
geralyn
Typewriter
72    PU-23-325    Filed 11/25/2024          Pages: 2

        Affidavit of Publication With Tear Sheet�

        North Dakota Newspaper Association (NDNA)



WILLISTON HERALD Wednesday, June 12, 2024  |  B7 

Legal # WHM001158 - Published

February 14 and June 12, 2024

Public Notice

Noxious weeds and tall grasses exceeding eight (8) inches in height growing within the City’s jurisdictional limits are 

hereby declared to be a public nuisance and it shall be the duty of every person in charge of or in possession of land 

in this City, whether as landowner, lessee, renter, or tenant, to eradicate or to control the spread of noxious weeds on 

those lands, including the adjacent rights-of-way, by mowing grasses in excess of eight (8) inches.

Whenever any person owning, occupying, or in charge of any premises, lot, or parcel of land within the jurisdiction 

of the City, shall fail, neglect, or refuse to mow the property in accordance with the provisions of this article, the City 

shall arrange for the nuisance to be abated.

When the City has affected the eradication, cutting, or control of noxious weeds or tall grasses, the actual cost thereof 

including $250 administrative expenses and any penalties approved by the City Commission, if not paid by the owner, 

must be charged and assessed against the property upon which the noxious weeds or tall grasses were eradicated, 

cut, or controlled.

The City of Williston shall publish notice of the requirements of this article in the official newspaper of the City once 

per month during the growing season. These publications shall serve as notice to all landowners, occupants, or per-

sons in charge of maintaining any parcel of land within the City limits to comply with the requirements of this article. 

These publications shall also serve as the official notice to property owners to cut weeds and tall grasses. Other 

methods of notification, such as the City's website, media, and social media, may also be used to notify landowners, 

occupants, or persons in charge to control tall grasses and weeds.

To contact Code Compliance, please visit us at 113 4th St E – Second Floor , call 701.713.3838 or email Code-

Compliance@ci.williston.nd.us.

To view Ordinance No. 1085 in its entirety, visit www.cityofwilliston.com.
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NEWS

BY ANNA CLAIRE VOLLERS

Stateline

On many days, some 
small hospitals in rural 
Mississippi admit just 
one patient — or none at 
all.

T he hospit a l s  a re 
drowning in debt. The 
small, tight-knit commu-
nities they’ve anchored 
for decades can do little 
but watch as the hospitals 
shed services and staff 
just to stay afloat.

The federal govern-
ment recently offered a 
lifeline: a new Medicare 
program designed to save 
dying rural hospitals that 
will pay them millions 
to stop offering inpatient 
ser vices and instead 
focus on emergency care.

More than two dozen 
hospita ls across t he 
country, including five in 
Mississippi, have taken 
the offer.

Community reaction 
has been mixed, said 
Chad Netterville, director 
of the Mississippi Hos-
pital Association’s Rural 
Health Alliance.

“Some of the commu-
nity feedback is, ‘You’re 
giving up. You’re not a 
hospital any longer,’” said 
Netterville, himself a for-
mer administrator at a 
small rural hospital in 
south Mississippi. “In re-
ality, the local hospital is 
giving up a service that’s 
no longer viable anyway.”

Under the new feder-
al program, rural hos-
pitals with fewer than 
50 beds can become a 
“rural emergency hospi-
tal” to unlock addition-
al government funding 
— about $3.3 million 
extra per year plus a 5% 

increase in Medicare 
reimbursements.

But there’s a catch: Par-
ticipating hospitals must 
stop all inpatient services. 
No labor and delivery, no 
inpatient surgeries, no in-
patient psychiatric units.

Instead, they must be-
come 24-hour emergen-
cy departments that offer 
some outpatient services 
but, on average, keep pa-
tients for 24 hours or less. 
They can only stabilize 
patients who need more 
acute care and transfer 
them out of the commu-
nity to larger hospitals.

“It’s not a panacea for 
rural health,” said George 
Pink, deputy director of 
the North Carolina Rural 
Health Research Pro-
gram at the University of 
North Carolina at Chap-
el Hill. “It’s targeted at a 
small subgroup of rural 
hospitals, those that have 
typically been losing 
money for a long period 
of time and are at risk of 
closing.”

Nearly one-third of 
rural hospitals around 
the country are at risk of 
closing, according to a 
new report from the Cen-
ter for Healthcare Qual-
ity & Payment Reform, 
a national health policy 
research group. Research 
suggests rural hospital 
closures increase com-
munity death rates, harm 
local economies and 
force patients to travel 
farther for care.

I n 2020, Cong ress 
established the Rural 
Emergenc y Hospita l 
program, which the U.S. 
Department of Health 
and Human Services 
put into effect in January 
2023. The goal is to pre-

serve emergency care 
and at least some health 
services in communities 
that can no longer sup-
port a full-fledged hospi-
tal. More than 150 rural 
hospitals have closed or 
converted to other types 
of facilities in the past 15 
years, primarily due to fi-
nancial distress.

That distress has many 
causes. Rural communi-
ties have shrinking pop-
ulations, leading to fewer 
patients filling hospital 
beds. Rural residents 
tend to be older and sick-
er than people in cities, 
requiring more expensive 
care. They are also more 
likely to be uninsured or 
underinsured, forcing 
hospitals to pick up the 
tab. And reimbursement 
rates by public and pri-
vate insurers haven’t kept 
pace with the cost of care.

In the past two years, 
at least 17 states have 
amended or enacted laws 
to allow hospitals to scale 
back their services under 
the new program. Other 
states, such as Mississip-
pi, have existing state reg-
ulations they can modify 
to allow their hospitals to 
qualify.

Since January 2023, 27 
hospitals have joined the 
program, out of 1,700 that 
researchers estimate are 
eligible, according to the 
Cecil G. Sheps Center for 
Health Services Research 
at the University of North 
Carolina at Chapel Hill.

Pink and other ex-
perts say it’s too soon to 
know how well the pro-
gram will work. Some 
communit y hospitals 
are embracing the new 
model. Meanwhile, some 
for-profit health care 

companies are testing 
whether a rural emer-
gency hospital could be 
profitable.

In the middle of it all, 
rural communities are 
waiting to see what this 
“better-than-nothing” 
approach to health care 
will mean for them.

Community 
pushback

Mississippi is currently 
home to the most rural 
emergency hospitals in 
the nation, with five.

It’s also home to a hos-
pital management com-
pany, Progressive Health 
Group, that is focused 
on converting struggling 
rural hospitals to the 
new model. Progressive 
Health’s CEO, Mississippi 
attorney Quentin Whit-
well, said conversion 
might make sense for 
many hospitals — even 
some that aren’t at death’s 
door.

His company has con-
verted a handful of hos-
pitals in Mississippi, Ar-
kansas and Georgia, with 
more in the works.

“We analyze hospitals 
that are either brought 
to us or that we identi-
fy, to see if we believe we 
can recruit the necessary 
providers, provide the 
necessary services, and 
be a benefit to the com-
munity,” Whitwell said. 
Rather than trying to 
keep rural hospitals with 
empty beds and few pa-
tients open, he said, the 
new federal designation 
can provide the funding 
needed for a successful, 
leaner facility focused on 
select essential outpatient 
services, such as emer-
gency care.

“We have contracts, let-
ters of intent and expres-
sions of interest in place, 
and are looking at hospi-
tals from the West Coast 
to the East Coast,” he 
said. “We don’t necessar-
ily have a target number 
of hospitals; we just want 
to be effective where we 
are.”

But hospitals looking 
to make the switch can 
face pushback from their 
communit ies — and 
from physicians. An ob-
stetrician in rural Ala-
bama recently warned 
the state’s health depart-
ment that conversions 
could undermine ma-
ternal care by removing 
even more labor and de-
livery services from rural 
communities.

When asked about that 
possibility, Netterville, of 
the Mississippi Hospital 
Association, said many of 
Mississippi’s small rural 
hospitals gave up their 
labor and delivery ser-
vices long ago.

In some rural commu-
nities, converting a hospi-
tal won’t result in a mean-
ingful loss of services, 
said Brock Slabach, chief 
operations officer with 
the National Rural Health 
Association. Most of the 
rural hospitals that might 
consider converting have 
few patients using those 
services in the first place, 
he said.

Of the rural emergency 
hospitals listed in federal 
hospital enrollment data, 
nine are owned by pri-
vate health care systems, 
while a few more are 
owned by hospital man-
agement companies such 
as Progressive Health.

It could make financial 

sense for larger health 
systems to convert small-
er, less-profitable rural 
hospitals to rural emer-
gency hospitals, said 
Pink. They would in turn 
funnel sicker patients 
from their outlying com-
munities to the systems’ 
larger flagship hospitals.

But, he said, “It would 
be a source of concern if 
systems are converting 
to this new model for the 
sole purpose of saving the 
system money, because 
I’m not sure that would 
be serving the care and 
access concerns of the 
rural community.”

Changes ahead

“What do I have to give 
up?” is usually one of the 
first questions that rural 
hospital leaders have 
about the conversion pro-
gram, Netterville said.

One of their biggest 
concerns is that con-
verting means a hospi-
tal can’t participate in 
some federal programs 
already designed to off-
set their costs. The 340B 
Drug Pricing Program, 
for example, allows them 
to purchase outpatient 
drugs at discount pric-
es, while the Medicare 
“swing bed” program 
gives small, rural hos-
pitals more f lexibility 
in providing and bill-
ing for different types 
of care. Neither is avail-
able to rural emergency 
hospitals.

The National Rural 
Health Association sup-
ports some changes to 
the federal program, 
including allowing par-
ticipating hospitals to 
be part of the 340B and 
swing bed programs.

For some rural communities, a stripped-
down hospital is better than none at all

Dying rural hospitals scale back services to get federal help.
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