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Access to maternity care: challenges and solutions

for improving equity across US communities

Katy B. Kozhimannil?, Julia D. Interrante® and Alecia J. McGregor®

Purpose of review

Improving maternal health is a clinical and policy priority in the United States. We reviewed recent
literature on access to maternity care and impacts on racial and geographic equity.

Recent findings

New research indicates a wide range of consequences of obstetric unit closures, as well as health
challenges for lower-volume obstetric units and those who travel long distances fo care.

Summary

As maternal mortality rates rise, maternity care access is declining in the US, especially in rural areas and
communities with a higher proportion of Black, Latinx, or Indigenous residents. Lack of resources and
financial strain are challenges for low-volume and Black-serving obstetric units, and targeted investments

may help improve safety and access.
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INTRODUCTION

Maternity care access has been declining in the
United States (US) for at least two decades [1,2].
Over the same time period, maternal mortality
has increased and profound inequities in maternity
care access and maternal health outcomes have been
observed. Inequities in access and in severe maternal
morbidity and mortality largely fall along the lines
of racial and ethnic disparities, rural/urban differ-
ences, class and socioeconomic status, and are
amplified at the intersection of these factors [3-
6,7""]. There is a growing body of research on this
topic and increasing policy attention to improving
maternal health and addressing inequities in recent
years. However, recent research shows that most
inequities remain unchanged, or have worsened
[5,8™]. In this review, we describe inequities in
maternal health outcomes and access to maternity
care, drivers and consequences of these inequities,
potential policy solutions, and what data indicate is
needed to improve maternal health equity in com-
munities across the US.

REVIEW

Maternity care access is determined by structural
factors and social drivers of health and healthcare
[9%,10]. Access to care and the quality of care both
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contribute to outcomes for birthing people, and new
evidence about the choices that healthcare delivery
systems and communities make about healthcare
services can help inform patients, clinicians, policy-
makers, and other stakeholders [11].

Maternal health inequities: access, quality,
and outcomes

The United States faces a longstanding and worsen-
ing maternal mortality crisis [11,12"]. Some com-
munities are more affected than others, and have
been for centuries. The most recent federal data
show maternal mortality rates increased during
the COVID-19 pandemic, and the groups that expe-
rienced the highest increases included American
Indian and Alaska Native (AI/AN or Indigenous)
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KEY POINTS

e As maternal mortality rates continue tfo rise, maternity
care access is declining in the United States, especially
in rural areas and communities with a higher
proportion of Black, Latinx, or Indigenous residents.

e New research indicates a wide range of consequences
of obstetric unit closures, as well as health challenges
faced by pregnant patients at lower-volume obstetric
units and those who travel long distances to care.

o Lack of resources and financial strain are challenges for
low-volume obstetric units, and targeted investments
may help improve safety and access.

birthing people and rural residents [5,8™]. From
2019 to 2021, rates of maternal mortality more than
doubled for Indigenous birthing people, and rural
residents saw a 21% relative increase [8"]. Black
birthing people experience maternal mortality at
three times the rate of white birthing people, and
Medicaid enrollees experience severe maternal mor-
bidity and mortality at a rate greater than 30 per
10,000 births more than those privately insured
[4,5]. Racial and ethnic, geographic, and income-
based disparities also exist in the quality of perinatal
care received. Black, Indigenous, and people of color
(BIPOCQ), rural residents, and those enrolled in Med-
icaid are less likely to receive essential components
of postpartum care, including depression screening
and contraceptive counseling [13"].

These same groups — BIPOC individuals, rural
residents, and Medicaid enrollees — have limited and
declining access to obstetric care in the wake of
decades of hospital closures and closures of hospi-
tal-based obstetric units [1,14"]. Data from rural
areas show that communities with more Black res-
idents and remote rural communities have the high-
est risks of losing hospital-based obstetric services
[1]. Further, states with the most racially diverse
rural populations were the least likely to have rural
hospital-based obstetric services available [15]. In
urban areas, there are similar patterns. Philadelphia
County, which is majority BIPOC, lost 13 of its 19
hospital obstetric units between 1997 and 2012;
those that closed largely served a high percentage
of publicly-insured and uninsured patients [16].
Additionally, the majority of hospital obstetric unit
closures in New Jersey between 2006 and 2015
occurred at facilities where more than half of the
patients were BIPOC [6].

Risks related to both access and outcomes are
highest at the intersection of racial, geographic, and
income vulnerability [17]. Tellingly, the highest
rates of severe maternal morbidity and mortality
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are among Indigenous rural residents enrolled in
Medicaid, followed by Black rural and urban and
Hispanic urban residents enrolled in Medicaid.
Beyond the additive effect of these individual fac-
tors, their interaction creates additional risk, with
40% of severe maternal morbidity and mortality
cases among Indigenous rural residents due to the
interaction of rurality with income vulnerability
[4,18]. The compounded risk among multiply-
marginalized groups comports with evidence on
intersectionality across other health outcomes
(17,19].

These inequities in access and outcomes result
from structural injustices derived from white
supremacy, patriarchy, inadequately regulated cap-
italism, and structural urbanism. White supremacy
devalues BIPOC individuals through insufficient
payments and financial flows to hospitals that pri-
marily serve BIPOC patients [20%]. Patriarchy
ensures that despite childbirth being the most com-
mon reason for hospitalization, hospitals and clini-
cians are frequently reimbursed below the cost of
providing care [21,22]. Capitalism influences pay-
ment systems such that pregnant people with Med-
icaid (public) coverage are less desirable patients due
to lower reimbursement rates compared to private
insurance. Inadequately regulated capitalism has
produced some highly concentrated private hospital
systems structured as near-monopoly organizations,
closing less profitable service lines (including obstet-
rics) [23]. Structural urbanism - the way that health-
care financing and delivery is centered around
heavily populated areas — means that many rural
communities are systemically under-resourced in
healthcare [24].

Challenges for hospitals and communities in
providing maternity care

Ensuring access to maternity care is crucial, but
many healthcare systems struggle to provide repro-
ductive, prenatal, obstetric, and postpartum care.
These challenges are heightened for facilities that
serve patients in higher risk groups [9%]. Recent
research indicates that hospital administrators cite
workforce, clinical safety, and finances as key factors
affecting decisions about offering obstetric care [25].

Workforce

Many rural hospitals face maternity workforce chal-
lenges including recruitment, retention, and clini-
cian scheduling [25,26%]. Over half of rural hospitals
cited workforce as an influential factor in their
hospital’s decisions on whether to provide obstetric
care [25,26"]. Skilled maternity nursing staff are
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essential for offering obstetric care and retaining
physicians in rural communities, but rural (and
some urban) areas face challenges ensuring an
adequate nursing workforce for maternity care [27].
Variation in the political environment across states
also impacts maternity care workforce distribution.
Emerging data indicate that states with more restric-
tive reproductive health policies (e.g., the 17 states
which have criminalized abortion in most circum-
stances), face challenges recruiting new obstetrics
and gynecology residents and in retaining physicians
who provide maternity services [28%,29%,30.

Quality and safety

Ensuring high quality patient care is also a concern.
In many areas of clinical medicine, there is a vol-
ume-outcome relationship in which patient safety
favors higher volume facilities. A 2023 study ana-
lyzed the relationship between hospital birth vol-
ume and maternal health outcomes in four states
(California, Michigan, Pennsylvania, South Caro-
lina) between 2004 and 2020 [31"]. Patients who
gave birth at lower-volume rural hospitals (<460
births per year) faced elevated risks of severe mater-
nal morbidity, compared to patients who gave birth
at rural hospitals with >460 births per year; this risk
was amplified for the lowest volume rural hospitals
(<110 births per year). However, no similar pattern
emerged among urban hospitals, highlighting the
particular resource challenges in rural settings,
which may be isolated from other sources of clinical
and logistical support [31"]. Additionally, lower
birth-volume facilities have significant training
needs, but lack resources to support them, including
for emergency obstetrics [32]. In a 2021 study of
rural emergency departments in hospitals without
obstetric services, 80% reported the need for addi-
tional training or resources to be able to adequately
address emergency obstetric situations. In fact,
almost one-third of these hospitals had experienced
an emergency birth situation in the past year [32].
Telehealth support is one factor that could help in
these emergency situations; the Mayo Clinic
recently published a case study on the success of
telemedicine support for emergency obstetrics in
hospitals without obstetric services and those with
limited maternity care [33"].

Financing

Ensuring sufficient financial resources is a major
challenge for all obstetric units, especially low-vol-
ume facilities. There are high fixed costs for offering
maternity care services, including the cost for 24-7
staffing, equipment, training, facilities, and medical
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malpractice coverage. Yet, obstetric units — like most
service lines — rely on volume-based revenues. Many
rural hospitals have lower birth-volumes (more than
half have fewer than 500 births annually), and for
these hospitals, the high fixed costs of providing
services frequently outweigh the volume-based rev-
enues [9%34]. As noted above, public insurance
programs like Medicaid pay less for childbirth serv-
ices than do private insurers, and many payors
reimburse at rates below the full costs for providing
obstetric services [9"]. Many rural hospitals have
a higher proportion of births that are paid by
Medicaid, further amplifying revenue shortfalls.
Resources for hospital-based care are also shaped
by structural racism and white supremacy. A 2023
analysis of hospital finances showed that Black-
serving hospitals have fewer resources due to lower
revenues, less capital, and lower profits than other
hospitals [20"]. In addition, a nationwide study of
4476 hospitals in 2017 found that Black- and His-
panic-serving hospitals had a lower value of capital
assets, smaller square footage, and tended to
lack capital-intensive technologies and services
associated with many life-saving procedures (e.g.,
robotic surgery and cardiac rehabilitation) [35].
These financial challenges exacerbate vulnerability
to closure for obstetric units serving multiply-
marginalized groups.

Obstetric unit closures and loss of hospital-
based obstetric care

In 2014, more than half of rural counties had no
hospital that provided obstetric services [1]. These
trends continued from 2014 to 2018, with further
service losses disproportionately affecting the most
remote, rural areas of the US [2]. Recent findings
show that access to maternity care in rural counties
continues to decline [36]. By 2022, almost 6 in 10
(58.8%) of rural counties had no hospital-based
obstetric services [37]. This steady decline has
affected all rural areas, but the most remote rural
areas are the hardest hit. Rural ‘noncore’ counties
(nonmetropolitan counties without a city or town of
at least 10,000 people) had the least access and the
steepest declines in hospital-based obstetric care
2010-2022, with approximately 75% of all such
counties having no hospitals providing childbirth
services by 2022 [37].

Obstetric services loss is also a challenge faced in
urban communities, and closures in urban areas in
Pennsylvania and New Jersey have resulted in
adverse perinatal health outcomes, largely concen-
trated in BIPOC neighborhoods and communities
[6,38",39]. More research is needed on the scope of
obstetric unit closures in urban areas, and on the
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effects of closures in communities across the US on
racial equity [14™].

Consequences of obstetric unit closures

Recent research on the consequences of closures and
subsequent challenges for patients, families, clini-
cians, and communities build upon prior findings
and highlight risks to patient safety, mental health
consequences, and increased distance to care. Access
to timely care before, during, and after childbirth isa
crucial determinant of birth outcomes, and obstetric
unit closures can dramatically alter access and out-
comes [40,41"%,42%,43"]. Loss of hospital-based
obstetric care is associated with increased risk of
out-of-hospital and emergency room births in rural
areas [40], and recent studies indicate that obstetric
unit closures can influence the use of scheduled
labor induction and cesarean delivery [44",45""].
Earlier research in rural communities showed that
health consequences associated with obstetric unit
closures were larger and longer lasting in rural coun-
ties not adjacent to urban areas, where losing obstet-
ric care was also associated with increased risk of
preterm birth, a leading cause of infant mortality
[40]; and future research could examine this associ-
ation with a focus on rural BIPOC communities that
face higher risks of preterm birth and infant mortal-
ity.

Hospital closures and obstetric unit closures are
also associated with increased travel distances to
care, especially for rural residents. A recent study
using data from Pennsylvania showed that longer
distances to the delivery hospital were associated
with greater risk of adverse maternal outcomes and
NICU admission [41""]. Newer evidence also sheds
light on mental health consequences and emotional
stress of obstetric unit closures and increased travel
distance [38%,46]. A 2023 study of pregnant women
in rural Western North Carolina found that
increased travel time and recent closure of a nearby
labor and delivery unit was associated with greater
stress levels [46]. Qualitative research published in
2022 presented data from women living in Trenton,
New Jersey who gave birth in the period after all
obstetric units in the city had closed, and found that
the added distance of traveling outside of the city to
deliver prevented their partners, parents, or other
important support people from being present at the
time of delivery [38"].

To date, most studies on obstetric unit closures,
whether in rural or urban settings, have not docu-
mented effects on racial equity [14™], and future
work should conduct not only stratified analyses of
outcomes by racial and ethnic groups, but also focus
on racial disparities as an outcome [47,48].
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Additionally, while research study findings have
been mounting and attention to these topics has
been high in media and policy discussions, there
have not been corresponding shifts in workforce,
safety, or financing to ameliorate the challenges
that healthcare delivery systems face in providing
obstetric services. As such, obstetric units keep clos-
ing, BIPOC birthing people continue to die at a
disproportionate rate, and maternal mortality accel-
erates for rural residents.

Policy

Trends in maternal mortality and maternity care
access will not change without fundamental restruc-
turing of maternity care payment and reproductive
health policy. The states with the highest maternal
and infant mortality rates are also the places where
obstetric units are closing, where restrictive repro-
ductive health laws have been implemented, and
where maternity care access is most limited
[49%,50"]. To inform current discussions and future
policy decisions about maternal healthcare access,
rigorous health services and health policy research is
needed to accompany clinical research on maternal
health [51,52]. Average treatment or policy effects
can mask disparities, and stakeholders require policy
analytic research that address inequities in access
and outcomes across race, geography, payer, and
other important factors associated with perinatal
health [52]. Several maternal health policy options
have shown promise for increasing access to high-
quality care and decreasing racial inequities in
access and outcomes, including Medicaid coverage
of doula care and policies that financially support
midwife-led freestanding birth centers [53].

Still, current policies exist that may cause harm,
or may not be effective. For example, state restric-
tions and abortion bans after the overturning of Roe
v Wade risk physician flight from states with large
rural populations already facing maternity care
shortages. In a recent poll of medical students and
physicians, 3 in 4 stated that they would not work or
even apply for a job in a state with strict abortion
policies for fear of not being able to adequately care
for their patients or risk criminal penalties or even
jail time for doing so [26"].

Many national policies could have unintended
consequences when the circumstances of all facilities
providing maternity care are not considered.
For example, the Centers for Medicaid & Medicaid
Services has proposed the first minimum safety
standards for hospitals providing obstetric services
in an effort to reduce maternal mortality and
improve health equity [54]. However, the proposed
standards lack accompanying resources for hospitals,
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potentially adding to the financial burden of
already-strained obstetric units. Another example
is state Medicaid expansion, often highlighted as a
policy that has improved access to care. While Med-
icaid expansion did prevent or forestall rural hospital
closures, a 2022 study found that it was not effective
at preventing obstetric unit closures [55]. Conducting
rigorous research on current and proposed policies
can help inform ongoing legislative, programmatic,
and regulatory efforts to address maternity care
access.

CONCLUSION

Improving maternal health is a clinical and policy
priority in the United States. We reviewed recent
literature on access to maternity care and impacts on
racial and geographic equity. As maternal mortality
rates continue to rise, maternity care access is declin-
ing in the US, especially in rural areas and commun-
ities with a higher proportion of Black, Latinx, or
Indigenous residents.

Lack of resources and financial strain are chal-
lenges for low-volume obstetric units and for com-
munities that are chronically under-resourced.
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