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What Is the Impact on Rural
Area Residents When the
Local Physician Leaves?

Paulius Mui, Martha M. Gonzalez, Rebecca S. Etz, PhD

BACKGROUND AND OBJECTIVES: Scarce evidence exists in the medical lit-
erature describing the attitudes of rural community residents about the im-
pact of losing their local physician. This pilot study explores aspects of access
to care, both within and outside of primary care settings, that result from loss
of a rural family physician.

METHODS: We selected study participants through convenience and snowball
sampling, and we conducted in-person interviews of up to 60 minutes. We
audio recorded and transcribed the interviews (May to August, 2018), then
analyzed transcripts using immersion crystallization and managed within At-
las.ti 7.0 software (Berlin, Germany).

RESULTS: We interviewed 18 participants, some of whom interviewed as
pairs. Our analysis revealed three significant themes: rurally-specific access
to care concerns, relationships valued for being both community and care
based, and loss felt specific to the integrated community leadership roles
occupied by family physicians. In addition, participants identified social chal-
lenges they associated with losing their “country doctor,” such as withering
community cohesion.

CONCLUSIONS: Our findings suggest that rural physicians offer tremendous
value to their communities, both inside and beyond their clinic walls. Issues of
social cohesion and local health leadership affected by physician loss should
be addressed by policy makers and educators charged with designing patient-
centered solutions to improve health outcomes in rural communities. Current
health and medical education reforms would benefit from greater focused
attention on these issues.

(Fam Med. 2020;52(5):352-6.)
doi: 10.22454/FamMed.2020.337280

looming shortage of rural phy-
A‘Sicians compounds the exist-

ing health care challenges
that rural patients face.'? Under-
standing the perspective of rural
residents and including their voices
in the design process is an essential
element when planning patient-cen-
tered solutions to improve health
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outcomes in rural communities.?
Creating effective health policy that
matters to residents of rural com-
munities requires scientific data, yet
little evidence exists in medical lit-
erature describing the attitudes of
rural residents about the impact of
losing their local physician.*” This
exploratory study investigated how

rural community members experi-
ence the loss of their physician and
examined types of person-defined
value that rural family physicians
bring to their communities. This in-
formation can be helpful for educa-
tors of medical trainees interested
in rural practice to gain a deeper
understanding about the nature of
relationships and community en-
gagement that is most meaningful
to their future patients.

Methods

We selected participants through
convenience and snowball sam-
pling. Family physicians among
several Virginia-based professional
networks identified potential par-
ticipants. Participants were eligi-
ble if they (1) lived in a rural area,
and (2) had experienced the loss
of their local family physician in
the last 5 years. As an exploratory
study, inclusion of participants was
not limited or directed by a need for
diversity of participant social/demo-
graphic characteristics. As a result
of snowball sampling, potential par-
ticipants were often long-time area
residents of mature age and simi-
lar (Caucasian) demographic (Ta-
ble 1). Participants were consented,
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received written information, and
agreed to an in-person interview.
Interviews included 12 open-ended
questions in the following domains:
impact of physician loss, changes in
health care access, the role of the ru-
ral physician, and unmet needs in
rural communities. The interview
guide, including domains and sam-
ple wording of interview questions,
is included in Table 2. The wording
of interview questions as fielded in-
cluded minor variability in order to
maintain a conversational feel to the
interview.

We audio-recorded, transcribed,
and then coded interviews using an
immersion crystallization approach
in which data were read and reread
in structured cycles.® We added codes
to the codebook until saturation was
reached, ie, until no new informa-
tion or themes emerged during data
analysis. Based on the guidance of
previous research, a sample size
of five to eight participants should
be sufficient to reach saturation of

findings.? Though our final sample
included 18 individuals, the addi-
tional sample size did not appear to
expand the number or significance
of themes identified. After establish-
ing a codebook among research team
members, the data were coded in-
dependently, merged, and discussed.
Discrepancies among coders were re-
solved through consensus. The In-
stitutional Review Board of Virginia
Commonwealth University approved
this study.

Results

We recruited and interviewed 18
participants from three geographi-
cally distinct areas of Virginia. Some
were interviewed in pairs (Table 2).
In some cases, we applied minor ed-
its to participant quotations to ad-
just for readability.

The presentation of our results is
organized around three main themes
that emerged through analysis: ru-
rally-specific access to care concerns,
relationships valued for being both
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community and care based, and loss
felt specific to the integrated com-
munity leadership roles occupied
by family physicians. These themes
are summarized below. Themes are
reported if they were found among
more than half of study participants.
Supporting quotations are found in
Table 3.

Rural Access to Care:
Transportation, Preventive Care,
Changing Health Care Paradigm
Participants without physical prox-
imity to a physician had difficulty
getting timely care due to trans-
portation issues. In geographically
isolated communities, people who
drove spoke about limitations relat-
ed to cost of gas and weather con-
ditions, particularly in mountain
areas. Others did not have a way to
leave town or were not used to leav-
ing their community. When an area
physician was lost, the inability to
see a physician locally placed stress
on families caring for their elderly

Table 1: Characteristics of Study Participants and Their Communities

Community Location Community Type COrr;rzn(;J:(i;:)&::[s):lsa;tion Participants
Eastern Virginia Island community <3,000 %K:eiegz%:
Central Virginia Farming community <16,000 ?%iiie;n;l::
Western Virginia Mountain community <500 T’i‘]}l;:efﬁ?lzs

Table 2: Interview Guide
Domain Questions

Impact of physician loss

How did you lose your family physician?
How has this affected your life?

How have you personally coped with this change?
What kind of impact did losing your physician have on your community?

Changes in health care access

How did you and your community adapt to losing a family physician?

What was it like finding a new physician?
e What, if any, are the barriers to seeing a physician now?

The role of the rural physician

Which roles did your physician hold in the community as they relate to medicine

and outside of medicine?

How were these roles filled when your physician was no longer around?

communities?

e What is the value of the non-clinical roles that rural physicians hold in their

Unmet needs in rural communities

e Which issues does your community struggle with the most?
e What is the biggest problem facing your community as it relates to health care?
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Table 3: Themes, Subthemes, and Quotes From Interview Data

Theme

Subtheme

Quotes

Rural access
to care

Transportation

e Well honestly it was very hard to keep traveling off this little island because it’s a lot of

gas money. The other doctor was like 30 minutes away or so and it was really nowhere
else I could get to.

We have too many people in our area use the ambulance for a taxi cab to the hospital.
It’s just the way it is, there is no doctor.

Preventive
care

We had a lady come in the health clinic and said “I want to come in and see what my
sugar is, I want to see what my blood pressure is” because she had not had it done
since the office closed down because she did not want to travel to [adjacent town], and
I think that is an injustice to the people of the community.

Changing
health care
paradigm

There were several times that [the retired physician] came out here to the house to give
me shots because I could not get out and I understand he did that with many people.
I don’t know if medical practice wise you can do that anymore but that just touched
me so much that rather than say well “sorry we can’t do anything for you, if you can’t
get in here,” you know he would come out and personally take care of me.

But it is just different and you know it used to be you would call up for an appointment
and the gal’s name was [X] or whomever was working there, they knew you right
away, they talked to you on the phone and put you in an appointment or if it was
some sort of an emergency cause sometimes kids would get sick and they are like
okay, come at 1:00 when we’re back from lunch, we’ll work you in, or come first thing
in the morning and we’ll work you in, and it’s just not like that now. You’ll get the
service through [health system] and you'll hear that annoying music and it takes
forever.

Community/
care-based
relationships

Familiarity

Took away one practice and left us with the [community health center] - the care hasn’t
been that bad, but the problem is [that] the people on the island like to identify with a
doctor, your primary care physician or whatever you want to call them. And with the
large turnover here, it’s a feeling that we’ve just lost this as a community.

What I miss most about the clinic being gone, is when I go to [adjacent town], I don’t
feel like I'm seeing my doctor.

Doctor is a huge presence in a small community. He’s very important to people, they
trust him, they know him, they can speak to him and it gives them a sense of “hey,
that’s my doctor” and it makes them feel important because he’s important and he
sees them as people.

Country
doctor persona

I was assigned to the new doctor who replaced my doctor and I felt a little tension when
I first went in. He doesn’t have the type of personality like country people I guess.

This lady was not used to country people, it was pretty obvious.

We were used to our hometown friendly rural doctor and you go into a place like where
we are in [town] and most doctors are in bigger practices now and even though we
knew him personally it’s still not .. It’s not personal. It’s not that special contact we
had with our doctor in the country... It’s so formal.

Loss of
integrated
health
leaders

Community

I think our community has become more of a - how am I going to put this - they’re not
as close as they once were maybe because of having a doctor here, because they have
to, everybody has to go their own separate way now instead of everybody coming.

We would see people in the waiting room and we'd always speak to them, might not
have known them, but I always said “how are ya’ll doing today? Are ya’ll okay and
everything?” It was like a camaraderie, you know what I'm saying? Now that we don’t
have a doctor here, everybody seems to be backed off and on their own way again.

It’s like a sense of community as being lost, when you went to that doctor’s office you
were, you saw people from the community, you saw people you knew and you catch up
with things and so that it was kind of like a community center.

Civic
engagement

He was into the community in every way. He would go to the churches and do health
talks. He would go anywhere, to the schools and talk to them about the need to be
active. The day that we had the community center, he did a walk around the track up
there, teaching people, “hey, just walk a little bit,” you know.

He’s been very community oriented. They set up senior center - he is a proponent of
some arts and culture for the community. He loves the outdoors, he loves hiking and
things like this. And he has just been, it is almost like he’s been too good to be true
because not only has he been a physician, he’s been a part of the active part of this
community and he, I'm trying to think, he’s helped the town in a number of ways: as
far as advice on certain areas in the medical field and he’s one of the reasons we have
a standing committee in the fire company and he is included along with our EMS
people and the volunteers and he’s one of the main reasons why we have this paid
EMT service.
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members and led to unrealized pre-
ventive health opportunities by those
without a support system. Some par-
ticipants ultimately sought medical
care from another nearby physician,
while others had no physician left in
their community and either traveled
outside of their community to receive
medical care or chose to forego pri-
mary care.

Participants also discussed their
experience with the presently chang-
ing health care system. They juxta-
posed attentive house calls and the
flexible availability of previous local
physicians with the inability of cur-
rent medical providers to accommo-
date their needs. They described the
present health care paradigm as rig-
id and impersonal (ie, nonrelational).

Community / Care-based
Relationships: Familiarity and
the Country Doctor Persona
When a rural community loses its
physician, a strong familiarity re-
sulting from years of history between
patients and their doctor also disap-
pears. Participants missed having a
local physician who knew them out-
side of their medical concerns. Partic-
ipants who were fortunate to find a
replacement doctor often found that
the replacement did not live local-
ly. They equated this lack of locality
with a lost sense of familiarity and
closeness they previously enjoyed.
Many participants said their new
physicians did not have the “coun-
try doctor” persona they were used
to experiencing. They described
their previous physician as some-
one who was “used to country peo-
ple,” and reminisced “if you couldn’t
make it to the office, he would come
to you.” There was a “knowing” they
missed, born of familiarity with the
rural lifestyle. New patient-doctor re-
lationships were tense, formal, and
seemed based on difference, rather
than sameness.

Loss of Integrated Health
Leaders: Community and Civic
Engagement

Many participants noted the practice
setting of their old country doctor
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contributed to their sense of feeling
socially connected, not just with the
doctor but with one another. Com-
munity members enjoyed running
into each other and catching up with
their neighbors in the waiting room.
Having this type of a shared space
made residents feel closer to one
another, and was identified as no-
ticeably absent by participants who
lived in towns as yet unable to find
a replacement physician.

Participants also described their
physicians’ deep involvement in
community affairs. Collective-
ly, their physicians touched many
spheres of civic engagement. They
organized health talks and wellness
walks, volunteered at the food pan-
try, served on the emergency medi-
cal services crew, attended church
activities, and participated in music
concerts and art shows. These are
social and health leadership roles in
which participants were used to see-
ing their physician, a leadership role
that fragmented on the physician’s
departure, leading to a sense of lost
community cohesion among allied
health services.

Discussion

Understanding how rural communi-
ties are affected by the loss of their
local physicians is imperative for
creating informed policies to bridge
gaps in care and social cohesion, and
to improve the health care experi-
ence of patients by focusing on issues
that matter most to them.

While access to care, relation-
ships with physicians, and com-
munity engagement are relevant
to all patients, health care policy
makers would be advantaged by fo-
cused attention to the unique needs
and place-based perspectives found
among the 60 million Americans cur-
rently living in rural communities.
For example, we learned that while
physical proximity to a physician is
important to ensure timely preven-
tive care, having a deep emotional
connection to the doctor was felt to
be paramount. Patients from rural
areas yearn for a bond of familiarity,
geniality, and informality that has
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been replaced by sterility of the pres-
ent-day health care system.

These findings are particularly
relevant for educators and mentors
of medical trainees. To address the
needs of rural communities, select-
ing medical school applicants who
align culturally with values of their
future patients has the potential to
make a positive difference. This is
especially important in the context
of a recent study documenting a 15-
year decline in rural medical student
enrollment.'® Training of future rural
physicians would be improved if it
included curricula responsive to ex-
periential issues identified as most
important to rural patients, such as
the themes noted above. Further-
more, community compatibility has
been shown to be an important fac-
tor in physician recruitment and
retention in rural areas. Thus, cre-
ating clinical opportunities in rural
areas can be invaluable for nurtur-
ing medical students and residents
who might choose to practice in
these communities.!

It is evident that rural physicians
offer tremendous value to their com-
munities, both inside and beyond
the clinic walls. Themes from our
interviews highlight issues related
to physician loss that deserve fur-
ther investigation. Rural physicians
have the potential to positively im-
pact their communities along many
dimensions and to serve as a cata-
lyst to keep community members
engaged in daily life. Our study
highlights some of the qualities and
the depth of community engage-
ment that might be important to ru-
ral area residents. Our findings can
inspire young clinicians to consider
a career in rural medicine and the
varied opportunities for health lead-
ership found in small communities.

Limitations

Although this study identifies sev-
eral meaningful avenues for future
research, its implications are limit-
ed due to small sample size and po-
tentially biased sampling through
referrals. Study participants were
relatively homogeneous in age and
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ethnicity with unknown variation
in educational or economic back-
ground. These social demographics
are known to significantly influence
experience of care delivery. Having
identified common themes through
this exploratory study, future re-
search should include purposive
sampling and sample sizes sufficient
for investigating how themes might
vary based on common demograph-
ic stratifications. While our findings
are significant in the ways in which
they identify areas lacking current
research, the limited variability in
demographics among participants
limit their current generalizability
to all rural communities or residents.

Conclusion

It is essential to incorporate the
voices of rural community members
when designing health policy solu-
tions to address their unmet health
care needs. Further study is required
to investigate how rural communi-
ties are experiencing and dealing
with physician loss in other regions
of the United States.
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