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Last year, I had the opportunity to reflect in an editorial on
uncertainty in medicine and education. 1 If only I had known....

In January of this year, my colleagues and I learned that
the entire local systemsponsoring our residencywould close by
the end of the academic year (June 2024). Uncertainty became a
palpable daily reality as we plunged into all five stages of grief
at once. Over ensuing days, the local impact became evident.
Our area would lose two hospitals, a long-standing chemical
dependency treatment program, local clinics, regional rural
clinics, and nearly 1,400 jobs.2

In our community the news was met with shock and grief,
and it catalyzed an outpouring of emotion, expressions of
support, and task forces across the community. Legal actions
were threatened and filed. Our legislators and the governor
weighed in. Other regional health care systems have publicized
their efforts to fill the looming gaps in care. The local chambers
of commerce have banded together to address the economic
impact. Amidst all of this, it has become even more painfully
clear howmuch a hospital (indeed, a health system) is not just
a business and not just a source of clinical care, but an integral
part of an entire community.

Hospitals range in size from small, isolated rural insti-
tutions to large medical centers facing competitive market
environments. Hospitals of all sizes typically include education
either centrally or peripherally in their mission, serving as
clinical sites for students and interns in occupational and
physical therapy, nursing, social work, pastoral care, as well
as medicine. The closure of our hospital has directly affected
health professions students from adjacent college campuses,
has eliminated rotations for students fromour regionalmedical
school, and has led to closure of our residency, which has
trained 246 family physicians since 1975. Ironically, we learned
this news in the same month that our governor created a task
force to address the impending shortage in our health care

workforce.2

Hospital closures leave patients feeling hopeless and pow-
erless, confused over where to seek care, and facing delays in
care and treatment. 3 Ruralhospital closures are associatedwith
decreased local per capita income, increased local unemploy-
ment rates by up to 3% (including loss of jobs in non-health
care sectors such as construction, education, and real estate),
and possibly increased mortality.4 In rural and urban settings,
hospital closure can lead to increased difficulty obtaining
primary and specialty care, increased travel times for routine
and emergency care, longer waits for care, increased use of
emergency services for chronic health conditions, disruption
and fragmentation of care, and adverse outcomes for patients
who do not understand the changes in the local system.4–7

Nearly 100 years ago, the reciprocal relationship between
hospital and community was articulated by Edward Lewisnki-
Corwin:

A hospital’s responsibilities are as numerous
as are its social ramifications, and they imply
not only the obligations of the hospital to the
community, but also the reciprocal relation of
the community to the hospital.8

In recent years, elements of this relationshiphavebeencodified
for nonprofit hospitals, which now under the Affordable Care
Act (ACA) are required to routinely document community
benefit activities. The last 2 decades have also seen increased
appreciation for the role of hospitals as “anchor institutions”
within communities, “responsible for improving the social
determinants of health and community well-being through
targeted hiring practices, selection of local vendors, career lad-
dering, real estate development, and financial investment.”9

To that end,HowardKohand colleagues identified four key ele-
ments important to the success of anchor medical institutions
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within their community:

1. A strong anchor mission and narrative,
2. Robust partnerships with community institutions,
3. Willingness to commit years of time engaging key inter-
nal and external audiences, and

4. Identifying collaborative projects attractive enough to
gain private and public funding. 10

An atomistic view of hospitals focusing on the financial bottom
line might seem to imply that financial efficiency is both the
primary business goal for a hospital and the primary driver
of clinical success. Counter-intuitively, the evidence demon-
strates that hospital resilience is associated with taking care of
patientswithhigher clinical complexity employingmorehighly
trained staff, 11–13 and with increased provision of outpatient
services, 12,13 and with taking a higher percentage of patients
on Medicare and providing higher levels of charity care. 14 All
theseendeavors implyhigher levelsof clinical, educational, and
financial investment in the local community, exemplified at
the institutional level by the “anchor” institution concept with
reciprocal obligations between the hospital and community to
work for mutual stability and growth.

In her final president’s column last spring, Dr Renee
Crichlow proposed three strategies to actualize a “primary
care moonshot” of joyful practice: payment reform, practice
redesign, and educational pipeline development. 15 While these
articulate areas for focused effort to develop family medicine
education and clinical practice, none of these are attainable
in an environment that leaves education and clinical care
dependent on the whims of sponsoring institutions’ responses
market competition.

A survivor of theHahnemannUniversity hospital closure in
2019 called for a rethink of the market-oriented drive towards
the financial bottom line in hospital operations:

Highly competitive health systems should
rethink noncollaborative strategies before
allowing struggling institutions to succumb
to market forces. 16

Hospital care at the individual and organizational level must
focus on the health andwell-being of the patients and commu-
nity served. As Guenter Risse observed 25 years ago:

Business values can easily jeopardize the
technical quality and humanitarianism
inextricably linked to hospital services. 17

Prioritizing business undermines care of the patient and care
for the community. Prioritizing community collaboration,
community investment, and high-level quality care is essential
to building the resilience needed to face institutional and
societal challenges and to providing the education and care
that our society needs. Within family medicine, focusing
aspirationally on the development of our specialty is useful.
However, it is even more important for our patients and our
society that we work collaboratively toward, and hold our

partners accountable to the development of clinically and
financially robust systems that will foster the type of primary
care to which we aspire.

“I wish it need not have happened in my time,” 
said Frodo.
“So do I,” said Gandalf, “and so do all who live to 
see such times. But that is not for them to decide. 
All we have to decide is what to do with the time 
that is given us.” 18
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