
If you get mom, you get 

everyone else …a look at maternal-child 

services in an RHC and other rural settings



Discussion Points for this session

• The role that women play in family/friend healthcare

• Maternal deserts & other rural health stats

• Paradigm Shift in Care Models

• Collaborative and Cooperative Models for Care

• Challenges Surrounding Newer Care Models

• Should maternal-child health services be standalone service 
lines?



Soundbites... the 
role of women in 
healthcare 
decision-making



“Women in the United States make approximately 80% of the health care 
decisions for their families’” --PubMed: Matoff-Stepp, et al.

“American women are often in the role of being a health advocate, guide, or 
guardian for family and friends.” –Frontiers in Communication, 04 October 2023

“Women’s reproductive health care needs, their central roles managing 
family health as parents and as family caregivers, and their longer lifespans, 
albeit with greater rates of chronic health problems and functional limitations 
than men, all shape their relationships with the health care system.”--Kaiser 
Family Foundation, October 8, 2025

“Women are also more likely to consult a greater variety of resources, 
including friends, family, and alternative health professionals. In addition, 
women are more likely to search for information for both themselves and on 
behalf of others.”--Rowley J, Johnson F, Sbaffi L. Health Informatics J 2015;21:316–327





Maternal 
Deserts 
& Other Stats

Virginia



https://hmhba.org/



In Virginia, 37.6% of 

counties are maternity 

care deserts.

In Virginia, 8.3% of 

counties have low or 

moderate, not full, 

access.



In Virginia, 63.2% 

of counties have no 

hospital or birth 

center offering 

maternity care.



In Virginia, 

38.3% counties 

have not a single 

obstetric 

clinician.



https://www.ruralhealthinfo.org/toolkits/maternal-health/1/definition
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Paradigm Shift in Care 
Models











Examples of New Care 
Models



‘Even if a community is not planning on providing 

maternity care, they still are going to be providing 

maternity care, but they won’t be ready for obstetrical 

emergencies.”

John Cullen, M.D.

Family physician in Valdez, Alaska



UNC Chatham Hospital Model

In 2020, the UNC Chatham Hospital Maternity Care Center (MCC) reopened 
as a Level 1 maternity care center certified to provide low risk perinatal and 
maternal care after the original labor and delivery unit closed in 1991. UNC 
Chatham is a critical access hospital that features a community-integrated 
model that includes full-spectrum family medicine and OB/GYN care, 
leveraging partnerships with the larger UNC system, local health 
services, and community health care organizations and focusing on 
culturally competent care to address disparities in maternal health 
outcomes. To address maternal and infant morbidity and mortality, the MCC 
created EMBRACe (Equity for Moms and Babies Realized Across Chatham) 
to assess the needs of the community and coordinate community health 
initiatives. 

https://www.milbank.org/2024/09/innovations-in-rural-obstetrics-to-maintain-access-to-care/



Manaska Health Model

Mahaska Health is a critical access hospital with a strong culture of being 
physician and nurse led. The hospital received a state grant that helped 
expand maternity care services and in recent years has started to provide 
perinatal mental health care in addition to general and specialty maternal 
and obstetric care. As a part of the Iowa Perinatal Quality Collaborative, the 
birthing center has standardized protocols for postpartum hemorrhage 
and preeclampsia management to provide high quality care. The 
birthing hospital is a designated regional trainer for Advanced Life Support in 
Obstetrics (ALSO) and provides certifications to nurses and physicians. 
Mahaska Health has reported volume increases driven by patients attracted 
to its emphasis on high quality care. 

https://www.milbank.org/2024/09/innovations-in-rural-obstetrics-to-maintain-access-to-care/



Goodall-Witcher Hospital Model

In 2018, financially strapped Goodall-Witcher Hospital transitioned from the 
Goodall-Witcher Healthcare Foundation to a municipal hospital district 
supported by an elected board of community members with the 
authority to impose property taxes to fund the hospital. Goodall-Witcher 
invested in updating their facilities and recruiting family medicine 
physicians with surgical obstetric training to staff deliveries and deliver 
care across multiple clinical services. These investments have reduced 
provider turnover, increased patient satisfaction, and improved community 
perception. The critical access hospital is recognized for providing 
personalized and comprehensive care; now many patients choose to travel 
to the hospital for obstetric care. Goodall-Witcher views maternity care to 
generate long-term patients across its service lines. 

https://www.milbank.org/2024/09/innovations-in-rural-obstetrics-to-maintain-access-to-care/



Southcentral Foundation Model
Southcentral Foundation (SCF) provides maternity health care services to 
the Alaska Native Community from across Alaska. The Tribal Health System 
in Alaska relies on a team-based approach to obstetric care that 
leverages the expertise of community health aides, doulas, nurse 
midwives, family medicine physicians, OB-GYN and maternal fetal 
medicine physicians, nurse case managers, and other specialists to 
provide coordinated care for pregnant women from across the state. To 
overcome the access barriers related to the remoteness of the region, SCF 
partners closely with providers from regional Tribal Health Organizations to 
help provide care in rural settings. If a woman is considered to have a high-
risk pregnancy, she will be transferred to a higher level of care in Anchorage. 
SCF is dedicated to being culturally aligned with the Alaska Native 
Community. For example, SCF supports indigenous birth practices by 
providing no-cost Indigenous doula services through a community grant. 

https://www.milbank.org/2024/09/innovations-in-rural-obstetrics-to-maintain-access-to-care/
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Challenges Surrounding 
Newer Care Models
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Brainstorming:  What else?



Share your experience: what 
worked, what didn’t, why



Should maternal-child-family 
health services be standalone 
service lines?



Why, Why Not?
• Although we have begun shifting our care delivery models to an integrated, team-

based approach, traditional ways of reporting revenue and expenses for healthcare 

accounting has not shifted to align with the clinical models.

• We don’t always have a good way of attributing the upstream and downstream 

financial activities in a way that can demonstrate the value of integrated, team-based 

care. 

• Compensation models keep service lines siloed as far as revenue.  Who is going to 

get credit for doing what?  

• Cost-based reimbursement for CAHs and RHCs requires that direct expenses and 

other related costs be put into cost centers or subunits.  Who is going to get credit for 

what it cost us to do this? 

• This is biggest issue with CAHs and RHCs adopting quality programs or doing 

demonstration projects.  We can’t get everything in the right bucket.



But, if we get the mom, we are able to 
provide services for the entire family and for 
those people in her sphere of influence.

We prevent out-migration and restore the 
community’s confidence in our safety net rural 
providers.   We build a more stable economic 
base for the service area and prevent 
maternal and child mortality. 



Patty Harper, RHIA, CHC®
pharper@inquiseek.com
318-243-2687

mailto:pharper@inquiseek.com
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