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The Bell family
For Latasha Bell, living in Lowndes County,  
Alabama, meant a 45-minute drive to the nearest 
hospital when she was ready to give birth. The 
county is one of roughly 1 in 3 U.S. counties 
classified as a maternity care desert, with no 
birthing hospital or obstetric clinician.

When she went into labor with her youngest 
daughter, Kylen, doctors determined she was not 
yet in active labor and sent her home. Rather than 
risk the long drive again, she and her husband, 
Karl, rented a nearby hotel room. An hour later, 
they returned to the hospital. Kylen was born with 
breathing complications and rushed to the neonatal 
intensive care unit (NICU).

“If I had delivered at home, would I even have  
her here with me right now?” Latasha said.

A nurse, maternal mortality prevention  
advocate, and mother of four, Latasha is now 
helping bring solutions to her community,  
including a March of Dimes Mom & Baby Mobile 
Health Center®. She hopes future generations  
have maternity care closer to home.
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Across the United States, access to maternity care continues to be a 
significant challenge, leaving millions of moms and babies with fewer 
opportunities to receive high-quality care.​

Executive Summary

Cindy Rahman, MBA
President and Chief Executive Officer

“Every family deserves 
access to high-quality 
maternity care, no matter 
where they live.” ​

“Data helps us see the gaps 
and drive solutions that 
bring care closer to families.” ​

Michael Warren, MD MPH FAAP
Chief Medical and Health Officer

Leadership perspectives

What the report shows

The ”Nowhere to Go: Maternity Care Deserts Across the U.S.” (2026 report) 
examines access to maternity care using county-level analyses of obstetric 
clinicians, birthing facilities, insurance coverage, and travel burden. The 
report highlights national trends, identifies populations most affected, and 
explores how workforce shortages, hospital closures, and policy changes 
are reshaping the maternity care landscape.

Why it matters

Over half of U.S. counties lack a hospital with labor and delivery services. 
At the same time, labor and delivery unit closures are continuing 
nationwide, with nearly 100 recently reported closures. In many affected 
communities, the closed unit was the only local birthing facility, placing 
additional strain on families and healthcare systems. Rural communities 
and under-resourced areas continue to face the greatest challenges.​

Maternity care deserts are not naturally occurring, nor are they inevitable. 
They are the result of policy decisions and longstanding underinvestment 
in maternity care infrastructure. Individuals in these communities are 
increasingly required to navigate pregnancy and childbirth with fewer local 
resources and greater travel burdens.​

Our commitment

March of Dimes remains committed to advancing data-driven solutions that 
address maternity care access challenges nationwide. We will continue 
working with our partners and communities to improve access for moms 
and babies. Efforts such as March of Dimes Mom & Baby Mobile Health 
Centers and PeriStats demonstrate how community-based care delivery 
and publicly accessible data can help expand access and inform decision-
making. Continued investment and action will be critical to ensuring all 
women can access high-quality maternity care.​

1 in 3 2.4M 149K 3X
U.S. counties are 
maternity care 
deserts (MCDs)

women of 
reproductive age 

live in MCDs

babies born to 
women living in 
MCDs every year

longer travel 
time for those 
living in MCDs 
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Introduction
Too many families in the U.S. continue to face barriers 
to accessing timely and appropriate maternity care. 
Maternal and infant outcomes are shaped by systems, 
policies, and access to care, highlighting the critical 
need for continued investment in maternity care 
infrastructure to improve outcomes for moms and babies. 

March of Dimes envisions a maternity care system in 
which trained obstetric clinicians are available, birthing 
facilities are accessible, and care is high-quality and 
affordable. Across the U.S., access varies widely, 
particularly in rural and under-resourced communities 
facing clinician shortages, labor and delivery unit 
closures, long travel distances, and financial barriers  
to care. 

“Nowhere to Go: Maternity Care Deserts Across the 
U.S.” examines access to maternity care across the 
country, highlighting geographic disparities and recent 
trends in access to care. The findings are intended 
to inform public health planning, support policy and 
systems change, and elevate strategies that improve 
access and outcomes for moms and babies. 

For more information about definitions, data sources, 
and analytical methods, see our technical notes.

1 in 3 U.S. counties (34.6%) are maternity care deserts, 
with no obstetric clinicians or birthing facilities. 

•	 These counties are home to 2.4 million women  
of reproductive age and 149,000 infants born 
each year. 

An additional 3.4 million women and 209,000 
infants live in counties with low or moderate access 
to maternity care. 

•	 In total, 5.8 million women and 358,000 infants 
have limited access to maternity care. 

Obstetric clinician shortages are more severe in rural 
areas, where nearly 58% of counties lack obstetric 
clinicians, compared to about 19% of urban counties. 

More than half of U.S. counties lack a hospital  
with labor and delivery services, affecting nearly 
370,000 births annually. 

Labor and delivery unit closures are ongoing 
nationwide, with at least 96 publicly reported 
closures across 35 states between 2024 and  
early 2026. 

•	 In nearly 60% of affected counties, the closed  
unit was the only local birthing facility. 

•	 Recent closures have increased travel times to 
maternity care by an average of 25 minutes in 
affected communities. 

Residents of maternity care deserts travel about  
3 times longer, on average, to reach labor and 
delivery services than residents of full-access 
counties. 

About 1 in 9 women of reproductive age are 
uninsured nationally, with the highest rates 
concentrated in the South, rural areas, and maternity 
care deserts. 

Policies such as Medicaid expansion and 
postpartum Medicaid extension have improved 
access to care, but recent and proposed policy 
changes threaten to reverse progress. 

Key findings

March of Dimes uses the term “maternity care deserts” 
to describe locations in the U.S. where there are no 
hospitals or birth centers offering obstetric care and 
no obstetric clinicians. It is important to note that 
maternity care deserts are not naturally occurring; 
rather, they are the result of deliberate policy decisions 
and resource allocations.

What is a  
maternity care desert?

https://www.marchofdimes.org/peristats/assets/s3/reports/mcd/united-states/MaternityCareDesertsReport-TechnicalNotes.pdf
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Access to healthcare means being able to find qualified clinicians and receive timely, appropriate medical services. 
Maternity care access functions as a structural determinant of maternal and infant health.  

Limited access to maternity care is associated with inadequate prenatal care and higher risks of maternal and 
infant morbidity and mortality.1–3 Barriers to quality maternity care can have cascading effects across the pregnancy 
journey, contributing to delayed care, unmanaged conditions, and increased risk of complications. 

Access to comprehensive maternity care across the pregnancy journey supports:4

What factors can impact access to maternity care? 

Clinician availability: Availability of 
obstetric and subspecialty clinicians, wait 
times for appointments, and acceptance 
of insurance plans

Financial access: Access to health 
insurance, affordability of transportation 
and childcare

Birthing facilities: Physical access to 
services, proximity of hospital labor and 
delivery units, availability of higher-level 
care when appropriate

Policy: State, federal, and facility-level 
policies that shape coverage, access, and 
care delivery

What is healthcare access and why does it matter?

Before pregnancy During pregnancy After pregnancy

Reproductive planning Timely initiation of prenatal care Postpartum follow-up care

Identification and management  
of chronic conditions

Recommended screenings  
and vaccinations

Monitoring for postpartum 
complications

Mental health screening  
and treatment

Mental health screening and 
treatment

Management of chronic 
conditions

Optimal health before  
pregnancy begins

Monitoring and management of 
pregnancy complications

Mental health screening  
and treatment

Risk-appropriate care at delivery Newborn care education
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Maternity care access in the U.S.

Table 1. Maternity care access designations

Indicator Maternity care 
desert Low access Moderate access Full access

Birthing facilities  
(hospitals or birth centers)

zero <2 <2 ≥2

Obstetric clinicians per  
10,000 births*

zero <60 <60 ≥60

Proportion of women 19-54 
without health insurance

any ≥10% <10% any

Note: Obstetric clinicians include obstetrician gynecologists (OB-GYNs), certified nurse midwives/certified midwives (CNMs/CMs), and family 
physicians who reported delivering babies. A county is classified as full access if it meets at least one criterion.

Definitions for maternity care access designations 

March of Dimes defines maternity care access at the county level using three factors: obstetric clinician availability, 
birthing facility availability, and insurance coverage among women of ages 19 to 54. Counties are classified into 
four designations: full access, moderate access, low access, or maternity care desert (Table 1).

Key 
insights

1 in 3 counties (34.6%) in the U.S. are maternity care deserts, with no 
obstetric clinicians or birthing facilities.

5.8 million women and 358,000 infants live in counties without full  
access to care.

In some states, up to 1 in 5 women and infants live in maternity care deserts.

Living in a maternity care desert is associated with elevated risk of infant 
mortality, pregnancy-associated mortality, and inadequate prenatal care.5

From 2016 to 2024, the share of U.S. counties designated as maternity care 
deserts remained largely unchanged (34.7% to 34.6%).

1 in 3 U.S. counties (34.6%) is designated as a maternity care desert, defined as an area with no birthing facilities or 
obstetric clinicians (Figure 1). These counties are home to more than 2.4 million women of reproductive age (ages 
15 to 44), who gave birth to nearly 149,000 infants in 2024 (Figure 2). An additional 3.4 million women and 209,000 
infants live in low- and moderate-access counties.
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Figure 1. Maternity care access designations by county, U.S. and Puerto Rico

Maternity care access in the U.S.

1 in 3 U.S. counties (34.6%) are maternity care deserts, areas with 
no birthing facilities or obstetric clinicians

Counties

Figure 2. Number and percentage of U.S. counties designated as maternity care deserts 
and the reproductive-aged women (ages 15 to 44) and babies living in these counties

Note: Percentages are calculated 
from the following totals: 3,219 
U.S. counties, including 78 Puerto 
Rico municipalities, 66.6 million 
reproductive-aged women, and 
3.6 million babies born in 2024.

34.6%

1,113 
counties

4.1%

Babies

149K 
babies

3.6%

Women

2.4M 
women

Maternity care access

Full access

Low access

Moderate access

Maternity care desert

Sources: U.S. Health Resources and Services Administration (HRSA), Area Health Resources Files, 2024-2025 file; American Board of Family Medicine, 
2021-2024; American Association of Birth Centers, 2024; Centers for Medicare and Medicaid Services (CMS), National Plan and Provider Enumeration 
System (NPPES), November 2024 file; National Center for Health Statistics, 2024 final natality data; U.S. Census Bureau, 2024 American Community 
Survey 5-Year Estimates; American Hospital Association, 2024; CMS Provider of Services File, 2024.



9

Maternity care access in the U.S.

5.8 million women and 
358,000 infants live in 
counties without full access 
to care

1 in 12 women

This translates to:

1 in 10 infants

Geographic patterns vary across regions. The South 
and Midwest have the greatest proportion of counties 
designated as maternity care deserts (38.7%; Figure 3), 
though a smaller share (5-6%) of women and infants 
in these regions live in maternity care deserts overall. 
However, in some states, such as Mississippi, West 
Virginia, and North Dakota, as many as 1 in 5 women 
and infants live in maternity care deserts, increasing to 1 
in 4 when including low- and moderate-access counties. 

States with the largest number of women and 
infants impacted include North Carolina, Texas, and 
Tennessee, which together account for more than 1.2 
million women and 82,000 infants living in areas with 
limited access to maternity care.

Figure 3. Percentage of counties designated as maternity care deserts, by U.S. region

5.1% 
Northeast

38.7% 
South

38.7% 
Midwest26.4% 

West

The South and Midwest regions have a greater proportion of 
maternity care deserts
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Maternity care access in the U.S.

Maternity care deserts are not only defined by a lack of clinicians and facilities, but they also share demographic 
and economic characteristics that further limit access to care. 

Figure 4. County demographics by maternity care access designation

Maternity care 
deserts in the 
literature

Research consistently shows that 
living in a maternity care desert is 
associated with worse outcomes 
for moms and babies, compared to 
individuals in full-access counties:

Maternity care access Full access Low accessModerate access Maternity care desert

1 in 6 women 
in maternity care 
deserts are uninsured

Uninsured women  
ages 19 to 54 (%)

11.1

13.6

18.0

6.8

Nearly 70%
of maternity care 
deserts are rural 
counties

Rural counties (%)

29.9

18.4

27.6

69.6

Maternity care deserts are more often rural, have lower median 
incomes, and higher uninsured rates among women

$10,000
is the difference in 
median household 
income in maternity 
care deserts compared 
to full-access counties

Median household 
income ($)

69,722

69,250

61,053

59,246

Infants face a higher risk 
of mortality.6

Women face a higher risk of 
pregnancy-associated mortality.5,7

Have fewer mental health 
clinicians and pediatricians.8

Medicaid recipients are less likely 
to receive timely prenatal and 
postpartum care, and infants are 
less likely to be vaccinated.8
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For nearly a decade, March of Dimes has tracked 
county-level maternity care access across the U.S. 
Over time, the measures used have evolved through 
enhanced data sources, more rigorous methodologies, 
and expanded metrics. Using current methods, 
historical designations have been reassessed to 
measure how access has changed since 2016. 
Maternity care deserts remained relatively stable from 
2016 to 2024, accounting for about one-third of U.S. 
counties (34.7% in 2016 and 34.6% in 2024). During the 
same period, the proportion of full access counties 
increased slightly from 52.0% to 53.2%. 

Overall, 372 counties improved in access, resulting in 
153 fewer maternity care desert counties nationwide. 
At the same time, 272 counties experienced a decrease 
in access, including 150 counties that became new 
maternity care deserts. Together, these shifts affected 
nearly 1 in 5 U.S. counties, reflecting a broader 
transformation in the U.S. maternity care system. 

Maternity care access in the U.S.

Clinician availability was the primary driver of changing 
access designations. In counties with increased 
access, more than 80% experienced a gain of 
clinicians; in counties with decreased access, more 
than 90% experienced a loss of clinicians. Between 
2016 and 2024, the number of family physicians 
delivering babies declined by 7.3%, while the supply of 
doctors of medicine (MD) obstetrician-gynecologists 
(OB-GYNs) remained relatively stable nationally, but 
declined in rural areas. In contrast, the number of 
doctors of osteopathic medicine (DO) OB-GYNs and 
certified nurse-midwives/certified midwives (CNMs/
CMs) increased by 31.8% and 41.8%, respectively, with 
smaller gains in rural areas. 

Among counties that lost access, reductions in 
birthing facility availability were also a key contributor, 
reflecting ongoing labor and delivery unit closures 
and regionalization of maternity services. In contrast, 
improvements in insurance coverage were more 
common than declines and contributed to access 
gains over the same period.

Changes in maternity care access, 2016-2024

Counties with decreased access

42%
of counties with changes in access 
designations (n=272) experienced 
decreases over the time period. ​

Birthing 
facility access

Clinician 
availability

Insurance 
coverage

of counties had fewer 
birthing facilities​

of counties had fewer 
obstetric clinicians ​

of counties had lower rates 
of insurance coverage​

Factors contributing to changes in access, 2016 to 2024​

Counties with increased access

5.4%

44.9%

81.7%

58%
of counties with changes in access 
designations (n=372) experienced 
increases over the time period. ​

of counties had more 
birthing facilities​

of counties had more 
obstetric clinicians ​

of counties had higher rates 
of insurance coverage​

644
Counties 

total

26.8%

90.4%

1.8%
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LA

NV

MT

Louisiana showed meaningful gains  
in access. 6 counties moved out of 
maternity care desert status.

Nevada demonstrated notable  
improvements in access. 2 counties moved  
out of maternity care desert status.

Montana saw rural access recovery in 
select counties. 5 counties moved out of 
maternity care desert status.

Collectively, these patterns point to a broader restructuring of the U.S. maternity care system. While some 
communities have benefited from growth in the maternity care workforce, particularly among DO OB-GYNs and 
CNMs/CMs, others have experienced labor and delivery unit closures and reductions in the obstetric clinicians, 
especially family physicians. Consequently, access is increasingly shaped by the intersection of workforce 
availability, birthing facility access, and insurance coverage. These shifts have occurred unevenly across the 
country, leaving many rural counties with persistent gaps in both workforce capacity and facility availability.

Maternity care access in the U.S.

TX

IA

NE

Texas saw the largest expansion of 
maternity care deserts. 16 counties 
became maternity care deserts.

Iowa experienced a steady decline  
in access. 5 counties became maternity 
care deserts.

Nebraska also saw measurable declines  
in access. 5 counties became maternity 
care deserts.

State-level changes in access, 2016 to 2024

“We need more places like this model.”

Madison Dickerson, expectant mother and medical 
assistant, Cahaba Medical Care, Centreville, Alabama

Scan to learn more about  
Madison's experience in a  
low-access area.

Madison has seen how access to maternity care can 
transform a community. At Cahaba Medical Care in 
Centreville, she works alongside a team that provides 
prenatal care close to home while helping patients 
overcome barriers to care.

During her current pregnancy, an unexpected finding on 
an ultrasound meant she would deliver more than an hour 
away at a higher-level hospital. With prenatal care available 
in her own community, she was able to build trusted 
relationships with the providers who guided her pregnancy 
and recognized when she needed specialized care.

Her experience reflects how investments in clinicians, 
healthcare infrastructure, and local maternity services can 
strengthen access while ensuring patients receive the right 
level of care when complications arise.

“We need more places like this model. If we were maybe a 
little bit better funded, we would be able to help get these 
patients more of the help that they need.”
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Obstetric clinicians 

The shortage of obstetric clinicians remains a major barrier for equitable maternity care access in the U.S. A 2026 
Health Resources and Services Administration (HRSA) report projects that by 2035, all but 6 states will have an 
inadequate OB-GYN supply, particularly in rural communities.9 

Key 
insights

Over one-third (35.9%) of U.S. counties lack a practicing obstetric clinician.

In rural counties, 57.9% lack an obstetric clinician, compared to 19.4% of  
urban counties.

More than 1 in 10 counties have only one obstetric clinician. 

Comprehensive policy actions in 16 states have expanded midwifery 
practice, including independent practice, prescribing authority, admitting 
privileges, and pay parity for CNMs.

Drivers of obstetric 
clinician shortages

Aging workforce and 
clinician burnout10,11

Limited training 
opportunities and 

financial incentives
for family physicians 

and midwives12

Policy and 
regulatory barriers

Restrictions on 
midwifery scope  

of practice

Labor and delivery 
unit closures
Fewer clinical 
practice sites

Recruitment and 
retention challenges

especially in  
rural areas13
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Obstetric clinicians

Over one-third (35.9%) of U.S. counties lack an obstetric clinician 
and over 10% of counties have just one
Figure 5. Distribution of obstetric clinicians by county, U.S. and Puerto Rico

No obstetric 
clinicians

36%

No OB-GYN

47%

Figure 6. Percentage of counties without obstetric clinicians, by type

Half of U.S. counties lack each major type of obstetric clinician, including OB-GYNs, midwives, and family 
physicians, with over one-third having none, leaving many communities without access to any consistent 
source of maternity care.

Availability of obstetric clinicians

No clinicians

More than one clinician

One clinician

Sources: U.S. Health Resources and Services Administration (HRSA), Area Health Resources Files, 2024-2025 file; American Board of Family Medicine, 
2021-2024; Centers for Medicare and Medicaid Services (CMS), National Plan and Provider Enumeration System (NPPES), November 2024 file.

No CNM/CM

62%

No family physicians  
who deliver babies

70%
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Obstetric clinicians

Challenges for rural communities 

Rural communities in the U.S. face significant gaps in 
access to obstetric care, driven by workforce shortages. 
In rural counties, 57.9% lack an obstetric clinician, 
compared to 19.4% of urban counties. Although 5.3% of 
women of reproductive age live in rural counties, 2.6% 
of OB-GYNs and 4.8% of CNMs/CMs practice there.

Family physicians play a critical role in addressing  
these gaps. While they represent just 5.6% of the 
overall obstetric workforce, they account for 26.8% of 
obstetric clinicians in rural counties. Family physicians 
face fewer opportunities for obstetric training during 
residency and increasing barriers to maintaining 
obstetric practice. Hospital credentialing requirements 
further limit their ability to retain privileges, reducing 
access in communities where alternative clinicians are 
already scarce.

Recruiting and retaining clinicians in rural areas is 
further challenged by professional isolation, heavy 
workloads, frequent on-call demands, and family 
considerations including limited employment 
opportunities for spouses, housing availability, and 
long travel distances.13-15 Evidence suggests that 
medical students who complete rural training are more 
likely to practice in those settings, especially if they 
come from rural backgrounds.16 

Strengthening rural training pipelines and recruitment 
is critical to addressing long-term workforce shortages. 
Additional strategies include expanding rural training 
programs, offering loan repayment incentives, and 
leveraging telehealth to support collaboration and 
complex care management.

“It’s scary to think that if our clinic were 
not there, where would they go?”

Dr. Jamie Bishop, family physician,  
Cahaba Medical Care, Centreville, Alabama

Scan to learn more about  
Dr. Bishop’s experience as a 
clinician in a low-access area.

Dr. Jamie Bishop delivers babies and provides prenatal 
care in rural Alabama, where maternity services have 
become increasingly difficult to access. Many of her 
patients travel long distances for specialty care, struggle 
with transportation, or face financial barriers that can 
delay treatment during pregnancy.

A graduate of the Cahaba-UAB Family Medicine Residency, 
Bishop believes rural training programs are essential to 
building the workforce communities need. Physicians 
trained in rural settings gain experience managing 
complex situations while working with limited resources 
and fewer specialists nearby.

For Bishop, the issue is personal. She was raised in a rural 
area herself, a fact she regards as preparation more than 
coincidence. She sees firsthand what happens when 
access to care disappears.

“Families in rural communities deserve the same 
opportunity for healthy pregnancies and healthy babies as 
anyone else,” she said. “If local maternity care continues to 
disappear, many patients won’t know where to turn.”
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Obstetric clinicians

Filling the gap:  
opportunities for midwives 

Midwives play a critical role in expanding 
access to maternity care, particularly in 
rural and under-resourced communities. 
Midwifery care is associated with higher 
rates of spontaneous vaginal delivery 
and lower use of interventions such as 
Cesarean delivery, instrumental delivery, 
and episiotomy. Individuals receiving 
midwifery care also report higher 
satisfaction.12 

Despite these benefits, midwives attend 
a relatively small share of births in the 
U.S. In 2024, 11.6% of hospital births were 
attended by midwives, up from 8.4% in 
2016 (Figure 7). While this represents 
meaningful growth and mirrors the trend 
of an increasing workforce, access to 
midwifery care remains uneven across 
states and communities.

Expanding and fully integrating midwives 
into the maternity care workforce 
represents a cost-effective strategy to 
improve access. However, regulatory 
and institutional barriers continue to limit 
their impact. Addressing these barriers, 
along with supporting the integration of 
midwives into hospitals and care teams, 
can strengthen midwives’ roles and 
expand access to care.

Figure 7. Percentage of hospital births attended by midwives, 
2016 and 2024

Midwives are essential 
to expanding access to 
high-quality maternity 
care, especially in 
communities with 
limited access

In 2024, 11.6% of hospital births were 
attended by midwives, up from 8.4% 
in 2016

Sources: National Center for Health Statistics, 
final natality data, 2016; National Center for Health 
Statistics, final natality data, 2024.

2016 2024

In Delaware, the 
percentage of births 
attended by midwives 
rose from 10.0% in 
2016 to 20.2% in 2024, 
a 102% increase.

Example interpretation:
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Key policy opportunities to expand and integrate midwives

Independent practice:  
Remove requirements for physician supervision 
or contractual agreements, allowing midwives to 
practice within their full scope of training. 

Prescribing authority:  
Authorize midwives to prescribe medication to 
manage patient care directly. 

Hospital admitting privileges:  
Enable midwives to admit and discharge patients 
to ensure continuity of care across settings.

Pay parity:  
Align reimbursement rates so midwives are paid at 
100% of physician rates for comparable services, 
supporting sustainable practice. 

Licensure of CMs:  
Expand licensure for CMs, which is currently available 
in 11 states, to increase workforce capacity.

Number of supportive 
midwifery policies

5

1 - 2

3 - 4

0

Colorado, D.C., Maine, and Rhode Island lead in adopting all  
5 supportive midwifery policies
Figure 8. Supportive midwifery policies by state, U.S. and Puerto Rico

Source: American College of Nurse Midwives, 2026.

Strengthening access to maternity care will require expanding obstetric training and practice opportunities for 
family physicians, reducing barriers to midwifery integration, and addressing OB-GYN workforce challenges 
such as burnout, particularly in rural and under-resourced communities.
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It takes a team: the full spectrum of maternity care
This report focuses on clinicians who attend hospital deliveries in the U.S.; however, many professionals support 
healthy pregnancies and births across the care continuum. 

“What gives me hope is that there 
is a new generation of physicians 
who want to care for families in 
rural communities.”

Dr. John Waits, co-founder and CEO, 
Cahaba Medical Care, Alabama

Scan to learn more about  
Dr. Waits’ experience as a 
clinician in a low-access area.

For more than 20 years, Dr. John Waits has worked to 
improve access to maternity care in rural Alabama. When 
he arrived in Bibb County, the local labor and delivery unit 
had been closed for more than a decade, forcing families 
to travel outside their community for care.

Through Cahaba Medical Care and the Cahaba Family 
Medicine Residency, Waits has helped train physicians for 
rural practice while building partnerships to strengthen 
local maternity services. In 2015, those efforts helped 
reopen the county’s labor and delivery unit, restoring 
access to care for local families.

His experience demonstrates that addressing maternity 
care deserts requires long-term investment in workforce 
development, community collaboration, and sustainable 
healthcare infrastructure.

Provide support Provide medical care

Doulas

Community 
health workers

Family physicians  
trained in obstetrics

OB-GYNs

Maternal fetal  
medicine specialist

CNMs/CMs

Women's health  
nurse practitioner

Certified professional 
midwives (CPMs)

Note: CNMs/CMs, family physicians trained in obstetrics, and OB-GYNs are licensed to deliver babies in hospital settings. 
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Doulas are trained, non-clinical professionals who  
provide emotional, physical, and educational 
support before, during, and after childbirth.17 Rooted 
in longstanding cultural and community traditions 
of birth support, they help individuals navigate 
pregnancy, childbirth, and the postpartum period.18 
Although they do not provide medical care, doulas 
play an important role in helping families navigate 
complex maternity care systems.19 In communities 
with limited access to obstetric clinicians or 
hospital-based maternity services, doulas may also 
help bridge gaps in care coordination, education, 
and support.20  

26 states and D.C. allow doulas to enroll as Medicaid providers 
and bill Medicaid independently

Research links continuous doula support to  
improved maternal and infant outcomes, including 
lower intervention rates, shorter labor duration, 
improved patient satisfaction, and reduced risk of  
preterm birth.21,22 

Policy efforts to recognize doulas within the 
maternity care system have accelerated in recent 
years, particularly through Medicaid programs.23,24 
These efforts commonly include reimbursement 
for prenatal, labor and delivery, and postpartum 
support, as well as policies allowing doulas to enroll 
as independent Medicaid providers. 

Figure 9. States allowing independent doula practice and billing under Medicaid

Source: National Academy for State Health Policy, 2026. 

Addressing implementation challenges for doulas

Doulas practice and 
bill independently

No

Yes

Doulas
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Doulas

States are also addressing implementation challenges, 
including low reimbursement rates, administrative barriers, 
and workforce sustainability

Addressing implementation challenges

Oregon has worked to strengthen Medicaid reimbursement 
structures and expand provider participation.25

Minnesota has developed standardized certification pathways to 
support workforce participation and sustainability.26  

California and New Jersey have advanced community-based doula 
models that emphasize culturally responsive care and partnerships 
with community organizations.27,28

In New York, recent legislation would require insurance coverage of 
doula services as part of standard maternity care.29  

As efforts to expand access to and reimbursement for doula services continue, doulas are increasingly 
recognized as a practical strategy to improve continuity of care and support families in communities with 
limited access to maternity services.

OR

MN

NY

CA

NJ

Addressing implementation challenges for doulas
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Access to hospital-based labor  
and delivery services

More than half of U.S. counties (52.5%) lack a hospital with a labor 
and delivery unit, limiting care for millions of families, affecting nearly 
370,000 births annually (Figure 10). 

Geographic disparities are substantial: 70.3% of rural counties lack a 
hospital with labor and delivery services, compared to 39.2% of urban 
counties, leaving many families without nearby options for giving birth.

Counties without 
hospital-based 
labor and delivery 
services (%)

Rural Urban

70.3%

39.2%

52.5% of all U.S. 
counties do not 
have hospital-
based labor 
and delivery 
services

Figure 10. Hospitals 
with labor and 
delivery services 
by county, U.S. and 
Puerto Rico, 2024

Hospitals with labor  
and delivery services

none

1 or more
Sources: American Hospital Association, 2024; Centers for 
Medicare and Medicaid Services Provider of Services File, 2024.

Key 
insights

More than half of U.S. counties lack a hospital with a labor and delivery unit, 
affecting nearly 370,000 births annually.

Residents of maternity care deserts travel three times longer, on average, to 
reach their nearest labor and delivery hospital.

Out-of-hospital births have increased since 2016, with home birth rates nearly 
twice as high in maternity care deserts compared to full-access counties. 

Access to birth centers remains limited and uneven, shaped by geography, 
policy environments, and socioeconomic factors.
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Women living in maternity care deserts travel three times 
longer, on average, to reach the nearest hospital with labor 
and delivery services

Full access 14 minutes

23 minutes

24 minutes

42 minutes

Moderate access

Low access

Maternity care desert

Figure 11: Travel time by maternity care access designation

Longer travel distances are associated with delayed entry into prenatal care, increased likelihood of unplanned 
out-of-hospital deliveries, higher rates of maternal morbidity, and greater neonatal intensive care unit (NICU) 
admissions.2,30,31 Longer travel distances also increase indirect costs for families, including transportation, childcare, 
missed work, and temporary lodging.

On average, pregnant women travel 16 minutes by car to their nearest labor and delivery unit. However, access 
varies substantially by location. Geographic disparities are particularly pronounced in rural counties, where average 
travel time is 33 minutes, more than twice that of urban counties (15 minutes). In several states, including North 
Dakota, West Virginia, and Montana, average travel times are 25 minutes or more. Residents of maternity care 
deserts travel an average of 42 minutes to reach labor and delivery services, three times longer than those traveling 
14 minutes in full-access counties (Figure 11). 

“If labor happened, the drive was always 
on our minds.”

Latasha Bell, RN, maternal mortality prevention 
professional and mother, Lowndes County, Alabama 

Scan to learn more about  
Latasha's experience in a  
low-access area.

For Latasha, living in a maternity care desert meant 
planning every pregnancy around distance. As a teenager 
expecting her first child, and years later as a registered 
nurse preparing to deliver her fourth, the nearest labor and 
delivery hospital was more than 45 minutes away. Every 
appointment, every contraction, and every decision began 
with one question: How long will it take to get there?

Even with health insurance, reliable transportation, and 
medical knowledge, Latasha understood that geography 
alone could shape pregnancy outcomes. She knows many 
families in rural Alabama face even greater barriers, forcing 
them to delay care or travel long distances for routine 
prenatal visits, labor and delivery, and emergency care.

“I wish people understood how much access to care matters. 
Sometimes it's as simple as being able to get to a provider.”



23

Across the U.S., an increasing number of women of 
reproductive age are losing access to local birthing 
facilities. As labor and delivery units close, access to 
maternity care can shift across entire regions, often 
requiring families to travel farther for care. Research 
shows that the loss of local labor and delivery services 
is associated with longer travel distances, delays in 
accessing care during emergencies, increased risk of 
out-of-hospital births, and adverse maternal and infant 
outcomes, particularly among those living in rural 
communities.2,32-34 For many families, these changes 
can delay care during pregnancy and childbirth and 
add stress while navigating already complex health 
systems. At the same time, some hospitals report that 
consolidating maternity services can allow remaining 
facilities to concentrate specialized staff and resources, 
potentially improving quality and safety in higher-
volume centers.32,25

Because national hospital datasets are lagged, we 
analyzed publicly reported closures occurring between 
2024 and early 2026 using Becker’s Hospital reviews, 
data from the Center for Healthcare Quality and 
Payment Reform, online news reports, and hospital 
announcements. This approach captures publicly 
reported closures and may not represent all closures 
during this period.

During the study period, 96 labor and delivery unit 
closures were identified across 91 counties in 35 
states. Nearly two-thirds of closures occurred in rural 
hospitals, and more than half involved the county's only 
birthing facility.

Reported drivers of labor and delivery unit closures 
included declining birth volume, workforce shortages, 
and financial pressures. Declining birth volume was 
the most frequently cited factor, reflecting reduced 
patient demand that challenges hospitals' ability to 
sustain staffing, maintain financial viability, and support 
continuous obstetric services. Workforce shortages 
were reported in approximately half of closures and 
most commonly involved shortages of obstetric 
clinicians, labor and delivery nurses, and anesthesia 
providers, limiting hospitals' ability to maintain safe, 
24-hour coverage. Financial pressures were reported in 
approximately one-third of closures and included rising 
operating costs, low Medicaid reimbursement, and 
persistent financial losses associated with maintaining 
labor and delivery services.

Reported reasons for closure also differed by hospital 
location. Rural hospitals more frequently cited 
workforce shortages as a primary contributing factor, 
whereas urban hospitals more often reported declining 
birth volume.

Closures across the nation: 
the search for a place to give birth

Key 
insights

Hospital labor and delivery unit closures have accelerated across the U.S. 
and are associated with negative impacts on maternal and infant health.  

96 publicly reported labor and delivery unit closures were identified across 
91 counties in 35 states between 2024 to early 2026. 

Across all affected counties, unit closures increased travel time by an 
average of 25.0 minutes, with increases up to 77 additional minutes to  
reach the nearest labor and delivery unit.

This report is based on publicly reported labor and delivery unit closures and may not capture every closure. 
Help us keep this resource current by reporting any closures you are aware of through the March of Dimes 
closure reporting survey: https://www.marchofdimes.org/L&Dclosure

https://www.marchofdimes.org/L&Dclosure
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Labor and delivery unit closures across the U.S.​

Rural Urban

62.5%

37.5%

Nearly ⅔ of 
closures occurred 
in rural hospitals

Closures across the nation

Closure count

0

3 or more

1 - 2

96
labor and delivery 
unit closures 
occurred across 
35 states and 91 
counties*

*From January 1, 2024, to May 1, 2026

Who is affected?

Where are closures occurring? Drivers of recent closures

9.2 million
women of 
reproductive age 
live in counties with 
recent closures.

465K births
occur annually in 
these counties, 
representing 13% of 
live births.​

58.3%
of closures were 
a county’s sole 
birthing facility.​

Percentage of closures with reason mentioned

52.1% Declining 
birth volume

51.0% Workforce 
shortages

37.5% Financial 
pressure
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The impact of labor and delivery unit 
closures on travel time 

Recent labor and delivery unit closures have increased 
travel times to maternity care by an average of 
25 minutes in affected communities. While some 
states, including California, Wisconsin, Indiana, and 
Minnesota, experienced a higher number of closures, 
the greatest relative increases in travel burden 
occurred in more rural states, including Wyoming 
(12.8% increase in travel time), West Virginia (10.6%), 
Maine (7.4%), and Wisconsin (6.6%). 

State spotlight: local impacts of labor and 
delivery unit closures 

While labor and delivery unit closures are occurring 
nationwide, their impact varies considerably across 
states. In some areas, closures are concentrated 
geographically, further limiting already constrained 
systems. In others, even a single closure can 
substantially alter access because few alternative 
facilities exist. West Virginia and Wisconsin 
demonstrate how quickly access to maternity care can 
shift when local birthing services are lost.

In Wisconsin, recent closures have further strained 
maternity care systems, particularly in rural communities. 
Staffing shortages contributed to multiple labor and 
delivery unit closures, including in Barron and Taylor 
counties, where travel times to the nearest unit tripled 
for residents. The effects also extended into surrounding 
counties such as Rusk and Price, where travel times 
were already nearly one hour and increased by 46% 
and 19%, respectively. While rural communities are 
disproportionately affected, similar challenges are 
occurring in metropolitan and suburban areas. In the 
Milwaukee region, for example, hospital consolidations 
and labor and delivery service changes have shifted where 
families seek obstetric care, reflecting broader financial and 
workforce pressures affecting hospitals across Wisconsin.

In West Virginia, the impact of closures is intensified by 
a long-standing shortage of birthing facilities. Because 
the state has one of the lowest densities of labor and 
delivery hospitals in the country, even a single closure can 
significantly alter access to care. In Greenbrier County, 
the closure of the only unit serving several surrounding 
counties increased travel times across the region, 
particularly in the Southeast. Families in multiple rural 
counties now travel two to three times longer to reach 
obstetric services, with many communities requiring at 
least one hour of travel after accounting for the increase in 
travel time due to a nearby closure. Together, the affected 
counties in southeastern West Virginia are home to more 
than 17,000 women of reproductive age and over 1,000 
births annually, highlighting how the loss of a single facility 
can quickly create widespread geographic barriers to care. 

Wisconsin

West Virginia

Avg. increase in 
travel time

no change

30-45 minutes
15-30 minutes

Labor and  
delivery closure

<15 minutes

>45 minutes

Avg. increase in 
travel time

no change

30-45 minutes
15-30 minutes

Labor and  
delivery closure

<15 minutes

>45 minutes
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Strategies to address or mitigate the impact of hospital closures

In communities where maintaining full obstetric services is no longer feasible, hospitals are also 
strengthening emergency department capacity to respond to obstetric emergencies39 and training 
emergency medical service personnel to stabilize patients during longer maternal and infant transport times. 
Continued evaluation will be important to understand which strategies most effectively preserve access while 
maintaining quality and safety.

Value-based payments: alternative payment methods for maternity care 
Traditionally, healthcare providers in the U.S. have been reimbursed through a fee-for-service (FFS) model, in 
which payment is tied to each individual service delivered. In contrast, value-based payment (VBP) models 
incentivize high-quality, coordinated, and cost-efficient care. 

Efforts to expand VBP in maternity care include pay-for-performance models, episode-based bundles, 
maternity care homes, population-based models, and total cost of care approaches. Strengthening and 
scaling value-based maternity care models may improve access, quality, and cost-efficiency. Some value-
based models also create opportunities to better integrate midwives, doulas, care coordination, and 
postpartum support into maternity care systems. 

Maine  
Maine enacted legislation requiring hospitals to provide 120 days’ 
advance notice before closing labor and delivery units or making 
significant changes to maternity or newborn care services.36–38 

Oregon 
In 2026, Oregon launched a statewide rural stabilization initiative in 
response to the increasing number of labor and delivery unit closures.  
The initiative allocated $25 million to support rural maternity care services. 

California  
California SB 669, enacted in 2025, established a new “standby 
perinatal services” model for rural hospitals unable to sustain 
traditional 24/7 labor and delivery units.  

OR

CA

States and health systems are implementing a range of strategies to mitigate the impact of labor and 
delivery unit closures. These strategies range from advanced planning requirements to new funding and 
care delivery models.

ME
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As access to hospital-based labor and delivery care 
becomes more limited, particularly in counties with 
long travel times and fewer labor and delivery services, 
birth patterns are shifting. In these areas, decisions 
about birth setting may reflect access constraints, with 
choices shaped in part by the local options available.

Out-of-hospital births 
increased by 50% since 2016, 
and home birth rates are 1.9 
times higher in maternity 
care deserts than in full-
access counties

While hospitals remain the primary setting for 
childbirth, accounting for nearly 98% of all births, 
this pattern is changing. Between 2016 and 2024, the 
proportion of counties without a labor and delivery 
hospital increased from 47.5% to 52.5%. Over the same 
period, births occurring outside hospital settings 
increased by 50%, reaching 2.3% of all births in 2024.

Home births have increased from 1.0% of all births 
in 2016 to 1.6% in 2024, a 65.3% relative increase 
(Figure 12). This trend has been linked to the loss 
of hospital-based birthing services and is more 
pronounced in areas with limited or no access to 
maternity care.40 In maternity care deserts, home birth 
rates are nearly twice as high as in full-access counties. 
Among home births in maternity care deserts, 92.3% 
are reported as intended, suggesting birth setting 
decisions may reflect limited local hospital access.

Figure 12. Percentage of out-of-hospital births by setting, 2024

0

0.5

1

1.5

2

2016 2017 2018 2019 2020 2021 2022 2023 2024

Home (intended) 
85% increase

Home (unintended) 
46% increase

Freestanding 
birth center 
24% increase

Sharp increase 
begins in 2020

Source: National Center for Health Statistics, final natality data, 2016-2024.

Shifts in birth settings
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Birth centers offer an alternative to hospital birth, emphasizing the midwifery model of care for low-risk 
pregnancies.41 There are 421 birth centers nationwide, yet only 8.4% of counties have at least one. Birth center 
access remains highly uneven, with just 1.3% of rural counties having one, compared to 13.7% of urban counties. 
Nearly 70% of all birth centers are concentrated in just 10 states, with the largest shares in Texas, California, Florida, 
Washington, and Virginia. Birth centers accounted for 0.6% of U.S. births in 2024, up from 0.5% in 2016, a 24.0% 
relative increase (Figure 13). 

Birth centers are associated with improved outcomes and lower-cost, patient-centered care.41 Low reimbursement 
rates, administrative burdens, and payment delays create significant operational challenges. In addition, variation 
in state licensure requirements and the absence of clear pathways in some states further restrict where birth 
centers can operate and expand. 

Figure 13. Percent of total births in birth centers by state, U.S. and Puerto Rico, 2024

Birth centers

Percentage of births 
in birth centers

>1.0% - 5.5%

>0% - 0.5%

>0.5% - 1.0%

0%

Source: National Center for Health Statistics, final natality data, 2024.
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Birth centers are not accessed equally
Geography, income, insurance coverage, race, and ethnicity all can shape women’s options and outcomes during 
pregnancy, childbirth, and the postpartum period.

Birth centers

White

Hispanic

Black

American Indian/Alaska Native

Asian

Insurance 
coverage
Percentage of 
births covered 
by Medicaid.

17.4%

40.4%

Education level
Percentage of 
individuals with at 
least some college.

Birth centers

Hospitals

Birth centers

Hospitals

73.5%

61.5%

Birth center utilization by race and ethnicity
Percentage of births that occur in birth centers versus hospitals.

Race and ethnicity

74.6%

11.9%

6.4%

1.9%

0.4%

Birth centers Hospitals

48.5%

27.5%

13.2%

6.4%

0.7%

The takeaway

Birth center utilization varies 
substantially by race/ethnicity, 
education, insurance coverage, 

and geography. Addressing 
these disparities is critical to 
ensuring equitable access to 

birth center care.

Remove regulatory barriers:  
Exempt birth centers from certificate of need 
(CON) requirements that can delay or prevent new 
facilities from opening. 

Improve financial sustainability:  
Establish equitable Medicaid reimbursement 
rates (at 100% of the fee schedule) and reduce 
administrative burdens, including payment delays. 

Standardize quality measures:  
Align state regulations with Commission for the 
Accreditation of Birth Centers (CABC) standards. 

Integrate into care systems:  
Support standardized coding, contracting 
mechanisms, and inclusion in provider networks  
to ensure coordinated care.

Plan for emergencies:  
Require transfer agreements and documented 
protocols for responding to obstetric or  
neonatal emergencies. 

Expanding access to accredited birth centers

Expanding access to accredited birth centers is a 
critical strategy for addressing gaps in maternity 
care access, particularly in under-resourced and 
rural communities. Key policy actions include:
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Access to affordable, comprehensive health insurance is critical for healthy pregnancies and positive outcomes 
for moms and babies.42 Without stable coverage, women are more likely to enter pregnancy with unmanaged 
conditions, delay prenatal care, and face barriers to specialty and high-risk services. Access to care before 
pregnancy influences maternal and infant outcomes long before prenatal care begins. Coverage gaps increase 
the risk of delayed prenatal care and preventable complications.

1 in 9 women  
ages 19 to 54 years 
are uninsured

TX

OK GA

D.C.
MA

VT

4.2% 3.4% 2.8%

22.7%
17.5% 16.9%

Insurance coverage rates among 
reproductive-aged women vary 
widely across states

States with highest uninsured rates States with lowest uninsured rates

Health insurance coverage

Key 
insights

Nationally, about 1 in 9 (10.9%) women ages 19 to 54 were uninsured in 
2024, with substantial variation across states and counties. 

Since the passing of the Affordable Care Act in 2010, which expanded 
Medicaid income-eligibility thresholds, uninsured rates among women ages 
19 to 54 have decreased 45% nationally, but to a lesser extent (just 35%) in 
states that have not expanded Medicaid.   

Recent federal policy could result in increases in uninsured rates 
nationwide, leading to decreased financial access to care. 
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County-level variation in insurance coverage is even more pronounced. In approximately 3% of counties, as 
many as 1 in every 3 women are uninsured, with clusters in Texas, Georgia, Oklahoma, Alaska, and South Dakota. 
Uninsured rates are highest in maternity care deserts, as well as in rural, border, and tribal counties, while several 
large urban counties also experience both high rates and large numbers of uninsured women (Figure 14). 

High uninsured rates persist across U.S. counties 
Figure 14. Percentage of uninsured women ages 19 to 54 by county, U.S. and Puerto Rico, 2024

Health insurance coverage

Percent uninsured

>17.6% - 60.0%

>8.7% - 12.2%

>12.2% - 17.6%

>6.0% - 8.7%

0% - 6.0%

Suppressed

52.2% 
Oglala Lakota, SD

43.3% 
LaGrange, IN

49.2% 
Bailey, TX

48.3% 
Presidio, TX

148k women 
Cook, IL (Chicago)

145k women 
Maricopa, AZ (Phoenix)

324k women 
Harris, TX (Houston)

Source: U.S. Census Bureau, 2024 American Community Survey 5-Year Estimates. 
Note: Individual callouts represent cities or counties with high rates or numbers of uninsured women.
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Access to health insurance and coverage for women 
and families in the U.S. has been shaped by federal 
policy since the introduction of Medicaid in 1965. The 
Affordable Care Act (ACA) marked a major turning 
point by allowing states to expand Medicaid income 
eligibility (adopted in all but 10 states as of 2026) and 
providing insurance premium tax credits.43 

Medicaid expansion, implemented in 2014, has led 
to substantial declines in uninsured rates overall and 
among women ages 19 to 54. While research on the 
impacts of Medicaid expansion on overall maternal 
and infant outcomes is mixed, some studies suggest 
that expansion may be associated with timely initiation 
of prenatal care and improved management of high-
risk conditions such as hypertensive disorders of 
pregnancy, progress toward reducing racial and ethnic 
disparities, and reductions in maternal mortality.44-47  

More recent policies, including extension of 
postpartum Medicaid coverage through 12 months 
(adopted in 49 states and D.C. as of July 2026),43 
have further strengthened access to care. However, 
proposed or enacted changes following the passage of 
House Resolution 1 (H.R 1), also referred to as the One 
Big Beautiful Bill Act, including Medicaid funding cuts 
and work requirements, and the expiration of insurance 
premium tax credits, threaten to reverse these gains 
and increase the number of uninsured families.  

In maternity care deserts, where clinician and facility 
shortages already limit access, loss of coverage 
compounds existing barriers to care, making it more 
difficult for women to receive timely prenatal, delivery, 
and postpartum services.

Health insurance policy shapes 
who can access care, when 
they receive it, and whether 
coverage is continuous across 
pregnancy and postpartum

Landmark health insurance policy 
and changes in access

Health insurance coverage

“I had to jump through three hoops 
with fire on them just to obtain 
insurance.”

Savannah Yax, mother, Elmore County, Alabama 

Scan to learn more about  
Savannah's experience in a  
low-access area.

After moving to Alabama early in her pregnancy, 
Savannah spent five months navigating the state's 
Medicaid enrollment process before she could establish 
prenatal care. Even after gaining coverage, every 
appointment required a 40-minute trip to the nearest 
obstetric provider and reliable transportation she often 
didn't have.

Throughout her pregnancy and postpartum recovery, 
Savannah faced delays in receiving treatment because 
of transportation challenges, provider availability, 
and the limits of her coverage. Now, as her Medicaid 
eligibility comes to an end, she worries about losing 
access to the mental healthcare and other services she 
still needs as a new mother.

Throughout her experience, Savannah learned that 
getting insurance alone wasn't enough. Finding 
providers, arranging transportation, and keeping 
coverage were ongoing challenges that affected every 
stage of her pregnancy and recovery.

“Make healthcare and prenatal and postpartum care 
easily accessible for mothers and children all over.”
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Legislative milestones in health 
insurance policy for pregnant 
women and children
Over time, federal policies have expanded 
eligibility, increased affordability, and 
improved continuity of coverage for  
pregnant women and children.48-51

1965
Medicaid program  
established

Social Security Act  
Required all states, D.C., and U.S. 
territories to provide health  
coverage for low-income individuals.

1970
Coverage for  
family planning

Family Planning Act  
Established federal funding and 
authority for family planning 
programs, expanding access to 
contraception and reproductive 
health services. Required that 
all services be provided on a 
voluntary basis.

1985-1990
Expanded coverage for 
pregnant women and 
presumptive eligibility

Omnibus Budget Reconciliation Acts 
Required Medicaid coverage 
during pregnancy through 60 
days postpartum, regardless of 
employment or marital status, and 
gradually broadened eligibility to 
higher income levels (up to 133% FPL 
required, with options up to 185% FPL).

Introduced presumptive eligibility 
to allow states the option to provide 
temporary prenatal care access 
while formal Medicaid eligibility is 
determined.

1967
Pediatric services 
coverage for children

Early and Periodic Screening,  
Diagnosis and Treatment Program
Required all states to provide 
Medicaid-enrolled infants and 
children with appropriate and 
necessary pediatric services.

1984
Medicaid coverage 
for children under 5

Deficit Reduction Act of 1984
Required states to provide Medicaid 
coverage to eligible children 
under age 5 and income qualifying 
pregnant women (single parents 
or single earner households) and 
granted automatic one-year Medicaid 
eligibility to infants born to mothers 
covered by Medicaid.

Health insurance coverage
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Health insurance coverage

1996
Limits on Medicaid 
for legal non-citizens

Personal Responsibility and Work 
Opportunity Reconciliation Act 
Restricted Medicaid eligibility 
for legal non-citizens, including 
pregnant women, during their first 5 
years of U.S. residency. 

1997
Coverage expansion 
for children

Children’s Health Insurance 
Program (CHIP) 
Provided federal funding to expand 
coverage for children in low-income 
families not eligible for Medicaid. 

2009
Expanded options  
for coverage of  
pregnant women

CHIP Reauthorization Act
Allowed states to cover lawfully 
residing pregnant women 
through Medicaid without a 
5-year waiting period. 

2021
Extension for 
postpartum coverage 
through 12 months

Patient Protection and  
Affordable Care Act 
Allowed states to expand Medicaid 
income eligibility and required 
coverage of essential health 
benefits, including maternity and 
newborn care and preventative 
services for women, infants, 
and children. Provided premium 
tax credits to subsidize the cost 
of insurance and increase the 
affordability of coverage. 

2025
Medicaid funding cuts 
and work requirements 
introduced

House Resolution 1  
(One Big Beautiful Bill Act) 
Reduced funding for Medicaid and 
CHIP programs and introduced 
work requirements. Did not extend 
insurance premium tax credits 
provided under the ACA. 

2010
Medicaid expansion 
and insurance  
subsidies 

Why this matters 

Health insurance policy directly shapes whether women can 
access prenatal care, deliver in safe settings, and receive 
postpartum care. Sustaining and expanding coverage is critical 
to improving access to care and achieving better outcomes for 
moms and babies, particularly in maternity care deserts. 

American Rescue Plan Act, made 
permanent in 2023
Allowed states to extend Medicaid 
coverage to 12 months postpartum, 
supporting continuity of care during 
a high-risk period. 
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Since the implementation of the ACA, uninsured rates among women ages 19 to 54 have declined nationally, 
from 19.7% in 2013 to 10.9% in 2024, and across all states and most counties. At the state level, average rates 
decreased from 18.0% to 9.8%, representing a 45.1% reduction (Figure 15).

Key 
insights

Changes in uninsured rates since ACA implementation

Uninsured rates among women decreased across all states, 
though progress varies

Kentucky and Oregon demonstrated the largest improvements, each reducing 
uninsured rates by 66%.  

Even states with the smallest improvements, including Puerto Rico and Texas, 
achieved reductions of roughly 25%.  

Despite state-level progress, about 1 in 20 counties did not experience declines.  

The average reduction in states that had expanded Medicaid by 2024 was 48%, 
compared to just 35% in non-expansion states. 

2013 rate
Expanded Medicaid

2024 rate
Did not expand Medicaid

2013 rate 2024 rate
Expansion not applicable

2013 rate 2024 rate

Louisiana’s uninsured rate fell 
from 25.2% in 2013 to 9.2% in 
2024, a 63% decrease.

Example interpretation:

Figure 15. Percentage of uninsured women ages 19 to 54 by U.S. state, 2013 and 2024
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Medicaid expansion and other policies implemented 
through the passing of the ACA have been one of the 
strongest drivers of coverage gains among women 
of reproductive age. States that expanded Medicaid 
experienced larger reductions in uninsured rates, 
demonstrating the impact of policy decisions on 
access to care. Variation across states and counties 

highlights the need for targeted strategies and 
supportive policies to ensure that gains in health 
insurance coverage are equitable and sustained over 
time. Maintaining and expanding access to continuous 
coverage before, during, and after pregnancy will 
be critical to sustaining gains and preventing further 
erosion of maternity care access.

Advocacy can help drive meaningful change. Join the 
March of Dimes Advocacy Network to support policies 
that improve access to care for moms and babies.

“We have a lot of work to do because 
there are so many moms and babies 
counting on us.”

Sen. Katie Britt, U.S. Senator, Alabama

Discover Sen. Katie Britt's 
work to improve access to  
maternity care.

As Alabama continues to face one of the nation's highest 
maternal mortality rates, Sen. Katie Britt has made 
improving maternal health a priority in Congress. Growing 
up in rural Alabama and raising two children of her own, 
Britt understands the importance of ensuring families can 
access quality care before, during, and after pregnancy.

Recognizing that many rural communities are far from 
labor and delivery services, Britt has championed efforts to 
better prepare rural hospitals and first responders to care 
for women experiencing obstetric emergencies. She also 
supports expanding research into the causes of maternal 
mortality and improving access to resources that help 
women navigate pregnancy and early parenthood.

For Britt, improving maternal health requires strengthening 
both the healthcare system and the support available to 
families, particularly in rural communities where access to 
care remains limited.

“We have a lot of work to do. There are many of us rolling up 
our sleeves because we know there are so many moms and 
babies counting on us.”
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Increasing access to prenatal care

Early prenatal care is critical to improving maternal 
and infant health outcomes. Timely care supports risk 
identification, chronic disease management, and delivery 
of recommended preventative services, including 
mental health screenings, substance use treatment, 
vaccinations, and infectious disease screening.4

More than 1 in 4 women covered by Medicaid 
during pregnancy reported being uninsured prior to 
conception, increasing to more than 1 in 3 in non-
expansion states.52 Gaps in pre-pregnancy coverage 
can delay prenatal care initiation as women navigate 
Medicaid enrollment early in pregnancy. Presumptive 
eligibility (PE) policies help reduce this barrier by 
allowing immediate access to care while eligibility  
is determined. 

Many states have long-standing PE policies for 
pregnant women, while recent actions in Alabama and 
Arkansas expanded PE beginning in 2025.53,54 These 
policies may be particularly impactful in non-expansion 
states, where women are more likely to be uninsured 
before pregnancy and experience delays in accessing 
prenatal care. 

Although research suggests PE policies may improve 
prenatal care initiation, findings have not consistently 
demonstrated improvements in birth outcomes.55,56 
These findings suggest that insurance coverage alone 
does not eliminate barriers to prenatal care. 

Additional barriers to prenatal care include:57

Evidence-based strategies to improve 
prenatal care utilization:58

In 2024, 1 in 4 women did not 
receive prenatal care during the 
first trimester of pregnancy

Rates of early prenatal care are slightly lower among 
women living in maternity care deserts (74.8%) and 
low-access counties (71.3%) compared to full-access 
counties (75.6%).

Providing financial incentives

Expanding telehealth services

Deploying mobile health clinics in  
underserved communities

Language barriers 

Immigration-related concerns that 
may deter seeking care

Health system 
barriers

Understaffed clinics and long wait 
times  

Limited clinician availability or 
participation in Medicaid and other 
insurance plans

Population-
specific barriers

Socioeconomic and 
logistical barriers

Transportation challenges and long 
travel distances  

Work, school, childcare, and paid 
leave constraints 

Limited access to broadband internet 
and digital tools in rural and under-
resourced communities

Broader investments in maternity care 
infrastructure and workforce capacity are also 
needed to improve timely access to prenatal 
care in under-resourced areas.
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Digital technologies and mobile health centers:  
meeting families where they are

Telehealth, remote patient monitoring (RPM), mobile 
health applications, and mobile health centers can 
expand access to maternity care in under-resourced 
communities by helping overcome geographic, 
transportation, and workforce barriers. Reliable 
broadband access is increasingly essential healthcare 
infrastructure for maternity care access.  

Studies suggest that mobile health centers can 
improve early and adequate prenatal care utilization, 
increase patient satisfaction, support the identification 
of maternal hypertension, and reduce preterm birth 
rates. While not a substitute for sustainable local 

maternity care infrastructure, these approaches may 
be particularly beneficial for high-risk pregnancies and 
postpartum monitoring, including for hypertensive, 
cardiac, and mental health conditions.

Postpartum care remains especially important, as most 
pregnancy-related deaths occur after delivery and the 
majority are preventable.59 Yet many women do not 
receive the recommended postpartum care.60 Mobile 
health centers and digital tools may help improve 
timely follow-up care and reduce barriers to accessing 
postpartum care.

Payment and insurance reform: 
Establish permanent reimbursement parity for telehealth services across Medicaid and 
private insurance plans. Expand coverage for RPM tools, including blood pressure cuffs 
and glucose monitors, and reimburse audio-only visits when video access is not feasible.  

Broadband and technology access:  
Invest in broadband expansion in rural and under-resourced communities. Support digital 
literacy initiatives and programs that improve access to smartphones, tablets, and data 
plans for patients and clinicians.  

Licensure and regulatory flexibility:  
Expand interstate licensure contracts to allow obstetric clinicians, midwives, doulas, and 
mental health professionals to provide care across state lines, particularly in areas with 
limited access to specialty care. 

Advancing digital innovation in maternal healthcare

To expand equitable access to technology-enabled maternity care, policymakers should prioritize the following:

By addressing these policy priorities, digital health technologies may help reduce barriers to care and improve 
maternal health outcomes, particularly in under-resourced communities.
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Digital technologies and mobile health centers: meeting families where they are

March of Dimes partners with local organizations and 
healthcare systems to bring maternity care services 
directly to communities with limited access through 
the Mom & Baby Mobile Health Centers program. The 
program currently operates seven mobile health centers 
across Ohio, New York, Arizona, Washington, D.C., and 
Texas, with additional sites launching in 2026.61 These 
mobile clinics provide services spanning pre-pregnancy, 
prenatal, postpartum, and newborn care.  

In 2026, new Mom & Baby Mobile Health Centers  
will launch in: 

•	 Navajo and Apache counties in Arizona,  
two rural counties 

•	 Lowndes County, Alabama, a maternity care desert

March of Dimes Mom & Baby Mobile 
Health Centers

AL AZ
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The Rural Health Transformation Program:  
state approaches to address maternity care access62

The Rural Health Transformation Program (RHTP), created through H.R. 1, will distribute $50 billion over 10 years to 
strengthen healthcare delivery in rural communities. The initiative presents an opportunity for states to modernize 
health systems, improve access to maternity care, and test innovative models of care delivery.  

Because states will implement different strategies and receive varying levels of funding, continued evaluation will 
be important to identify which approaches most effectively improve access and outcomes.   

Promising state initiatives:

Regional care 
networks

Telehealth

Value based 
payment

Addressing 
labor and 
delivery unit 
closures

Workforce 
development

Alabama, California, Pennsylvania, and South Dakota are 
implementing hub-and-spoke models to expand specialty care 
access in rural communities.

Alaska and Maine are expanding behavioral telehealth services, 
remote fetal monitoring, and cloud-based technologies to support 
perinatal care in tribal and rural communities.

Tennessee and Colorado are incorporating maternal health into new 
rural value-based payment initiatives.

Indiana is training rural emergency departments to manage obstetric 
emergencies, Ohio is pursuing policies to expand delivery at 
birth centers, and Washington is exploring new hospital financing 
approaches to help sustain maternity services.

States including Illinois, Missouri, Nevada, and New Jersey are 
investing in scholarships and training opportunities for doulas, 
midwives, family physicians, community health workers, lactation 
consultants, and home visitors.
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The challenge
Access to maternity care in the U.S. remains uneven, 
with millions of families living in communities facing 
shortages of obstetric clinicians, limited access to 
birthing facilities, long travel distances, and financial 
barriers to care. In many rural and under-resourced 
communities, these challenges are compounded by 
hospital labor and delivery unit closures and persistent 
workforce shortages. 

The path forward
Improving access to maternity care will require 
coordinated action across healthcare systems, 
policymakers, payors, public health agencies, 
community organizations, and maternal and child 
health advocates. The absence of maternity care 
results from interlocking challenges, which means 
there is no single solution; it also means there are 
multiple opportunities for action. 

Conclusion

Essential investments
Expanding the maternity care workforce, strengthening 
hospital and birth center infrastructure, improving 
insurance coverage, integrating midwives and doulas 
into care teams, and investing in telehealth and mobile 
health models are all important strategies to improve 
access and outcomes for moms and babies.  

March of Dimes' role
Organizations like March of Dimes play an important 
role in advancing data-driven solutions, supporting 
communities, elevating evidence-based policy and 
systems change, and bringing partners together to 
address gaps in care. Continued collaboration and 
investment will be critical to ensuring all families can 
access the care and support they need. 

Explore the data
To explore additional national, state, and county-level 
maternal and infant health data, visit March of Dimes 
PeriStats, a public data resource designed to support 
research, policy, and community action. 

This report measures maternity care access at the county level using available national data on obstetric clinicians, 
birthing facilities, and insurance coverage. County-level designations may not fully reflect local variation in care access, 
including transportation barriers, appointment availability, or differences in quality of care. In addition, national datasets 
may contain reporting delays or incomplete information on clinicians and facilities, and the designations do not capture 
all professionals who support pregnancy and birth, such as doulas or community health workers. 

Despite these limitations, these measures provide an important national view of geographic patterns and trends in 
maternity care access across the U.S. 

For more information about definitions, data sources, and methods, see our technical notes.

Limitations

Maternity care deserts are not inevitable.
Every family deserves access to high-quality maternity care—no matter where they 
live. With coordinated action and sustained investment, we can build a future where all 
families can access the care and support they need.

"Nowhere to Go: Maternity Care Access Across the U.S." was produced by March of Dimes. Lead sponsorship for this report was provided by  
Ob Hospitalist Group (OBHG). OBHG has no role in the research design, data analysis, interpretation of findings, or development of conclusions 
presented in this report. March of Dimes retains sole editorial control over the content and any reference to the sponsor is limited to 
acknowledgement of its participation and support.

https://www.marchofdimes.org/peristats/
https://www.marchofdimes.org/peristats/assets/s3/reports/mcd/united-states/MaternityCareDesertsReport-TechnicalNotes.pdf
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Abbreviations and definitions
AABC – American Association of Birth Centers  

ABFM – American Board of Family Medicine  

ACA – Affordable Care Act  

ACNM – American College of Nurse Midwives

ACS – American Community Survey, Census Bureau 

AHA – American Hospital Association 

AI/AN – American Indian/Alaska Native  

CABC – Commission for the Accreditation of Birth Centers 

CDC – Centers for Disease Control and Prevention  

CHIP – Children’s Health Insurance Program

CM – Certified midwife 

CMS – Centers for Medicare & Medicaid Services 

CNM – Certified nurse midwife  

CON – Certificate of need 

DO – Doctor of osteopathic medicine 

FPL – Federal poverty level  

HRSA – Health Resources and Services Administration  

MCD – Maternity care desert  

MD – Doctor of medicine 

NCHS – National Center for Health Statistics 

NICU – Neonatal intensive care unit  

NPPES – National Plan and Provider Enumeration System 

OB-GYN – Obstetrician-gynecologist  

PNC – Prenatal care
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Topic Definition Associated data source

Birth center 
A healthcare facility that follows the midwifery model of care 
and provides maternity care to low-risk birthing people. 

American Association of  
Birth Centers 

Doula 
A non-clinical professional who provides physical, emotional, 
and informational support before, during, and after childbirth. 

National Academy for State 
Health Policy 

Certified nurse 
midwife 

A registered nurse with additional training in midwifery, 
providing care to women throughout pregnancy, childbirth, 
and the postpartum period. 

Centers for Medicare and 
Medicaid Services, National 
Provider Identifier file 

Certified midwife 
A midwife who meets specific educational and certification 
requirements to provide care to women during pregnancy, 
childbirth, and the postpartum period. 

Centers for Medicare and 
Medicaid Services, National 
Provider Identifier file 

Family physician 
A doctor trained to care for common and chronic illnesses 
among both children and adults with an emphasis on person-
centered care and general well-being. 

American Board of Family 
Medicine 

Federal poverty 
level 

Measure used by the federal government to determine 
eligibility for certain programs and benefits based on income. 

US Census Bureau, American 
Community Survey 

Maternity care 
desert 

A county with no birthing facilities or obstetric clinicians. March of Dimes 

Obstetrician-
gynecologist 

A physician (MD or DO) specializing in women’s health, 
particularly in pregnancy, childbirth, and disorders of the  
reproductive system. 

Health Resources and 
Services Administration, 
Area Health Resources File  

Obstetric hospital 
A hospital with a dedicated maternity ward or labor and 
delivery unit. 

American Hospital 
Association, Annual Survey 

Prenatal care 
Healthcare services provided to pregnant individuals to 
monitor pregnancy and ensure the health of mom and baby. 

National Center for Health 
Statistics, Natality file 



44

References
1.	 Partridge S, Balayla J, Holcroft CA, Abenhaim HA. Inadequate 

prenatal care utilization and risks of infant mortality and poor 
birth outcome: a retrospective analysis of 28,729,765 U.S. 
deliveries over 8 years. Am J Perinatol. 2012;29(10):787-793. 
doi:10.1055/s-0032-1316439 

2.	 Minion SC, Krans EE, Brooks MM, Mendez DD, Haggerty 
CL. Association of Driving Distance to Maternity Hospitals 
and Maternal and Perinatal Outcomes. Obstet Gynecol. 
2022;140(5):812-819. doi:10.1097/AOG.0000000000004960 

3.	 Kennedy M, Kelly K, Lemke C. The Adequacy of Prenatal Care 
in Rural Kansas Related to Distance Traveled. Kans J Med. 
2022;15(3):437-440. doi:10.17161/kjm.vol15.18523 

4.	 What is prenatal care and why is it important? Eunice 
Kennedy Shriver National Institute of Child Health and Human 
Development (NICHD). January 31, 2017. Accessed May 18, 
2026. https://www.nichd.nih.gov/health/topics/pregnancy/
conditioninfo/prenatal-care  

5.	 Wallace M, Dyer L, Felker-Kantor E, et al. Maternity Care 
Deserts and Pregnancy-Associated Mortality in Louisiana. 
Womens Health Issues Off Publ Jacobs Inst Womens Health. 
2021;31(2):122-129. doi:10.1016/j.whi.2020.09.004

6.	 Lucas R, Thames T, Chestnut JF, DeMaria AL, Stoneburner A. 
Maternity Care Access and Infant Mortality. JAMA Netw Open. 
2025;8(11):e2542831. doi:10.1001/jamanetworkopen.2025.42831 

7.	 Atwani R, Robbins L, Saade G, Kawakita T. Association of 
Maternity Care Deserts with Maternal and Pregnancy-Related 
Mortality. Obstet Gynecol. 2025;146(2):181-188. doi:10.1097/
AOG.0000000000005976 

8.	 Gleeson DE, Busch SH, Ickovics JR. State-Level Prevalence of 
Maternity Care Deserts: Association With Healthcare Access, 
Utilization, and Outcomes Among Medicaid Recipients. AJPM 
Focus. 2025;4(5):100362. doi:10.1016/j.focus.2025.100362 

9.	 Rayburn WF, Xierali IM. Projected Shortages and Distributional 
Challenges of Obstetrician-Gynecologists in the United States, 
2025-2035. Obstet Gynecol. 2026;147(1):4-7. doi:10.1097/
AOG.0000000000006079 

10.	 Thumm EB, Smith DC, Squires AP, Breedlove G, Meek PM. 
Burnout of the US midwifery workforce and the role of 
practice environment. Health Serv Res. 2022;57(2):351-363. 
doi:10.1111/1475-6773.13922 

11.	 Szcześniewska S, Zaręba K, Zgliczyński WS, Ciebiera M, 
Feduniw S. Occupational burnout among obstetrics and 
gynaecology residents: a systematic review. Front Public Health. 
2025;13:1666659. doi:10.3389/fpubh.2025.1666659 

12.	 Sakala C, Hernández-Cancio S, Mackay E, Wei R. Improving 
Our Maternity Care Now Through Midwifery. J Perinat Educ. 
2022;31(4):181-183. doi:10.1891/JPE-2022-0014

13.	 Recruitment and Retention for Rural Health Facilities Overview 
- Rural Health Information Hub. Accessed May 18, 2026. https://
www.ruralhealthinfo.org/topics/rural-health-recruitment-
retention#barriers  

14.	 Weichelt B, Shakespear KD, Fallgatter T. NHRA Policy Brief. Rural 
workforce recruitment and retention factors. Published online 
2025. https://www.ruralhealth.us/nationalruralhealth/media/
documents/advocacy/nrha-policy-brief-workforce-retention-
factors-final-3-7-25.pdf  

15.	 Klein S, Richardson Schoenbrun P. An Enticing Offer: How 
Some Rural Communities Are Winning the Competition for 
New Clinicians. Commonwealth Fund. December 19, 2024. 
doi:10.26099/x451-1g67

16.	 Holst J. Increasing Rural Recruitment and Retention through 
Rural Exposure during Undergraduate Training: An Integrative 
Review. Int J Environ Res Public Health. 2020;17(17):6423. 
doi:10.3390/ijerph17176423 

17.	 March of Dimes. Get to know doulas. Accessed May 18, 2026. 
https://www.marchofdimes.org/itstartswithmom/get-to-know-
doulas  

18.	 The Historical Significance of Doulas and Midwives. National 
Museum of African American History and Culture. Accessed 
May 18, 2026. https://nmaahc.si.edu/explore/stories/historical-
significance-doulas-and-midwives  

19.	 Dekker R. Evidence on: Doulas. Evidence Based Birth®. August 
14, 2017. Accessed May 18, 2026. https://evidencebasedbirth.
com/the-evidence-for-doulas/  

20.	 Reed R, Nguyen A, Armstead M, et al. “An extra layer of 
pressure to be my best self”: Healthcare provider perspectives 
on how doulas foster accountability and bridge gaps in 
pregnancy-related care. SSM - Qual Res Health. 2023;3:100259. 
doi:10.1016/j.ssmqr.2023.100259 

21.	 Bohren MA, Hofmeyr GJ, Sakala C, Fukuzawa RK, Cuthbert A. 
Continuous support for women during childbirth. Cochrane 
Database Syst Rev. 2017;7(7):CD003766. doi:10.1002/14651858.
CD003766.pub6 

22.	 Sobczak A, Taylor L, Solomon S, et al. The Effect of Doulas 
on Maternal and Birth Outcomes: A Scoping Review. Cureus. 
2023;15(5):e39451. doi:10.7759/cureus.39451 

23.	 Hasan A. State Trends in Medicaid Coverage of Doula Services. 
National Academy for State Health Policy (NASHP). Accessed 
May 18, 2026. https://nashp.org/state-trends-in-medicaid-
coverage-of-doula-services/  

24.	 Doula Medicaid Project: Interactive Map. National Health 
Law Program. Accessed May 18, 2026. https://healthlaw.org/
doulamedicaidproject/map/  

25.	 State of Oregon, Division of Financial Regulation-Perinatal 
Services. Doulas Senate Bill 692 RAC. Accessed May 18, 2026. 
https://dfr.oregon.gov/help/committees-workgroups/pages/rac-
perinatal-services-sb692.aspx  

26.	 MN Dept. of Health. Doula Certification Organizations. Accessed 
May 18, 2026. https://www.health.state.mn.us/facilities/
providers/doula/certorgs.html 

27.	 CA Department of Health Care Services (DHCS). 
Recommendation for Doula Services for Pregnant and Post-
Partum Medi-Cal Members. Accessed May 18, 2026. https://
www.dhcs.ca.gov/services/medi-cal/Documents/Medi-Cal-
Doula-Standing-Recommendation.pdf  

28.	 NJ Department of Health. NJ Community Doula Care. Accessed 
May 18, 2026. https://www.nj.gov/health/doulas/nj-community-
doula-care/  

29.	 NY State Senate Bill 2025-S6494. Accessed May 19, 2026. 
https://www.nysenate.gov/legislation/bills/2025/S6494  

30.	 Deng S, Chen Y, Bennett KJ. The association of travel burden 
with prenatal care utilization, what happens after provider-
selection. BMC Health Serv Res. 2024;24(1):781. doi:10.1186/
s12913-024-11249-9 

31.	 Ranchoff BL, Kofner A, Baker O, et al. Obstetric Service 
Availability and Travel Time to Access Obstetric Services in 
the US, 2010-2021. Am J Prev Med. 2026;0(0). doi:10.1016/j.
amepre.2026.108315 

32.	 Fischer S, Royer H, White C. Health Care Centralization: 
The Health Impacts of Obstetric Unit Closures in the United 
States. Am Econ J Appl Econ. 2024;16(3):113-141. doi:10.1257/
app.20220341 

33.	 Battaglia E. The Effect of Hospital Maternity Ward Closures on 
Maternal and Infant Health. Am J Health Econ. 2025;11(2):201-
246. doi:10.1086/727738  
 

https://www.thieme-connect.com/products/ejournals/abstract/10.1055/s-0032-1316439
https://journals.lww.com/greenjournal/abstract/2022/11000/association_of_driving_distance_to_maternity.16.aspx
https://journals.ku.edu/kjm/article/view/18523
https://www.nichd.nih.gov/health/topics/pregnancy/conditioninfo/prenatal-care
https://www.nichd.nih.gov/health/topics/pregnancy/conditioninfo/prenatal-care
https://www.whijournal.com/article/S1049-3867(20)30102-X/abstract
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2841239
https://journals.lww.com/greenjournal/fulltext/2025/08000/association_of_maternity_care_deserts_with.2.aspx
https://journals.lww.com/greenjournal/fulltext/2025/08000/association_of_maternity_care_deserts_with.2.aspx
https://www.ajpmfocus.org/article/S2773-0654(25)00050-1/pdf
https://journals.lww.com/greenjournal/abstract/2026/01000/projected_shortages_and_distributional_challenges.2.aspx
https://journals.lww.com/greenjournal/abstract/2026/01000/projected_shortages_and_distributional_challenges.2.aspx
https://onlinelibrary.wiley.com/doi/10.1111/1475-6773.13922
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2025.1666659/full
https://pubmed.ncbi.nlm.nih.gov/36277225/
https://www.ruralhealthinfo.org/topics/rural-health-recruitment-retention#barriers
https://www.ruralhealthinfo.org/topics/rural-health-recruitment-retention#barriers
https://www.ruralhealthinfo.org/topics/rural-health-recruitment-retention#barriers
https://www.ruralhealth.us/nationalruralhealth/media/documents/advocacy/nrha-policy-brief-workforce-retention-factors-final-3-7-25.pdf
https://www.ruralhealth.us/nationalruralhealth/media/documents/advocacy/nrha-policy-brief-workforce-retention-factors-final-3-7-25.pdf
https://www.ruralhealth.us/nationalruralhealth/media/documents/advocacy/nrha-policy-brief-workforce-retention-factors-final-3-7-25.pdf
https://www.commonwealthfund.org/publications/2024/dec/how-some-rural-communities-are-winning-new-clinicians
https://www.mdpi.com/1660-4601/17/17/6423
https://www.marchofdimes.org/itstartswithmom/get-to-know-doulas
https://www.marchofdimes.org/itstartswithmom/get-to-know-doulas
https://nmaahc.si.edu/explore/stories/historical-significance-doulas-and-midwives
https://nmaahc.si.edu/explore/stories/historical-significance-doulas-and-midwives
https://evidencebasedbirth.com/the-evidence-for-doulas/
https://evidencebasedbirth.com/the-evidence-for-doulas/
https://www.sciencedirect.com/science/article/pii/S2667321523000434
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD003766.pub6/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD003766.pub6/full
https://www.cureus.com/articles/154723-the-effect-of-doulas-on-maternal-and-birth-outcomes-a-scoping-review#!/
https://nashp.org/state-trends-in-medicaid-coverage-of-doula-services/
https://nashp.org/state-trends-in-medicaid-coverage-of-doula-services/
https://healthlaw.org/doulamedicaidproject/map/
https://healthlaw.org/doulamedicaidproject/map/
https://dfr.oregon.gov/help/committees-workgroups/pages/rac-perinatal-services-sb692.aspx
https://dfr.oregon.gov/help/committees-workgroups/pages/rac-perinatal-services-sb692.aspx
https://www.health.state.mn.us/facilities/providers/doula/certorgs.html
https://www.health.state.mn.us/facilities/providers/doula/certorgs.html
https://www.dhcs.ca.gov/services/medi-cal/Documents/Medi-Cal-Doula-Standing-Recommendation.pdf 
https://www.dhcs.ca.gov/services/medi-cal/Documents/Medi-Cal-Doula-Standing-Recommendation.pdf 
https://www.dhcs.ca.gov/services/medi-cal/Documents/Medi-Cal-Doula-Standing-Recommendation.pdf 
https://www.nj.gov/health/doulas/nj-community-doula-care/
https://www.nj.gov/health/doulas/nj-community-doula-care/
https://www.nysenate.gov/legislation/bills/2025/S6494
https://link.springer.com/article/10.1186/s12913-024-11249-9
https://link.springer.com/article/10.1186/s12913-024-11249-9
https://www.sciencedirect.com/science/article/abs/pii/S0749379726000589
https://www.sciencedirect.com/science/article/abs/pii/S0749379726000589
https://www.aeaweb.org/articles?id=10.1257/app.20220341
https://www.aeaweb.org/articles?id=10.1257/app.20220341
https://www.journals.uchicago.edu/doi/abs/10.1086/727738


45

34.	 Kozhimannil KB, Hung P, Henning-Smith C, Casey MM, Prasad S. 
Association Between Loss of Hospital-Based Obstetric Services 
and Birth Outcomes in Rural Counties in the United States. 
JAMA. 2018;319(12):1239-1247. doi:10.1001/jama.2018.1830 

35.	 Fontenot J, Brigance C, Lucas R, Stoneburner A. Navigating 
geographical disparities: access to obstetric hospitals in 
maternity care deserts and across the United States. BMC 
Pregnancy Childbirth. 2024;24(1):350. doi:10.1186/s12884-024-
06535-7 

36.	 Bousquet C. Lawmakers approve bill requiring hospitals to 
announce birthing center closure 120 days in advance. Maine 
Public. April 1, 2026. Accessed May 18, 2026. https://www.
mainepublic.org/health/2026-04-01/lawmakers-approve-bill-
requiring-hospitals-to-announce-birthing-center-closure-120-
days-in-advance  

37.	 Butts E. Emergency bill to better protect the public when 
hospital birthing centers are slated to close goes to Governor’s 
desk. Maine Senate Democrats. March 31, 2026. Accessed May 
18, 2026. https://www.mainesenate.org/emergency-bill-to-
better-protect-the-public-when-hospital-birthing-centers-are-
slated-to-close-goes-to-governors-desk/   

38.	 Maine Legislature Bill Tracking. HP 1470, LD 2189. An Act to 
Require Prior Notification of Closures of Labor and Delivery 
Units and Changes in Maternity or Newborn Care Services by 
Hospitals as Recommended by the Commission to Evaluate the 
Scope of Regulatory Review and Oversight over Health Care 
Transactions That Impact the Delivery of Health Care Services in 
the State. Accessed May 28, 2026. https://legislature.maine.gov/
billtracker/#Paper/2189?legislature=132  

39.	 Lamb E, Merwin M, Mumford Q, Thach S, Fritz A, Henning-Smith 
C. National Rural Health Association Policy Brief. Obstetric 
readiness in rural communities lacking hospital labor and 
delivery units. Accessed May 18, 2026. https://www.ruralhealth.
us/getmedia/1aade569-b828-41de-96ed-de76e76365f8/NRHA-
Policy-Brief-Final-Draft-OB-readiness.pdf  

40.	 Parks Santangelo E, Osypuk T, Mason SM. Distance to Hospital-
based Intrapartum Care and Planned Home Birth in Minnesota. 
J Midwifery Womens Health. 2020;65(4):496-502. doi:10.1111/
jmwh.13095 

41.	 Alliman J, Bauer K, Williams T. Freestanding Birth Centers: An 
Evidence-Based Option for Birth. J Perinat Educ. 2022;31(1):8-13. 
doi:10.1891/JPE-2021-0024 

42.	 Saldanha IJ, Adam GP, Kanaan G, et al. Health Insurance 
Coverage and Postpartum Outcomes in the US: A Systematic 
Review. JAMA Netw Open. 2023;6(6):e2316536. doi:10.1001/
jamanetworkopen.2023.16536 

43.	 Medicaid Postpartum Coverage Extension Tracker. KFF. March 
19, 2026. Accessed May 18, 2026. https://www.kff.org/medicaid/
medicaid-postpartum-coverage-extension-tracker/  

44.	 Bellerose M, Collin L, Daw JR. The ACA Medicaid Expansion And 
Perinatal Insurance, Health Care Use, and Health Outcomes: 
A Systematic Review. Health Aff (Millwood). 2022;41(1):60-68. 
doi:10.1377/hlthaff.2021.01150 

45.	 Everitt IK, Freaney PM, Wang MC, et al. Association of 
State Medicaid Expansion Status with Hypertensive 
Disorders of Pregnancy in a Singleton First Live Birth. Circ 
Cardiovasc Qual Outcomes. 2022;15(1):e008249. doi:10.1161/
CIRCOUTCOMES.121.008249 

46.	 Eliason EL. Adoption of Medicaid Expansion Is Associated 
with Lower Maternal Mortality. Womens Health Issues Off Publ 
Jacobs Inst Womens Health. 2020;30(3):147-152. doi:10.1016/j.
whi.2020.01.005 

47.	 Brown CC, Moore JE, Felix HC, Stewart MK, Tilford JM. County-
level Variation in Low Birthweight and Preterm Birth: An 
Evaluation of State Medicaid Expansion Under the Affordable 
Care Act. Med Care. 2020;58(6):497-503. doi:10.1097/
MLR.0000000000001313 

48.	 Medicaid and CHIP Payment and Access Commission (MACPAC). 
Legislative Milestones in Medicaid and CHIP Coverage of 
Pregnant Women. Accessed May 29, 2026. https://www.macpac.
gov/legislative-milestones-in-medicaid-and-chip-coverage-of-
pregnant-women/  

49.	 Centers for Medicare & Medicaid Services. Program History and 
Prior Initiatives. Accessed May 29, 2026. https://www.medicaid.
gov/about-us/program-history  

50.	 Health Resources & Services Administration (HRSA), Maternal 
and Child Health Bureau (MCHB). MCH Timeline. Accessed May 
29, 2026. https://mchb.hrsa.gov/about-us/timeline  

51.	 Centers for Medicare & Medicaid Services. CHIP Eligibility & 
Enrollment. Accessed May 29, 2026. https://www.medicaid.gov/
chip/chip-eligibility-enrollment

52.	 Johnston EM, McMorrow S, Alvarez Caraveo C, Dubay L. Post-
ACA, More Than One-Third of Women with Prenatal Medicaid 
Remained Uninsured Before or After Pregnancy. Health Aff 
(Millwood). 2021;40(4):571-578. doi:10.1377/hlthaff.2020.01678 

53.	 Alabama Medicaid. Presumptive Eligibility for Pregnancy 
(PEP). Accessed May 18, 2026. https://medicaid.alabama.gov/
content/4.0_Programs/4.7_PEP.aspx?utm_source=chatgpt.com  

54.	 Presumptive Eligibility for Pregnant Women (PE-PW). Arkansas 
Department of Human Services, Division of Medical Services. 
Accessed May 18, 2026. https://humanservices.arkansas.
gov/divisions-shared-services/medical-services/healthcare-
programs/presumptive-eligibility-for-pregnant-women-pe-pw/  

55.	 Eliason EL, Daw JR. Presumptive eligibility for pregnancy 
Medicaid and timely prenatal care access. Health Serv Res. 
2022;57(6):1288-1294. doi:10.1111/1475-6773.14035 

56.	 Piper JM, Mitchel EF, Ray WA. Presumptive eligibility for 
pregnant Medicaid enrollees: its effects on prenatal care and 
perinatal outcome. Am J Public Health. 1994;84(10):1626-1630. 
doi:10.2105/ajph.84.10.1626 

57.	 Ali ST, Rizvi SA, Talat M, Abuzar S, Azhar M, Rehman M. Barriers 
to timely and adequate antenatal care: a systematic review 
of socioeconomic, cultural, psychosocial, and health-system 
factors across high and low resource settings. BMC Pregnancy 
Childbirth. 2025;26(1):96. doi:10.1186/s12884-025-08565-1 

58.	 MCH Evidence. Evidence Tools. Early Prenatal Care. Accessed 
June 22, 2026. https://www.mchevidence.org/tools/measures/
early-prenatal-care.php

59.	 Pregnancy-Related Deaths: Data from Maternal Mortality 
Review Committees. CDC, National Center for Chronic Disease 
Prevention and Health Promotion (NCCDPHP), Division of 
Reproductive Health. April 17, 2026. Accessed May 18, 2026. 
https://www.cdc.gov/maternal-mortality/php/data-research/
mmrc/index.html  

60.	 Attanasio LB, Ranchoff BL, Cooper MI, Geissler KH. Postpartum 
Visit Attendance in the United States: A Systematic Review. 
Womens Health Issues Off Publ Jacobs Inst Womens Health. 
2022;32(4):369-375. doi:10.1016/j.whi.2022.02.002 

61.	 March of Dimes. Mobile Health Impact Report, 2024. Accessed 
May 18, 2026. https://www.marchofdimes.org/our-work/
programs/mobile-health-centers/mobile-health-impact-report  

62.	 Maternal and Infant Health in State Rural Health Transformation 
Proposals Set Promising Priorities in an Uncertain Landscape. 
Georgetown University, McCourt School of Public Policy, Center 
for Children and Families. March 20, 2026. Accessed May 18, 
2026. https://ccf.georgetown.edu/2026/03/20/maternal-and-
infant-health-in-state-rural-health-transformation-proposals-set-
promising-priorities-in-an-uncertain-landscape/  

https://jamanetwork.com/journals/jama/fullarticle/2674780
https://link.springer.com/article/10.1186/s12884-024-06535-7
https://link.springer.com/article/10.1186/s12884-024-06535-7
https://www.mainepublic.org/health/2026-04-01/lawmakers-approve-bill-requiring-hospitals-to-announce-birthing-center-closure-120-days-in-advance
https://www.mainepublic.org/health/2026-04-01/lawmakers-approve-bill-requiring-hospitals-to-announce-birthing-center-closure-120-days-in-advance
https://www.mainepublic.org/health/2026-04-01/lawmakers-approve-bill-requiring-hospitals-to-announce-birthing-center-closure-120-days-in-advance
https://www.mainepublic.org/health/2026-04-01/lawmakers-approve-bill-requiring-hospitals-to-announce-birthing-center-closure-120-days-in-advance
https://www.mainesenate.org/emergency-bill-to-better-protect-the-public-when-hospital-birthing-centers-are-slated-to-close-goes-to-governors-desk/
https://www.mainesenate.org/emergency-bill-to-better-protect-the-public-when-hospital-birthing-centers-are-slated-to-close-goes-to-governors-desk/
https://www.mainesenate.org/emergency-bill-to-better-protect-the-public-when-hospital-birthing-centers-are-slated-to-close-goes-to-governors-desk/
https://legislature.maine.gov/billtracker/#Paper/2189?legislature=132
https://legislature.maine.gov/billtracker/#Paper/2189?legislature=132
https://www.ruralhealth.us/getmedia/1aade569-b828-41de-96ed-de76e76365f8/NRHA-Policy-Brief-Final-Draft-OB-readiness.pdf
https://www.ruralhealth.us/getmedia/1aade569-b828-41de-96ed-de76e76365f8/NRHA-Policy-Brief-Final-Draft-OB-readiness.pdf
https://www.ruralhealth.us/getmedia/1aade569-b828-41de-96ed-de76e76365f8/NRHA-Policy-Brief-Final-Draft-OB-readiness.pdf
https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13095
https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.13095
https://pubmed.ncbi.nlm.nih.gov/35165499/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2805510
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2805510
https://www.kff.org/medicaid/medicaid-postpartum-coverage-extension-tracker/
https://www.kff.org/medicaid/medicaid-postpartum-coverage-extension-tracker/
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2021.01150
https://www.ahajournals.org/doi/10.1161/CIRCOUTCOMES.121.008249
https://www.ahajournals.org/doi/10.1161/CIRCOUTCOMES.121.008249
https://www.sciencedirect.com/science/article/abs/pii/S1049386720300050
https://www.sciencedirect.com/science/article/abs/pii/S1049386720300050
https://journals.lww.com/lww-medicalcare/abstract/2020/06000/county_level_variation_in_low_birthweight_and.1.aspx
https://journals.lww.com/lww-medicalcare/abstract/2020/06000/county_level_variation_in_low_birthweight_and.1.aspx
https://www.macpac.gov/legislative-milestones-in-medicaid-and-chip-coverage-of-pregnant-women/
https://www.macpac.gov/legislative-milestones-in-medicaid-and-chip-coverage-of-pregnant-women/
https://www.macpac.gov/legislative-milestones-in-medicaid-and-chip-coverage-of-pregnant-women/
https://www.medicaid.gov/about-us/program-history
https://www.medicaid.gov/about-us/program-history
https://mchb.hrsa.gov/about-us/timeline
https://www.medicaid.gov/chip/chip-eligibility-enrollment
https://www.medicaid.gov/chip/chip-eligibility-enrollment
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01678
https://medicaid.alabama.gov/content/4.0_Programs/4.7_PEP.aspx?utm_source=chatgpt.com
https://medicaid.alabama.gov/content/4.0_Programs/4.7_PEP.aspx?utm_source=chatgpt.com
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/healthcare-programs/presumptive-eligibility-for-pregnant-women-pe-pw/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/healthcare-programs/presumptive-eligibility-for-pregnant-women-pe-pw/
https://humanservices.arkansas.gov/divisions-shared-services/medical-services/healthcare-programs/presumptive-eligibility-for-pregnant-women-pe-pw/
https://onlinelibrary.wiley.com/doi/10.1111/1475-6773.14035
https://ajph.aphapublications.org/doi/10.2105/AJPH.84.10.1626
https://link.springer.com/article/10.1186/s12884-025-08565-1
https://www.mchevidence.org/tools/measures/early-prenatal-care.php
https://www.mchevidence.org/tools/measures/early-prenatal-care.php
https://www.cdc.gov/maternal-mortality/php/data-research/mmrc/index.html
https://www.cdc.gov/maternal-mortality/php/data-research/mmrc/index.html
https://www.sciencedirect.com/science/article/abs/pii/S1049386722000111
https://www.marchofdimes.org/our-work/programs/mobile-health-centers/mobile-health-impact-report
https://www.marchofdimes.org/our-work/programs/mobile-health-centers/mobile-health-impact-report
https://ccf.georgetown.edu/2026/03/20/maternal-and-infant-health-in-state-rural-health-transformation-proposals-set-promising-priorities-in-an-uncertain-landscape/
https://ccf.georgetown.edu/2026/03/20/maternal-and-infant-health-in-state-rural-health-transformation-proposals-set-promising-priorities-in-an-uncertain-landscape/
https://ccf.georgetown.edu/2026/03/20/maternal-and-infant-health-in-state-rural-health-transformation-proposals-set-promising-priorities-in-an-uncertain-landscape/

