
  
 
May 29, 2020 
 
The Honorable Seema Verma 
Administrator 
Centers for Medicare & Medicaid Services 
Hubert H. Humphrey Building 
200 Independence Avenue, S.W., Room 445-G 
Washington, DC 20201 
 
Submitted electronically to ruralmaternalrfi@cms.hhs.gov 
 
RE: Request for Information Regarding Maternal and Infant Health Care in Rural 
Communities 
 
Dear Ms. Verma, 
 
On behalf of our 129 member hospitals and health systems, the Minnesota Hospital Association 
(MHA) appreciates the opportunity to respond to the Centers for Medicare & Medicaid Services’ 
(CMS) request for information on maternal and infant health care in rural communities. CMS 
requests that information be provided in regard to improving health care access, quality, and 
outcomes for women and infants in rural communities before, during, and after pregnancy. To 
address these important areas of health care, CMS asked that information be provided to 
answer questions around barriers, opportunities to improve, initiatives that have shown a 
positive impact, and how CMS and HHS can support efforts to improve care.  
 
MHA engaged its Perinatal Committee to advise MHA in its response to CMS’ request. With 
expertise in maternal and infant health care in rural and urban communities across the State of 
Minnesota and the United States, this Committee convenes regularly to identify issues, provide 
solutions, and create roadmaps for hospitals to utilize in improving access, quality, and 
outcomes for women and infants in all communities. 
 
Minnesota is not immune to the challenges that rural hospitals face to keep their labor and 
delivery service lines open. One third of Minnesota counties are without a birthing hospital. 
Sixty-three percent of the hospitals that do provide birthing services are in a rural area. 
Furthermore, obstetric care accounts for a larger percentage of the admissions at rural hospitals 

compared to their urban counterparts1. 

 
MHA believes that inadequate reimbursement, workforce challenges, health disparities, 
and infrastructure prove to be barriers for maternal and infant health care in rural 
Minnesota communities. 
 
Increasing inadequate Medicaid reimbursement levels will lead to greater access and 
outcomes:  

Medicaid funds 43% of all Minnesota pregnancies2, yet pays approximately half of what private 

insurance does. To exacerbate this issue, residents in rural Minnesota are more likely to utilize 

public health insurance coverage, such as Medicaid, to fund their healthcare3. For this reason, 

in the past year Minnesota has seen a handful of hospitals in the state close their labor and 
delivery service lines.  
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An opportunity to improve access to care and decrease disparities across the state would be to 
increase Medicaid reimbursement rates for obstetric care. This would assist in relieving the 
financial pressures that rural hospitals face to provide care to mothers and babies across the 
state and would also incentivize providers to treat and establish relationships with Medicaid 
patients.  
 
In addition to increasing Medicaid rates, extending coverage in the post-partum period is 
necessary. One third of maternal deaths take place within the year after birth. Currently, women 
are only covered by Medicaid for two months post-partum. Extending coverage during this 

critical period has the potential to decrease both maternal mortality and morbidity4.  

  
Provider shortages and workforce competency challenges limit care in rural areas:  
Demand for physicians across the nation continues to increase faster than supply. According to 
the Association of American Medical Colleges (AAMC), the United States is expecting a 
shortage of nearly 122,000 physicians by 2032. The AAMC further states that these shortages 

will have an acute effect on rural areas5. While these statistics are alarming on their own, 

analyzing the current state of obstetrics in rural areas is even more sobering. At present, less 
than half of all rural counties have a practicing obstetrician or gynecologist and recruiting the 

dwindling supply of them to work in rural areas is difficult6. Physicians who choose to practice in 

rural communities may struggle to remain comfortable and competent in their abilities due to the 
low volume of deliveries at rural hospitals. Insufficient patient volume contributes to the lack in 
the ability to maintain high quality performance for procedures such as a cesarean section. 
Expansion in the use of family medicine physicians trained to provide maternity services in rural 

areas may address this issue7.   

 
An additional opportunity to address this issue could be modeled after the rural residency 
program at the University of Wisconsin-Madison. This program is specifically designed for 
physicians specialized in obstetrics and gynecology. Throughout their four years of training, 

each resident completes approximately 20% of their training at different rural hospital sites8. 

 
Current Infrastructure: Rural hospitals are essential to providing care in Greater Minnesota, 
but they may also lack the resources and/or infrastructure to provide the level of care necessary 
for high-risk patients. The use of telemedicine in rural areas to deliver and assist with the 
delivery of services may decrease patient need for travel by monitoring patient status and 
improving communication to ensure that patients are transferred to another facility when 
necessary. Incentivizing collaborative relationships between hospitals and health systems would 
ensure that appropriate medical care is provided to mothers and babies at the right time, in the 
right place.  
 
What initiatives, including community-based efforts, have shown a positive impact on 
addressing barriers or maximizing opportunities? 

Initiatives that have been beneficial in addressing the above barriers in Minnesota include 
establishing the Minnesota Perinatal Quality Collaborative in 2018, reconvening the Minnesota 
Maternal Mortality Review Committee in 2019 and the continued work of MHA’s Perinatal 
Committee. These expert-led groups strive to improve maternal and infant health access and 
outcomes by utilizing data-driven best practices, harnessing collaboration from a variety of 
stakeholders and implementing clinical quality improvement efforts. One such method proven to 
be successful is the Plan Do Study Act Celebrate (PDCAC) model used by MHA in the 
development of both a Perinatal Road Map and Neonatal Abstinence Syndrome Road Map. 
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These documents contain best practice questions and resources available for hospitals and 
health systems to utilize for quality improvement purposes.  

CMS and HHS can support these efforts by increasing funding for quality improvement 
initiatives, expanding the use of telemedicine, increasing Medicaid reimbursement 
payments and establishing a consistent definition for “rural” areas.  

Increasing funding for quality improvement initiatives: 

CMS, in conjunction with HHS, can support the efforts discussed in this letter by providing 
additional funding towards quality improvement initiatives. Examples of these include increasing 
access and availability for telemedicine, promoting rural residency programs, supporting family 
practice physician use and competency training for maternity services. Furthermore, education 
and training for first responders and emergency room physicians on maternal and neonatal care 
are additional initiatives that should be funded. Incentivizing hospitals and health systems to 
collaborate in circumstances of limited resources to aid in training and providing care for 
mothers and infants will also lead to improved health outcomes for all.  
 
Expand telehealth payments: Evidence suggests that care delivered via telehealth leads to 
equivalent health outcomes when compared with traditional methods of health care delivery 
without compromising the patient–physician relationship. Additionally, it also has been shown to 

enhance patient satisfaction and improve patient engagement9. To aid in reducing the 

disparities that exist within maternal and infant health, CMS and HHS need to expand payment 
to services delivered antenatal, perinatal and postpartum via telehealth. With one third of 
Minnesota counties without a birthing hospital, it is crucial to be forward thinking in how to 
address disparities that exist for women living in rural America and to provide appropriate level 
of care.  

Increased Medicaid reimbursement and extended coverage:  

As addressed above, Medicaid funds 43% of Minnesota pregnancies yet pays approximately 
half of what private insurers do. Recent data from the Minnesota Department of Human 
Services shows that 20,981 pregnant women in Minnesota enrolled in Medicaid to pay for their 

care in 201810. Unfortunately, due to underpayment, many physicians choose not to accept 

Medicaid as a payor for their services. Increasing Medicaid reimbursement in addition to 
extending coverage for pregnant women for the year post-partum is key in addressing both 
maternal mortality and morbidity.  

Consistency in definition of rural: Across the United States, definitions of rural differ between 
local, state, and federal agencies. Inconsistencies in the interpretation of “rural” create 
significant challenges for hospitals and health systems as they compete for resources, apply for 
funding and report quality metrics. For example, St. Louis county in Minnesota sits at the 
Northeast corner of the state in the heart of the iron range. The county spans 7,000+ square 
miles and is home to only three cities with dedicated labor and delivery services. In fact, the 
third largest city in St. Louis county only has a population of 10,111. If located in one portion of 
the state, it may take 2.5+ hours to drive to a hospital with labor and delivery services. This is 
especially troublesome for mothers with high-risk pregnancies or complications. According to 
the Core Based Statistical Areas calculation this county is considered urban. Conversely, when 
you look at the Federal Office of Rural Health Policy, St. Louis county is considered rural. Due 
to the discrepancy in definitions used across local, state and federal agencies, inadequate 

funding or attention may not be paid to rural areas11.  
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Investment in maternal and infant health care will not only improve quality and outcomes, it will 
also reduce health inequities in care for women of all backgrounds and ensure access to 
maternity care throughout the country. Additionally, this investment would ensure that mothers 
and infants receive health care during a critical period of life that would benefit individual lives 
and the future generations of the United States. We appreciate the opportunity to respond to 
CMS as it considers strategies to improve maternal and infant health care. If you have any 
questions, please feel free to contact me at (651) 603-3517 or tdaniels@mnhospitals.org. 

 

Sincerely, 

 

Tania Daniels, PT, MBA 
Vice President, Quality and Patient Safety 
Quality and Patient Safety Division 
Minnesota Hospital Association 
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