s Rural Health Initiative. 
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The financial threats to rural hospitals and the devastating ripple effects on the people who live 

there have been well documented of late [1-3]. But what about the frontline primary care 

physicians who depend on that local hospital in order to provide labs, imaging, emergency care, 

and, of course, hospital care for their patients?  What happens to their practices and their 

ability to care for their patients? 

 

 

 

 

 

 

 

 

 

 

 

 

For Jorge Duchicela, a family physician in Weimar, Texas, population 2151, closure of the local 

38-bed Weimar Medical Center 5 years ago challenged and inspired him to make a number of 

innovations in his practice, including helping to launch Alliance ACO, an accountable care 

organization of 60-plus family medicine physicians across a broad swath of rural central Texas 

that describes itself as created by physicians, for physicians. 

Today his practice is flourishing, despite the hospital closure.  But because of distance and 

travel time, he opted not to seek admitting privileges to the nearest hospital, 40-bed Columbus 

Community Hospital, 16 miles away.  He does not round on his patients when they are 

hospitalized, like he used to at Weimar Medical Center, even though he misses that role.  

Instead, a group of family practice physicians manages them for him. 
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Kimberly Becher, a family practitioner in 

Clay, West Virginia, population 491, says 

her rural county never had a local 

hospital.  The nearest acute care facilities 

are all about an hour away in five 

different directions.  Some of those 

hospitals are cutting back while others 

are trying to gear up their service 

offerings.  Her practice in Clay, which 

includes two nurse practitioners and a 

physician assistant, is part of Community 

Care of West Virginia, a Federally 

Qualified Health Center with 156 

community clinics, school-based 

programs, and pharmacies. 

Becher strives to provide an integrated 

medical practice with such innovations as 

a community health worker and weekly 

home doctor visits, which sometimes 

require traversing challenging dirt roads.  

“A lot of what I do is keeping people out of the hospital,” she says.  “We provide a lot of care 

typically only done in hospitals.  If I didn’t have solid hospital and emergency medical training, I 

don’t think I could do this job.” 

 

John Cullen, a family practitioner in 

geographically isolated Valdez, Alaska, 

population 3976, and current president 

of the American Academy of Family 

Physicians (AAFP), rides a bike 1 mile 

from his home to his clinic.  Nextdoor is 

11-bed, critical-access Providence 

Medical Center, built in 2005 after 

another hospital in town closed.  

Sometimes winter storms blow in and 

nobody can get in or out of Valdez for 

days at a time, not even via the expensive and dangerous air ambulance, Cullen says.  “When 

the weather is like that, we have to cover everything locally.  All of our providers are 

exceptionally well-trained for this environment, providing anesthesia and obstetrics care, 

including C-sections.” 



While not anticipated, were the Valdez hospital to close, patients would have to travel 300 

miles for their hospital care—weather permitting—at considerable expense for transportation 

(a ferry or plane could be necessary) and housing.  And Cullen says he doesn’t know how his 

medical practice could continue without the hospital in town.  “We’d likely have to close too.  

It’s hard to imagine our community without this hospital.  And Valdez delivers much of the 

country’s Petroleum via the Alaska pipeline.” 

 

The Scope of the Rural Crisis 

A total of 113 out of 1875 rural hospitals have closed in the United States since 2010.  

According to the Rural Health Research Program at the University of North Carolina, the 

hardest-hit states include Texas, Georgia, Tennessee, Alabama, Oklahoma, Kansas, and 

Mississippi.  All opted not to participate in Medicaid expansion under the Affordable Care Act.  

The largest percentage of hospitals determined to be a highest risk of financial distress are in 

these same states. 

A number of factors contribute to rural hospital closures.  These include a population that is 

trending older and poorer, declines in inpatient volume and revenues, and poor management.  

Some communities highly value the independence of their local hospital.  Others feel the 

imperative to merge with neighboring hospitals, larger regional health systems, or hospital 

corporations.  A recent study found that 12% of rural hospitals chose to merge between 2005 

and 2006.  But these mergers are not a panacea.  A distant company administrator could well 

decide to close a local hospital that is not meeting its revenue targets. 

Closed hospitals may find a second life as an urgent care or emergency facility, a skilled nursing 

or rehabilitation facility, or an outpatient or primary care clinic.  But about two thirds simply 

cease to function as a hospital, though the building may find another purpose. 

Emergency services are typically the first service to go with loss of access to a hospital, says 

George Pink, PHD. Of the Rural Health Research and Policy Center at t eh University of North 

Carolina.  Other healthcare services not directly managed by the hospital, including physical or 

occupational therapy, home care, hospice, nutritional clinics, and the like, may be next to go. 

“The hospital is typically the largest employer in the community, so there’s a huge economic 

impact,” Pink says.  Recruitment of teachers and other important occupations is more difficult if 

there is no hospital.  Other large employers will be more reluctant to build new plants there.  

The health and well-being of the entire community decreases, with per capita income down by 

4% and unemployment up by 1.6%. [4] 

While rural hospital closures have received the most attention, the scheduled shuttering of 

Hahnemann University Hospital, an institution in downtown Philadelphia for 171 years, clearly 

illustrates that urban hospitals can also be affected. 



Patient outcomes in communities affected by hospital closures vary.  One study examining the 

relationship between all US hospital closures and mortality found that patients living in closure 

areas experienced no increase in mortality rates. [5]  The story may be different for rural 

patients.  Another study assessing effect of hospital closures on mortality rates in Medicare 

patients in rural markets concluded that the increased travel time required to access care for a 

critical condition did affect mortality.  While closures of rural hospitals, which often operated at 

about 40% capacity, did translate to a 5% decrease in Medicare spending, the tradeoff was a 5% 

increase in mortality in patients with time-sensitive health conditions such as stroke or 

myocardial infarction.[6]   

 

Are Rural Docs an Overworked, Dying Breed? 

 

Tom Dean is a family physician in Wessington 

Springs, South Dakota, population 1000, and 

part of a two-doctor group that employs several 

advanced practitioners.  Dean says the common 

stereotype of the overworked, underpaid 

primary care physician, who is on call 24/7 and 

never sleeps, is not his experience on the 

ground.  “The medical system has finally figured 

out the desperate need for primary care, and 

I’d say physician incomes have gone up 

substantially in the last 2 years.  Opportunities 

for new graduates in family medicine have also 

increased.  Our struggles more reflect the 

stresses of modern medicine with its 

complications, difficulty, and loss of autonomy 

in medical practice,” he says.  “I have practiced 

here for 40 plus years.  Our local critical-access 

hospital is, for the most part, successful and 

financially stable.  But what we do there has changed dramatically over the years I have 

practiced, with much less inpatient activity and majority of the income now coming from 

outpatient services, including physical therapy, infusion, the emergency room, and a whole 

variety of other services,” he says. 

A recent study published in South Dakota Medicine surveyed 300 graduates of a Midwest family 

medicine residency program to assess their rates of burnout.[7] A smaller percentage of family 

docs practicing in rural areas reported burnout: 25% compared with 37.5 



5 of those practicing in medium-sized towns, and 51.4% of those in metropolitan areas.  This 

statistically significant result suggests that a rural practice setting can have a positive effect on 

physician well-being offering greater autonomy and perhaps better work-life balance. 

 

 

How Are Rural Docs Adapting? 

Providing New Services 

Jason Lofton has been a solo family doctor with Lofton Family 

Clinic in De Queen, Arkansas, population 6500, for the past 12 

years.  The local De Queen Hospital, which lost its obstetric 

services around the time he arrived in town, was bought out by 

new owners 2 years ago.  “For us, it’s about adjusting to the way 

medicine has changed,” Lofton says.  His practice includes a nurse 

and a care coordinator, and they are trying to implement new 

services.  “My nurse is getting certified in wound care, and we’re 

starting to change catheters.  I’m taking classes in medical office 

emergencies.  It has me thinking about Advanced Life Trauma 

Support certification.” He reports. 

“How can I extend my hours and be prepared for after-hours need?  I give my cell phone 

number to my patients, and they don’t abuse it.  I try to head off emergency visits, call them, 

tell them to come see me.  If somebody walks in with a heart attack, we don’t really have the 

necessary equipment, but I can use my AED (automated external defibrillator) until the 

ambulance arrives.” 

Sharing Care With the Hospital 

Cullen in Alaska is one of six private family medicine physicians in his group.  “We have an 

excellent relationship with our hospital at the moment, although it hasn’t always been that 

way.  We are both active partners in the care of the community.  We need a place to practice, 

and we need their nurses.  But it’s a complicated relationship.  In some respects we’re a client, 

in others we’re a collaborator, and in others a competitor.  We’re pretty enmeshed,” he says. 

“We could, as a private clinic, have our own ultrasound and lab diagnostics.  We decided to let 

the hospital have that.  Conversely, the hospital could have PA’s or NP’s cover the emergency 

department, but they wanted to make sure we have the shifts to support a robust medical 

practice.  We’ve tried to figure out other shared models.”  One of the responsibilities of a rural 

hospital is having staff capable of responding to emergencies- heart attacks, strokes, gunshot 

wounds,” he says. 



Obstetrics or Not 

Sometimes struggling hospitals opt to close their inpatient obstetric services because of low 

volume and high expenses.  But when a hospital lets go of its obstetric services, that can be one 

of the steps in a downward spiral.  “If you take away OB, you start losing everything else,” 

Cullen contends.  “Families won’t be able to stay in town for their pregnancy.  This adds to the 

flight of younger people out of the community, leaving an increasingly older population,” he 

says. 

If OB services closed in Valdez and people had to drive 300 miles to Anchorage, some wouldn’t 

go.  “We realized early on that even if we decided not to have obstetric services here, we’d still 

be doing obstetrics.  So we decided to do it well.” 

Relying on Telemedicine 

Dean, the family physician in South Dakota, says that telemedicine has helped his practice to 

survive.  “It allows us to rely on advanced practitioners to run our ER, which helps with our 

biggest problem: that we can’t get physicians to move here.”  The local hospital is part of the 

larger Avera Health, whose hub is in Sioux Falls.  It is staffed with medical specialists, and the 

hospital in Dean’s community, Weskota, is able to establish two-way video access with the push 

of a button. 

“They are our back-ups and consultants, and they handle much of the administrative work, such 

as arranging transport.  They can see our lab work and x-rays and cardiograms.  In the middle of 

the night, our nurses in the hospital are not spending all of their time on the phone,” Dean says.  

Instead, they are at the patient’s bedside, talking with the remote consultant via the 

telemedicine video link. 

Utilizing a Team 

Duchicela points to “a policy that if you are our patient, you can just come in if you need to be 

seen” as one plank in his continued success.  “We have developed a workflow method that 

intensively utilizes medical assistants.” 

Duchicela sees 50 to 60 patients in a typical day, taking advantage of his practice’s large staff, 

who call patients into the office rooms, conduct histories and medical reconciliation, perform as 

medical scribes, and make follow-up phone calls. 

If They See It, They Will Come 

If doctors haven’t been exposed to a rural practice, they can’t know if they’d love it or not.  

Becher argues.  “I’m not jaded or miserable or burned out, at least not today.”  However, that is 

because she learned the hard way to set reasonable limits on the job and to prioritize her own 

well-being by ensuring that she found time to exercise, eat right, and take vacations.  “I had to 

put the brakes on things to make my life more realistic,” she says. 



The community Becher serves requires that she pay attention to addressing the social 

determinants of health affecting her patients.  “If you don’t think you have to put a lot of effort 

into managing these critical factors, you’re not paying attention,” she says. 

“I see things here that you learn in medical school and answer on boards but never expect to 

see in the real world, such as parasitology because of water contamination.  I see the end-stage 

version of a lot of diseases because people came to my office instead of going to the hospital—

things that might have been prevented if treated earlier.”  Some of the patients aren’t willing to 

go to the city for the hospital’s more technical care, she says.  “They say, ‘Do what you can, 

doctor.  Then I’m going home.’ “ 

Lofton says his rural medical practice feels like a calling.  Last year he didn’t take any vacation 

for 11 months and felt okay for the first 10 of them, he explains while on a call from the 

Colorado mountains, where he’s vacationing with his family. 

“I have an NP who can run the practice.  This week my staff are calling and texting me first thing 

in the morning, and another doctor in town agreed to see my patients if needed in my 

absence.” 

AAFP President Cullen notes that “at AAFP we see family medicine as the answer to rural health 

issues.  We just need the right people going to medical school.”  He is an advocate for family 

medicine and primary care, not just in Valdez, but nationally, and sees the urgency to solve 

rural hospital closures. 

In just a few years, advances in technology such as telemedicine mean that it will be possible to 

do much more care in the small rural hospital, decreasing their outcome differentials with 

bigger hospitals.  “For example, we’ll utilize teleradiology with more portable radiology 

machines and access to radiologists who can read the results in real time.  But the trick is that 

you also need somebody with some surgical and other hands-on skills based in the 

community.” 

Once a hospital closes, Cullen says, it’s hard to bring it back.  “You lose the culture of physicians, 

the skilled pool of nursing staff and administration.  There could be a renaissance of rural 

healthcare coming.  But not if the hospitals are gone.” 
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