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What GAO Found 
Research indicates that the number of rural hospitals providing obstetric services 
declined from 2004 through 2018, and more than half of rural counties did not 
have such services in 2018, according to the most recent data available. Studies 
showed that closures were focused in rural counties that were sparsely 
populated, had a majority of Black or African American residents, and were 
considered low income. Studies also showed differences in the type of clinicians 
delivering babies in rural and urban areas. Specifically, family physicians were 
more common in rural areas than in urban areas, while obstetrician-
gynecologists and midwives were more common in urban areas, though the 
prevalence and types of clinicians varied by state.     
 
Stakeholders GAO interviewed most often ranked two factors as most important 
among a list of seven factors potentially affecting the availability of obstetric care 
in rural areas. Specifically, stakeholders said:  

• Medicaid reimbursement rates set by states do not cover the full cost of 
providing obstetric services. This may mean particular financial losses for 
hospitals providing these services in rural areas, where a higher proportion of 
births are covered by Medicaid. Medicaid covered 50 percent of rural births in 
2018, compared to 43 percent of births for the United States as a whole, 
according to the most recent analysis from the Medicaid and CHIP Payment 
and Access Commission.   

• Recruiting and retaining providers is particularly challenging for rural 
areas, as they must compete with urban areas for a limited pool of providers 
to staff obstetric units that require a full range of maternal health providers, 
such as physicians and nurses, as well as anesthesiologists.     

Stakeholders GAO interviewed most often cited the following efforts federal 
agencies, states, and others could take to increase the availability of obstetric 
care in rural areas. Specifically, stakeholders said:   

• Increasing Medicaid reimbursement would help to keep obstetric services 
open, as Medicaid covers a higher proportion of births in rural areas than 
urban areas. 

• Increasing remote consultations, such as through videoconferencing or 
phone calls, between clinicians could help ensure that rural patients who live 
longer distances from higher levels of obstetric care have access to such 
care through their own clinicians in their communities. 

• Establishing regional partnerships—such as a hub-and-spoke model 
where a larger hospital (hub) partners with smaller rural hospitals (spokes) 
for care coordination and to provide training and other resources—could help 
ensure rural patients receive risk-appropriate care in their communities. For 
example, a specialist from the hub hospital could help manage a rural 
patient’s high-risk condition as needed and support the rural clinician for 
planning delivery at the local hospital.  
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Why GAO Did This Study 
Access to obstetric care is a growing 
concern in rural U.S. communities, 
given recent closures of hospitals in 
rural areas. The loss of hospital-based 
obstetric services in rural areas is 
associated with increases in out-of-
hospital births and pre-term births, 
which may contribute to poor maternal 
and infant outcomes. These have been 
more prevalent in rural areas and non-
White racial and ethnic groups.   

House Report 116-450 directed GAO 
to report on ways to improve access to 
obstetrics care in rural areas. This 
report is focused on the hospitals and 
clinicians that provide delivery 
services, and describes (1) the 
availability of hospital-based obstetric 
services in rural areas, (2) stakeholder 
perspectives on factors that affect such 
availability, and (3) stakeholder 
perspectives on efforts federal 
agencies, states, and others could take 
to increase such availability.  

GAO reviewed literature published 
from 2011 through 2022, interviewed 
researchers and provider associations, 
and conducted semi-structured 
interviews with 19 selected 
stakeholders to obtain their 
perspectives on factors that affect the 
availability of care and efforts to 
address such factors. Stakeholders, 
comprised of provider associations, 
patient advocacy groups, researchers, 
and federal agencies, were selected to 
represent diverse perspectives, 
including various obstetric clinicians 
and organizations representing 
different racial and ethnic groups.  

GAO provided a draft of this report to 
HHS. HHS provided technical 
comments, which GAO incorporated as 
appropriate.  
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Access to obstetric care is a growing concern for the millions of women of 
reproductive age that live in rural areas in the United States.1 Recent 
closures of rural hospitals and difficulties recruiting and retaining 
clinicians that provide obstetric services, such as family physicians and 
obstetricians/gynecologists (OB/GYN), may have reduced the availability 
of hospital-based obstetric care in rural areas.2 As we have reported, from 
January 2013 through February 2020, 101 rural hospitals closed, out of 
the approximately 2,260 rural hospitals that were open in 2013; such 

                                                                                                                       
1Reproductive age for women, also known as child-bearing age, is generally defined as 
between the ages of 15 and 44. Throughout this report, we may use the term “women” to 
describe the population that generally may become pregnant. However, this term does not 
include all people who can become pregnant. For example, people who do not identify as 
either male or female may become pregnant, as may some transgender men.  

2There are various ways to define a rural area, and no consistent definition is used across 
government programs, according to the Health Resources and Services Administration. 
When we refer to rural counties, this includes both micropolitan and noncore counties. 
According to the Office of Management and Budget, micropolitan counties include 
nonmetropolitan counties with an urban core of 10,000 to 49,999 inhabitants. Noncore 
counties include non-metropolitan counties that do not qualify as micropolitan, and have 
an urban core of less than 10,000 residents.  
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closures generally were caused by financial distress, in part, from low-
patient volumes.3 

Nearly all births in the United States occur in hospitals.4 In rural counties, 
the loss of hospital-based obstetric care is associated with increases in 
pre-term births, distance traveled for obstetric care, out-of-hospital births, 
and births in hospitals without obstetric units.5 All of these may contribute 
to poor maternal and adverse infant health outcomes, which have been 
more prevalent in rural areas and for non-White racial and ethnic groups, 
particularly for Black or African American and American Indian or Alaska 
Native populations. For example, we have previously reported increasing 
rates of maternal mortality in the United States, with deaths during 
pregnancy or due to pregnancy-related causes disproportionately 
occurring in those same populations.6 

Various federal agencies within the Department of Health and Human 
Services, including the Health Resources and Services Administration 
(HRSA) and Centers for Medicare & Medicaid Services (CMS), have 
sought to improve rural health outcomes and prevent maternal mortality 
and morbidity through grants, financial incentives to providers, and other 
efforts. State, local, and other efforts also aim to improve access to 
obstetric services in rural hospitals. 

House Report 116-450 includes provisions for us to report on ways to 
improve access to obstetric care in rural areas.7 This report focuses on 

                                                                                                                       
3See GAO, Rural Hospital Closures: Affected Residents Had Reduced Access to Health 
Care Services, GAO-21-93 (Washington, D.C.: Dec. 22, 2020) and Rural Hospital 
Closures: Number and Characteristics of Affected Hospitals and Contributing Factors, 
GAO-18-634 (Washington, D.C.: Aug. 29, 2018).  

4In 2017, 98.4 percent of births occurred in hospitals, and 1.6 percent of births occurred 
out of hospitals. MacDorman, M. and Declercq, E. “Trends and State Variations in Out-of-
Hospital Births in the United States, 2004-2017.” Birth, vol. 46 no. 2 (2019).  

5See, for example, K.B. Kozhimannil, P. Hung, C. Henning-Smith, M.M. Casey, and S. 
Prasad. “Association Between Loss of Hospital-based Obstetric Services and Birth 
Outcomes in Rural Counties in the United States.” Journal of the American Medical 
Association, vol. 319, no. 12 (2018), and GAO-21-93.  

6See GAO, Maternal Mortality: Trends in Pregnancy-Related Deaths and Federal Efforts 
to Reduce Them, GAO-20-248 (Washington, D.C.: Mar. 12, 2020) and Maternal Mortality 
And Morbidity: Additional Efforts Needed to Assess Program Data for Rural and 
Underserved Areas, GAO-21-283 (Washington, D.C.: April 8, 2021).  

7H.R. Rep. No. 116-450, at 57, 214 (2020).  

https://www.gao.gov/products/GAO-21-93
http://www.gao.gov/products/GAO-18-634
https://www.gao.gov/products/GAO-21-93
https://www.gao.gov/products/GAO-20-248
https://www.gao.gov/products/GAO-21-283
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obstetric care in rural areas, specifically on hospitals and clinicians that 
provide delivery services. Specifically, this report describes 

1. the availability of hospital-based obstetric services in rural areas, 
2. stakeholder perspectives on factors that affect the availability of 

hospitals and clinicians that provide hospital-based obstetric care in 
rural areas, and 

3. stakeholder perspectives on ongoing and proposed efforts federal 
agencies, states, and others could take to increase the availability of 
rural hospital-based obstetric care. 

To describe the availability of hospital-based obstetric services in rural 
areas, we conducted a literature review of relevant research published 
from 2011 through 2022. We also interviewed researchers, including 
those from three rural health research centers that conduct relevant work; 
officials from provider associations that represent clinicians providing 
obstetric services; and officials from several agencies within the 
Department of Health and Human Services—HRSA, CMS, the Centers 
for Disease Control and Prevention, and the Agency for Healthcare 
Research and Quality.8 

To describe stakeholder perspectives on factors that affect the availability 
of hospitals and clinicians that provide obstetric services in rural areas 
and ongoing and proposed efforts to address such factors, we first 
identified lists of factors and efforts by conducting a literature review (as 
described above) and interviewing researchers, provider associations, 
and federal agencies (as described above). We then conducted semi-
structured interviews with 19 selected stakeholders representing provider 
associations, researchers, patient advocacy organizations, and federal 
agencies to obtain their perspectives on the list of factors that we 
identified as well as a list of efforts that could be taken to address such 
factors. As part of these interviews, we asked the selected stakeholders 
to rank the list of factors from most to least important and rate the efforts 
based on their perceived effect on the availability of obstetric care in rural 
                                                                                                                       
8Specifically, we interviewed researchers from the North Carolina Rural Health Research 
Program, which conducts research on hospital closures; the University of Minnesota Rural 
Health Research Center, which conducts research on maternal health and access; and 
the Washington, Wyoming, Alaska, Montana, Idaho Rural Health Research Center, which 
conducts research on the healthcare workforce. In addition, we interviewed researchers 
from the March of Dimes and National Rural Health Association. In terms of provider 
associations, we interviewed the American Academy of Family Physicians, American 
College of Nurse Midwives, and American College of Obstetricians and Gynecologists.  
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areas. We selected these stakeholders to represent a diversity of 
perspectives and experiences, including those representing different 
racial and ethnic groups, and from clinicians that provide obstetric care or 
other clinical care during delivery. In presenting the results, we used 
modifiers to quantify stakeholders’ views.9 See appendix I for additional 
details on our scope and methodology for this report. 

We conducted this performance audit from November 2021 to October 
2022 in accordance with generally accepted government auditing 
standards. Those standards require that we plan and perform the audit to 
obtain sufficient, appropriate evidence to provide a reasonable basis for 
our findings and conclusions based on our audit objectives. We believe 
that the evidence obtained provides a reasonable basis for our findings 
and conclusions based on our audit objectives. 

 

In 2020, 46 million people lived in rural areas in the United States, making 
up 14 percent of the total population, according to U.S. Census data.10 
These data showed that 24 percent of people that lived in rural areas in 
2020 were from racial and ethnic groups that were not White, which is 
less than their representation in the United States as a whole.11 However, 
different regions of the United States contained more racial and ethnic 
diversity, with rural counties in the South and West being particularly 
diverse. 

                                                                                                                       
9When we report the results, we use the term “some” stakeholders to represent more than 
0 but less than or equal to 20 percent of responses (1-4 stakeholders); “several” 
stakeholders to represent more than 20 percent but less than or equal to 40 percent of 
responses (5-8 stakeholders); “many” stakeholders to represent more than 40 percent but 
less than or equal to 60 percent of responses (9-11 stakeholders); “most” stakeholders” to 
represent more than 60 percent but less than or equal to 80 percent of responses (12-15 
stakeholders); and, “nearly all” stakeholders to represent more than 80 percent but less 
than 100 percent of responses (16-18 stakeholders). 

10U.S. Department of Agriculture. Economic Research Service, Rural America at a 
Glance, 2021 Edition. Economic Information Bulletin Number 230 (Washington, D.C.: 
November 2021).  

11In 2020, 42 percent of residents in the United States were from racial and ethnic groups 
that were not White. See Brookings, “Mapping Rural America’s Diversity and 
Demographic Change,” The Avenue (Washington, D.C.: Sept. 28, 2021), 
https://www.brookings.edu/blog/the-avenue/2021/09/28/mapping-rural-americas-diversity-
and-demographic-change/ (accessed Aug. 11, 2022). 

Background 
Characteristics of Rural 
Populations 

https://www.brookings.edu/blog/the-avenue/2021/09/28/mapping-rural-americas-diversity-and-demographic-change/
https://www.brookings.edu/blog/the-avenue/2021/09/28/mapping-rural-americas-diversity-and-demographic-change/
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Census data show that rural areas also lost population overall between 
2010 and 2020 compared to urban areas, seeing a decline in population 
of 0.6 percent compared to an increase of 8.8 percent, respectively. Most 
of the population losses in rural counties have been concentrated in those 
counties with persistent poverty (5.7 percent decrease in population) 
compared to rural counties with no persistent poverty (0.1 percent 
increase in population).12 Additionally, those rural counties with persistent 
poverty also had high percentages of people from racial and ethnic 
groups that were not White. 

Compared to their urban counterparts, rural residents tend to be older, 
poorer, and sicker.13 Rural residents are also more likely to be covered by 
Medicaid, a federal-state health-care financing program for certain low-
income and medically needy individuals, than residents living in urban 
areas. Medicaid is administered by states, according to federal 
requirements, and states set reimbursement rates. Under the Patient 
Protection and Affordable Care Act, states had the option to expand 
Medicaid to cover nearly all adults with incomes up to 133 percent of the 
federal poverty level, thereby increasing the number of beneficiaries 
covered by the program.14 In 2018, Medicaid covered 50 percent of births 
in rural areas, compared to 43 percent for the United States as a whole, 
according to the most recent analysis we identified.15 

Overall, the number of births in the United States has been in decline for 
nearly the last 30 years, according to the Centers for Disease Control and 

                                                                                                                       
12The Economic Research Service defines counties as having persistent poverty if 20 
percent or more of the population lived at or below the Federal poverty line during the four 
consecutive U.S. Census measurements dating to 1980. 

13J. Foutz, S. Artiga, R. Garfield. “The Role of Medicaid in Rural America. Kaiser Family 
Foundation (Washington, D.C.: April 2017).  

14The Patient Protection and Affordable Care Act gave states the option to expand their 
Medicaid programs by covering nearly all adults with incomes at or below 133 percent of 
the federal poverty level beginning January 1, 2014. Pub. L. No. 111-148, 124 Stat. 119 
(2010), as amended by the Health Care and Education Reconciliation Act of 2010, Pub. L. 
No. 111-152, 124 Stat. 1029 (2010). The Act also permitted an early expansion option, 
whereby states could expand eligibility for this population, or a subset of this population, 
starting on April 1, 2010. States choosing to expand their Medicaid programs receive a 
higher federal matching rate for the enrollees covered by the expansion.  

15Medicaid and CHIP Payment and Access Commission. Fact Sheet: Medicaid’s Role in 
Financing Maternity Care (Washington, D.C.: January 2020).  
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Prevention’s National Vital Statistics System.16 Yet, research shows that 
women in rural areas were more likely to have children and have higher 
numbers of children than their urban counterparts.17 Despite this, the 
number of total births in rural areas is smaller than in urban areas 
because of the population size differences in the numbers of women in 
rural and urban areas. 

A variety of clinicians provide obstetric services in hospitals in the United 
States, with the support of nurses and other clinical staff, such as 
anesthesiologists. Clinicians providing obstetric services in hospitals 
include the following: 

• OB/GYNs, physicians that specialize in providing care related to 
pregnancy, including attending births (i.e., delivering babies) at 
hospitals, and the female reproductive system. The practice of 
obstetrics and gynecology includes surgical expertise due to the 
nature of the care provided, such as for caesarean sections. 

• Family physicians, considered primary care physicians, as they 
provide comprehensive first contact and continuing care for persons 
with a broad range of health concerns, including obstetric care. Family 
physicians may attend births in hospitals and may also perform 
caesarean sections, depending on their training. 

• Certified nurse-midwives and certified midwives, both generally 
attend births in hospitals, birthing centers, or in homes. Certified 
nurse-midwives can provide a full range of primary care services, 
including obstetric care; have prescriptive authority; and are eligible to 
practice in all U.S. states. Certified midwives provide a full range of 
primary care services similar to certified nurse-midwives, but their 
ability to practice is limited to certain states.18 

Additionally, doulas—trained professionals that provide physical, 
emotional, and informational support to mothers before, during, and 

                                                                                                                       
16The overall birth rate in 1990 was 16.7 per 1,000, while the birth rate was 11.6 in 2018. 
See National Center for Health Statistics. Health, United States, 2019. (Hyattsville, M.D.: 
2021).  

17K. Daniels, G.M. Martinez, C.N. Nugent. “Urban and Rural Variation in Fertility-related 
Behavior among U.S. Women, 2011-2015.” National Center for Health Statistics Data 
Brief, No. 297, January 2018. 

18Another type of midwife, known as certified professional midwives, mostly attend births 
in homes or birth centers, and are thus not a focus of this report. Certified professional 
midwives provide care, education, counseling, and support during the pregnancy, birth, 
and the postpartum period.  

Types of Clinicians That 
Provide Obstetric Services 
in Hospitals 
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shortly after childbirth—may assist patients in hospitals. Doulas do not 
provide clinical care, such as delivering babies. 

Education required for physicians to practice. Physicians, including 
family physicians and OB/GYNs, typically undergo graduate medical 
education, also known as residencies, to complete their formal education 
as physicians. 

• Residency programs for family physicians are generally 3 years and 
involve rotations in obstetrics, pediatrics, general surgery, emergency 
medicine, and inpatient hospital care. 

• OB/GYNs generally participate in residency programs for 4 years and 
may rotate in specialties, such as maternal fetal medicine, 
reproductive endocrinology, and gynecologic oncology, among other 
things.19 

Each state has its own “scope of practice” requirements, which typically 
define a physician’s practice and qualifications, among other things. Once 
physicians are certified and licensed, they then submit their credentials to 
specific hospitals and other facilities to be granted privileges to practice 
within their designated scope, through a process known as credentialing 
and privileging. 

Education required for midwifery practice. Formal education 
requirements vary depending on the type of midwife. Certified nurse-
midwives and certified midwives complete graduate degrees in midwifery 
education. Certified nurse-midwives complete nursing training before or 
during their midwifery education programs, while certified midwives 
complete required health and science courses before or during their 
midwifery education programs. 

States’ scope of practice requirements for midwifery practice differ, and 
not all states will license certified midwives to practice. Similar to 
physicians, once midwives are certified and licensed, they then submit 

                                                                                                                       
19Physicians may also undergo additional graduate medical education in specific 
subspecialties, also referred to as fellowships. For example, family physicians can opt to 
get more specialized training in obstetric care. According to a 2008 study, 5 percent of 
family medicine residents end up subspecializing. See E. Salsberg, et al, “US Residency 
Training Before and After the 1997 Balanced Budget Act,” Journal of the American 
Medical Association, vol. 300, no. 10 (2008): 1174-1180.  
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their credentials and apply for privileges to practice in specific hospitals 
and other facilities. 

Depending on their size and resources, rural hospitals and other facilities 
have different capacities to provide different levels of risk-appropriate 
obstetric care. Perinatal regionalization is intended to help ensure that 
pregnant patients and newborns have access to risk-appropriate care 
when needed and generally involves coordination amongst hospitals and 
facilities with different levels of care within a given geographic area.20 
There are many models for regionalization, including a hub-and-spoke 
model, in which larger and smaller facilities connect to provide care at the 
level of care needed (see Figure 1). The levels range from Level I 
facilities that provide basic care for low to moderate risk pregnancies and 
low risk newborns to Level IV regional perinatal centers and regional 
neonatal intensive care units that provide care for the most complex 
maternal and neonatal conditions and critically ill pregnant women and 
newborn infants.21 

                                                                                                                       
20The term perinatal refers to the time period around the time of birth. Regionalization first 
started in the 1970s with an emphasis on neonatal care and improving those outcomes, 
and subsequent research found it to be effective at improving neonatal health outcomes. 
More recently, the American College of Obstetricians and Gynecologists and the Society 
of Maternal-Fetal Medicine established levels of maternal care given high and increasing 
rates of maternal mortality rates in the United States. Evidence of the beneficial effect of 
regionalization on maternal outcomes is so far limited. See, American Academy of 
Pediatrics and American College of Obstetricians and Gynecologists, Guidelines for 
Perinatal Care, Eighth Edition. (Elk Grove, Ill., and Washington, D.C.: September 2017).  

21Accredited birthing centers are not assigned a level because well-established standards 
governing birth centers are already available. These centers provide care for low-risk 
women with uncomplicated pregnancies who are expected to have uncomplicated births. 
The Centers for Disease Control and Prevention developed the Levels of Care 
Assessment Tool to support decision-making about risk-appropriate care at a regional 
level. Twenty-five states implemented this tool to identify local resources and identify 
gaps, as of May 2022. 

Regionalization and 
Levels of Care 
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Figure 1: Illustration of Hub-and-Spoke Model 

 
 
Various studies we reviewed and interviews with researchers indicate that 
in rural areas, hospital-based obstetric services have declined, and more 
than half of rural counties did not have such services as recently as 2018. 
Specifically, studies we reviewed found the following: 

• From 2014 through 2018, nearly 3 percent of rural counties (53 
counties) lost hospital-based obstetric services, leaving about 56 
percent of rural counties with no obstetric services in 2018.22 

                                                                                                                       
22K.B. Kozhimannil, J.D. Interrante, M.S. Tuttle, and C. Henning-Smith. “Changes in 
Hospital-Based Obstetric Services in Rural US Counties, 2014-2018.” Journal of the 
American Medical Association, vol. 324, no. 2 (2020): 197. This analysis of hospital 
closures was based on the American Hospital Association Annual Survey, the CMS 
Provider of Services file, and the Area Health Resources File. Data from 2018 was the 
most recent available at the time of the study, and we did not identify more recent 
information through our literature review and web searches.  

Research Shows 
More than Half of 
Rural Counties Do 
Not Have Hospital-
Based Obstetric 
Services 
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• According to another study, as of 2017, just under half of all hospitals 
operating in rural areas provided obstetric services (987 hospitals).23 

• In 2014, 54 percent of rural counties had no hospital-based obstetric 
services, with 9 percent of rural counties (179 counties) losing 
obstetric services from 2004 through 2014, according to an additional 
study.24  

Research suggests that the availability of hospital-based obstetric 
services in rural counties varies by state, with the Southern region of the 
United States having the lowest density of rural hospital-based obstetric 
services available to women of childbearing age. Specifically, one study 
found that as of 2014, six states had no hospital-based obstetric services 
in more than two-thirds of their rural counties, while six states had 
hospital-based obstetric services in 80 percent or more of rural counties.25 
Another study from 2021 found that as a region, the South had the lowest 
density of rural hospital-based obstetric services in the nation and the 
West had the highest density—7 rural hospitals offering obstetric services 

                                                                                                                       
23K.B. Kozhimannil, J.D. Interrante, M.S. Tuttle, C. Henning-Smith, and L. Admon. 
“Characteristics of US Rural Hospitals by Obstetric Service Availability, 2017.” American 
Journal of Public Health, vol. 110, no. 9 (2020): 1315. The March of Dimes reported that 
generally 45 percent of U.S. hospitals in 2018 were providing obstetric services. See 
March of Dimes, Nowhere to Go: Maternity Care Deserts Across the U.S., 2020 Report 
(Arlington, Va.: 2020).  

24P. Hung, C.E. Henning-Smith, M.M. Casey, and K.B. Kozhimannil. “Access to Obstetric 
Services in Rural Counties Still Declining, With 9 Percent Losing Services, 2004-14.” 
Health Affairs, vol. 36, no. 9 (2017): 1663. Between 2004 and 2014, 898 rural counties did 
not have any hospital-based obstetric services and 179 rural counties lost services. The 
closures include hospitals that closed obstetric units as well as hospitals with obstetric 
units that closed entirely. This analysis of hospital closures was based on the American 
Hospital Association Annual Survey, the CMS Provider of Services file, and the Area 
Health Resources file. 

25University of Minnesota Rural Health Research Center. Policy Brief: State Variability in 
Access to Hospital-Based Obstetric Services in Rural U.S. Counties. (Minneapolis, Minn.: 
University of Minnesota, April 2017). The six states with over two-thirds of rural counties 
with no hospital-based obstetric services in 2014 were North Dakota (85 percent), Florida 
(83 percent), Virginia (79 percent), Alaska (73 percent), Nevada (69 percent) and South 
Dakota (69 percent). The six states with 80 percent or more of rural counties with hospital-
based obstetric services in 2014 were Connecticut, Hawaii, Maine, and Massachusetts 
(100 percent); New Hampshire (86 percent); and Vermont (82 percent). 
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per 100,000 women of reproductive age and 15 per 100,000, 
respectively.26 

Research indicates that declines in hospital-based obstetric services were 
more likely in rural counties that were sparsely populated, low-income, 
and where the majority of the population is Black or African American. In 
particular, three studies found that many of the hospitals that closed their 
obstetric services at some point between 2004 and 2018 were in rural 
noncore counties, and those counties were less likely to have hospital-
based obstetric services even before any closures.27 Additionally, two 
studies found that closures that occurred at some point between 2004 
and 2018 were more likely in rural counties with a majority of Black or 
African American residents, and one of the two studies found that 
closures between 2004 and 2014 were more likely in rural counties with 
lower median household incomes.28 

Researchers that we interviewed, and hospital closure information from 
the North Carolina Rural Health Research Program, noted that the rate of 
hospital closures generally appeared to decrease during the COVID-19 
pandemic in 2021 and 2022.29 The researchers said they expected this 
was likely due to increased federal funding to hospitals to respond to the 
pandemic, and they expected that closures would continue after such aid 
dissipates. One study reported that the increased federal funding will be 
fully distributed by the end of 2022, and unless additional funding is 

                                                                                                                       
26University of Minnesota Rural Health Research Center. Policy Brief: State and Regional 
Differences in Access to Hospital-Based Obstetric Services for Rural Residents, 2018. 
(Minneapolis, Minn., University of Minnesota: August 2021). This article presents 
information for women of reproductive age between the ages of 15 through 49 years.  

27Noncore counties have an urban core with fewer than 10,000 residents. See University 
of Minnesota Rural Health Research Center. Health Policy Brief: Closure of Hospital 
Obstetric Services Disproportionately Affects Less-Populated Rural Counties. 
(Minneapolis, Minn., University of Minnesota: April 2017). This study examined rural 
hospital obstetric services closures between 2004 through 2014. Additionally, see 
University of Minnesota Rural Health Research Center, Policy Brief: Rural and Urban 
Hospital Characteristics by Obstetric Service Provision Status, 2010-2018. (Minneapolis, 
Minn., University of Minnesota: April 2021); and P. Hung, et al. Health Affairs, 2017.  

28P. Hung, et al. Health Affairs, 2017; and University of Minnesota Rural Health Research 
Center, Rural and Urban Hospital Characteristics, 2021.  

29The North Carolina Rural Health Research Program tracks hospital closures. See, 
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/ 
(accessed August 17, 2022).  

https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/
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authorized, rural hospitals are expected to return to pre-pandemic levels 
of profitability.30  

In addition, we found the prevalence of certain types of clinicians 
providing hospital-based obstetric services in rural areas differed from 
urban areas. In particular, studies we reviewed found that family 
physicians providing obstetric services were more common in rural areas 
than they were in urban areas. In contrast, research shows that OB/GYNs 
and midwives were more prevalent in urban areas. 

For example, one study estimated that in 2019: 

• In rural counties overall, there were 34 family physicians, 35 
OB/GYNs, and 9 advanced practice midwives per 100,000 women of 
childbearing age.31 

• In urban counties overall, there were 10 family physicians, 60 
OB/GYNs, and 11 advanced practice midwives per 100,000 women of 
childbearing age.32 

Additionally, the study found that the prevalence and types of clinicians 
practicing in rural areas varied by state though OB/GYNs tended to 
largely practice in micropolitan counties, whereas family physicians were 
much more prevalent in the more sparsely populated rural counties (i.e., 
noncore counties).33 Overall, about 30 percent of rural counties did not 

                                                                                                                       
30See North Carolina Rural Health Research Program. Findings Brief: Rural Hospital 
Profitability during the Global COVID-19 Pandemic Requires Careful Interpretation. 
(Chapel Hill, N.C., University of North Carolina at Chapel Hill: March 2022).   

31Washington, Wyoming, Alaska, Montana, Idaho Rural Health Research Center. The 
Supply and Rural-Urban Distribution of the Obstetrical Care Workforce in the U.S. 
(Seattle, Wash., University of Washington, June 2020). Advanced practice midwives 
include certified nurse midwives. The study used data from the American Board of Family 
Medicine to only include family physicians that reported delivering babies in its estimates 
of family physicians.  

32Additionally, another study focused on OB/GYN relocations between 2005 and 2015 
found that OB/GYNs were predominantly relocating to urban counties. See I.M. Xierali, 
M.A. Nivet, and W.F. Rayburn. “Relocation of Obstetrician-Gynecologists in the United 
States, 2005-2015.” Obstetrics & Gynecology, vol. 129, no. 3 (2017): 543.  

33Micropolitan counties include nonmetropolitan counties with an urban core of 10,000 to 
49,999 inhabitants. Noncore counties include non-metropolitan counties that do not qualify 
as micropolitan, and have an urban core of less than 10,000 residents.  



 
 
 
 
 
 

Page 13 GAO-23-105515  Maternal Health 

have any clinicians providing hospital-based obstetric services in 2019, 
according to the study.34 

Two other studies that surveyed hospitals in nine states found that the 
trends in the types of clinicians attending births (i.e., delivering babies) 
were also dependent on birth volumes.35 In hospitals with low birth 
volumes, which one study defined as less than 240 births annually, family 
physicians and general surgeons were more likely to attend births than 
OB/GYNs and midwives.36 In contrast, higher birth volume hospitals were 
more likely to have OB/GYNs and midwives attending births. 

Research also shows that the proportion of family physicians attending 
births has been decreasing in the United States, but those that do so 
primarily practice in rural counties. 

• In particular, one study found that the percentage of family physicians 
in the United States that attend births decreased from 23 percent in 
2000 to just below 10 percent in 2010.37 

• Another study found similar trends in percentages of family physicians 
attending births between 2003 and 2009, with deliveries being more 
common in rural areas. Of those family physicians that attended 

                                                                                                                       
34The March of Dimes similarly reported in its 2020 report that 40 percent of U.S. counties 
overall (1,248 counties) had no clinician providing obstetric services, such as an OB/GYN 
or certified nurse midwife. See March of Dimes, Nowhere to Go: Maternity Care Deserts 
Across the U.S. 2020 Report.  

35K.B. Kozhimannil, M.M. Casey, P. Hung, X. Han, S. Prasad, and I.S. Moscovice. “The 
Rural Obstetric Workforce in US Hospitals: Challenges and Opportunities.” Journal of 
Rural Health, vol. 31, no. 4 (2015); and University of Minnesota Rural Health Research 
Center. Health Policy Brief: State Variations in the Rural OB Workforce. (Minneapolis, 
Minn., University of Minnesota: May 2016).  

36According to the American Hospital Association Annual Survey data from 2018, 
approximately 36 percent of rural hospitals had fewer than 200 births. K.B. Kozhimannil, 
J.D. Interrante, L.K. Admon, and B.L. Basile Ibraham. “Rural Hospital Administrators’ 
Beliefs about Safety, Financial Viability, and Community Needs for Offering Obstetric 
Care. Journal of the American Medical Association Health Forum, vol. 3, no. 3 (2022).  

37S.T. Tong, L.A. Makaroff, I.M. Xierali, JC. Puffer, W.P. Newton, and A.W. Bazemore. 
“Family Physicians in the Maternity Care Workforce: Factors Influencing Declining 
Trends.” Maternal and Child Health Journal, vol. 17 (2013): 1576.  
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births, about half reported attending few births—between 1 and 25 
births a year.38 

• Lastly, another more recent study found that between 2017 and 2018, 
about 7 percent of family physicians reported attending births.39 This 
study also found that few family physicians (2 percent) reported 
conducting caesarean sections, and of those that did, more than half 
did so in rural counties without any OB/GYNs, indicating that without a 
family physician providing such care, a patient may have had to travel 
farther away for a caesarean section. 

The 19 stakeholders we interviewed, including provider associations, 
researchers, other experts, and federal agencies, most often cited 
financial factors and staffing issues as the top factors affecting the 
availability of rural hospital-based obstetric care, specifically for hospitals 
and clinicians that provide delivery services. Specifically, stakeholders 
ranked two factors highest among a list of seven factors we presented to 
them as potentially affecting the availability of rural hospital-based 
obstetric care: 1) Medicaid reimbursement and coverage, and 2) 
recruiting and retaining clinicians. The other five factors include 
organizational factors, training opportunities, medical liability insurance, 
scope of practice requirements for clinicians, and community factors. 

Several stakeholders stated that all seven of the factors we identified 
have important effects on the availability of obstetric care, even ones they 
ranked as less important.40 The stakeholders added that different rural 
areas may need to prioritize addressing different factors depending on the 
specific challenges faced by the hospitals and communities, and 

                                                                                                                       
38W.F. Rayburn, S.M. Petterson, and R.L. Phillips. “Trends in Family Physicians 
Performing Deliveries, 2003-2010.” Birth, vol. 41, no. 1, (2014): 26-32.  

39S.T. Tong, A.R. Eden, Z.J. Morgan, A.W. Bazemore, and L.E. Peterson. “The Essential 
Role of Family Physicians in Providing Cesarean Sections in Rural Communities.” Journal 
of the American Board of Family Medicine, vol. 34, no. 1 (2021): 10. 

40We defined modifiers to quantify stakeholders’ views as follows: “some” stakeholders 
represents more than 0 but less than or equal to 20 percent of responses (1-4 
stakeholders); “several” stakeholders represents more than 20 percent but less than or 
equal to 40 percent of responses (5-8 stakeholders); “many” stakeholders represents 
more than 40 percent but less than or equal to 60 percent of responses (9-11 
stakeholders); “most” stakeholders” represents more than 60 percent but less than or 
equal to 80 percent of responses (12-15 stakeholders); and, “nearly all” stakeholders 
represents more than 80 percent but less than 100 percent of responses (16-18 
stakeholders). 

Factors Cited by 
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Affect the Availability 
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therefore, the level of importance for each factor may be different 
depending on the particular area. 

The seven factors are detailed below in order of the stakeholders’ overall 
rank of importance. 

Medicaid reimbursement and coverage. Several stakeholders 
discussed the financial burden of providing obstetric services, including 
low rates of Medicaid reimbursement for such services that may have a 
negative impact, particularly for rural hospitals. 

Hospital-based obstetric services can be costly to operate, in large part 
because of the need for continuous everyday coverage by nursing and 
physicians trained in obstetric care, according to some stakeholders we 
interviewed. Several stakeholders, in addition to one research 
organization and one provider association, said that obstetric units were 
often the hospital units with the biggest financial losses for the rural 
hospitals, and thus, first to close when hospitals faced financial 
difficulties. 

Research we reviewed and some stakeholders stated that Medicaid 
reimbursement rates, which are determined by the states, do not cover 
the full cost of providing obstetric services to a patient and only pays 
about 50 percent of what private insurers pay for childbirth-related 
services.41 As Medicaid covers a higher proportion of births in rural areas 
compared to urban areas, Medicaid reimbursement rates may cause rural 
hospitals to suffer financial losses if they provide obstetric services, 
according to several stakeholders and researchers from a rural health 
research program. Some stakeholders also explained that hospitals 
typically rely on private health insurance payments, non-obstetrical 
surgical care, and other supporting services to subsidize losses from their 
obstetric units, all of which rural hospitals usually lack. This makes rural 
hospitals especially vulnerable to financial losses in providing obstetric 
care. 

Recruiting and retaining clinicians. Some stakeholders emphasized 
that hospital obstetric units need to be staffed by a full range of maternal 
health clinicians, including physicians and nurses, as well as 
                                                                                                                       
41See, for example, National Academies of Sciences, Engineering, and Medicine, Birth 
Settings in America: Outcomes, Quality, Access, and Choice (Washington D.C.: The 
National Academies Press, 2020), 90.  
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anesthesiologists, and must be staffed all day, every day, even when birth 
volume is low. Without sufficient staff, some stakeholders emphasized 
that the hospitals cannot provide such services, and rural hospitals 
struggle more to recruit staff than urban hospitals.42 Some stakeholders 
explained that recruiting and retaining enough providers to staff obstetric 
units also relates to financial viability concerns of rural hospitals, as 
staffing an obstetric unit is one of the most significant costs that rural 
hospitals face. 

Research and several stakeholders noted current workforce shortages for 
clinicians providing obstetric services across the country and expect more 
in the future. For example, HRSA estimated that the supply of OB/GYNs 
in 2018 for rural areas was not sufficient to meet the current demand of 
women’s health services. By 2030, HRSA anticipated the imbalance to 
grow even more, with the anticipated supply of OB/GYNs expected to 
meet only about 50 percent of the demand in rural areas.43 

Research and many stakeholders also said that fewer medical residents 
(physicians who have completed medical school and are receiving 
training in a specialized area) are interested in providing obstetric care 
due to work-life balance concerns, such as frequent on-call rotations 
required by obstetric care. They added that rural areas face more 
challenges with recruiting as they must compete with well-resourced 

                                                                                                                       
42One study examining the characteristics of rural hospital-based obstetric services that 
closed found that the most commonly cited reason was difficulty in finding staff. The study 
surveyed 306 rural hospitals in nine states with at least 10 births in 2010. The 19 hospitals 
that reported closing their obstetric units also cited low birth volumes and financial issues, 
such as low reimbursement and the cost of operating the obstetric services, as reasons 
for the closures. P. Hung, K.B. Kozhimannil, M.M. Casey, and I.S. Moscovice. “Why are 
Obstetric Units in Rural Hospitals Closing Their Doors?” Health Services Research, vol. 
51, no. 4 (2016): 1546. 

43HRSA estimates that these current workforce shortfalls are most seen in the regions of 
the U.S. West, Midwest, and South, and that future shortfalls will be particularly focused in 
the West and South. HRSA estimates that urban areas had a surplus of OB/GYNs in 
2018, but the expected supply will only meet about 95 percent of the demand in 2030. See 
U.S. Department of Health and Human Services, Health Resources and Services 
Administration, National Center for Health Workforce Analysis. Projections of Supply and 
Demand for Women’s Health Services Providers: 2018-2030. (Rockville, Md.: March 
2021). Similarly other researchers also predicted shortages of OB/GYNs as well as 
general surgeons. For example, see T.E. Williams Jr., B. Satiani, and E.C. Ellison. “A 
Comparison of Future Recruitment Needs in Urban and Rural Hospitals: The Rural 
Imperative.” Surgery, vol. 150, no. 4 (2011): 617.  
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urban areas for providers.44 For example, younger providers may not view 
rural areas as good places to start or raise families because of the 
frequent on-call rotations for clinicians providing obstetric services in 
some rural hospitals, which occurs when there are few physicians to 
share the call schedule, according to several stakeholders. 

Several stakeholders noted that medical residents usually train in larger 
facilities and work with expert teams and state-of-the-art equipment, 
making them uncomfortable when moving to rural areas where they do 
not have similar support. Some of these stakeholders, in addition to other 
researchers from one rural health research center, further said that 
having one physician overseeing a facility with low birth volume places a 
lot of responsibility on that physician, as one bad birth outcome could 
have significant negative implications for the entire facility; thus, 
physicians may not want to take on such responsibility. 

Lastly, the COVID-19 pandemic also has exacerbated existing challenges 
in recruiting and retaining clinicians in rural areas, particularly for nursing 
staff, according to some stakeholders and researchers. For example, 
some stakeholders said that burnout and stress were causing clinicians to 
leave their jobs.45 

Organizational factors. Some stakeholders noted that a hospital’s 
organizational structure and leadership are vital to keeping obstetric care 
local. They explained that to keep hospital-based obstetric services open 
despite challenges presented by financial factors and staffing issues, it is 
important for hospital leadership to prioritize providing obstetric care as a 
mission of the hospital. When that does not happen, it can lead to 
closures. Some other stakeholders stated that hospitals should dedicate 

                                                                                                                       
44See, for example, W.F. Rayburn, J.C. Klagholz, C. Murray-Krezan, L.E. Dowell, and A.L. 
Strunk. “Distribution of American Congress of Obstetricians and Gynecologists Fellows 
and Junior Fellows in Practice in the United States.” Obstetrics & Gynecology vol. 119, no. 
5 (2012): 1017.  

Additionally, one policy brief shows that while medical schools are increasing class sizes, 
the number of residency spots in hospitals has not increased, which will only serve to 
worsen the physician workforce shortage in the future. See U.S. Department of Health and 
Human Services, HRSA, National Advisory Committee on Rural Health and Human 
Services. Maternal and Obstetric Challenges in Rural America: Policy Brief and 
Recommendations to the Secretary (Rockville, Md., May 2020). 

45For more information on the effect of the COVID-19 pandemic on maternal health see, 
GAO, Maternal Health: Outcomes Worsened and Disparities Persisted during the 
Pandemic, GAO-23-105871 (Washington, D.C.: Oct. 19, 2022).  

https://www.gao.gov/products/GAO-23-105871
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themselves to matching needs of the local area to maintain support of the 
communities. 

According to some stakeholders and other researchers from a rural health 
research program, corporate hospital system consolidation also affects 
rural obstetric care by having new leadership from larger hospital systems 
take over decision-making and control of local care. They explained that 
rural hospitals are increasingly becoming subsidiaries of larger hospital 
systems, which may not prioritize unprofitable or complex services, such 
as obstetric care, resulting in closures of obstetric units to cut costs. 

• Two studies identified relationships between losses of hospital-based 
obstetric services in rural areas following a hospital merger or 
following a change to health system affiliation. However, it was not 
clear if the merger or change in affiliation was behind the closure or if 
the financial situations leading to the merger or change in affiliation 
resulted in the obstetric service closure.46 

• One study also suggested that hospital affiliations may be associated 
with lower risk of closure for rural hospitals under financial distress, 
but among financially stable rural hospitals, affiliation is associated 
with an increased risk in closure.47 

Training opportunities. Some stakeholders and studies cited that it may 
be difficult to access obstetric-related training opportunities and maintain 
staff competency in rural hospitals that have low-birth volumes, especially 
for high-risk pregnancy situations.48 For example, staff may need to travel 

                                                                                                                       
46R. Mosher Henke, K.R. Fingar, H.J. Jiang, L. Liang, and T. Gibson. “Access to Obstetric, 
Behavioral Health, and Surgical Inpatient Services After Hospital Mergers in Rural Areas.” 
Health Affairs, vol. 40, no. 10 (2021): 1627; and C.E. O’Hanlon, A.M. Kranz, M. DeYoreo, 
A. Mahmud, C.L.Damberg, and J.Timbie. “Access, Quality, and Financial Performance of 
Rural Hospitals Following Health System Affiliation.” Health Affairs, vol. 38, no. 12 (2019): 
2095.  

Studies also found that hospitals that closed obstetric units were more likely to be critical 
access hospitals, privately owned, or affiliated with a hospital system. See University of 
Minnesota Rural Health Research Center, Rural and Urban Hospital Characteristics, 
2021; K.B. Kozhimannil, et al. American Journal of Public Health, 2020; and P. Hung, et 
al. Health Services Research, 2016.  

47This study also found that for-profit ownership for financially-stable rural hospitals was 
strongly associated with closures. See H.J. Jiang, K.R. Fingar, L. Liang, and R.M. Henke. 
“Risk of Closure among Independent and Multihospital-Affiliated Rural Hospitals.” Journal 
of the American Medical Association Health Forum, vol. 3, no. 7, (2022).  

48See, for example, K.B. Kozhimannil, et al. Journal of Rural Health, 2015.  
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long distances for obstetric training, while others attend so few births that 
they have difficulty maintaining competencies. One study noted that over 
one-third of rural facilities do not meet the 200 deliveries per year that 
obstetric unit managers and hospital administrators said were needed to 
maintain staff competencies in obstetrical care.49 

Some stakeholders cited that for low-birth-volume facilities, which also 
tend to have lower budgets, many providers may not have the experience 
or training needed to react appropriately in emergency situations, as they 
may rarely encounter particular complications. Maintaining competencies 
is especially difficult for general surgeons who perform cesarean sections, 
noted some stakeholders from a provider association, who suggested that 
these clinicians would benefit from simulation training.50 

In contrast, another stakeholder said they did not believe that training 
opportunities significantly affected the availability of rural obstetric care, 
as remote training is already widely available to providers, especially 
since the arrival of the COVID-19 pandemic and the increased use of 
telemedicine. 

Medical liability insurance. Many stakeholders, including those 
representing physicians, said that the cost of provider malpractice 
coverage is expensive; and while it affects all clinicians, it may 
exacerbate any existing financial vulnerabilities that rural providers 
already face in offering obstetric care. Some stakeholders pointed out that 
many OB/GYNs instead focus solely on gynecology due to the costs of 
medical liability insurance specific to obstetric care and increased risk in 
providing these services. Another stakeholder stated that a family 
physician that provides the full range of primary care without obstetric 
care would pay half the medical liability insurance premiums as a family 
physician that also provides obstetric care. 

Some stakeholders, in addition to officials from one provider association, 
said that malpractice insurance limitations may prevent clinicians from 

                                                                                                                       
49K.B. Kozhimannil, et al. Journal of the American Medical Association Health Forum, 
2022.  

50Simulation training offers hands-on practice simulations of critical procedures and skills 
to prepare rural hospitals for obstetric emergencies. This includes resources like 
mannequins and other simulation technology. See University of Minnesota Rural Health 
Research Center. Health Policy Brief: Emergency Obstetric Training Needed in Rural 
Hospitals without Obstetric Units. (Minneapolis, Minn.: University of Minnesota, November 
2020). 
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attending births in multiple facilities, whether for general assistance or 
training purposes, because their insurance does not cover them at all 
facilities. They added that this may restrict clinicians from providing care 
in other rural areas or training in higher volume facilities, which would 
allow them to increase their birth volumes and continue providing 
obstetric care in their communities. Some stakeholders stated that an 
OB/GYN in their area usually needs to perform around 100 deliveries a 
year to cover the cost of malpractice insurance and that in rural areas, 
this is often the total number of deliveries a provider will perform; as a 
result, this may not leave much to cover other expenses. 

In addition, some stakeholders explained that even when clinicians have 
malpractice coverage, the high costs of malpractice case claims may be 
prohibitive to them practicing in rural areas, as providers may face 
potentially expensive lawsuits for bad birth outcomes, even in cases when 
no medical malpractice occurs; these costs may exacerbate the financial 
issues that rural hospitals and clinicians already face. According to some 
stakeholders, rural providers may also face higher risks of bad outcomes 
and therefore malpractice lawsuits because obstetric patients in rural 
areas experiencing emergency medical conditions may arrive to receive 
care in relatively poor condition. These patients often may have to travel 
longer distances to initially receive care, longer distances to be 
transferred to another facility when needed, and face unpredictable 
weather in certain regions, according to some stakeholders. Several 
stakeholders said that for states that do not have a cap on damages for 
medical malpractice lawsuits, the high costs of these claims may worsen 
existing financial vulnerabilities for providers in rural areas. 

On the other hand, some other stakeholders noted that hospitals employ 
over 50 percent of physicians in the United States, and since hospitals 
cover medical liability insurance for their physicians, the cost of medical 
liability insurance may not be a factor to many physicians in providing 
obstetric care in rural areas. 

Scope of practice requirements for clinicians. Some stakeholders, in 
addition to officials from a provider association, cited scope of practice—
regulations or other requirements that influence the services clinicians 
can provide—as a factor affecting the availability of certain clinicians, 
particularly midwives and family physicians, to provide obstetric care in 
rural areas. They stated that these requirements may limit the number of 
these clinicians who can provide rural hospital-based obstetric services. 
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Officials from one provider association stated that credentialing 
requirements, such as delivering a certain number of babies in a year, 
can be difficult to meet for family physicians who practice in low-volume 
hospitals. They explained that such requirements are typically based on 
delivery numbers in larger, higher-volume urban hospitals, and are not 
reflective of delivery volumes rural family physicians typically conduct. 
Such requirements can limit the type of services clinicians are authorized 
to provide; and family physicians are often the providers that face these 
types of limits in rural areas, according to one research organization and 
one provider association, as OB/GYNs and other specialist maternal 
health providers typically work in hospitals with higher delivery volumes. 

Similarly, midwives can be limited by another scope of practice 
requirement. Certain states’ scope of practice laws require collaborative 
agreements between physicians and midwives or physician supervision of 
midwives, rather than allowing midwives to practice independently, 
according to some stakeholders and a policy brief from the National 
Advisory Committee on Rural Health and Human Services.51 An official 
from the American College of Nurse-Midwives stated that restrictive 
scope of practice requirements was the most important factor prohibiting 
certified nurse-midwives and certified midwives from providing 
reproductive health care, including obstetric care, in rural areas within 
certain parts of the country.52 The official explained that prohibiting 
midwives from practicing at the top of their education, clinical training, and 
national certification may create unnecessary paperwork for physician 
signatures, relegate midwives to physician extender roles, or prevent 
them from attending births (i.e., delivering babies), among other 
restrictions. Further, the official said that physicians may not want to enter 
collaborative or supervisory agreements with midwives for multiple 
reasons, such as concerns about competition from midwives and 
misunderstanding their liability for the midwives practice. These are 
barriers that keep midwives from providing care in rural areas, according 
to officials from the American College of Nurse-Midwives. 

                                                                                                                       
51U.S. Department of Health and Human Services, HRSA, National Advisory Committee 
on Rural Health and Human Services. Maternal and Obstetric Challenges in Rural 
America, 2020. 

52One study that surveyed rural hospitals in 9 states found that certified nurse-midwives 
attended more births in hospitals in states that allow for autonomous practice. K.B. 
Kozhimannil, C. Henning-Smith, and P. Hung. “The Practice of Midwifery Care in Rural US 
Hospitals.” Journal of Midwifery & Women’s Health, vol. 61, no. 4 (2016): 411. 
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Community factors. Some stakeholders said that rural residents need to 
use local hospital-based obstetric services to keep them in their 
communities. Since rural hospitals serve less populous communities than 
urban hospitals, some provider associations and researchers from a rural 
health research program stated that rural hospitals often face challenges 
from low patient volume, and without enough volume, rural hospitals may 
have to close due to financial difficulties. Some stakeholders emphasized 
that the patients living in rural areas need to be comfortable with a certain 
level of risk to use local services that serve a lower volume of patients. 
For example, a low-risk patient may need to be comfortable delivering in 
a smaller facility with a lower level of care (i.e., a level 1 facility), while 
recognizing that there may not be higher-risk care nearby should 
complications arise. Some stakeholders stated that many rural hospitals 
face a ‘bypass factor’, where patients with private insurance or financial 
means may choose to go to a larger hospital farther away, even if the 
type care provided is nearly the same at the smaller, more local 
hospital.53 According to some stakeholders, in addition to researchers 
from a rural health research program, this not only decreases the volume 
of patients at local facilities, but also increases the proportion of Medicaid 
patients as they may not be able to travel as easily and thus exacerbates 
rural hospitals’ financial issues. 

The 19 stakeholders we interviewed consistently rated the efforts detailed 
below as the efforts that federal agencies, states, and others could take to 
most positively affect the availability of hospital-based obstetric care in 
rural areas, specifically for hospitals and clinicians that provide delivery 

                                                                                                                       
53According to one study, hospitals that closed obstetric services between 2010 and 2018 
tended to be smaller. Another study showed that hospitals that closed obstetric services 
tended to have low birth volumes (which a separate study defined as under 240 births 
annually). One study also identified that rural hospitals that did not provide obstetric 
services were generally smaller and offered fewer services than hospitals providing 
obstetric services. See K.B. Kozhimannil, et al. American Journal of Public Health, 2020; 
University of Minnesota Rural Health Research Center, Closure Affects Less-Populated 
Rural Counties, 2017; and University of Minnesota Rural Health Research Center, Rural 
and Urban Hospital Characteristics, 2021.  
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services.54 While each of the stakeholders provided varying rankings for 
the specific efforts we presented to them, several stated that the 
appropriateness of each effort may depend on the particular 
circumstances of the rural hospital or clinicians. Officials from the Agency 
for Healthcare Research and Quality added that these efforts also need to 
be viewed with equity in mind to better understand the appropriateness of 
each effort for all racial and ethnic groups. See appendix IV for 
information on all the efforts we presented to stakeholders and how they 
ranked each effort. 

Increasing Medicaid reimbursement. Each of the 19 stakeholders we 
interviewed said increasing Medicaid reimbursement rates for obstetric 
services would likely have a positive effect on increasing the availability of 
obstetric care in rural areas. Some stakeholders stated that Medicaid 
usually pays lower rates than private insurance and does not cover the 
full cost of providing obstetric care, and according to other researchers, 
increasing rates would help financially to keep obstetric services open in 
rural areas.55 For example, an official from one provider association 
stated that the Medicaid payments they received in the past, which 

                                                                                                                       
54We presented stakeholders with a list of 21 efforts and asked them to rate the efforts 
based on the effect they thought a particular effort would have on the availability of 
obstetric care in rural areas. The stakeholders’ options were: 1) likely to have a positive 
effect, 2) likely to have no effect, 3) likely to have a negative effect, and 4) no basis to 
judge.  

We defined modifiers to quantify stakeholders’ views as follows: “some” stakeholders 
represents more than 0 but less than or equal to 20 percent of responses (1-4 
stakeholders); “several” stakeholders represents more than 20 percent but less than or 
equal to 40 percent of responses (5-8 stakeholders); “many” stakeholders represents 
more than 40 percent but less than or equal to 60 percent of responses (9-11 
stakeholders); “most” stakeholders” represents more than 60 percent but less than or 
equal to 80 percent of responses (12-15 stakeholders); and, “nearly all” stakeholders 
represents more than 80 percent but less than 100 percent of responses (16-18 
stakeholders). 

55The research we reviewed is somewhat inconclusive about the effects of the prior 
expansion of Medicaid beginning in 2010, to cover nearly all adults with incomes up to 133 
percent of the federal poverty level on the availability of hospital-based obstetric units. 
One study found that states with more restrictive Medicaid income eligibility were more 
likely to experience closures of rural hospital-based obstetric services between 2004 and 
2014. Yet another study found that Medicaid expansion prevented rural hospital closures 
more generally, but had little effect on the closure of hospital-based obstetric units 
specifically. See, P. Hung, et al. Health Affairs, 2017; and C. Carroll, J.D. Interarante, J.R. 
Daw, and K.B. Kozhimannil. “Association between Medicaid Expansion and Closure of 
Hospital-Based Obstetric Services.” Health Affairs, vol. 41, no. 4 (2022): 531.  
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covered the majority of their patients, were not enough to help cover the 
overhead costs of their practice. 

Some stakeholders also noted, however, that private insurance 
reimbursement rates for obstetric care may be high, making it unfair to 
compare Medicaid rates to private insurance rates when determining an 
appropriate reimbursement rate for Medicaid. In addition, one of the 
stakeholders noted that the federal government also provides some 
grants and other sources of funding to rural hospitals to help reduce 
financial burdens, which may help offset low Medicaid rates. CMS and 
Agency for Healthcare Research and Quality officials added that 
increasing Medicaid reimbursement rates to cover the full cost of 
providing obstetric care may not necessarily make up for low volumes of 
births in hospitals in rural areas. 

Despite the agreed-upon positive effect of increasing Medicaid 
reimbursement for obstetric services, stakeholders disagreed on the 
feasibility of implementation. Some stakeholders said they believed that 
increasing reimbursement would have few implementation barriers, as the 
Medicaid program is already in place and would only require additional 
funding. However, many other stakeholders stated that increasing 
Medicaid reimbursement would be a difficult task for the federal 
government to accomplish, as Medicaid reimbursement rates are largely 
determined by the states. 

Increasing remote consultations. All 19 stakeholders said that 
increasing the use of remote consultations, such as through video 
conferencing or phone calls, between specialists and providers for clinical 
support may have a positive effect on increasing the availability of 
obstetric care in rural areas. Some stakeholders stated that remote 
consults are a useful tool for connecting clinicians in hospitals with higher 
and lower levels of care, thereby allowing patients who live longer 
distances from higher levels of care to access those services in their own 
communities. For example, some stakeholders explained that there are 
many instances where a competent clinician just needs guidance on what 
to do for a patient presenting with specific symptoms or conditions; there 
is not always a need have a specialist or sub-specialist working in-person 
with the patient. 

Several stakeholders agreed that expanding the use of remote 
consultations by clinicians would likely have few barriers for 
implementation, as the COVID-19 pandemic has already expanded the 
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usage of technology for remote appointments. (See figure 2 below and 
appendix III for an example of a program with remote consults.) 

Figure 2: Example of Program with Remote Consults 

 
 
Establishing regional partnerships. Nearly all of the 19 stakeholders 
said that partnerships among hospitals and other facilities in a given 
region, such as the “hub-and-spoke” model, would likely have a positive 
effect on increasing the availability of obstetric care in rural areas. Under 
such a partnership, larger hospitals with more resources (hub) partner 
with smaller rural hospitals (spokes) for care coordination, and to provide 
training and other resources to rural areas and help patients receive care 
in their communities. For example, a specialist from the hub hospital can 
help manage a rural patient’s high-risk condition as needed and support 
the rural clinician for planning delivery at the local hospital. Some 
stakeholders also stated that promoting regional partnerships can help 
improve health outcomes, and help ensure risk-appropriate care 
coordination between facilities that provide higher and lower levels of 
care. Policies and approaches can vary to account for differences in 
obstetric care infrastructure by geography and rurality and to address 
varying challenges. 

In 2019, HRSA funded its first cohort of Rural Maternity and Obstetrics 
Management Strategies program awardees with the aim of improving 
maternal care in rural communities through building networks to 
coordinate the continuum of care and leveraging telehealth, among other 
things. Each of the awardees under this program developed networks in 
their target service areas to increase coordination and access to 
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obstetrics care. See figure 3 below and appendix III for examples on two 
styles of regional partnerships under the Rural Maternity and Obstetrics 
Management Strategies program. 

Figure 3: Examples of Programs with Regional Partnerships 

 
 
Financially incentivizing providers to practice in rural areas. Nearly 
all of the 19 stakeholders said financially incentivizing providers to 
practice in rural areas would likely have a positive effect on increasing the 
availability of obstetric care in rural areas. One study shows that the 
median education debt for medical school graduates in 2019 was usually 
around $200,000.56 Some stakeholders said programs such as the 
National Health Service Corps Scholarship and Student Loan Repayment 
Program can help pay off clinicians’ student loans in exchange for several 
years of service in rural areas (see figure 4 below). However, one 
stakeholder stated they found it easier for nurses to receive loan 
repayment from the program, whereas they found it more difficult to 
secure loan repayment for physicians. In addition, some stakeholders 
expressed concerns over clinicians leaving rural areas as soon as they 
meet their service requirements from the National Health Service Corps 

                                                                                                                       
56The study also found that 73 percent of medical school graduates reported having debt. 
See Association of American Medical Colleges, Physician Education Debt and the Cost to 
Attend Medical School, (Washington, D.C.: Association of American Medical Colleges, 
2020).  
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or similar programs. (See appendix III for an example of a scholarship 
student loan repayment program.) 

Figure 4: Example of Scholarship and Student Loan Repayment Program 

 
 
Rural training tracks. Nearly all of the 19 stakeholders said creating 
more opportunities for residency training in rural communities would likely 
have a positive effect on increasing the availability of obstetric care in 
rural areas. Several stakeholders cited research that found that providers 
who train in rural areas are more likely to stay in those areas. For 
example, some stakeholders stated that graduates of family medicine 
rural training tracks are two to three times more likely to practice in rural 
areas than graduates of family medicine residencies overall. Some 
stakeholders emphasized that new physicians today place more 
importance on lifestyle than previous generations, so it is important to 
expose them to rural communities to see if they enjoy living there. 

Meanwhile, another stakeholder cautioned that having more medical 
residents or medical students in a hospital requires time and resources 
from that hospital, so it may be difficult to find additional spots for 
residents interested in training in rural communities. Researchers from a 
rural health research center noted that because most of these rural 
training tracks are small and only graduate around two students a year, 
they cannot solve the physician workforce shortage problem alone. (See 
figure 5 below and appendix III for an example of a rural OB/GYN training 
track program.) 



 
 
 
 
 
 

Page 28 GAO-23-105515  Maternal Health 

Figure 5: Example of Rural Training Track Program 

 
 
Medicaid payments for non-clinical services. Nearly all stakeholders 
said expanding Medicaid coverage for non-clinical services, such as 
payments for doulas and temporary housing, would likely have a positive 
effect on increasing the availability of obstetric care in rural areas. Some 
stakeholders stated that covering these costs would help patients pay for 
the true costs of obstetric care, especially those living in more outlying 
areas. 

One study we reviewed showed that doula care can be effective at 
improving maternal and infant health and reducing spending on obstetric 
care, but most state Medicaid programs do not cover doula support.57 
However, CMS officials told us that more states are planning or 
considering to add Medicaid coverage for doula care in the future. 

Medical liability insurance costs. Nearly all stakeholders said that 
reducing the costs of medical liability premiums for rural obstetric 
physicians would likely have a positive effect for increasing the availability 
of obstetric care in rural areas. Many stakeholders agreed that the costs 

                                                                                                                       
57N. Strauss, C. Sakala, & M.P. Corry, “Overdue: Medicaid and Private Insurance 
Coverage of Doula Care to Strengthen Maternal and Infant Health,” The Journal of 
Perinatal Education, vol. 25, no. 3 (2016): 145–149. 
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of medical liability insurance are too high, which exacerbates challenges 
faced by rural providers with financial vulnerabilities and risks. Some 
stakeholders stated that with the exception of federally-funded community 
health centers and Federally Qualified Health Centers, where eligible 
providers have federal protection from medical liability cases, medical 
liability insurance is often a significant consideration to hospitals and 
clinicians when determining whether to provide obstetric services. These 
stakeholders pointed to the benefits that providers at certain federally-
supported health centers receive under the Federal Tort Claims Act, 
which according to HRSA, extends liability protections to providers 
employed at these centers for the performance of medical, surgical, 
dental, or related functions. 

However, one stakeholder noted that proposed policies to lower the cost 
of medical liability insurance premiums only in rural areas may cause 
other challenges. In particular, the stakeholder noted such lowering of 
rural malpractice rates may incentivize physicians who cannot afford to 
get insured elsewhere because of a history of quality issues to move to 
rural areas that have lowered malpractice insurance rates, thus potentially 
lowering the quality of care being provided in rural areas. 

We provided a draft of this report to the Department of Health and Human 
Services, including CMS, HRSA, the Centers for Disease Control and 
Prevention, and the Agency for Healthcare Research and Quality. HHS 
also provided technical comments, which we incorporated as appropriate. 

  

Agency Comments 
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We are sending copies of this report to the appropriate congressional 
committees, the Secretary of Health and Human Services, and other 
interested parties. In addition, the report is available at no charge on the 
GAO website at https://www.gao.gov. 

If you or your staff have any questions about this report, please contact 
me at (202) 512-7114 or hundrupa@gao.gov. Contact points for our 
Offices of Congressional Relations and Public Affairs may be found on 
the last page of this report. GAO staff who made key contributions to this 
report are listed in appendix V. 

Sincerely yours, 

 
 
Alyssa M. Hundrup 
Director, Health Care 

 

https://www.gao.gov/
mailto:hundrupa@gao.gov
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This report focuses on obstetric care in rural areas, specifically on 
hospitals and clinicians that provide delivery services. The objectives of 
this report were to describe: (1) the availability of hospital-based obstetric 
services in rural areas, (2) stakeholder perspectives on factors that affect 
the availability of hospitals and clinicians that provide hospital-based 
obstetric care in rural areas, and (3) stakeholder perspectives on ongoing 
and proposed efforts federal agencies, states, and others could take to 
increase the availability of hospitals and clinicians that provide hospital-
based obstetric care in rural areas. 

To describe the availability of hospital-based obstetric services in rural 
areas, we first conducted a literature review of relevant research 
published from 2011 through 2022. We selected these years to capture 
research from the 10 last years. Specifically, we conducted a structured 
search of multiple electronic databases, including ProQuest, Scopus, 
WorldCat, Dialog, EBSCO, and Cochrane Library. Our searches included 
various terms related to our objectives, including “obstetric,” “rural,” 
“availability”, and “access,” among others. We limited our search results 
to English language materials and those focused on the United States. 
The materials we reviewed included peer-reviewed articles; conference 
papers; government reports; and association, nonprofit, and think-tank 
publications. 

Our structured search identified 181 articles. Analysts then reviewed the 
articles to identify those to include in our report that met the following 
criteria: (1) included original research, (2) included data that was from 
2007 or more recent, and (3) were relevant to our engagement objectives. 
Of the 181 articles we reviewed, we identified 50 that met the criteria for 
inclusion. Additionally, we also identified another 37 articles that were 
relevant to our criteria through internet searches, a review of the 
bibliographies of articles we obtained, and searches of government 
agency websites. See appendix II for a bibliography of the articles from 
our structured search and additional searches. 

Additionally, we interviewed researchers, including those from three rural 
health research centers that conduct relevant work; officials from several 
provider associations that represent clinicians providing obstetric 
services; and officials from several agencies within the Department of 
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Health and Human Services—HRSA, CMS, Centers for Disease Control 
and Prevention, and Agency for Healthcare Research and Quality.1 

To describe stakeholder perspectives on factors that affect the availability 
of hospitals and clinicians that provide hospital-based obstetric care in 
rural areas and ongoing and proposed efforts to address such factors, we 
first identified lists of factors and efforts by conducting a literature review 
(as described above) and interviewing researchers, provider associations, 
and federal agencies (as described above). We then conducted semi-
structured interviews with 19 selected stakeholders representing provider 
associations, researchers, patient advocacy organizations, and federal 
agencies to obtain their perspectives on the list of factors that we initially 
identified as well as a list of efforts that could be taken to address such 
factors (see table 1). As part of these interviews, we asked the selected 
stakeholders to rank the lists of factors from most to least important and 
rate the efforts based on their perceived effect on the availability of 
obstetric care in rural areas. We selected these stakeholders to represent 
a diversity of perspectives and experiences, including those representing 
different racial and ethnic groups, and from clinicians that provide 
obstetric care or other clinical care during delivery. 

  

                                                                                                                       
1Specifically, we interviewed researchers from the North Carolina Rural Health Research 
Program, which conducts research on hospital closures; the University of Minnesota Rural 
Health Research Center, which conducts research on maternal health and access; and 
the Washington, Wyoming, Alaska, Montana, Idaho Rural Health Research Center, which 
conducts research on the healthcare workforce. In addition, we interviewed researchers 
from the March of Dimes and National Rural Health Association. In terms of provider 
associations, we interviewed the American Academy of Family Physicians, American 
College of Nurse Midwives, and American College of Obstetricians and Gynecologists. 



 
Appendix I: Objectives, Scope, and 
Methodology 
 
 
 
 

Page 33 GAO-23-105515  Maternal Health 

Table 1: Stakeholders for Semi-Structured Interviews, by Category 

Type of stakeholder Name of stakeholder 
Federal agencies Agency for Healthcare Research and Quality  

Centers for Medicare & Medicaid Services  
Health Resources and Services Administration  

Researchers National Rural Health Association  
Commonwealth Fund 

Provider associations American Academy of Pediatrics  
American College of Nurse-Midwives  
American College of Obstetricians and Gynecologists  
American Hospital Association  
American Medical Association  
American Society of Anesthesiologists  
Association of American Medical Colleges  
Association of Women’s Health, Obstetric and Neonatal Nurses 
Critical Access Hospital Coalition 
Medicaid Medical Director Network  
Migrant Clinicians Network  
National Hispanic Medical Association 

Patient advocacy organizations Great Plains Tribal Chairmen’s Health Board 
Six Dimensions 

Source: GAO.  |  GAO-23-105515 

Note. The stakeholders are presented in alphabetical order by category. We selected a judgmental 
sample of stakeholders to represent a diversity of perspectives and experiences, including various 
clinicians that provide obstetric care and organizations representing different racial and ethnic groups. 

 
In presenting the results of our stakeholder interviews, we used modifiers 
to quantify stakeholders’ views. When we report the results, 

• the term “some” stakeholders represents more than 0 but less than or 
equal to 20 percent of responses (1-4 stakeholders); 

• the term “several” stakeholders represents more than 20 percent but 
less than or equal to 40 percent of responses (5-8 stakeholders); 

• the term “many” stakeholders represents more than 40 percent but 
less than or equal to 60 percent of responses (9-11 stakeholders); 

• the term “most” stakeholders” represents more than 60 percent but 
less than or equal to 80 percent of responses (12-15 stakeholders); 
and, 
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• the term “nearly all” stakeholders represents more than 80 percent but 
less than 100 percent of responses (16-18 stakeholders). 

Lastly, to further describe efforts reported to be effective at increasing the 
availability of hospital-based obstetric services in rural areas, we 
identified programs that were reported to be effective at increasing 
obstetric care availability from researchers and provider associations we 
interviewed as well as from our literature review. We selected six of these 
programs to represent varying experiences with the type of entity 
facilitating the program, scope of effort, demographic groups served, and 
geographic areas served in the United States. We then interviewed 
program officials to identify characteristics that made the programs 
successful as well as challenges they faced. See appendix III for more 
detailed information about these selected programs. 
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Below we present information on six selected programs that researchers 
and provider associations we interviewed identified as effective at 
increasing obstetric care availability in rural areas for hospitals and 
clinicians that provide delivery services. We selected six of these 
programs to represent varying experiences with the type of entity 
facilitating the program, scope of effort, demographic groups served, and 
geographic areas served in the United States. In addition to descriptions 
of each program, we include information from program officials on 
characteristics that made the programs successful as well as challenges 
the programs faced. 

Bootheel Perinatal Network. This program is an example of a 
community-oriented regional partnership model, located in southeastern 
Missouri, in which all providers in the network share patient referrals and 
provide one another support and expertise. The program received a grant 
in 2019 from the Health Resources and Services Administration’s (HRSA) 
Rural Maternity and Obstetrics Management Strategies program to help 
establish this network as well as achieve other program goals, including 
expanding training opportunities, extending racial equity educational 
programs, and using telehealth to provide prenatal and postpartum clinic 
care and support services. 

National Health Service Corps Scholarship and Loan Repayment 
Program. This program provides funding to clinicians, including 
obstetricians and gynecologists (OB/GYN), family physicians, and 
certified nurse-midwives, that practice in geographic areas deemed as 
Health Professional Shortage Areas, which include many rural areas. 
Since 1972, the program has supported over 66,000 primary care 
clinicians. In fiscal year 2021, there were over 2,800 clinicians that 
provide obstetric care participating in this program, with 30 percent of 
them working in rural areas, according to HRSA officials. They added that 
about 80 percent of program participants remain in their communities for 
two or more years after completing the program’s service obligations. 

Texas Rural Maternity and Obstetrics Management Strategies 
Network Program. This program is a regional partnership using a hub-
and-spoke model. The goal of the program is to improve maternal 
outcomes and increase local facilities’ ability to care for high-risk patients 
in the community, according to program officials. The program received a 
grant in 2019 from HRSA’s Rural Maternity and Obstetrics Management 
Strategies program to establish a network as well as support other 
program goals. Such goals include recruiting new staff to bolster network 
capacity, implementing enhanced perinatal case management services, 
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and providing telehealth consultation and training.1 The hub receives 
advanced specialty referrals from the spokes and also supports capacity 
building efforts at the spoke facilities. 

University of Arkansas for Medical Services Institute for Digital 
Health and Innovation High-Risk Pregnancy Program. This multi-
faceted program is designed to be a support network for high-risk 
obstetric patients and providers in Arkansas. The program provides 
remote consultations through a call center, education and support for 
obstetric clinicians, and case management for patients, among other 
things. According to the program officials, the call center is open 24 hours 
a day, 7 days a week and staffed by highly trained, experienced nurses 
with backgrounds in obstetric care. 

University of Wisconsin OB/GYN Rural Residency Program. This 
program started in 2017 and was the first OB/GYN residency program in 
the country to provide a dedicated rural training track. The university 
currently accepts one rural training track resident and six other non-rural 
residents per year as part of its OB/GYN residency program. The 
program provides rotations in areas that HRSA’s Federal Office of Rural 
Health Policy designates as rural, with about 6 months of rural rotations 
during the four-year residency program. The program director noted that 
the amount of time the rural training track resident spends in rural and 
non-rural settings is to balance 1) the number of obstetric and 
gynecologic procedures that OB/GYN medical residents are required to 
complete and 2) support for the rural training track resident getting a full 
experience of practicing in a rural area. 

West Virginia Perinatal Partnership. This organization is a statewide 
collaborative that conducts outreach, education, and quality improvement 
programs to obstetric clinicians and perinatal nurses in West Virginia to 
help improve access to and quality of care, according to a program 
official. The organization received an award in 2021 from HRSA’s Rural 
Maternity and Obstetrics Management Strategies program to establish a 
regional network—the West Virginia Rural Maternity and Obstetric 
Management Strategies Collaborative—to increase access to maternal 
and obstetric care within the target service area. As of August 2022, the 

                                                                                                                       
1University Health in San Antonio serves as the hub. The regional hospitals and clinics, 
including Uvalde Memorial Hospital and Val Verde Regional Medical Center, serve as the 
spokes in the service areas in Texas. 
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program is in its planning year, to set up its network and prepare to 
implement program activities. 

Program officials identified the following common characteristics that 
made their programs successful at increasing the availability of hospital-
based obstetric care in the rural areas where they worked. 

Relationships. Officials from five programs cited relationships with 
hospital administrators and clinicians as important to the success of a 
variety of types of programs, including an outreach and education 
program, partnerships, and an OB/GYN residency rural training track. For 
example: 

• An official from an outreach and education program cited relationships 
with clinicians and nursing leaders as being instrumental in 
appropriately targeting education to meet the needs of specific 
hospitals and staff. The staff are able to get ideas for specific skills 
that require practice drills and updated information to assure that they 
are meeting new standards of care. 

• Another official from a rural training track program said that strong 
investment in the relationships with hospitals participating in their 
residency program directly affects a positive and supportive 
experience for residents, which has ultimately led to graduates 
continuing to practice in rural areas. 

• Officials from a regional partnership program also described pre-
existing relationships that the “hub” hospital had with other facilities in 
the region (“spokes”) as instrumental in the success of setting up their 
regionalized partnership. 

Dedicated leader or staff. Officials from four programs cited the 
importance of program staff—whether that be the presence of a dynamic 
leader or programmatic staff with the right skills and dedication. For 
example: 

• An official from a rural training track program attributed the success of 
the program to having a dedicated leader that makes time, puts in the 
effort, and has the drive to work for the program’s success. 

• Officials from a regional partnership program attributed much of the 
program’s success to dedicated program staff with (1) knowledge of 
obstetric services and available local resources and (2) the ability to 
effectively listen and get at the root-cause of what is hindering access 
for each patient. 

Characteristics of 
Successful Programs 
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Funding. Officials from four programs cited adequate funding as enabling 
the programs to function effectively, particularly for those that provide 
loan repayments and scholarships. For example: 

• Officials from a loan repayment program attributed the success of the 
program to the availability of program funding that influences the 
number of awards the program can provide. In particular, the officials 
said that an $800 million appropriation from the American Rescue 
Plan Act of 2021 allowed the program to fund all scholarship and loan 
repayments applicants in most designated Health Professional 
Shortage Areas in 2021.2 The officials said in previous years, the 
program had only provided funding to applicants that were serving in 
the highest need Health Professional Shortage Areas. 

• Officials from a program providing remote consults cited prior grant 
funding investing in telemedicine as laying the groundwork that 
enabled the program to be successful at providing training and 
support to rural clinicians. The officials said that having the 
infrastructure to do remote consults and telemedicine has been a 
“game changer” for rural communities in their state. 

• An official from the rural training track program said that securing 
funding from various sources has allowed the program to successfully 
continue. Due to needs of the program to meet high volumes of 
procedures to fulfill medical resident educational requirements and 
also practice in rural areas where there are not high volumes of 
patients, the residents do not spend more than 50 percent of their 
time in rural areas, according to the program official. As a result, the 
official said the program is not eligible for additional Medicare 
graduate medical education funding for rural training track 
participants.3 Instead the official said the program must use other 
sources of funding, such as from the university, charitable gifts, and 
the residency sites. 

                                                                                                                       
2Pub. L. No. 117-2, § 2602, 135 Stat. 4, 44.  

3Medicare offers graduate medical education payments to teaching hospitals to partially 
offset the costs of training full-time equivalent medical residents, up to a capped number 
of resident slots for each hospital. For most hospitals, caps reflect the number of residents 
that Medicare funded in 1996; for hospitals starting their first new GME program in 1997 or 
later, caps were based on the number of Medicare-funded residents trained at the end of 
a specific time window. Urban teaching hospitals may receive additional Medicare funding 
beyond its Medicare-funded graduate medical education cap if residents in their rural 
training track programs train for more than 50 percent of their time in a rural hospital or at 
rural non-hospital sites. 
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Outreach/marketing. Officials from four programs cited community 
outreach and marketing to advertise their programs and partners as 
important to program success. For example: 

• Officials from the remote consult program noted that outreach and 
marketing helped to get clinicians to use the program. Going into the 
community and explaining the program helps to build awareness and 
understanding of how beneficial the program can be, according to 
program officials. 

• An official from the rural training track program noted that publicizing 
the program helps to bring attention to the program, including for the 
rural hospitals that partnered for residencies. The official noted that 
the program receives significantly more applicants than they have 
spots (212 applicants for one spot in 2021, according to the official). 

Program officials also identified the following common challenges 
encountered by the various programs that affect their ability to increase 
the availability of obstetric care in rural areas. 

Recruiting and retaining providers or hospital partners. Officials from 
four programs cited challenges with recruiting and retaining clinicians or 
hospital partners. Among other things, officials said these challenges are 
related to recruiting clinicians that are comfortable practicing in rural 
areas as well as competition among hospitals in the region. Officials from 
one regional partnership program noted that two hospitals left their 
network because of competition between them. In particular, the officials 
noted that concerns that hospitals would take away each other’s patients 
hindered the ability of the hospitals to work together in their regionalized 
network. 

Funding. Officials from three programs also stated that funding was the 
primary challenge, particularly for keeping the program operational or for 
expanding the program to meet the community needs identified by the 
program. 

Additionally, some of the challenges cited by the programs were very 
specific to the nature of each program: 

• Officials from two regional partnership programs discussed challenges 
with setting up data-sharing mechanisms amongst the network 
partners. In particular, there were difficulties with trying to get similar 
data from hospitals and facilities using different electronic health 
record systems and in setting up information exchange systems. 

Challenges Faced by 
Selected Programs 
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HRSA officials said that because of such challenges with the first 
cohort of Rural Maternity and Obstetrics Management Strategies 
program grantees, the agency strongly encouraged the applicants for 
fiscal year 2021 funding to include a data coordinator in their 
proposed programs. 

• Officials from the loan repayment program said that they were 
required to consider OB/GYNs and other obstetrician clinicians along 
with primary care clinicians, meaning they could not prioritize 
clinicians providing obstetric services over other types of clinicians. 
The loan payment program officials noted that the Improving Access 
to Maternity Care Act requires HRSA to develop Maternity Care 
Health Professional Target Areas that will prioritize scholarship and 
student loan repayment funding to clinicians providing obstetric 
services along with other mandated priorities.4 HRSA published a 
Federal Register notice in May 2022 that finalized the criteria used to 
identify Maternity Care Health Professional Target Areas within new 
and existing Primary Care Health Professional Shortage Areas.5 
HRSA expects to begin using the Maternity Care Health Professional 
Target Area criteria as it makes scholarship and student loan 
repayment funding decisions in fiscal year 2023. 

                                                                                                                       
4Pub. L. No. 115-320, § 2, 132 Stat. 4437 (2018).  

587 Fed. Reg. 30,501 (May 19, 2022).  
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This appendix provides information on perspectives of 19 selected 
stakeholders on a list of efforts we identified that federal agencies, states, 
and others could take to address factors affecting the availability of 
hospital-based obstetric care in rural areas, specifically for hospitals and 
clinicians that provide delivery services. (See appendix I for a list of 
selected stakeholders and additional information on our scope and 
methodology.) 

Stakeholders provided ratings for each effort’s perceived effect on the 
availability of obstetric care in rural areas, as: 1) likely to have a positive 
effect, 2) likely to have no effect, 3) likely to have a negative effect, or 4) 
no basis to judge. Table 2 displays the count of stakeholder ratings for 
each of these efforts (not including counts of “no basis to judge”). 

Table 2: Count of Stakeholders’ Ratings for 21 Identified Efforts that Could Affect the Availability of Hospital-Based Obstetric 
Care in Rural Areas  

  
Counts of Stakeholders 

Effort 
Positive 

effect  
Negative 

effect 
No 

effect 
Increase Medicaid payments for obstetrics care 19 0 0 
Increase use of telemedicine/remote consults between providers and specialists 19 0 0 
Promote partnerships among hospitals and/or providers, such as “hub-and-spoke” models 
and consults between providers for higher-risk obstetric consultations 

18 0 0 

Financially incentivize providers to practice in rural communities, such as expanding funding 
of the National Health Service Corps loan repayment program and/or its associated sites in 
rural areas. 

18 1 0 

Create more opportunities for residency training in rural communities, such as rural training 
tracks in medical school and graduate medical education 

17 0 1 

Reduce costs of medical liability premiums for rural obstetric physicians 16 0 1 
Expand Medicaid coverage for non-clinical services (e.g., temporary housing and doulas) 16 0 3 
Expand medical liability insurance coverage beyond the hospital that providers practice at to 
cover other hospitals, allowing for rotations and training as needed 

15 0 1 

Establish tiered training systems for residents to allow for advanced training in obstetric care, 
such as advanced maternity care training for family medicine residents who are interested in 
providing prenatal/intrapartum care 

14 0 2 

Provide cost-based reimbursement from Medicaid for critical access hospitals 14 0 2 
Create rotations for rural providers to spend time practicing in higher volume hospitals 13 0 3 
Train emergency responders on obstetrics care to be “obstetric ready” 13 0 6 
Increase the Medicaid income eligibility threshold for pregnant women 13 1 2 
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Counts of Stakeholders 

Effort 
Positive 

effect  
Negative 

effect 
No 

effect 
Establish additional accredited midwifery education programs separate from schools of 
nursing for educating and training masters and/or doctoral level certified nurse-midwives and 
certified midwives 

12 0 2 

Increase funding for graduate medical education programs to support medical residents 12 0 5 
Standardize scope of practice across states for midwives with accredited education 11 0 4 
Assess the impacts of mergers, acquisitions, or closures of obstetrics units and hospitals and 
address, as needed 

9 0 7 

Incentivize the creation of free-standing birth centers 8 3 4 
Create physician exchange programs between hospitals to increase delivery volumes for 
rural providers in low volume areas 

7 0 7 

Incentivize continuing medical education 7 0 10 
Standardize scope of practice laws and eligibility requirements for providers 6 0 9 

Source: GAO analysis of stakeholder interviews.  |  GAO-23-105515 

Notes: We identified these steps that could address the factors that affect the availability of obstetrics 
care in rural areas through our literature review and interviews with researchers, provider 
associations, and federal agencies. These steps are focused on hospitals and clinicians that provide 
delivery services. We then had 19 selected stakeholders rate these steps as having a positive, 
negative, or no effect on the availability of obstetrics care or “no basis to judge.” The 19 selected 
stakeholders represent provider associations, researchers, patient advocacy organizations, and 
federal agencies. We selected these stakeholders to represent a diversity of perspectives and 
experiences, including those representing different racial and ethnic groups and clinicians that 
provide obstetric care. 
Counts for each effort may not add up to 19 because we did not include the count of stakeholders 
who provided a “no basis to judge” option for the efforts. 
 

Seven of the 21 efforts had the highest count of “likely to have a positive 
effect” ratings from stakeholders, as described in this report. The 
remaining 14 efforts received mixed ratings. The following is additional 
information on some efforts that received mixed ratings:1 

Physician exchange programs. Some stakeholders stated that 
physician exchange programs can help bring rural physicians from low-
birth-volume locations to larger hospitals with higher birth volume and 
                                                                                                                       
1In presenting the results, we used modifiers to quantify stakeholders’ views. Specifically, 
“some” stakeholders represents more than 0 but less than or equal to 20 percent of 
responses (1-4 stakeholders); “several” stakeholders represents more than 20 percent but 
less than or equal to 40 percent of responses (5-8 stakeholders); “many” stakeholders 
represents more than 40 percent but less than or equal to 60 percent of responses (9-11 
stakeholders); “most” stakeholders” represents more than 60 percent but less than or 
equal to 80 percent of responses (12-15 stakeholders); and, “nearly all” stakeholders 
represents more than 80 percent but less than 100 percent of responses (16-18 
stakeholders). 
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more high-risk cases, which enables them to refresh their skills and 
training in providing obstetric care. However, some stakeholders 
emphasized that these exchange programs are limited by the capacity of 
clinicians in the area, especially for regions that already face clinician 
shortages. Several other stakeholders said that such exchanges may 
lead to problems of coverage at the rural physicians’ home facilities while 
they are away. Lastly, some stakeholders stated that from the patient 
perspective it may not be preferable to see different providers who are 
rotating around for their delivery care. 

Free-standing birth centers. Some stakeholders said that free-standing 
birth centers are a key part of the regionalization of care, and some 
others noted that birth centers can also help address issues in birth 
outcomes for non-White racial and ethnic groups specifically by providing 
a community-based model of care. However, some other stakeholders 
stated that birth centers require hospitals to be nearby to transfer higher-
risk patients if needed, so birth centers may not do much to increase the 
availability of hospital-based obstetric care in rural areas. Researchers 
from one organization also stated that because of the need to be close to 
hospitals, most birth centers are adjacent to metropolitan areas. Lastly, 
some stakeholders also expressed concerns that birth centers may not 
always be well-regulated in certain states and may not provide care at an 
adequate safety level. 

Scope of practice requirements for clinicians. Some stakeholders 
stated that expanding the scope of practice requirements for midwives to 
allow them to practice independently without physician supervision would 
increase the availability of midwives that could provide obstetric care. 
Some stakeholders also emphasized that for family physicians, 
maintaining or expanding their scope of practice through rotations or 
training can maintain and improve their skills, such as for performing 
caesarean sections. This could allow more family physicians to perform 
procedures for higher-risk patients and keep credentialing to deliver 
babies in low-volume settings, according to these stakeholders. However, 
some stakeholders expressed concerns that changing scope of practice 
regulations to expand the care that certain clinicians can provide may 
decrease the quality of care provided. Some other stakeholders stated 
that standardizing scope of practice across the country could potentially 
limit providers if the standardization is based on the states with more 
restrictive scopes. Lastly, several stakeholders agreed that expanding the 
scope of practice for providers across the nation is difficult for the federal 
government to accomplish, as scope of practice laws are enacted at a 
state level. 
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