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itself,” he says. The county’s 25,000-plus population does not have a local hospital, but 

most seek care in Floyd County, which is about 30 minutes away.  

 Berrien Commissioner Steve Sumner says that jobs are critical. “People have to leave

because there is no work here.” Farming is big business in the county, Sumner says, but

many farm operations do not provide insurance coverage since work is seasonal.

While most commissioners do not see health care as a priority as far as their local governments 

are concerned, they do connect the dots between health care and economic vitality. Wayne 

Commissioner James Thomas says that many residents are working two or three lowing paying 

jobs to make ends meet, so they do not have time to be healthy. Others comment on the need for 

a healthy, productive, and educated workforce ready to attract industries. “We need to think 

about health as part of economic development,” says Charlton’s Alphya Benefield. 

Health Issues for Rural Counties 

The counties reviewed for this report vary in health outcomes and health factors, but it is clear 

that they are more alike than not when compared to their younger and healthier urban 

counterparts.  (See Appendix A for demographic and health factors for each county included in 

this report).  

Many of the commissioners interviewed for this report serve on the Board of Health and have 

been schooled in local health problems, although none of the 19 considers health or health care 

the number one issue for their counties. As far as problems in their communities, the most 

frequently mentioned conditions across all counties are the following:  diabetes, obesity (adult 

and child), hypertension, arthritis, and cancer. Only two commissioners expressed worry about 

the level of pre-natal care, but more than half of the commissioners commented on the high 

percentage of elderly, many of whom have chronic diseases.  “Part of the problem is that we 

have an aging population,” explains Terrell Hudson of Dooly County, “and everything that goes 

along with vascular health is an issue.” 

Concerns about drug and alcohol abuse, including drug use among teens, were widespread.  One 

commissioner commented on the high percentage of tobacco users in his county. Some 

commissioners discussed extensive problems with crack cocaine; others saw methamphetamine 

as a problem; still others have concerns about growing use of heroin. Commissioner Alphya 

Benefield from Charlton is retired from her work as a nurse at the prison in Charlton County, 

which also houses local prisoners on the same site and who are able to access Geo’s medical 

services. She reports that “this made me aware of just how big a problem we have with mental 

health without any real resources to help.”  

Only two commissioners reflected on their county’s efforts to promote environmental health. 

O.D. Netter talked about local concerns with the county’s aquifer, and Washington County’s 

Horace Daniel described efforts to stay in compliance with water, air, and solid waste guidelines, 
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Not one of the commissioners was aware of any efforts in their communities to promote signing 

up for insurance through the federal exchange; in fact, there appeared to be little knowledge 

about the ACA.  Janie Reid of Putnam County commented that “the public in general doesn’t 

know anything about the ACA, and there’s been so much negative publicity about it, people 

aren’t interested in applying.”  

Only a few of the commissioners interviewed saw lack of transportation as a barrier to 

healthcare.  “Everybody has a way to get there,” said one commissioner, but others commented 

on the challenge of getting diagnostic tests and medications when this requires driving to another 

town.  Most of the towns have transit systems that provide low-cost rides to doctor appointments.  

Another barrier in some counties is geography.  Charlton County, for example, is 75 miles long 

and access to care may be further away due to the Okefenokee, which is a geomorphic barrier to 

access.  Mountain counties also have time-access issues, due to length of travel time from one 

community to the next. Clinch County is about 30 miles from anywhere, and therefore needs its 

hospital, says Commissioner Metts, though the population is under 7,000 people, not really 

adequate to support a hospital. Even those commissioners in counties without hospitals worry 

about what might happen if the hospital in the neighboring county closed, making geographic 

access even more difficult.  

Lack of mental health and drug and alcohol resources were mentioned by several commissioners.  

Haralson Commissioner Poole believes that recreational use of drugs has created an epidemic of 

addiction with little or no service for treatment for low income clients.  Mental health is virtually 

nonexistent in some communities, according to several commissioners.  Dental health was not 

cited by any commissioners as a need or weakness in their communities, despite the fact that 

some have no dentists or only dentists that accept self-pay or insured patients. 



http://www.myajc.com/georgia-rural-hospitals/?new
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take over the debt while they take over the hospital free and clear.  “We just learned that the 

hospital owes $11.5 million, not the $2.5 million we were told was owed two years ago. We’re 

trying to figure out where all that money went,” says Daniel. Lack of transparency between the 

Hospital Authority and the County Commission is an ongoing problem. Loss of industry in some 

of these rural communities has also changed the payer mix for existing hospitals. In Washington 

County, for example, a long-time strong industrial base gave the local hospital a healthy payer 

mix with about 65% insured, 20% Medicare, and only 10% Medicaid. Today, the payer mix has 

switched heavily toward Medicaid and Medicare, significantly reducing revenue at a time when 

hospitals are losing disproportionate share funding.   

Part of the shift to government payers is due to insured patients opting for services in larger 

hospitals.  Habersham Commissioner Natalie Crawford says that their hospital suffers from lack 

of local support:  “One of the biggest challenges we are seeing is that the people who have 

insurance and who can afford to go are traveling to the bigger, more urban hospitals for care, 

because they believe they are getting higher quality. This leaves the hospital with few private 

payers and more Medicare and Medicaid, which doesn’t pay the bills.” To address the problem, 

the Habersham Hospital Authority issued bonds for a renovation to “increase curb appeal” to try 

to attract the insured, but the efforts were unsuccessful, and since counties routinely guarantee 

bonds, taxpayers were left holding the bag. County Manager Phil Sutton says that Habersham is 

the third county in the state that has been placed in this position. This has become a huge burden 

to taxpayers, he says, describing the indebtedness as a “donkey carrying an elephant.” The 

county has held a SPLOST referendum to pay off the debt and borrowed money to spread out the 

payback, but the property taxes are still a significant burden on a poor population.  

O.D. Netter says that the Ben Hill Hospital is also in trouble and trying to work out an 

arrangement with Phoebe Putney.  Ben Hill is experiencing some of the same concerns due to 

insured patients seeking care out of town. Their hospital is also burdened by high indigent care 

expenses. A SPLOST referendum provided $1 million to the hospital for renovations, but the low 

census and high indigent care demands have are making Ben Hill’s Dorminy Hospital one of the 

state’s most at-risk facilities. Berrien County, a private hospital recently taken over by South 

Georgia Health System, also suffers from lack of local support. “If you have insurance, you’re 

going to drive to Tifton or Valdosta,” says Commissioner Steve Sumner. One other problem that 

affects both the hospital and patients, says Sumner, is that many of the insurance policies limit 

diagnostic providers to one lab corporation or one large diagnostic facility, forcing locals to 

bypass the local hospital to seek services in a nearby city. With rural hospitals increasingly 

dependent on outpatient care, inability to serve patients due to insurance limits is another 

financial blow.  

Elbert County Commission voted to support its hospital with one mill, about $500,000, in 2014 

because the hospital is at risk, but Chairman Lyons is not sure that the commissioners will vote 

to renew the subsidy.  Some commissioners, he reports, think this is a case best expressed by the 



expression, “throwing good money after bad.”  Commissioners in Seminole and Wayne counties 

report that their hospitals are doing well. Decatur County provides one mill for indigent costs to 

the hospital in Bainbridge.  Seminole Commissioner Peterson reports that the Donaldsonville 

hospital is stable, though there have been a lot of cutbacks. Some commissioners in more rural 

counties express concern about overuse of the emergency room by uninsured patients, driving up 

hospital losses. 

Long standing hospital insolvency shows up in other ways as hospitals try to do more with less.  

Habersham failed to meet “meaningful use” standards for its electronic health record and had to 

pay back more than a million dollars in grant funding, another blow to the stability of the 

hospital.  Clinch Commissioner Metts also expresses concerns about the ability of the rural 

hospitals to maintain a high quality of care due to tight budgets. Although the Clinch hospital 

focuses on outpatient care, the hospital is generally staffed with physician assistants.  “If I get 

sick, I want to see a doctor,” he says, so unless it is an emergency, he would more likely go to 

Valdosta or Waycross for hospital care. He still acknowledges the need for the hospital, 

however.  The county dedicates 2 mills to the hospital to help keep it open in part “because we 

need the hospital to attract employers.”   Putnam Commissioner Janie Reid has concerns that the 

Georgia Power coal plant closure will mean a $2 million hit to the tax base, which might make 

impossible the county’s ability to continue the annual hospital subsidy of $500,000.  

When hospitals do not raise pay or offer competitive wages, employees leave for other hospitals, 

also reducing continuity and quality. Some rural hospitals have resorted to arrangements with 

larger urban hospitals or chains. Washington, Putnam, Berrien, and Ben Hill counties have 

already or are attempting to align with urban hospitals.   Jefferson County Commission Chair 

McGraw says that their hospital is now stabilized due to an agreement with Pioneer Health 

Services. 

For counties without a hospital or counties that have closed their hospitals, there appears to be 

little regret. Speaking about Dooly County, Commission Terrell Hudson reports that health care 

is probably better now that it has ever been because of the preponderance of doctors’ offices 

associated with hospitals competing for Dooly residents. “We’re within 20 minutes of Macon 

County, Houston County, Pulaski County, and Crisp County hospitals, so it’s not a problem for 

our residents to access emergency care.”  Hudson points out that “low occupancy situations” in 

much of rural Georgia make the necessary administrative costs unaffordable because they 

consume too much of the budget.” Berrien Commissioner Sumner thinks that his county would 

not suffer without their hospital, since larger, better quality hospitals are available, depending on 

where residents live, from ten to 25 miles away. “We just need a 24-hour urgent care center here, 

where patients can be stabilized and transferred if needed,” he opines. 

Chattooga’s sole commissioner Jason Winters says that their hospital closed in the 1990s, and 

there has been no looking back, because good hospitals are available within 30 minutes.  The 

former hospital now houses a nursing home with an addition for assisted living.  More 
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challenging, he reports, is access to diagnostics and urgent care type visits.  With a population of 

about 25,000, he is working to get an urgent care center in place that could offer diagnostic 

testing.  Winters has approached Wal-Mart about operating a 24-hour clinic, though he has had 

no luck thus far. Warren Commissioner John Graham reports that his community has easy access 

to the new University Hospital facility in Thomson that replaced the old McDuffie County 

Hospital. Graham believes that the state will see more and more “regionalized health services” as 

rural hospitals close.  

Emergency Medical Services and Urgent Care 

Each commissioner discussed his or her county’s focus on emergency medical services as a 

primary means of assuring access to health services, and rightly so. As Abigail Zuger, M.D. 

points out in her article, “The Importance of Getting Sick in the Right Place,”  “speed saves 

lives” (May 11, 2015).  In most counties, the county owns or subsidizes the emergency medical 

services, but there appears to be an increasing trend toward privatization. Jason Winters, sole 

commissioner in Chattooga County, says that privatization is the best thing that his county has 

done.  The lack of sufficient EMS support was made all too obvious on a Friday night a couple 

of years ago when the ambulance was called away from a football game on the very night a 

player was badly injured. “I felt like the whole stadium was looking directly at me,” Winters says 

in explaining his decision to privatize. Since contracting with Redmond Hospital in Rome, the 

county has gone from two ambulances at a central unit to four full-time ambulances placed 

around the county.  Response time has been cut from 30 – 45 minutes to 13 – 16 minutes, he 

says. Brenda Peterson reports that Seminole’s recent privatization has been positive. Some 

commissioners also discussed the value of air ambulance. 

Dooly County Commission Terrell Hudson says that when their hospital closed, the county 

“committed to having the best ambulance service in Georgia for a county our size.” For Stewart 

County residents, access to a hospital is a bit more complicated than in some communities 

because of the distance away from a hospital.  Most patients go to Cuthbert, Columbus, or 

Americus, each of these trips adding at least 30 minutes to time to treatment.  Response time is 

also an issue in the county.  “Sometimes our ambulances may be gone for three hours or more on 

a run,” explains Commissioner Joe Lee Williams, so Stewart County, like other rural counties, 

has established relationships for backup with neighboring counties. Time to treatment is, 

however, still a primary factor. 

Since Charlton’s hospital has closed, the county runs the ambulance service. “It has been 

financially positive for the county,” says Alphya Benefield.  The county does have an urgent care 

center open seven days a week during the day, says the Commissioner, “but I don’t think they 

take anyone without insurance.”  Elbert Commissioner reports that his county has a “great EMS” 

that runs about 4,000 trips per year and costs the county about $380,000 in write-offs.  Clinch 

County, located between Valdosta and Waycross, has three new ambulances, thanks to grant 

funding from the state. Berrien County has reduced its EMS write-offs from $800,000 to 



$900,000 per year to a deficit of $400,000, thanks to improved collections, part of an overall 

successful effort to pull the county out its debt of $4.5 million. 

Perhaps the neediest of the counties where emergency services are concerned is Taliaferro, 

which cannot support an EMS, according to Commissioner Charles Ware.  Wills Memorial 

Hospital in Wilkes County provides services, but time to scene may take up to 30 minutes in 

some parts of the county, so an hour or longer can easily pass before the patient reaches a 

hospital.  Talbot County has recently added a 911 system, which could improve emergency 

services there.  

Health Workforce Issues and Resources 

Almost to a commissioner, Public Health was praised for its work in their communities.  Part of 

that realization is due to familiarity, since the commission chairpersons are often members of the 

local Board of Health. Many expressed concern about the cutbacks to Public Health funding, 

which have reduced service in some places to four days a week. Washington County 

Commissioner Horace Daniel says that his county’s public health department is losing another 

$80,000 this year, on top of steady cuts in recent years. Berrien’s Steve Sumner believes that 

Public Health should be more self-sufficient by providing and charging for direct services. “I 

don’t think the county should give them any more until they get over worries about competing 

with local doctors,” he says. “They could be bringing in money by billing insurance for services 

that cost less and are more accessible to our residents.”  

Though most of the commissioners were aware of the number of doctors in the community, they 

were less clear about different types of clinics, including whether their counties had an FQHC.  

Of the counties whose commissioners were interviewed, the following have FQHCs:  Charlton, 

Hancock, Warren, Dooly, Stewart, Talbot, Elbert, Washington, and Jefferson. The success of 

FQHCs is not guaranteed, however.  Clinics in Crawfordville in Taliaferro County and St. 

George in Charlton County closed due to their small populations and large number of uninsured 

residents that made business operations unrealistic. 

Clinch County Hospital continues to operate in a county of approximately 6,800 people, but 

getting a doctor to come and stay there is nearly impossible, says Commissioner Roger Metts. 

“The county spent $250,000 on renovations for a doctor’s office, and the doctor stayed five 

weeks. He didn’t speak English well enough to communicate,” he explains.  “If you’re not from 

here or if you don’t appreciate the lifestyle – outdoors, hunting, and fishing – then you’d 

probably rather live in a bigger city.” The dire financial conditions in some rural hospitals have 

resulted in hometown nurses leaving for better opportunity, high pay, and job stability, often 

leaving hospitals dependent on staffing agencies to fill gaps.  

Doctors are also often hesitant to locate where they are sole providers, due to the demands of the 

practice.  There are opportunities for loan forgiveness for those who work in FQHCs and in 
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Health Professional Shortage Areas, but pay is generally comparatively low.  Even when rural 

hospitals attempt to recruit, new doctors may have their loans “bought out” by more urban 

medical centers.  There are currently few opportunities to spend residency time in rural areas, 

although Mercer is working on a pilot program that uses telemedicine for physician oversight of 

residents spending rotations in rural areas. A law passed in 2010 that allows local organizations 

to obtain matching funds for incentive physician pay, but not one organization has received any 

funding.  

It is perhaps self-evident that due to the high percentage of elderly residents, much of the care in 

rural communities is care for chronic illness. One county commissioner reported that his county 

has three dialysis centers and a fourth just closed, this a measure of the prevalence of end stage 

renal disease in some parts of the state.  Many of the rural communities also have nursing homes, 

which are often among the largest employers in the community, though wages are generally low 

for front-line staff.  Shortages of mental health professionals and resources were high on the list 

of needs identified by the commissioners 

Although none of the commissioners discussed physicians as economic forces in their 

communities, a 2014 report from the American Medical Association published by Merritt 

Hawkins says that “each physician supports a per capita economic output of $2.2 million and 

about 14 jobs” and over $90,000 in local and state tax revenues (Merritt Hawkins, March 2014). 

One challenge to understanding workforce issues in rural Georgia is the lack of a current 

physician database that accurately represents who is working, how much the doctors are 

working, and the types of payments accepted.  The most recent physician workforce report is 

from 2010.  There is also lack of information on other resources, including mental health and 

dental services. Community mapping of healthcare resources could be beneficial.  

Leadership 

Only a few commissioners could answer the question, “Who is taking a leadership role in your 

community in the realm of health and health care?”  “Nobody” was the most common answer.  

One commissioner said that his county’s hospital administrator was responsible for taking the 

lead on health care in the county.  A few others pointed to the Hospital Authority as the rightful 

leadership group, but there was some discussion by several commissioners where there are 

Hospital Authorities that their boards are ineffective and in some cases non-functional and 

unrealistic about the feasibility of operations. In many cases, there is an absence of democracy, 

due to the fact that the earlier boards are self-perpetuating, and in some communities, the same 

families have been represented on the hospital authority for decades.  In one county included in 

this report, the commission refused to financially support the hospital until a commissioner got a 

seat on the Authority.    On a more positive note, Ben Hill County’s O.D. Netter reports that the 

Hospital Authority Chair took the lead in hosting a health summit when they thought the hospital 

was going to close.  



Jefferson County Commissioner McGraw says that the Physicians Health Group, which is owned 

by the hospital, takes a leadership role.  In Haralson County, Commissioner Poole says that 

leadership is shared by the Board of Health, civic organizations, businesses, the school board, 

local governments, and local doctors.  In some communities, wellness efforts by larger 

employers are seen as positive models that could impact the community. Mohawk, Fieldale 

Farms, Mt. Vernon Mills, and Tyson were cited as industries that are leading the way in 

improved health outcomes for employees. Working with the Association of County 

Commissioners of Georgia, most of the counties have implemented some form of wellness 

programs to try to reduce the cost of insurance and improve health. In Warren County, 

Commissioner Graham says that the FQHC is taking the lead by trying to coordinate care 

between the clinic and Public Health.   

In both Habersham and Washington counties, the University of Georgia’s Archway Project got 

compliments on the leadership they’ve provided to their designated communities.  Archway has 

led the development of the “Get Healthy Habersham” Initiative and helped establish the Rural 

Medical Scholar Program, which recruits and supports medical students in rural rotations in 

Washington and Johnson counties. (Details follow.) The University’s Extension Service, 

including their 4-H programs, is strong in some communities and was suggested as one of the 

leadership entities trying to make a difference in health outcomes through programming and 

health promotion.  

There were some suggestions about who should be taking the lead in county health issues. 

Several commissioners said that the health department or the Board of Health should be taking a 

leadership role.  Two commissioners said that perhaps this was a role that the county commission 

should assume, though Berrien’s commissioner says that the local government role should be 

limited to establishing a reliable 911 system and providing dependable access to emergency 

services. One commissioner suggested that schools, civic organizations, and churches could take 

a leadership role. As an indicator of our litigious society, one commissioner worried that 

volunteer efforts, such as those through churches to identify and address hypertension and 

diabetes, might result in a lawsuit.  

Recognizing Strengths and Weaknesses and the Need for Change 

Commissioners were quick to point out the strengths of the health system in their communities.  

Roger Metts praised the Clinch County Hospital for opening a day clinic.  The lack of a hospital 

was seen as a strength in Dooly, because outlying hospitals have started clinics there.  Some 

county commissioners believe that they have adequate physician offices.  A few counties talked 

about transit as a positive. O.D. Netter reports that Ben Hill has approved a SPLOST that 

includes $200,000 for the purchase of vans for transit. Others describe their EMS services as 

excellent and are proud of their access to air ambulance.  It is clear that emergency services seem 

to be important to commissioners across the board.  Warren County says that its FQHC plays a 

significant role in health care, even providing dental services that would otherwise be absent.  
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Some commissioners saw strength in their communities’ ability to come together to work on a 

problem. Allen Poole commented on food banks as an asset for those who cannot afford food.  

Taliaferro’s Charles Ware says that churches are a good way to reach the population. He 

commended the health department for hosting health fairs and health screenings.  More than half 

of the commissioners commented on their counties’ wellness programs and on industry efforts to 

implement wellness activities. Dooly’s Terrell Hudson reports that their county employee health 

fair identified two employees with dangerously high blood pressure, both of whom were able to 

get treatment. Butch Mosely agrees that health fairs are a good way to reach out to people to 

identify problems and raise awareness of health issues. 

Seminole’s Brenda Peterson reports that Spring Creek Health Cooperative is one of her region’s 

most innovative programs. Spring Creek Health assists in obtaining medications and in case 

management for several southwest Georgia counties.  

Alphya Benefield of Charlton (pictured right), a 

retired nurse who arrived on her bicycle for the 

interview, has big ideas for her county’s empty 

hospital building. “I dream of that building being a 

medical complex with doctor’s offices and therapy 

and opportunities for wellness activities,” she says. 

The problem, of course, is funding, since such an 

endeavor is outside the possibilities for the county. 

Some commissioners suggested that Relay for Life is 

a community-wide event that demonstrates capacity to 

organize. Habersham’s recent effort to include 

pedestrian paths in their SPLOST referendum was 

defeated, and some pundits attribute the defeat to the 

walking/biking paths that people considered frivolous.  

Habersham Commissioner Crawford says, “We have 

to change the culture if we want to change health.”  

Weaknesses identified by the commissioners included 

lack of access due to cost of care and lack of insurance, lack of physicians and lack of physicians 

who will accept Medicaid. Another challenge, as one commissioner put it, “There’s not enough 

mental health anywhere.”  This thought was repeated again and again, with special concerns 

about treatment for drug abuse. Ben Hill’s O.D. Netter says that “nobody is looking at statistics” 

to see where the county stands healthwise, suggesting that greater awareness and benchmarking 

might be helpful. Several commissioners pointed the finger at the failure to expand Medicaid as a 

limiting factor in improving health. The bottom line, says Commissioner Graham of Warren 

County, “is that those who are better educated have better health.”  



Promising Practices in Rural Georgia 

Commissioners weighed in on programs that they think are working for their communities and 

that might be replicated elsewhere. The following is a summary of ideas from commissioners 

and follow-up research: 

 Spring Creek Health Cooperative, first formed with the cooperation of three rural hospitals to

reduce use of their emergency rooms for primary care, now operates in 23 southwest Georgia

counties. According to Spring Creek’s Executive Director Sheila Freeman, Spring Creek’s

goals are to “eliminate health disparities, promote wellness, and achieve greater health

system savings.” These goals are accomplished primarily through a three-pronged approach:

o A prescription assistance program that has “helped more than 5600 patients” with an

average case load at any time of about 850 patients; all patients have a medical home;

o Work with Miller County Hospital and Archbold to successfully reduce inappropriate

use of the emergency rooms through case management and assistance with

enrollment into the ACA or the appropriate government payer program;

o Assistance in enrolling uninsured in to the ACA and work with the EarnBenefits

program to help link consumers to available benefits.

 Clinch County Hospital’s day clinic provides access to medical care in a county lacking

physician resources.

 Lack of health leadership is clearly a factor that has limited efforts to improve health and

health care in many rural counties. There appear to be three potential programs that have had

success in identifying leadership for implementation. Brief descriptions follow:

o The University of Georgia’s Archway program has proven to be effective at putting

together collaboratives for change and building sustainable leadership capacity in

rural communities.  Two of the counties reviewed for this paper have Archway

programs.

 Habersham: The Archway website explains that “early on in discussions with

community members, healthcare was identified as a primary issue and one

upon which the economic viability of a region was dependent. For this reason,

the first issue-based position in Archway was created”

(www.archwaypartners.uga.edu). Their work has established the “Get Healthy

Habersham” initiative. In addition, Archway has helped established a Drug

Prevention and Treatment Workgroup” to identify local resources to address

drug problems.

 Washington: A primary healthcare need in Washington County is the

recruitment of physicians. Since physicians often locate where they spend

time in training, the community came together to support fund-raising to set

up the “Rural Medical Scholar Program.”  Funds are raised each year through
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a social event called “Lock, Stock, and Barrel” to support a part-time director 

who works with medical schools to get students to spend all or part of their 

junior and senior medical school rotations working in Washington and 

Johnson counties. Housing, food, and travel are provided for the students, as 

well as fun activities that are intended to retain these potential doctors. 

Success has been mixed, in part because medical school faculty are primarily 

urban and trained in urban environments and have not encouraged students to 

participate.  However, one particularly exciting outcome is that students who 

complete the program have done exceptionally well on standardized medical 

examinations due to the hands-on experience they get in the rural setting. The 

program is working through these challenges, however, and continues to enjoy 

widespread support in the community.  In addition, Archway helped establish 

a Boys and Girls Club in Washington, County, which has potential to 

influence health and health outcomes in the future. 

o Though not mentioned by any of the commissioners, Georgia’s Family Connections

Partnership is involved in several health initiatives. This organization is present in all

Georgia counties, though effectiveness varies widely and depends largely on the

person running the Partnership. Three of Family Connections health related initiatives

include:

 A Low-Birthweight Initiative to focus on increasing awareness about low-

birthweights and identifying promising preventive efforts;

 A Supermarket Task Force Initiative to identify areas underserved by grocery

stores and to seek solutions, since “half a million children in Georgia live in

lower-income communities underserved by supermarkets” (Georgia Family

Connection Partnership).

 Camden County has focused on collecting data to understand more about teen

and parental attitudes toward drinking and use of marijuana. Their Family

Connection office is running a public information campaign to address the

high rate of teen binge drinking.

o The University of Georgia Extension Service has services in all rural counties that

touch the lives of adults through programming and the lives of children and teens

through 4-H.  Recent events include “Diabetes Total Wellness” classes in Emanuel

County, a Safety Day in Wheeler County, and a Nutrition Know How Day in Gilmer

County (Georgia Extension Service).

 Berrien County’s school telemedicine program is described by Commissioner Steve Sumner

as “excellent,” a great way to keep students in school and keep them healthy. According to

the Georgia Partnership for Telehealth, telemedicine allows a “team approach to care for a

student from a holistic viewpoint, integrating mental health into the traditional health model.”

This model is in use and under consideration in several other counties.



 Several counties have attempted to improve emergency care by embracing upgraded

technology in their ambulances. Chattooga and Berrien are among those who mentioned such

capability. In Hancock County, Mercer University is leading a project to put high-tech

telemedicine in their ambulances, so that an ER-based physician can virtually examine and, if

appropriate, treat the patient.  If the patient does not require immediate transport, an

appointment with a physician will be made for the next day.

 Employer wellness efforts were seen as opportunities to engage and inspire the community.

More than half of the commissioners interviewed discussed county wellness efforts for

employees and pointed to industries in their communities that have taken the lead on

wellness.

Considerations for the Board 

Acute Care: A Changing Landscape 

The counties reviewed in this report range in population from about less than 1,700 to just over 

43,000. From a sustainability point of view, it is unlikely that the smallest counties, those under  

20,000 population will be able to maintain their hospitals without the support of a larger 

community hospital or a radical shift in reimbursement through a Medicaid expansion or perhaps 

the implementation of the proposed Medicaid waiver. Even then, their continuation is unlikely. 

In some areas of southwest Georgia, county hospitals are only 15 miles apart, some in counties 

with fewer than 10,000 people, perhaps not the best use of limited resources.  

Commissioners also described a shift in which the better insured are seeking care at larger 

hospitals due to the perceived quality differential, leaving rural hospitals with fewer payers, 

higher proportions of Medicare and Medicaid, and the uninsured. With greater demands for 

quality assurance and improved outcomes by payers, rural hospitals are less likely to be able to 

compete due to the fact that they are seeing needier patients who are poorer, older, less educated 

and, in many cases, less able to care for themselves.  

Several commissioners did not have a problem with the lack of a hospital, but others recognized 

the need for prompt care and stabilization. Some commissioners, especially those in counties in 

the 18 – 25,000 range, are aware of the role of the hospital in economic development. Studies 

have indicated that a stand-alone emergency room as a hospital substitute, first proposed by 

Governor Nathan Deal, is not financially feasible in rural communities, but some commissioners 

believe that a 24/7 urgent care center that offers limited diagnostics would help meet a wider 

range of needs including preventive 

care.  This recommendation could 

provide opportunities for private-public 

partnerships or for enhancing hospital 

revenues.  In Rabun County, Mountain 

Lakes Medical Center recently opened 
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North Shore Convenient Care Clinic, complete with diagnostics and occupational medicine, in a 

mid-county location with hours from 7:30 a.m. until 7:30 p.m. The building was low-cost, thanks 

to reusing modular units and may bring in much needed revenue to an ailing hospital. Clinch 

County Hospital’s “day clinic” also offers options for preventive care that would not otherwise 

be available and provides revenue that would have been foregone.  

Rethinking Emergency Care 

Most commissioners are proud of their emergency medical services, and rightfully so, as many 

counties contribute heavily to their operations. Emergency care on its own cannot solve lack of 

health resources. There are ways, however, that the EMS could be even more useful.  

The Rural Hospital Stabilization Committee’s major recommendation in its February 2015 report 

was to enhance the emergency medical system by funding “WIFI and Telemedicine equipment” 

as a means of reducing “overutilization” of emergency rooms in rural hospitals. Clearly, the 

inappropriate use emergency rooms is not the only issue for rural hospitals, but it is one of the 

problems. According to the report, $3 million dollars will go to a pilot program using four rural 

hospitals as hubs with community partners to accomplish the following: 

[H]ealthcare professionals can ensure that each patient is being transported to the 

appropriate setting, monitor chronically ill patients to help them avoid repeat 

trips to the hospital and address frequent fliers that clog our small emergency rooms. 

Using methods such as health apps with medical reminders, social and community 

services like Meals on Wheels and mobile monitoring will relieve some of the most 

costly pressures on small hospitals (England and Lucas 2015, 5).  

Additional details were not offered in the report on how these efforts would be coordinated or 

how funding would be used. 

One particularly promising practice is a small but much more technologically advanced pilot that 

will soon start up in Hancock County. Ambulances will be equipped with high resolution 

equipment that will allow the ER physician to examine the patient and make a determination 

about the most appropriate response to the call. When appropriate, the physician may treat the 

patient in the home, just as in any telemedicine visit, aided by the EMT on site or direct the EMT 

to transport.  If a follow-up exam is required, EMTs will then make arrangements for a doctor’s 

office visit at least by the next day. The goals of this project are the following: providing quality, 

primary care services in the home, when appropriate; encouraging the rebuilding of primary care 

infrastructure by connecting patients to local providers; encouraging the patient to adopt a 

primary care medical home within the county; and development of a sustainable business model 

that can be replicated across Georgia.   This project involves major players including Mercer 

University School of Public Health, AT&T, Verizon, Navicent Health and its rural network 

hospitals (Putnam General and Oconee Regional), the FQHC in Hancock County, and Rand 



Corporation, which will work with Mercer to collect data and to determine if the model is 

financially stable.  The Department of Community Health has already agreed to designate these 

ambulances as sites for telemedicine in order to allow for billing, which provides opportunity for 

sustainability. 

Primary Care is Vital; Policy Changes Could Help 

Emergency and acute care cannot take the place of accessible primary care in rural communities. 

One promising opportunity, in addition to the urgent care and day clinics described previously, is 

the availability of telemedicine programs in schools. The Rural Hospital Stabilization Committee 

reports that there are currently 55 sites in Georgia schools. One option could be expanding use of 

these services to families. There are examples of such practices that could serve as models in 

other Georgia communities. Among those is Whitefoord Family Medicine in metro Atlanta, an 

FQHC providing care to adults and children in some settings. The presence of the clinic in 

schools and after-school programs helps connect families to the clinic. Whitefoord also provides 

behavioral health services in some schools. Expansion of behavioral health in rural FQHCs could 

help reduce this significant barrier to access.  

Local support for FQHC development could also positively impact rural communities. 

Establishment of basic infrastructure through the FQHC could be the basis for additional 

services, if there is collaboration among the major institutions in these communities, providing 

opportunities for rebuilding or replacing systems that are no longer functional or financially 

feasible. 

Policy changes could also dramatically increase the ability of rural communities to attract 

physicians. Severing the liability relationship between physicians and mid-level providers 

(physician assistants and nurse-practitioners) would allow more independence for providers to 

practice in rural areas. In addition, revisiting liability or the state adoption of liability risk for 

underserved counties could attract physicians and mid-levels and make smaller and less 

financially rewarding practices more appealing.  

A number of commissioners mentioned their county’s nursing homes as assets. Current policy 

limits the use of the facilities to the purpose for which they were built, but with policy changes, 

there could be opportunities to use these facilities as telemedicine bases for primary care and 

behavioral health and for community-based services with oversight by registered nurses. In some 

facilities, nurse practitioners are in the buildings several hours per day and, with space and 

resources, could conceivably set aside time for outside patients, even if the practice was limited 

to adult medicine or geriatrics. Although such an idea would reflect radical change (and perhaps 

industry resistance), building on the existing infrastructure would be a positive in areas where the 
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nursing home is the only medical provider. This would provide another opportunity for public-

private partnerships for improved health. 

Although public health has moved in the direction of population health, in high-needs areas, this 

might be reconsidered to allow public health to bill for services through major insurers and 

Medicaid managed care organizations. Public Health might also provide a locale for access to 

preventive and behavioral care through telemedicine. Of course, the expansion of Medicaid 

would make preventive care more accessible and increase the likelihood that a provider would be 

able to sustain a practice in a small community. 

Transportation 

Transportation was not perceived by many commissioners as an issue as a large number of 

counties are now operating transit systems or participating in regional transit programs. Medicaid 

and the Department of Human Services also provide transportation services for medical and 

behavioral health.  Having nearby access to preventive care would, however, alleviate much of 

the need for transportation. A focus on building local infrastructure would help eliminate 

transportation as a barrier.  

Readiness and Capacity for Change: Leadership is Key 

Perhaps the most important finding and the greatest limitation to change is the lack of health 

leadership in most rural communities. While commissioners suggest that various entities – 

ranging from schools and Public Health to the Hospital Authority and the local Hospital – are 

responsible, most commissioners admit that no one is taking the lead on health and health care.  

In one rural community not included in this report, community leaders have turned down the 

opportunity to have a much-needed Federally Qualified Health Center because they will not be 

able to run it. Power and politics are at play in rural Georgia just as they are in urban areas. 

Power can, however, be transformed into action. Increasing awareness of the relationship 

between economic stability and health can lead to change.  It is abundantly clear, from visits with 

commissioners, that solutions must be generated locally. Dependence on “experts” who make 

occasional visits will not work.  

Many of the small counties covered in this report have Chambers of Commerce, often led by 

trained professionals and with community leaders on their boards. Even when the County does 

not have a web presence, the Chamber often has a website because the communities are 

desperate for jobs.  Looking at health and health care as economic tools and economic engines in 

themselves might be a good place to start. As previously mentioned, the Archway Project, has 

been a force that fosters collaboration, often in connection with local Chambers of Commerce. 

Opportunities exist in this arena, as Chambers can help tie local governments and other 

institutions, including schools and churches and existing health providers, into the process of 

creating the appropriate level of health infrastructure for each community.  



Local industries, where there are industries, are in some communities taking a leadership role in 

wellness activities. If counties could combine forces with some of the industries to address health 

outcomes, the sum could be greater than its parts. Communities that have the industrial and 

county leadership might wish to self-identify and apply for assistance with resources.  

Georgia’s rural county commissioners have many challenges. Lack of jobs, declining tax 

revenues and increasing demand for services, state and federal unfunded mandates (like the 

recent decision to require local 

systems to cover insurance for 

school bus drivers), and lack of 

knowledge about health and 

health care are limitations for 

commissioners. The real or 

threatened loss of longstanding 

local hospitals is changing that 

dynamic in some communities. 

Requests from hospitals to fund 

indigent care are also a game 

changer in counties that are 

struggling financially. Worries about 

aging populations, chronic disease, 

drug use, and lack of access to 

healthy foods and medicine are on the minds of the commissioners as well. Lagging educational 

systems and low high school graduation rates are a tremendous concern for many. The socio-

ecological model, as interpreted in the chart above, stands as a reminder to local governments 

that everything is connected. Educational attainment affects poverty, a primary predictor of good 

health and a fundamental component of job creation. Jobs, in turn, affect health care 

infrastructure and access to care and ultimately quality of life. Harnessing the power of local 

leadership as a force for change cannot be underestimated.  

Urie Bronfenbreener’s Socio-Ecological Model
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