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INTRODUCTION 
 
In the United States, hospitals have, for centuries, been 
involved in delivery of health care. Hospitals provide 
resources and services when people experience the birth of a 
child or the death of a loved one, and when they receive 
treatments for various diseases (DeGeeter, 2009). 
 
For rural communities, critical access hospitals (CAHs) 
serve as the first line of defense in response to health-related 
medical emergencies (House, 2007). In rural areas, rural 
hospitals are often one of the largest employers and make 
substantial economic contributions (Doeksen et al., 1992; 
Doeksen et al., 1998; Willis et al., 2015). In a rural 
community, the construction of a hospital creates jobs, 
boosting the economy (Doeksen et al., 2012). In contrast, 
the closure of a rural hospital often results in a decline in the 
local economy (Doeksen et al., 1990). Thus, health care 
providers and executives, politicians, and public health 
practitioners should address the ethical influences of these 
choices being imposed upon Georgia’s rural communities. 

 
Since 2010, there has been an increase in the rate of closures 
of rural hospitals (Countouris et al., 2014; Jaffe, 2015; 
Kaufman et al., 2016). Closure of these hospitals is more 
likely to create negative health risks and economic 
hardships on rural residents compared to urban residents. 
This is concerning, since rural residents, as compared to 
urban residents, are typically poorer, older, present with 
worse health conditions and are more dependent on 
governmental health care insurance programs (Newkirk & 
Damico, 2014).  
 
In 2012, there were, in the U.S., 5,723 registered hospitals, 
which housed 920,829 hospital beds and encompassed 
36,156,245 admissions (American Hospital Association, 
2014). In 2013, there were 5,686 registered hospitals, which 
housed 914,513 hospital beds along with 35,416,020 
admissions (American Hospital Association, 2015). More 
recently, in 2014 there were only 5,627 registered hospitals 
in the U.S., housing 902,202 hospital beds with 34,878,887 
total admissions (American Hospital Association, 2016). 
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These data show over the three-year period, a decrease in 
the number of registered hospitals. The acceleration of rural 
hospital closures and the concern for the rural residents have 
heightened the interest of researchers to search for the 
causes and find solutions to these issues. 
 
In 1997, the Medicare Rural Hospital Flexibility Program 
(Flex Program) was implemented to address the concerns 
about financial growth of small rural hospitals (Kaufman et 
al., 2016). To sustain these small rural hospitals, the Flex 
Program paid, on a reasonable cost basis for the inpatient 
and outpatient services of hospitals that designated their 
facilities as CAHs (Kaufman et al., 2016). In the early 
2000s, the Flex Program prevented many rural hospitals 
from closing (Liu et al., 2011).  However, after 
implementation of the Patient Protection and Affordable 
Care Act (ACA) in 2010, there was an increase in the rate of 
closures of rural hospitals. Although other factors 
contributed, the ACA is considered to be the main cause of 
these closures (Holmes, 2015).  The ACA enforced baseline 
access to insurance coverage and imposed regulations 
related to reporting requirements, reimbursement, and 
penalties for noncompliance (Abrams, 2016). States were 
given the option to create and manage their own health care 
exchanges or to implement the federal exchange (Carpenter, 
2013; DeMichele, 2015). Expansion of Medicaid, a 
controversial topic that began as a federal government 
mandate, is now an option for states to utilize without being 
deemed non-compliant (Henry J. Kaiser Family Foundation 
(KFF), 2012).  
 
Health care changes after 2010 highlight the importance of 
ethical decision-making for states concerning their hospitals 
and the communities they serve. The Markkula Center for 
Applied Ethics describes five approaches for dealing with 
moral issues such as hospital closures (Velasquez et al., 
2014).  The common-good approach assumes that the good 
of individuals is linked to that of the community and that the 
community is linked to its members through mutual values 
and goals that broadcast social services to all within the 
community (Velasquez et al., 2014).  
 
The present analysis aims to illuminate the ethical 
implications brought forth by state policy reform and 
adoption of Medicaid expansion. Factors influencing 
viability of rural hospitals, the ethical issues affecting 
closures of hospitals in Georgia, and the consequences for 
communities served by these CAHs are presented. 
 
METHODS 
 
A systematic review of peer-reviewed literature was 
conducted to address the following research questions: 1) 
How have state policy reform and adoption of Medicaid 
expansion influenced viability of rural hospitals? 2) What 
are the ethical implications of Medicaid expansion and state 
policy reform/adoption pertaining to viability of rural 
hospitals? and 3) What are the ethical implications of CAH 
closures on rural communities in Georgia? Georgia 
Southern University’s Office of Research and Sponsored 

Programs Human Subject Review Board approved this 
research under IRB H16330.  
 
Prior to exploring ethical implications, the Rural Hospital 
Closures: 68 Closures from January 2010-Present produced 
by the North Carolina Rural Health Research Program 
(2016) were used to identify the hospital-specific 
breakdown for type of Medicare payment. States with 
hospital closures between January 2010 and February 2016 
were selected to review both the policy reform and adoption 
and Medicaid expansion information provided by the Henry 
J. Kaiser Family Foundation. States examined included: 
Alabama, Arizona, California, Georgia, Illinois, Kansas, 
Kentucky, Maine, Massachusetts, Michigan, Minnesota, 
Mississippi, Missouri, Nebraska, Nevada, North Carolina, 
Ohio, Oklahoma, Pennsylvania, South Carolina, South 
Dakota, Tennessee, Texas, Virginia, and Wisconsin. State 
policy reform and adoption were dichotomously categorized 
(Federal=0; State=1). Medicaid expansion was categorized 
into expanded, expansion under discussion, and not 
expanding at this time.  
 
Databases searched included CINAHL, Medline, 
ScienceDirect, and PubMed. The following Boolean search 
syntax were used: “rural hospital AND closures,” “rural 
hospital AND sustainability,” “ethical approach AND 
hospital closure,” and “Medicaid AND rural hospital 
closures.” The results were filtered to include only peer-
reviewed documents published in academic journals from 
2010 to the present in settings within the US. Only articles 
available in English were included. Additionally, this review 
focused on the categorization of state policy reform, 
including state Medicaid expansion. The literature available 
on rural hospitals and their capacity to survive in the 
selected states was assessed based on their policy decisions.  
Hospital closures in Georgia were flagged in hospital 
typology due to higher numbers of CAH closures than in 
other states. Census data on the Georgia counties with 
closures provides descriptive statistics and an understanding 
of the communities affected by the changes.  
 
Of the five ethical approaches, the common-good approach 
from the Markkula Center for Applied Ethics was used to 
examine community economy and accessibility (Velasquez 
et al., 2014). Although there is concern for the negative 
effects patients and communities throughout the U.S. are 
experiencing, hospital closures continue at higher rates than 
in previous years (National Rural Health Association, 2016). 
 
RESULTS 
 
According to the Kaiser Family Foundation, 32 states have 
expanded Medicaid, 16 do not plan to expand, and 3 are 
considering expansion but have not chosen to do so at this 
time (KFF, 2014). Of the states with hospital closures after 
January 2010, 10 of 25 had legislators decide on expanding 
state Medicaid (North Carolina Rural Health Research 
Program (NCRHRP), 2016; KFF, 2014). Table 1 shows the 
breakdown of states with Federal Exchange and No 
Medicaid Expansion, Federal Exchange and Medicaid 
Expansion Under Discussion, Federal Exchange and 
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Medicaid, and State Exchange and Medicaid. The numbers 
in parentheses show hospital closures in that state since 
January 2010. All states that adopted a state exchange also 
chose to expand Medicaid.  The hospital typology based on 
the type of Medicare payment derived from the North 
Carolina Rural Health Research Program was broken down 
based on the state Medicaid decision and the number of 
hospital closures. This information (Table 2) shows that the 
highest numbers of closures occurred in states without a 
decision to expand Medicaid.  Specifically, CAHs and 

Prospective Payment System typology hold the highest 
closures, 16 and 19, respectively.  The largest numbers of 
state-specific closures are in the federal exchange and non-
expanded Medicaid locations. Table 3 shows the CAH 
closures by states with a Federal exchange and a decision to 
decline expansion of Medicaid. The highest within this 
breakdown is the state of Georgia. Of Georgia’s five 
hospital closures since 2010, four were CAHs. Thus, it 
appears that Georgia’s rurality has a negative influence on 
sustainability of rural hospitals.  

 
 Table 1. Hospital closures and state breakdowns by exchange type and Medicaid decision 

Federal Exchange and no 
Medicaid Expansion 

Federal Exchange and Medicaid 
Expansion Under Discussion 

Federal Exchange and 
Medicaid 

State Exchange and 
Medicaid 

Alabama (5) 
Georgia (5) 
Kansas (2) 
Maine (3) 
Mississippi (4) 
Missouri (2) 
Nebraska (1) 
North Carolina (3) 
Oklahoma (2) 
South Carolina (4) 
Tennessee (6) 
Texas (10) 
Wisconsin (1) 

South Dakota (1) 
Virginia (1) 

Arizona (3) 
Nevada (1) 
Ohio (2) 
Pennsylvania (2) 

California (3) 
Illinois (1) 
Kentucky (2) 
Massachusetts (1) 
Michigan (1) 
Minnesota (2) 

 Total Closures = 48       Total Closures = 2        Total Closures = 8     Total Closures = 10  
 (70.6%)             (2.9%)      (11.8%)  (14.7%) 
 Numbers in parentheses by state names show hospital closures in states since January 2010. 
 
Hospital typology shows the breakdown of state Medicaid 
expansion decisions in relation to the payment-determined 
typology of the closed hospital (Table 2).  With regard to 

the 24 CAHs that have closed, two-thirds are located in 
states that chose not to expand their Medicaid programs at 
this time. 

 
      Table 2. Hospital typology 

Medicaid Expansion Decision Typology Closures 
Not adopting at this time CAH 16 
Adopted CAH 8 
Not adopting at this time DSH 1 
Not adopting at this time MDH 8 
Adoption under discussion MDH 1 
Adopted MDH 1 
Not adopting at this time PPS 19 
Adopted PPS 8 
Not adopting at this time Re-based SCH 1 
Adoption under discussion Re-based SCH 1 
Not adopting at this time RRC 1 
Not adopting at this time SCH 2 
Adopted SCH 1 
 TOTAL 68 

Abbreviations: CAH, critical access hospital; DSH, disproportionate share hospital; MDH, 
Medicare dependent hospital; PPS, prospective payment system; Re-based SCH, re-based 
sole community hospital; RRC, rural referral center; SCH, sole community hospital. 
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Since 2010, 48 hospitals have closed in states that 
implemented a federal health exchange without a Medicaid 
expansion (Table 3). From these states, most in the southern 

U.S., Georgia had four of five closures within the CAH 
designation. 

 
           Table 3. Hospital closures CAHs  

Federal Exchanges with no Medicaid Expansion  Number of Closures Number of CAHs 
Alabama 5 1 
Georgia 5 4 
Kansas 2 0 
Maine 3 1 
Mississippi 4 2 
Missouri 2 0 
Nebraska 1 1 
North Carolina 3 3 
Oklahoma 2 0 
South Carolina 4 1 
Tennessee 6 0 
Texas 10 2 
Wisconsin 1 1 
TOTALS 48 16 

 
Table 4 shows the five Georgia counties with hospital 
closures since 2010, their demographics and the 
demographics for Georgia. Hart County had a Medicare 
Dependent Hospital (MDH) closure; Stewart, Calhoun, 
Charlton, and Wheeler Counties experienced CAH closures 
(NCRHRP, 2016). All these counties have greater 
percentages of adults 65 years of age and older relative to 

the state average. The counties with CAH closures all have 
populations less than 13,000, higher percentages of 
individuals self-identified as Black or African American, 
lower than state average percentages of individuals with a 
high school education or higher, higher percentage of 
uninsured, and lower income levels and higher poverty 
percentages than the state averages (Census Bureau n.d.).  

 
 Table 4. Demographics of Georgia counties with hospital closures since 2010 

Demographics 2014 
estimates 

 
Hart 

 
Stewart 

 
Calhoun 

 
Charlton 

 
Wheeler 

 
Georgia 

Population       
Population  25377 5744 6463 12897 7995 10097343 
Age and Sex       
Persons under 5 yrs., %  5.5 4.4 4.8 5.6 4.3 6.6 
Persons under 18 yrs., % 21.4 15.4 19.0 19.0 16.9 24.7 
Persons 65 yrs. and over, % 20.6 15.3 12.5 13.3 12.8 12.4 
Female persons, % 50.4 38.9 40.0 39.7 34.8 51.2 
Race and Hispanic origin       
White, % 78.4 45.1 36.1 65.0 60.2 62.1 
Black/African American, % 18.8 51.5 61.2 32.0 38.4 31.5 
American Indian and Alaska 
Native, % 

0.2 0.6 0.6 0.6 0.2 0.5 

Asian, % 1.0 1.0 0.6 0.6 0.3 3.8 
Two or more races, % 1.5 1.7 1.3 1.8 0.9 2.0 
Hispanic or Latino, % 3.6 24.5 4.7 3.5 5.4 9.3 
Education       
2010-2014, high school 
graduate, % persons >25 yrs.  

80.8 61.9 68.3 75.6 73.1 85.0 

2010-2014, Bachelor's 
degree, % of persons >25 yrs. 

14.6 9.7 9.4 11.4 8.1 28.3 
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Demographics 2014 
estimates 

 
Hart 

 
Stewart 

 
Calhoun 

 
Charlton 

 
Wheeler 

 
Georgia 

Health       

Persons without health 
insurance, < 65 years, % 

20.8 21.5 23.7 19.9 22.8 17.9 

Income and Poverty       
Median household income (in 
2014 dollars), 2010-2014 

36867 21880 26309 41059 27629 49342 

Persons in poverty, % 21.4 39.4 38.5 29.5 38.9 18.3 
 Data retrieved from Census Quick Facts  
 
DISCUSSION 
 
The Center for Medicare & Medicaid Services (CMS) 
describes a CAH as a hospital certified to receive cost-based 
Medicare payments in a way different from that for an 
acute-care hospital (2014). A CAH has no more than 25 
inpatient beds; no more than a 96-hour length of stay; offers 
24-7 emergency care; and is located in a rural area at least 
35 miles from another hospital.  
 
Based on information provided above, rural hospitals, 
specifically CAHs, are seemingly vulnerable for future 
closure. Most of the population they serve, older adults and 
low-income residents, have greater dependency on Medicare 
and Medicaid.  The CAH reimbursement efforts were to 
enhance financial outcomes that were losing resources, and 
consequently to reduce closures (CMS, 2014). Efforts were 
made to deal with income reductions experienced following 
increases in the numbers of uninsured and Medicaid-
dependent patients. Through the ACA, these 
disproportionate numbers were expected to decline due to 
acquisition of insurance coverage or enrolling in Medicaid. 
Legislators anticipated that states would implement a 
Medicaid expansion program to reduce hospital financial 
burdens. Many states, however, did not adopt this policy. 
This lack of adoption appears to be associated with the 
higher numbers of rural hospital closures in states without 
Medicaid expansion.    
 
Four of the five hospitals closing in Georgia were CAHs. In 
rural areas of Georgia, a lack of providers, lower 
reimbursements, lower incomes, and high numbers of 
chronic illnesses are negative factors influencing hospital 
sustainability (KFF, 2014). Georgia’s established health 
care policies are tailored to serving the urban core (KFF, 
2014), but the state has a disproportionate number of rural 
communities. The CMS has based their reimbursements on 
this tactic as well (KFF, 2014). Therefore, hospitals serving 
rural communities with disproportionately higher numbers 
of residents living in poverty and greater proportions of 
residents suffering from advanced health issues are 
adversely affected, with hospitals receiving less funds to 
provide healthcare services.  
 
The common-good approach relates to the Medicaid 
expansion policies and other factors contributing to hospital 
closures and reflects the initial definition that states, all 
individuals are part of a larger community (Velasquez et al., 

2014). Opinions of state and local policymakers influence 
the welfare of others within a community. This approach is 
based on actions taken to assist and protect the good of all, 
including the most underserved populations, in order to 
sustain society and communities (Velasquez et al., 2014). 
With this approach, an accessible and affordable health care 
system would promote a nurturing and functioning 
community. Nevertheless, barriers may hamper the 
“common good development” within the community due to 
diverse yet distinctive perspectives of what constitutes "the 
common good for individuals" (Velasquez et al., 2014).   
However, a health care delivery system based upon 
supporting the most vulnerable, the elderly, women, 
racial/ethnic minorities, and residents living in poverty 
within the areas suffering most from hospital closures in 
Georgia would be a different approach.  
 
Further, persistent factors, such as inadequate 
reimbursement systems, lack of providers, uninsured and 
underinsured populations, and rural locations will likely 
lead to more closures in the future. The question remains as 
to whether the fiscal reimbursement issues of the health care 
systems within Georgia’s communities served by CAHs will 
be addressed through development of intentional and 
responsive health care policies. If not, Georgia will likely 
continue to see these vulnerable communities suffer from 
the erosion of the system for delivery of health care. Most of 
the hospitals experiencing closures serve aging populations 
and populations with high poverty rates. If these hospitals 
are not supported by payment systems that attend to those 
most vulnerable financially, loss of providers and quality 
improvement, financial hardships, and closures will likely 
continue.  
 
Hospitals did not begin as a public service for the common 
good, but the evolution of health care and access to 
insurance are amplifying the necessity to establish a 
commonality between community and health services. 
Future studies should identify alternatives for hospital 
closures. This process would begin by exploring creative 
models that demonstrate a rebranding of services within 
communities to change the perception of local health care. 
Instead of closures, linking resources of existing local health 
care services and health care facilities may lead to strategies 
for sustaining communities instead of focusing on 
sustaining the hospitals. Further research is needed to create 
innovative rural healthcare delivery systems that respond to 
the maldistribution of health care resources. By responding 
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to Georgia’s, as well as the nation’s, current failures in 
healthcare policies, new health-related policies should 
reestablish and revitalize the healthcare system.  
 
Most would agree that an affordable health system is part of 
a common good (Velasquez et al., 2014). However, 
hospitals continue to be denied resources to provide care 
and services within the community. This illustrates how 
individuals and entities can agree on values; however, they 
may disagree on the relative values set for a community 
(Velasquez et al., 2014). Consequently, they may perceive a 
need to shift investments to another system beyond health 
care. The common-good consists primarily of systems, 
environments, and institutions working cohesively to benefit 
the people (Velasquez et al., 2014). The following question 
needs to be answered. Are the emerging health care policies 
relating to reimbursement a demonstration of a society that 
is losing sight of a common good, health care for all 
members of the society? 
 
Researchers should investigate the concept of establishing a 
system similar to the Federally Qualified Health Center 
(FQHC) program (Butler et al., 2007). FQHCs are safety-net 
health care facilities that are legislatively established based 
on the health care needs of communities (United States 
Department of Health and Human Services-Health 
Resources and Services Administration, n.d.). The FQHCs, 
which require quality and program measures to be 
accomplished before organizations receive federal 
resources, serve the primary health care needs of low-
income working families and medically underserved, high-
risk, and vulnerable populations. FQHCs foster partnerships 
among entities, such as emergency rooms, providers, 
structured transportation systems, and facilities, and sharing 
of electronic medical records (Butler et al., 2007). 
 
Ethical issues arise in addressing investments in the 
community but denying funds for hospital viability. With 
funds decreasing, questions arise: 1) Does the life of the 
community or financial reimbursements come first? and 
2) Are the closures of CAHs in Georgia actually closures of 
the communities they once served?  
 
CONCLUSIONS 
 
The increased rate of hospital closures is a threat to patient 
care and to local economic stability. The ethical 
implications associated with denying a rural, often minority, 
and historically impoverished population access to medical 
care must be considered as policy makers develop programs 
that can detrimentally affect rural hospitals (Newkirk and 
Damico, 2014). A central principle of the common-good 
approach is that the well-being of the individual is 
inexorably linked to the well-being of the community 
(Velasquez et al., 2014). As the individual benefits, so does 
the community. Data examined in this report suggest a link 
between those states opting out of Medicaid expansion and 
the increased number of closures of rural hospitals. The 
effects of these closures at the individual and community 
level must be determined by future research. Long-term 
measures of morbidity and mortality in communities 

experiencing a rural hospital closure will provide 
information for future investigators to determine the effects 
of today’s political and economic decisions.  
 
Current policy decisions must be evaluated in light of future 
ethical and financial implications. Accurate data will 
provide a basis upon which to make moral and ethical 
decisions. Data, however, should be used in a responsible, 
fair, and logical manner. Future researchers may choose to 
examine the effects of care provided by larger facilities 
located at greater distances compared to care provided at 
smaller, local facilities. Any observed effects could then be 
incorporated into examination of various ethical decision-
making models and access to health care while addressing 
the community impact and potential stigma associated with 
delivery of rural health care services.  
 
The ACA represents a recent and prominent policy related 
to health care access. Its effect on rural health care, Georgia 
being an example, should be determined with a focus 
incorporating ethical, economic, and quality-of-life 
indicators. When evaluating benefits to ACA 
implementation and hospital closures, recruiting medical 
providers to rural communities could address barriers, 
utilization of small-town hospitals, and providing 
transportation to medical facilities (Newkirk and Damico, 
2014). 
 
Without change, it is likely that rural hospitals will continue 
to close at an increasing rate, and rural communities will 
bear these burdens. The challenges created by these closures 
will affect people living in poverty, racial and ethnic 
minorities, and the elderly to a greater degree than the 
general population. These factors point to ethical concerns 
needing to be addressed. In a responsible society, the effect 
of community-level decisions on individual welfare should 
be evaluated.  
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